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Medical  Etiquette 

Most  of  the  difficulties  that  arise  today  in  the  realm  of 
medical  etiquette — that  is,  relationships  between  doctors — 
could  be  avoided  if  physicians  would  reali2e  that  rules  exist 
and  will  attempt  to  follow  them. 

Most  of  the  sections  in  chapters  IV,  V,  and  VI  of  the 
1955  edition  of  the  Principles  of  Medical  Ethics  were  con- 
sidered to  be  in  the  domain  of  etiquette  or  manners.  Since 
the  condensation  of  the  Principles  of  Medical  Ethics  into 
10  broad  basic  principles  in  1957,  many  physicians  have 
not  realized  that  these  traditional  concepts  are  still  in  effect; 
however,  all  are  included.* 

Though  interpretation  and  mode  of  application  may 
change  with  the  variances  of  society,  basic  principles  can- 
not change  any  more  than  the  golden  rule  can  change.  For 
example,  the  rules  concerning  consultations  were  written 
before  the  days  of  modern  specialization  and  are  not  alto- 
gether practical  today,  but  the  general  principles  still  hold 
true:  Consultations  are  to  be  conducted  in  the  best  interests 
of  the  patient;  the  physicians  involved  are  to  be  considerate 
of  each  other;  and  the  position  of  the  family  physician  is 
to  be  respected. 

Let  us  consider  some  of  the  common  problems. 

When  a physician  is  to  be  out  of  town,  he  should  ar- 
range for  another  physician  to  care  for  his  patients.  His  pa- 
tients, and  perhaps  the  hospital  or  telephone  answering 
service,  should  be  informed  as  to  which  physician  is  taking 
his  calls.  Incidentally,  the  courts  have  interpreted  that  a 
physician  who  leaves  a seriously  ill  patient  must  leave  that 
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* Principles  of  Medical  Ethics;  Opinions  and  Reports  of  Judicial  Coun- 
cil, Special  Edition,  J.A.M.A.,  June  7,  1958. 
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patient  under  the  care  of  a physician  whose 
ability  is  at  least  equal  to  his  own. 

When  one  sees  another  doctor’s  patient  be- 
cause he  is  out  of  town,  or  not  available  in  an 
emergency,  it  is  his  duty  to  return  the  case  to 
the  care  of  that  physician  as  soon  as  he  is  avail- 
able, and  he  should  give  him  all  information 
concerning  findings  and  treatment.  In  caring 
for  such  a patient  one  must  be  cautious  in 
changing  the  treatment  and  in  commenting  on 
anything  the  patient’s  own  physician  has  previ- 
ously said  or  done.  When  making  a social  call 
on  the  patient  of  another  doctor,  one  should 
avoid,  as  much  as  possible,  any  discussion  of 
the  patient’s  illness. 

Patients  are  often  taken  to  a hospital  in 
an  emergency  without  the  knowledge  of  the 
patient’s  own  physician.  The  doctor  in  charge 
of  the  patient  at  the  hospital  should  notify  the 
family  physician  as  soon  as  possible;  and,  if 
his  physician  is  on  the  staff,  he  should  be 
asked  to  take  charge  of  the  case.  When  several 
physicians  are  called  in  an  emergency,  the  first 
to  arrive  on  the  scene  is  considered  to  be  in 
charge  of  the  case  and  should  continue  until 
the  family  physician  can  take  over. 

Today,  patients  frequently  change  family 
physicians.  This  should  be  discouraged,  but  one 
can  take  any  patient  who  is  not  already  under 
the  care  of  another  physician. 

Before  taking  over  the  care  of  a patient 
who  is  being  treated  by  another  doctor,  the 
patient  or  his  family  must  notify  the  other 
physician  that  he  is  being  relieved  of  the  case. 
In  these  cases  it  is  extremely  important  that 
one  avoid  any  criticism  of  the  previous  physi- 
cian. We  must  not  cover  up  gross  incompe- 
tence, but  such  complaints  should  be  made  to 
the  medical  society’s  board  of  censors,  not  to 
the  patient  or  his  family.  Remember  that  things 
may  not  be  exactly  as  they  are  described.  Prob- 
ably one  of  the  most  common  mistakes  made 
by  young  physicians  is  to  criticize  the  methods 
of  older  physicians;  however,  no  amount  of 
scientific  apparatus  can  replace  the  judgment 
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and  intuition  that  comes  from  years  of  experi- 
ence in  caring  for  the  sick. 

In  regard  to  consultations,  most  problems 
arise  from  inadequate  communication  between 
the  two  physicians.  When  a patient  is  sent  to 
a consultant,  the  referring  physician  should 
give  the  consultant  the  history  of  the  case,  his 
opinions  of  the  case,  his  treatment,  what  he  has 
told  the  patient  and  family,  and  the  patient’s 
ability  to  pay.  He  also  should  tell  the  consult- 
ant whether  he  wishes  merely  an  opinion  or 
both  opinion  and  treatment. 

In  turn,  the  consultant  should  follow  the  re- 
quest of  the  referring  physician  and  should 
not  treat  the  patient  unless  requested  to  do  so. 
He  should  send  a report  to  the  referring  physi- 
cian, and  he  should  see  that  the  patient  goes 
back  to  the  referring  physician.  He  should  be 
cautious  in  discussing  the  things  that  the  pa- 
tient’s doctor  has  said  and  done  previously.  A 
good  consultant  will  never  degrade  the  refer- 
ring physician.  In  making  a charge,  the  con- 
sultant should  take  into  consideration  the  pa- 
tient’s ability  to  pay  and  the  fact  that  the 
referring  physician  also  will  have  a charge. 

One  of  the  more  common  evils  arising  from 
specialization  is  that  patients  frequently  go  to 
a specialist  without  being  referred  by  their  own 
physician.  In  certain  conditions,  this  is  justified, 
but  occasionally  it  means  that  the  "specialist” 
treats  conditions  outside  his  own  field.  I be- 
lieve that  if  one  designates  himself  as  a special- 
ist, he  should  confine  his  work  to  that  specialty. 

In  regard  to  professional  courtesy,  physicians 
must  not  charge  other  physicians  or  their  de- 
pendents; however,  if  there  has  been  an  ex- 
pense involved  because  of  travel  or  material 
used,  the  patient  should  offer  to  reimburse  the 
physician  for  this  expense.  I think  it  is  always 
in  good  taste  to  send  some  gift  to  show  ap- 
preciation for  services  rendered.  Concerning 
courtesy  fees  to  members  of  paramedical  pro- 
fessions and  the  ministry,  each  physician  must 
follow  the  dictates  of  his  own  conscience. 

If  we  will  remember  the  dignity  and  the 
heritage  of  our  profession,  if  we  will  place 
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service  above  self,  and  if  we  will  place  less 
importance  on  the  almighty  dollar,  then  we 
will  not  have  need  for  codes  of  conduct.  So 
far  as  I know,  the  golden  rule  has  never  been 
repealed. 

— Robert  Mayo  Tenery,  M.D.,  Waxahachie. 

With  April  Comes 
House  Cleaning 

Time  for  cleaning  house  has  begun  for  the 
Association,  and  come  April  members  of  the 
House  of  Delegates  will  be  able  to  express 
their  views  on  the  work  done  by  the  Associa- 
tion’s Reorganization  Committee.  Initiated  by 
the  1958  House,  review  of  the  Association’s 
organizational  structure  may  not  be  completed 
by  the  time  of  the  April  annual  session,  but  the 
portion  which  is  will  be  submitted  to  the  House 
for  action  so  that  the  changes,  if  approved,  can 
be  put  into  effect  as  promptly  as  possible. 

Rapid  expansion  within  the  past  several 
years  has  resulted  in  a cumbersome  organiza- 
tional structure  with  a great  deal  of  overlap- 
ping of  responsibilities  among  the  Association’s 
38  boards,  councils,  and  committees.  In  an  ef- 
fort to  streamline  this  structure  and  to  mini- 
mize the  load  placed  each  year  on  the  House, 
the  basic  change  which  the  committee  plans 
will  consist  of  the  placing  of  committees  under 
the  direction  of  a group  of  councils  instead  of 
having  these  committees  be  responsible  to  the 
House.  Only  the  councils  would  report  to  the 
House,  with  each  council  chairman  calling  on 
the  chairmen  of  the  different  committees  under 
his  supervision  if  elaboration  on  specific  points 
becomes  necessary. 

Coordination  of  the  whole  picture,  the  com- 
mittee reports,  will  provide  for  divisions  by 
councils,  standing  committees,  special  commit- 
tees, reference  committees,  and  special  appoint- 
ees. The  plan  calls  for  Councils  on  Annual 
Session,  Medical  Jurisprudence,  Public  Rela- 
tions and  Public  Service,  Medical  Education  and 
Hospitals,  Scientific  Advancement,  Medical 
Service  and  Insurance,  and  Constitution  and 


By-Laws,  with  standing  and  special  committees 
reporting  to  the  particular  council  under  whose 
jurisdiction  each  may  be. 

Reference  Committees  on  Credentials,  Re- 
ports of  Officers  and  Committees,  Resolutions 
and  Miscellaneous  Business,  Finance,  Scientific 
Work,  Medical  Service,  and  Constitution  and 
By-Laws  will  consider  and  report  on  all  such 
matters  for  which  they  are  appointed.  Special 
appointees  will  establish  liaisons  between  the 
Association  and  allied  organizations  or  will  act 
as  advisers  to  allied  organizations. 

The  structure  which  is  planned  for  the  Coun- 
cil on  Annual  Session  is  typical  of  that  which 
will  be  planned  for  each  of  the  other  councils. 
This  one  council  will  establish  regulations  for 
the  guidance  of  the  scientific  sections  and  for 
the  preparation,  publication,  and  presentation 
of  the  scientific  programs  at  the  annual  ses- 
sion. Under  the  Council’s  jurisdiction  will  be 
the  Committee  on  Scientific  Exhibits,  which  is 
the  committee  in  charge  of  developing  a scien- 
tific display  for  the  session;  the  Committee  on 
General  Arrangements  for  the  Annual  Session, 
the  committee  which  takes  care  of  selecting 
suitable  accommodations  for  the  meeting;  and 
the  Committee  on  Memorial  Services,  which  is 
the  committee  in  charge  of  preparing  and  con- 
ducting the  memorial  services  at  the  session. 

Other  details,  such  as  size  of  councils  and 
committees  and  tenures  of  office,  are  being 
worked  out  by  members  of  the  Reorganization 
Committee;  but  the  final  nod  will  come  from 
the  1959  delegates. 

The  Right  to  Choose 

The  right  of  the  patient  to  choose  his  own 
physician — this  is  a basic  democratic  principle 
which  is  being  challenged  today.  Physicians  are 
being  called  upon  to  defend  this  philosophy 
which  has  contributed  immeasurably  to  Amer- 
ica’s scientific  and  medical  achievements. 

Third  parties  have  become  more  and  more 
involved  in  the  business  of  providing  medical 
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and  hospital  care  in  competition  with  the  pri- 
vate practice  of  medicine.  Many  health  and  wel- 
fare programs  have  assumed  responsibilities 
that  formerly  belonged  to  the  individual.  They 
have  selected  physicians  and  hospital  facilities 
for  their  members  without  regard  for  the  indi- 
vidual’s own  personal  wishes.  Physicians  all 
over  the  country  have  become  concerned  over 
this  situation,  and  the  American  Medical  As- 
sociation presently  is  staging  a campaign  to  in- 
form the  public  of  the  advantages  of  "free 
choice.” 

Although  the  medical  profession  has  not  op- 
posed union,  management,  or  lay  sponsored 
health  and  welfare  plans,  it  has  been  concerned 
over  the  way  some  of  these  plans  have  been 
operating. 

Leaders  of  organized  labor’s  medical  pro- 
grams recently  met  in  Washington  to  consider 
"modernizing”  certain  patterns  of  medical  prac- 
tice— replacing  "old  fashioned”  democratic 
principles  such  as  free  choice  of  physician  and 
fee-for-service  with  more  "up-to-date”  methods 
of  operation  as  closed  panels  and  direct  service 
programs.  These  labor  leaders  launched  a na- 
tionwide campaign  to  educate  union  members 
on  the  advantages  of  giving  up  their  right  to 
choose  their  doctor.  They  feel  that  since  unions 
pay  the  bills  they  have  a right  to  pass  on  the 
quality  of  medical  care  provided  their  members. 

Doctors  are  concerned  with  actual  health 
plans  which  fall  into  three  categories;  union- 
sponsored  plans,  management-sponsored  plans, 
and  consumer-sponsored  plans.  While  most  of 
these  offer  good  benefits  to  their  patrons,  the 
ones  which  limit  the  number  of  physicians  par- 
ticipating are  curtailing  a right  which  is  para- 
mount in  the  practice  of  competent,  thorough 
medical  care.  There  are  also  the  restricted  panel 
plans  which  do  not  allow  all  the  community’s 
physicians  in  good  standing  to  accept  patients 
insured  under  the  program. 

Physicians  are  ready  and  willing  to  practice 
with  third  parties  the  same  as  without  them. 
However,  when  certain  plans  insist  upon  dras- 
tic changes  in  medical  practice  that  are  detri- 
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mental  to  the  patient,  to  the  physician,  to  good 
medical  care,  and  to  the  third  party  itself,  then 
physicians  must  strongly  object. 

What,  then,  does  the  medical  profession 
want  to  achieve  in  its  relations  with  third  par- 
ties? First,  to  be  sure  that  the  patient’s  needs 
are  considered  above  all  else;  second,  to  seek 
as  much  freedom  of  aaion  and  as  little  intru- 
sion as  possible  by  the  third  party  between 
doctor  and  patient;  and  finally,  to  maintain  for 
the  physician  the  right  to  judge  the  professional 
qualifications  of  doctors. 

Men  of  medicine  must  understand  clearly 
why  free  choice  is  good  and  then  convince 
others  of  their  point  of  view.  Free  choice  to 
the  physician  means  the  challenge  of  the  open 
market,  the  incentive  of  competitive  seleaion, 
the  chance  to  succeed  or  fail  based  on  the  judg- 
ments of  many  individual  consumers,  and  the 
oppormnity  to  develop  a relationship  with  the 
patient  undisturbed  by  outside  forces  of  uncer- 
tain motivation.  To  the  patient,  it  means  the 
privilege  of  personal  choice  in  an  area  affecting 
his  life  and  health;  it  means  the  right  to  change 
physicians;  it  means  control  of  the  service  by 
the  one  who  receives  and  ultimately  pays  for 
the  service. 

Medicine’s  obligation  is  to  recognize  the  self- 
policing responsibility  that  is  a sine  qua  non 
of  freedom.  At  the  same  time  medicine  must 
fortify  the  namral  inclination  of  patients  to 
preserve  their  right  to  choose.  Lastly,  medicine 
must  attempt  to  persuade  third  party  vendors 
of  medical  care,  by  asmte  negotiation,  that  this 
right  should  be  protected. 


Guest  editorials  and  current  editorial  comments  are  so- 
licited from  members  of  the  Texas  Medical  Association 
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tain to  scientific,  organizational,  socioeconomic,  or  philo- 
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scripts should  he  from  300  to  750  words  in  length. 
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★ Current  Editorial  Comment 


Financing  Medical  Care 
For  the  Aged 

Less  than  20  years  ago  voluntary  health  insurance 
was  relatively  unknown  to  most  Americans.  Today, 
according  to  the  Health  Insurance  Council,  123,000,- 
000  people  in  the  United  States  have  some  form  of 
health  insurance.  In  Texas  alone  5,370,000  persons 
are  estimated  to  be  covered  by  some  form  of  health 
insurance,  80  per  cent  of  these  being  covered  by 
insurance  companies.  These  persons  collected  more 
than  $148,000,000  in  benefits  during  1957. 

This  insurance  is  written  in  many  forms  and  by 
various  types  of  insurers.  Each  has  its  distinctive 
approach,  providing  the  buyer  the  opportunity  to 
choose  the  kind  of  plan  best  suited  to  his  needs  and 
ability  to  pay.  It  is  necessary  to  recognize  that  many 
aspects  of  voluntary  health  insurance  must  still  be 
looked  upon  as  experimental  and  that  this  form  of 
protection  remains  in  a state  of  evolution.  Hence, 
the  keen  competition  which  exists  among  insurers 
of  all  types  has  spurred  experimentation  to  devise 
new  and  bettet  benefits  and  approaches. 

But  what  is  being  done  to  provide  health  insur- 
ance for  our  senior  citizens?  In  the  relatively  few 
years  since  their  special  problems  became  of  broad 
active  concern,  outstanding  progress  has  been  made 
in  meeting  their  health  insurance  needs.  The  seven 
principal  methods  being  employed  are: 

1.  Continuation  of  insurance  on  older  active  work- 
ers under  group  insurance  plans. 

2.  Continuation  of  group  insurance  on  workers 
who  retire  and  their  dependents,  generally  with  part 
or  all  of  the  premium  paid  by  the  employer. 

3.  Continuation  on  an  individual  policy  basis  of 
coverage  originally  provided  by  group  insurance,  this 
being  accomplished  by  conversion  of  the  group  cov- 
erage on  termination  of  membership  in  an  insured 
group. 

4.  New  issuance  of  insurance  on  groups  of  retired 
people  such  as  retired  teachers  and  civil  servants  and 
golden  age  clubs. 

5.  Continuation  into  the  later  years  of  individual 
insurance  purchased  at  the  younger  ages. 

6.  Issuance  of  individual  insurance  that  becomes 
paid  up  at  age  65,  but  the  coverage  of  which  con- 
tinues for  the  duration  of  life,  thus  enabling  the 
policyholder  to  have  lifetime  protection  but  to  pay 
for  it  during  his  productive  years. 

7.  New  issuance  of  individual  insurance  at  ad- 
vanced ages. 

The  number  of  older  people  having  some  form 


of  health  insurance  today  is  not  known  precisely. 
Generally,  it  is  accepted  that  at  least  40  per  cent  of 
persons  over  65  now  have  some  health  ■ insurance 
coverage,  although  a recent  study  by  the  Michigan 
Medical  Society  indicated  the  insured  proportion  of 
the  aged  in  that  state  to  be  86  per  cent.  These  pro- 
portions can  be  appreciated  in  truer  perspective  when 
it  is  recognized  that  the  percentage  of  persons  in 
the  United  States  over  age  70  having  some  form  of 
health  insurance  protection  in  1946  was  exactly  the 
same,  30  per  cent,  as  the  percentage  of  the  entire 
population  at  all  ages  which  had  some  form  of  health 
insurance  protection  in  1946,  some  10  years  earlier. 

In  any  consideration  of  the  subject  of  financing 
medical  care  for  the  aged,  and  the  relationship  of 
voluntary  health  insurance  to  it,  several  basic  faaors 
must  be  recognized. 

1.  It  is  not  easy  to  segregate  the  specific  problem 
of  medical  care  of  retired  persons  from  the  whole  of 
the  problems  which  face  aged  persons.  These  prob- 
lems cover  a wide  spectrum  of  concern  from  mal- 
adjustment to  retirement,  to  all  the  costs  of  personal 
living,  to  people  maintained  in  general  hospitals  and 
mental  institutions  simply  because  there  is  no  other 
place  where  they  might  be  adequately  housed. 

2.  Health  insurance  is  not  the  only  method  of 
meeting  the  health  costs  of  the  aged.  Many  people 
age  65  or  older  are  receiving,  in  addition  to  or  inde- 
pendent of  OASDI  benefits,  pensions  from  previous 
employment,  income  from  investments,  annuities, 
and  income  from  individual  and  group  life  and  health 
insurance  policies.  Many  have  accumulated  savings, 
own  their  own  homes  free  of  mortgage,  or  have 
other  assets.  In  addition,  recent  studies  of  the  Social 
Security  Administration  show  that  an  estimated  28 
per  cent  of  persons  age  65  or  older  have  income 
from  employment. 

3.  The  matter  of  financing  the  medical  care  needs 
of  the  aged,  hence,  constimtes  a social  problem  only 
to  the  extent  that  they  are  indigent  or  might  become 
indigent  as  a result  of  serious  iUness.  Evidence  is 
lacking  that  any  American,  aged  or  otherwise,  who 
has  needed  and  actually  sought  health  care  has  been 
denied  it.  Traditionally  the  financing  of  care  for 
this  segment  of  the  population  has  been  either  by 
public  funds  or  private  charity.  The  extent  of  this 
public  responsibility  becomes  less  as  voluntary  health 
insurance  is  extended  to  greater  numbers  of  the 
population. 

4.  The  existence  of  a financing  facility,  public  or 
private,  will  not,  in  itself,  guarantee  that  medical 
care  will  be  received.  Personal  qualities  ranging  from 
mores  to  fears  play  an  important  role.  So,  too,  does 
the  degree  of  education.  While  this  is  true  of  the 
general  population,  it  is  particularly  true  of  the  aged, 
who  characteristically  are  disinclined  to  alter  habits 
or  concepts  of  long  standing.  Sound  health  habits  in 
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themselves  are  often  difficult  to  inculcate  in  the 
later  ages. 

Great  progress  has  been  made  in  the  past  5 years 
in  developing  a flexible  basis  by  which  voluntary 
health  insurance  can  assist  in  financing  the  medical 
care  costs  of  the  aged;  however,  a fuller  realization 
of  the  potential  inherent  in  the  various  insuring 
mechanisms  and  a more  adequate  financing  of  medi- 
cal care  for  the  aged  is  dependent  upon  a coordina- 
tion of  several  diversified  efforts. 

1.  Voluntary  health  insurance  needs  more  public 
understanding  of  its  purposes,  its  nature,  and  what 
it  is  accomplishing.  The  entire  corps  of  medical  pro- 
fessional personnel,  public  health  personnel,  second- 
ary schools,  employers,  labor  unions,  rural  and  farm- 
ers’ organizations,  community  organizations,  and 
others  can  help  in  an  important  way  to  create  a 
better  informed  public. 

2.  More  can  be  done  to  extend  health  insurance 
protection  to  the  future  aged.  One  fact  is  paramount 
today:  the  mechanism  by  which  the  future  aged 
might  be  protected  against  the  financial  hazards  of 
accident  and  illness  does  not  exist;  it  remains  only 
for  it  to  be  purchased  to  a greater  degree. 

However,  insurance  has  to  compete  for  the  avail- 
able doUar.  From  the  standpoint  of  the  individual 
who  is  not  protected  as  a member  of  a group,  choice 
must  be  made  between  health  insurance  and  the 
many  appealing  consumer  goods  and  services.  He 
should  be  made  acutely  aware  of  the  value  for  such 
protection.  It  must  be  made  clear  to  him  that  he 
cannot  seek  protection  for  the  childbearing  period 
alone,  discontinuing  the  insurance  thereafter,  and 
then  expect  to  resume  his  coverage  upon  retirement. 

With  respect  to  the  employer,  health  insurance 
has  to  compete  not  only  with  all  the  costs  of  pro- 
duction, including  wages,  but  with  other  types  of 
fringe  benefits  desired  or  demanded  by  employees. 
The  problem  of  providing  health  insurance  for  the 
fumre  retired  is  primarily  one  of  financing.  The  em- 
ployer cannot  exceed  his  resources.  Furthermore,  he 
cannot  provide  so  much  in  fringe  benefits  that  he 
will  be  placed  at  a disadvantage  with  his  competi- 
tors. The  employer  is  also  faced  with  the  problem 
of  the  extent  to  which  his  productive  employees  are 
willing  to  share  in  the  provision  of  benefits  to  the 
retired  employees.  In  making  his  choice  the  employer, 
in  turn,  is  often  governed  by  the  contracts  arrived  at 
through  collective  bargaining.  These  interrelated 
problems  indicate  the  following  in  the  interest  of 
further  protection  for  the  future  retired  aged: 

a.  Employers  and  labor  unions  should  be  made 
increasingly  aware  of  the  primary  importance  of 
voluntary  health  insurance  for  their  retired  employees 
and  of  the  need  for  financing  such  protection  on  a 
sound  basis. 

b.  Employees,  through  their  labor  unions  or  other- 


wise, should  be  made  equally  aware  of  the  impor- 
tance of  such  protection  in  retirement  and  should 
give  due  weight  to  such  importance  in  relation  to 
their  demands  for  other  fringe  benefits. 

c.  Active  employees  should  be  made  aware  of  the 
importance  of  such  future  protection  to  the  end  that 
they  will  be  willing  to  assist  in  bearing  the  costs  for 
the  protection  of  those  who  retire  at  an  earlier  date. 

3.  The  problem  can  be  relieved  by  the  use  of  less 
expensive  forms  of  medical  care.  Today,  expensive 
forms  of  care  for  the  aged  are  being  employed  for 
no  other  reason  than  that  no’  others  are  available. 
It  is  now  generally  recognized  that  wider  use  of 
ambulatory  or  self-service  hospital  care,  skilled  nurs- 
ing homes,  the  better  use  of  practical  nurses  in  or 
out  of  hospital,  home  care  programs,  visiting  nurses, 
and  specially  conceived  housing  could  serve  to  re- 
duce appreciably  the  health  care  costs  of  the  aged. 

Insurers  must  stand  ready,  however,  to  cooperate 
in  the  development  of  newer  forms  of  care  and  to 
include  them  in  the  insurance  coverage.  To  do  other- 
wise would  be  to  create  a retarding  influence  to  such 
a development. 

4.  Steps  should  be  taken  to  reduce  to  a minimum 
the  number  of  future  aged  who  would  be  needy. 
Educational  and  skill  training  programs  to  reduce 
the  number  of  low  income  workers  in  the  fumre 
can  be  one  positive  approach.  Other  approaches 
might  be  sought  with  respect  to  low  income  or  mar- 
ginal farmers  and  farm  workers,  migratory  workers, 
and  the  designated  geographic  areas  where,  because 
of  shifting  industrial  opportunity,  many  people  find 
it  impossible  to  earn  subsistence  wages. 

5.  The  ultimate  objective  should  be  to  insure  that 
the  years  which  have  been  added  to  life  through  the 
reduction  in  mortality  shall  not  be  spent  in  chronic 
invalidity.  This  calls  for  greater  development  of  pre- 
ventive health  measures,  the  early  detection  and 
treatment  of  chronic  disease,  the  creation  or  expan- 
sion of  special  facilities  and  services  designed  to  meet 
the  health  problems  of  the  aged,  and  the  circulation 
of  health  educational  information.  There  also  is  need 
of  a great  expansion  in  rehabilitation  services  and 
facilities. 

Although  voluntary  health  insurance  alone  cannot 
provide  the  solution  to  many  of  the  basic  problems 
inherent  in  financing  medical  care  for  the  aged, 
it  can  play  a salient  role  in  bringing  about  the 
most  efficacious  use  of  medical  facilities  and  per- 
sonnel commensurate  with  quality  care,  allowing 
maximum  freedom  between  the  patient  and  the  med- 
ical service  and  maximum  opportunity  for  further 
progress  in  medical  care. 

— ^J.  F.  Follmann,  Jr.,  New  York. 

^ Mr.  Follmann,  Director  of  Information  and  Research, 
Health  Insurance  Association  of  America,  750  Third  Ave- 
nue, New  York  17. 
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ON  RAISING  TREES 

If  raised  upright  from  youth,  in  all  probability 
a tree  will  remain  upright  after  it  reaches  full  bloom. 
If  allowed  to  grow  haphazardly,  the  odds  for  its 
satisfactory  growth  follow  a dangerous  margin.  And 
if  allowed  to  remain  crooked  when  young,  chances 
are  great  for  its  remaining  the  same  as  an  adult.  So 
it  is  with  human  beings — done  early  enough,  a small 
push  here,  the  right  word  there  can  produce  amazing 
results.  What  appear  to  be  inconsequential  rules  at 
the  moment  often  can  be  key  factors  in  producing  individuals  who  are 
assets  to  our  communities. 

Rules  for  good  health  habits  taught  early  can  well  be  some  of 
these  key  factors.  And  the  teaching  of  these  health  habits  often  can 
erase  from  our  statistics  such  faas  as  those  produced  by  the  Kraus- 
Prudden  smdy,  which  showed  57.9  per  cent  of  the  American  children 
failing  the  tests  for  muscular  fitness  as  compared  with  8.7  per  cent  of 
the  European  children  who  failed. 

What  better  way  to  teach  health  habits  than  via  our  schools?  The 
men  and  women  who  will  be  the  presidents,  directors,  and  business 
and  professional  leaders  of  our  country  "sooner  than  you  think”  are 
now  in  school.  Working  through  the  Abilene  public  school  officials, 
the  members  of  the  Taylor-Jones  Counties  Medical  Society  are  trying 
to  obtain  100  per  cent  participation  in  the  school  system’s  physical 
education  program.  Beginning  with  a series  of  newspaper  articles,  the 
society  is  attempting  to  make  its  views  known  on  the  importance  of 
physical  training  to  the  health  of  children. 

In  1955,  the  House  of  Delegates  of  the  Texas  Medical  Association, 
realizing  the  urgency  of  improving  our  relationship  with  Texas  schools, 
appointed  a Committee  on  School-Physician  Relationships.  The  com- 
mittee has  conducted  numerous  local  conferences  among  physicians, 
school  administrators,  and  school  trustees;  sponsored  a statewide  con- 
ference on  physicians  and  schools  in  1956  and  a second  one  in  1958; 
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prepared  a number  of  pamphlets  on  school  health  subjects;  and 
planned  a series  of  conferences  on  the  county  level  between  medical 
societies  and  coaches  on  sports  injuries.  One  such  conference  was  held 
by  the  El  Paso  County  Medical  Society  in  August  of  1958.  The  El 
Paso  conference  program  included  a rather  broad  discussion  on  athletic 
equipment.  The  same  type  of  program  is  planned  for  1959,  with  per- 
haps additional  discussions  on  such  subjects  as  training  room  equip- 
ment and  physiotherapy  apparatus. 

The  El  Paso  committee  for  the  care  of  athletic  injuries,  typical  of 
what  such  committees  throughout  the  state  can  do,  is  in  charge  of  the 
appointment  of  the  two  team  physicians  for  each  high  school  in  the 
community.  The  committee  also  acts  in  an  advisory  capacity  to  the 
local  athletic  council,  the  school  superintendent,  and  the  school  board. 
In  addition,  the  committee  is  responsible  for  seeing  that  each  pupil 
participating  in  a major  sport  has  a complete  physical  examination, 
either  by  the  pupil’s  family  doctor  or  by  one  of  the  team  physicians. 

Work  of  the  state  school-physician  committee  for  1959  will  in- 
clude participation  in  a coaching  school  scheduled  in  August.  The 
school  is  the  joint  effort  of  the  Texas  High  School  Coaches  Associa- 
tion, Texas  Interscholastic  League,  Texas  Society  of  Athletic  Team 
Physicians,  Southwest  Trainers  Association,  and  Texas  Medical  As- 
sociation. Advice  or  criticisms  on  its  past  work  or  recommendations  on 
future  projects  are  welcomed  by  the  Texas  Medical  Association  com- 
mittee. 

When  dealing  with  trees,  tree  experts  are  consulted;  but  when 
dealing  with  the  health  of  humans,  the  mending  experts  are  physicians. 
The  examples  cited  have  been  but  the  work  of  few  in  an  area  where 
it  is  sorely  needed — one  good  health  habit  taught  correctly  can  avoid  a 
lot  of  mending,  and  it  is  partly  the  job  of  the  physician  to  see  that 
this  teaching  is  done. 
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Screening  Tests 
Of  Thyroid 
Function 

Comparison  of  Tests 
Involving  Serum  Chemical 
Protein  Bound  Iodine 
And  Thyroid  Uptake 
Of  Radioactive  Iodine 

LEONARD  R.  ROBBINS,  M.D. 

Houston,  Texas 

HYROID  PHYSIOLOGY  has  received  much  at- 
tention in  the  20  years  since  the  discovery  of 
radioactive  iodine.  The  findings,  reported  in  more 
than  8,000  scientific  papers  in  the  past  10  years 
alone,  have  led  to  clinical  methods  of  measuring 
thyroid  activity.  It  is  the  purpose  of  this  paper  to 
discuss  these  tests,  emphasizing  the  two  most  useful: 
those  involving  serum  chemical  protein  bound  iodine 
and  thyroid  uptake  of  radioactive  iodine. 

Most  cases  of  thyrotoxicosis  and  hypothyroidism 
are  sufficiently  obvious  that  laboratory  tests  are  use- 
ful only  to  confirm  the  diagnosis  and  follow  man- 
agement. It  has  become  apparent  that  certain  ob- 
scure syndromes  can  be  produced  by  thyroid  func- 
tional derangement,  such  as  tachycardia  (paroxysmal 
or  persistent),  auricular  fibrillation,  weight  loss, 
muscle  weakness,  obesity,  infertility,  menstrual  dis- 
orders, habitual  abortion,  nervousness,  heart  failure 
not  responding  to  digitalis,  psychosis,  abdominal 
pain,  convulsions,  and  osteoporosis.  People  with  sim- 
ilar symptoms  often  need  to  be  screened  for  thyroid 
dysfunction.  Moreover,  since  there  are  all  gradations 
of  thyroid  abnormality,  many  patients  are  suspected 
clinically  of  thyroid  dysfunction  of  mild  degree.  A 
trend  toward  routine  examinations  has  developed  in 
industry  and  business,  and  among  the  population  at 
large,  as  a result  of  recognition  of  the  importance 
of  early  diagnosis.  Laboratory  procedures,  therefore, 
have  taken  on  more  importance,  and  screening  pro- 
cedures have  been  given  wider  application. 


Physicians  must  be  careful  not  to  overemphasize 
the  importance  of  the  laboratory.  The  clinical  im- 
pression and  judgment  of  a well  trained  and  alert 
physician  is  still  the  best  diagnostic  test,  and  the 
ultimate  test  may  still  be  a trial  of  therapy.  Some 
cases  remain  diagnostic  problems;  indeed,  all  avail- 
able tests  may  not  be  sufficient  to  make  a diagnosis. 
There  are  many  parameters  of  thyroid  function,  and 
measuring  one  of  these  gives  no  more  complete 
picmre  of  thyroid  funaion  than  does  a single  liver 
function  or  kidney  function  test  indicate  liver  or 
kidney  function,  or  an  electrocardiogram  tell  the 
whole  story  about  cardiac  function.  Moreover,  the 
normal  values  of  any  test  have  a range  of  variation 
and  overlap  among  high,  normal,  and  low  ranges. 
The  bell  shaped  distribution  curve  of  biologic  data 
is  well  known,  and  thyroid  function  tests  conform  to 
this  distribution.  No  test  is  more  honest  or  reliable 
than  the  technician  involved.  In  addition,  it  is  sub- 
ject to  interpretation  by  a physician  who  must  take 
these  faaors  into  account. 


THYROID  PHYSIOLOGY 

An  understanding  of  thyroid  function  tests  is  based 
on  thyroid  physiology  which  is  schematically  given 
in  figure  1. 

The  normal  dietary  iodide  intake  is  125  micro- 
grams daily  with  115  micrograms  excreted  in  the 
urine. The  normal  thyroid  concentrates  about  75 
micrograms  daily,  excreting  the  same  amount  as  hor- 
mone.-” Iodide  is  also  made  available  by  degradation 

Dr.  Leonard  R.  Robbins,  clinical 
assistant  professor  of  medicine, 
Baylor  University  College  of 
Medicine;  lecturer  in  medicine. 
University  of  Texas  Postgradu- 
ate School  of  Medicine;  and  di- 
rector of  the  isotope  depart- 
ment, Levy  Clinic,  presented 
this  paper  in  part  for  the  Texas 
Society  of  Medical  Technolo- 
gists on  April  26,  1958,  in 
Houston. 

With  recently  increased  understanding  of  thyroid  physiology 
have  come  useful  tests  to  measure  thyroid  function.  Protein 
bound  iodine  and  radioactive  iodine  uptake  tests  are  the  most 
widely  used  screening  procedures.  Description  of  these  tests, 
discussion  of  their  usefulness,  and  comparison  of  their  value 
in  different  situations  are  presented. 
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THYROID  FUNCTION  TESTS  —Robbins  — continued 

of  thyroid  hormone.  Iodide  is  readily  diffusible 
throughout  the  body  fluids  and  cells;  in  fact,  the 
blood  cells  contain  60  per  cent  as  much  inorganic 
iodide  as  does  the  plasma.-^  The  thyroid  competes 
with  the  kidney  for  this  circulating  iodide.  In  the 
presence  of  normal  kidneys,  the  rate  of  kidney  clear- 
ance is  essentially  constant  (35  cc.  per  minute)  and 
the  variable  is  the  avidity  of  the  thyroid.  In  the 
presence  of  renal  disease,  however,  the  importance  of 
the  amount  of  iodide  in  the  diet  is  increased,  since, 
if  it  is  generous  and  the  renal  excretion  impaired, 
the  blood  level  rises  and  the  thyroid  function  tests 
are  altered.^® 

The  thyroid  gland  is  able  to  trap  iodide  actively. 
The  normal  thyroid; serum  iodide  ratio  is  50:1.“® 
In  the  presence  of  thyrotoxicosis,  thyroid  stimulating 
hormone  (TSH)  stimulation  or  iodide  deficiency, 
this  may  rise  as  high  as  10,000:1.  This  trapping, 
facilitated  by  a transport  enzyme,  is  blocked  by 
perchlorate,  thiocyanate,  and  nitrate  and  enhanced  by 
iodide  lack  and  TSH.  Once  within  the  gland  the 
iodide  is  bound  to  protein.  In  the  thyroid,  90  per 
cent  of  the  iodine  is  bound — the  rest  inorganic.^® 
The  same  ratio  is  true  for  serum.^^ 

Thyroid  stimulating  hormone  from  the  pituitary 
causes,  within  2 hours,  an  increase  in  hormone  re- 
lease; in  8 hours  there  is  an  increased  uptake  of 
iodine."®  A feedback  mechanism  is  assumed,  but  di- 


rect evidence  is  limited."®  The  hypothalamic  system 
is  considered  to  have  an  over-all  regulatory  effect  on 
the  pimitary. 

Within  the  thyroid,  the  synthesis  of  hormone 
proceeds  with  the  bound  iodide  being  converted  by 
peroxidase  to  an  "active”  form.  This  reaction  is 
blocked  by  the  thioureas  and  related  drugs  and  en- 
hanced by  TSH.  The  "active  iodine”  is  then  com- 
bined with  tyrosine  to  form  thyroxine.  The  exact 
intermediate  steps,  long  considered  to  be  monoiodo- 
tyrosine  to  diiodotyrosine  to  thyroxine,  have  recently 
been  under  considerable  investigation,  particularly 
regarding  diiodothyronine  and  triiodothyronine. 

The  thyroxine  (and  triiodothyronine)  formed  are 
stored  in  the  gland  as  thyroglobulin.  This  is  a glyco- 
protein of  an  estimated  680,000  molecular  weight. 
It  is  nondiffusible  and  is  stored  as  colloid — no  thy- 
roglobulin is  normally  present  in  the  plasma.^®  The 
active  hormones  are  released  into  the  plasma  through 
the  action  of  proteases.  This  reaction  is  blocked  by 
iodides  and  enhanced  by  TSH.  The  known  normal 
circulating  thyroid  hormones  are  thyroxine  and  tri- 
iodothyronine. 

After  release  into  the  circulation,  these  hormones 
are  loosely  bound  to  a protein  known  as  thyroxine 
binding  globulin  which  is  electrophoreticaUy  between 
alpha  1 and  alpha  2 globulin.  This  plasma  protein 
hormone  complex  makes  the  hormone  available  to 
the  tissue  cells.  The  cells  then  utilize  the  hormone 
in  some  manner  not  well  understood  in  the  process 
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PROTEIN  BOUND  IODINE 


of  rheir  metabolism.  There  is  in  vivo  and  in  vitro 
evidence  that  in  the  tissues,  thyroxine  may  be  de- 
graded to  triiodothyronine.  Perhaps  there  are  even 
further  steps.  Triiodothyronine  may  be  more  active 
because  it  is  less  well  bound  to  the  plasma  protein. 

The  various  available  thyroid  function  tests  and 
their  place  of  application  to  thyroid  physiology  are 
shown  in  figure  2.  The  place  of  each  disease  in  this 
picmre  will  be  demonstrated  later. 


The  chemical  protein  bound  iodine  (PBI)  test  is 
a measure  of  the  circulating  iodide  in  the  blood, 
bound  to  protein,  nearly  all  of  which  is  hormonal. 
It  is  a sampling  of  the  body  hormonal  pool  which 
represents  the  circulating  plasma  protein  hormone 
complex  and  is  a balance  between  hormone  produc- 
tion and  utilization. 

The  technique  of  the  PBI  determination  has  been 
modified  many  times  since  first  reported  by  Salter 


FUNCTIONS 

Iodine  trapping 
Iodine  binding 
Hormone  synthesis 
Hormone  storage 
Hormone  release 

TESTS 

1“^  uptake 
Rate  of  uptake 
Thyroid  clearance 
SCN  discharge 
Triiodothyronine 
depression 
TSH  stimulation 
Effective  half-life 

FUNCTIONS 

Circulation  and  binding 
of  hormone 
Size  of  pool 
Rate  of  entry 
Rate  of  exit 

TESTS 

Chemical  PBI 
PBI^^  conversion  ratio 
Triiodothyronine  or  thyroxine 
injection 


FUNCTIONS 

Rate  of  utilization 
Response  to  hormone 
Type  of  utilization 

TESTS 
BMR 

Cholesterol 

Erythrocyte  uptake  of  I^®^ 
1-triiodothyronine 

Fig.  2.  Available  thyroid  function  tests  and  their  place  of  application  to  thyroid  physiology. 
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and  othersd’  Prior  to  this  time,  only  the  total 
iodine  was  measured.  The  PBI  is  determined  by 
distillation  or  alkali  incineration  methods.^®  The 
technique  involves  precipitation  and  washing  of  the 
serum  proteins,  digestion  of  the  organic  material, 
and  conversion  of  iodide  to  an  oxidized  form.  Dis- 
tillation or  extraction  of  the  iodine  is  followed  by 
colorimetric  measurement  of  the  iodine  as  iodide, 
after  reduaion,  by  its  catalytic  effect  on  the  rate  of 
conversion  of  ceric  sulfate  (yellow)  to  cerous  stilfate 
(colorless).  The  quantities  of  iodine  involved  are 
minute,  and  great  care  must  be  taken  in  all  phases 
of  the  determination  to  avoid  losses  or  contamination 
with  iodine. 

Properly  done,  the  PBI  test  is  one  of  the  most 
sensitive  and  accurate  chemical  tests  known.  Al- 
though it  is  probably  the  most  diagnostic  chemical 
test,  it  is  such  a microprocedure  that  its  actual  per- 
formance is  extremely  exacting.  Meticulous  care  must 
be  given  by  an  experienced  technician,  tempera- 
mentally suited  to  such  detailed  work.  It  is  desirable 
for  the  same  technician  to  do  the  procedure  every 
time.  A special  room  is  usually  devoted  to  the  pro- 
cedure, even  for  the  more  modern  "fully  enclosed” 
techniques,  because  iodine  substances,  such  as  Gram’s 
iodine  solution,  used  in  the  same  room  may  interfere 
with  the  result. 

Extreme  care  is  necessary  in  cleaning  of  glassware, 
syringes,  and  needles  to  remove  any  trace  of  iodine. 
This  is  particularly  true  if  a contaminated  specimen 
has  been  analyzed.  In  such  an  instance  an  entire  batch 
may  be  contaminated.  Good  controls  and  blanks  are 
necessary  and  best  should  be  run  at  the  beginning 
and  end  of  each  group  of  tests.  AU  of  these  factors 
limit  the  number  of  tests  which  can  be  run  prop- 
erly on  any  given  day  by  a single,  albeit  well  trained 
technician.  In  addition,  each  laboratory  must  estab- 
lish its  own  range  of  normal  values,  which  may  or 
may  not  correspond  to  that  found  by  the  person 
who  developed  the  particular  technique  used.  Tech- 
niques vary  in  different  laboratories,  and  interpreta- 
tion is  necessary  to  understand  the  results  reported. 

The  technical  error  involved  in  the  method  itself 
( that  is,  between  duplicates ) varies  directly  with 
the  level  of  the  PBI  being  analyzed.  The  usual  esti- 
mate of  the  error  is  5 per  cent.®’  ® Other  estimates 
have  ranged  from  0.1  micrograms  to  0.5  micrograms 
per  100  cc.^  Note,  however,  that  an  error  of  0.5 
micrograms  per  100  cc.  with  an  average  normal  PBI 
of  6 micrograms  per  100  cc.  is  8 per  cent.  This  error 
is  not  such,  however,  that  the  procedure  cannot  be 
very  useful  if  this  variation  is  kept  in  mind.  There 
is  a significant  daily  fluctuation  in  PBI  in  the  same 
patient  which  is  cyclic  rather  than  random  and  more 
pronounced  in  the  luteal  phase  in  menstruating 
women.^^ 


The  PBI  is  elevated  in  certain  conditions  and  de- 
creased in  other  conditions'^  (table  1).  Also,  many 
drugs  or  chemical  substances  ingested  or  introduced 
into  the  body  may  affect  the  PBI.  These  with  the 
approximate  duration  of  their  effect^^  are  given 
in  table  2.  It  should  be  noted  that  the  rise  of  PBI 
associated  with  pregnancy  occurs  at  no  definite  per- 
iod and  does  not  necessarily  remain  stable  in  any 
given  patient.^^  The  different  effeas  of  contrast 
media  may  depend  on  the  amounts  of  iodine  given; 
for  example,  a dose  of  intravenous  cholografin  con- 
taining 6 Gm.  (6,000,0(K)  micfograms)  of  iodine 
may  be  given  in  5 minutes!  It  is  little  wonder  the 
PBI  is  profoundly  affected.^'’^  The  mercury  com- 
pounds interfere  during  the  determination  utilizing 
ashing  techniques  because  of  the  precipitation  of 
mercuric  iodide.^*^  Triiodothyronine  depresses  the 
PBI,  sometimes  nearly  to  zero.  This  is  thought  to  be 
due  to  a depression  of  endogenous  hormone  produc- 


Table  1. — Conditions  Which  Elevate  or  Decrease  Protein 
Bound  Iodine  Levels. 


Conditions  which  elevate  PBI  Conditions  which 

decrease  PBI 

Thyrotoxicosis  ( obvious  or 

Hypothyroidism. 

masked ) . 

Hypopituitarism. 

Thyroideaomy  ( immediately 

Nephrosis. 

postoperatively) . 

Hypoproteinemia. 

Hepatitis. 

Encephalitis. 

Thyroiditis  (acute  phase) . 

Cushing’s  syndrome. 

Radiation  injury 

Senescence  in  males. 

Pregnancy. 

? Stress. 

Infancy. 

? Menses. 

Table  2. — Drugs  or  Chemical  Substances  Affecting  the 

Level  of  Protein  Bound  Iodine. 

Agents  which  increase  PBI 

Approx,  duration 

Roentgen-ray  contrast  media 

of  effect 

lodipamide  methylglucamine 

( Cholografin ) 

3-6  mo. 

Oral  gallbladder  media 

3 mo. 

Intravenous  urographic  media . 

1-8  wk. 

Lipiodol 

Bronchograms  

>1  yr. 

Myelograms  

1-5  yr. 

Soluble  bronchographic  media 

few  wk. 

Drugs 

Potassium  iodide 

7-21  days 

Lugol’s  solution 

7-21  days 

Cough  syrups  with  iodides 

7-21  days 

Itrumil  

few  days 

Vitamin-mineral  mixtures 

0-14  days 

Diodoquin,  chiniofon,  etc. 

few  days 

Thyroid,  thyroxine 

30  days 

Agents  which  decrease  PBI 

ACTH  and  cortisone 

1 wk. 

Mercury  compounds 

1-2  days 

Barium  compounds 

0-3  days 

Triiodothyronine  

14  days 

Overdose  of  antithyroid  drugs . 

variable 

Cobalt,  para-aminosalicylic  acid 

variable 

Testosterone 

> 
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tion  and  a rapid  clearing  from  the  blood  by  the  tis- 
sues of  a very  active  hormonal  substance. 

An  ancillary  procedure  is  the  butanol  extractable 
iodine  test  (BEI),  which  may  differentiate  some 
artificially  high  PBI’s  since  it  is  more  specific  for 
hormonal  iodine.  But,  it  is  still  affected  by  some 
extraneous  materials.  The  usual  normal  values  are 
about  1 microgram  lower  than  the  PBI.  This  test 
has  not  received  widespread  acceptance.  It  is  per- 
formed by  extracting  the  hormone  from  the  patient’s 
protein  with  butanol  and  then  proceeding,  as  with 
the  PBI,  to  measure  the  iodine  content. 

The  PBI,  if  determined  before  and  after  TSH 
administration,  may  give  some  information  concern- 
ing the  amount  of  stored  hormone  in  the  gland  and 
to  some  extent  the  reserve  capacity  of  the  gland.^’’’ 


RADIOACTIVE  IODINE  UPTAKE 

Radioactive  iodine  was  first  reported  in 

the  study  of  thyroid  physiology  in  1938.  It  is  not 
surprising  that  has  come  to  be  useful  in  the 
clinical  evaluation  of  thyroid  problems.  It  is  oppor- 
tune that  an  isotope  is  so  concentrated  by  the  body 
in  a single  orgin.  It  is  to  be  hoped  that  corollary 
isotopes  may  be  found  so  that  other  organs  can  be 
subjected  to  such  close  scrutiny. 

A detailed  discussion  of  nuclear  physics  is  beyond 
the  scope  of  this  paper.  Suffice  it  to  say  that  P®^ 
emits  several  strong  gamma  rays  which  are  easily 
detected.  In  scintillation  counting,  these  are  con- 
verted to  light  by  an  activated  sodium  iodide  crystal. 
The  light  is  converted  to  electricity  by  a photo- 
multiplier tube  and  amplified  electronically  before 
counting  by  a scaler  or  rate  meter. 

Laboratories  vary,  but  it  is  possible  to  obtain 
accurate  and  reproducible  results  with  simple  equip- 
ment. For  the  past  4 years  we  have  had  in  our 
office  an  isotope  unit  which  has  proven  satisfactorily 
that  one  can  obtain  accurate  results  without  the 
elaborate,  expensive  equipment  found  in  hospital 
isotope  departments. 

The  thyroid  uptake  test  is  performed  by  us  as 
follows:  The  patient,  on  an  empty  stomach,  is  given 
a small  dose  of  P®^  of  approximately  10  microcuries 
(containing  0.000008  microgram  of  iodine)  in  con- 
venient capsule  form.  This  dose  previously  has  been 
counted  in  an  appropriate  phantom  to  ascertain  its 
strength.  In  6 and  24  hours  the  patient  returns;  a 
scintillation  detector  is  placed  over  the  thyroid  area, 
and  the  percentage  of  the  original  dose  in  the  thy- 
roid is  calculated  after  corrections  for  radioactive 
decay  and  extraneous  radiation.  The  procedure  is 
simple  and  entails  virtually  no  patient  cooperation. 
The  patient  notices  no  effeas  from  the  procedure. 


and  the  technique  is  reproducible  so  that  it  can  be 
done  easily  by  any  intelligent  person  with  brief 
training.  Laboratory  problems  are  minimal.  If  the 
counting  room  is  distant  from  the  area  of  isotope 
storage  and  handling,  contamination  is  not  a prob- 
lem. It  is  simple  to  make  equipment  checks  to  verify 
the  results,  and  positioning  of  the  patient  is  easily 
learned.  The  variation  among  repeated  uptakes  in 
the  same  person  is  2 to  5 per  cent. 

AcmaUy  the  differentiation  of  disease  states  by 
this  technique  is  rapid.-®  Six  hour  and  24  hour  time 
intervals  have  been  widely  used  for  this  procedure. 
As  with  the  PBI  test,  techniques  vary  across  the 
country.  Recently,  attempts  to  standardize  this,  under 
the  supervision  of  Brucer,  have  been  successful,  and 
it  is  becoming  more  and  more  possible  to  compare 
results.  Nonetheless,  each  unit  must  establish  its  own 
range  of  values  and  standard  technique. 

Most  of  the  same  extraneous  substances  affect  the 
uptake  of  radioactive  iodine  as  affect  the  PBI,  but 
in  the  opposite  direction;  that  is,  administered  gall- 
bladder dye  will  raise  the  PBI  but  will  lower  the 
uptake.  The  antithyroid  drugs  will  inhibit  up- 
take early,  although  the  PBI  will  be  slower  to  de- 
cline. (This  is  useful  to  ascertain  the  adequacy  of 
therapy.)  Tables  3 and  4 outline  the  conditions  and 
drugs  with  their  effect  on  uptake  of  radioactive 
iodine. 

It  is  possible  to  get  a profile  of  thyroid  activity, 
utilizing  multiple  parameters  of  thyroid  function,  on 
the  same  dose  of  radioactive  iodine  given  for  the 
uptake,  although  a slightly  larger  dose  would  then 
be  given.  A number  of  such  tests  are  listed  here,  but 
a detailed  description  is  not  germane  to  this  paper; 


Table  3. — Conditions  Causing  Increases  or  Decreases  in 
Uptake  of  Radioactive  Iodine. 


Conditions  causing 

Conditions  causing 

increased  uptake 

decreased  uptake 

Thyrotoxicosis  (obvious  or 

Hypothyroidism 

masked ) 

Hypopituitarism 

Pregnancy. 

Thyroiditis 

Infancy 

Thyroidectomy 

Renal  insufficiency 

Severe  chronic  congestive 
heart  failure 

Hepatic  insufficiency 

Large  nontoxic  nodular  goiter 

Radiation  injury 

Table  4. — Drugs  Affecting  Uptake  of  Radioactive  Iodine. 

Approx,  duration 
of  effect 

Drugs  which  increase  uptake 

Thiocyanate  (only  drug  to  increase  uptake)  few  days 
Recent  discontinuance  of  antithyroid 


drugs  or  thyroid  hormone variable 

Drugs  which  decrease  uptake 

Antithyroid  drugs 7 + days 


Butazolidine,  para-aminosalicylic  acid, 

ACTH,  cortisone,  sulfonamides 3-5  days 
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Thyroid  scanning,  differential  counting,  substernal  count- 
ing. 

Urinary  excretion. 

Gjnversion  ratio  24  hours^’;  72  hours.’'’ 

Effective  half-life.’® 

Triiodothyronine  depression.® 

TSH  stimulation  ("reserve”).” 

Thyroid  clearance. 

Erythrocyte  uptake  of  triiodothyronine. 

Tests  using  radioactive  iodine  (I’®’).® 

Saliva  test.^ 

Thyroid  uptakes  at  other  time  intervals.® 

COMPARJSON  OF  TESTS 

Although  a battery  of  tests  is  sometimes  necessary 
to  clarify  a given  problem  in  thyroid  diagnosis, 
there  is  need  for  a screening  test  to  be  used  in  rou- 
tine clinical  surveys.  In  such  a test,  in  addition  to 
accuracy,  such  factors  as  speed,  simplicity,  and  abil- 
ity to  handle  a large  patient  load  become  important. 
Judgment  on  the  basis  of  accuracy  alone  is  mislead- 
ing, since  applicability  may  be  limited,  for  example, 
the  fasting  blood  sugar  and  the  glucose  tolerance 
test  in  the  diagnosis  of  diabetes  mellims.  It  is  as- 
sumed that  should  the  screening  test  be  abnormal 
or  if  symptoms  ■warrant,  further  studies  would  be 
in  order.  The  older,  purely  empirical  tests  of  thyroid 
function,  the  basal  metabolic  rate  and  serum  chol- 
esterol determinations,  are  beyond  the  scope  of  this 
discussion.  Suffice  it  to  say,  their  use  is  limited  and 
adjunctive  only. 

The  two  most  commonly  used  screening  tests  are 
the  serum  chemical  PBI  and  the  thyroid  uptake  of 
radioactive  iodine.  Neither  of  these  gives  a complete 
picture  of  thyroid  function,  but  either  is  a good 
screening  procedure.  They  may  be  compared  by 
several  criteria: 

1.  Availability.  Both  procedures  are  readily  avail- 
able in  larger  communities.  In  some  local  areas  one 
may  be  more  convenient.  In  rural  areas,  it  is  often 
simpler  to  send  a blood  specimen  to  the  city  than 
the  patient. 

2.  Cost  to  patient.  The  cost  varies  from  location 
to  location.  A few  laboratories  in  the  country  offer 
mail  order  PBI  determinations  at  low  cost.  I would 
view  this  with  suspicion  in  the  light  of  the  admitted 
difficulty  in  performance  of  the  procedure  and  the 
need  for  knowledge  regarding  the  supervision  of  the 
procedure  in  the  interpretation  of  the  results.  In  this 
area,  weU  run  PBI  tests  are  available  for  $15.  The 
thyroid  uptake  of  radioactive  iodine,  as  usually  per- 
formed, includes  both  6 and  24  hour  readings  with 
a definite  increase  in  information  for  $25.  A single 
uptake  test  at  either  time  interval  can  be  done  at  the 
same  price  as  the  PBI — $15. 

3.  Patient  time  and  convenience.  The  PBI  test  re- 


quires only  the  time  necessary  to  draw  a blood  speci- 
men and  answer  a few  questions.  The  uptake  pro- 
cedure entails  the  same  questions  and  the  time  nec- 
essary to  swallow  a capsule  on  the  initial  visit  and 
a remrn  visit  lasting  5 minutes  for  readings.  If  6 and 
24  hour  uptakes  are  both  done,  two  remrn  trips  are 
necessary.  Of  course,  the  patient’s  time  in  getting 
to  and  from  the  laboratory  will  vary.  It  is  my  experi- 
ence that  most  patients  need  to  make  two  trips  to 
the  office,  and  it  is  customary  to  time  the  24  hour 
reading  so  that  other  tests  are  being  done  also, 
avoiding  the  need  for  a special  trip.  Some  patients 
object  to  blood-letting;  the  painless  aspect  of  the 
uptake  procedure  thus  may  be  important. 

4.  Technician  time.  The  technician  time  in  per- 
forming a PBI  test  varies,  of  course,  with  the  num- 
ber of  tests  done  daily  and  the  procedure  used,  but 
including  cleaning  of  equipment,  and  so  forth,  each 
PBI  represents  an  investment  of  30  to  45  minutes 
of  trained  personnel  time.  A thyroid  uptake  test  in- 
cluding both  6 and  24  hour  readings  entails  only 
12  to  15  minutes  including  standardization.  Thus,  in 
busy  laboratories,  a much  larger  patient  load  can  be 
handled  utilizing  the  uptake  technique. 

5.  Cost  to  laboratory.  The  PBI  test,  necessitating 
more  time,  more  expensive  materials,  higher  paid 
personnel,  the  need  for  redoing  contaminated  mns, 
and  a special  work  area,  costs  more  per  determina- 
tion. The  higher  initial  cost  of  isotope  equipment 
partly  offsets  this  temporarily,  but  in  the  long  run 
the  uptake  procedure  is  less  costly. 

6.  Other  applications.  The  isotope  equipment  is 
useful  in  performing  a number  of  other  tests;  the 
PBI  equipment  is  useful  for  nothing  else.  An  uptake 
test  is  necessary  if  radioactive  iodine  is  to  be  given 
therapeutically. 

7.  Availability  of  equipment.  Equipment  for  either 
test  is  readily  available.  It  is  my  opinion  that  the 
standardization  of  the  PBI  test  and  ironing  out  of 
problems  are  much  more  time  consuming  than  with 
the  uptake.  The  uptake  test,  however,  must  be  under 
the  supervision  of  a physician  authorized  by  the 
Atomic  Energy  Commission  to  receive  and  dispense 
isotopes.  Such  authorization  requires  special  training 
which  is  available  and  brief,  if  only  diagnostic  stud- 
ies are  to  be  done.  It  is  practical  for  a physician 
interested  in  isotopes  to  do  many  procedures  in  ad- 
dition to  the  uptake  and  give  therapy  doses  in  an 
office — I have  done  so  for  4 years. 

8.  Accuracy.  If  done  properly  the  two  tests  should 
be  about  equally  accurate,  but  there  are  a greater 
number  of  pitfalls  with  the  PBI  in  inexperienced 
or  careless  hands. 

9.  Usefulness  in  clinical  states.  Some  of  the  data 
from  the  literamre  are  presented  to  give  an  idea  of 
the  relative  results.  One  difficulty  with  such  reports 
is  that  corresponding  tests  are  not  always  on  the 
same  patient.  In  borderline  cases,  this  may  be  crucial. 
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a.  Separation  of  euthyroid  from  toxic  patients. 
The  PBI  is  generally  reported  to  be  85  to  94  per  cent 
accurate.^®’  The  uptake  has  been  reported 
as  high  as  98  per  cent  reliable.^®  The  6 hour  test 
gives  a good  separation,  often  better  than  the  24 
hour  test.  Zieve“®  expressed  the  belief  that  the  up- 
take is  the  most  effective  test  in  this  regard  with 
the  PBI  four-fifths  as  effective  and  the  basal  metab- 
olism test  one-fifth  as  effective.  My  experience  has 
been  that  the  uptake  is  more  useful  for  this  purpose. 

b.  Separation  of  euthyroid  from  hypothyroid  pa- 
tients. The  PBI  is  described  as  being  80  to  100  per 
cent  accurate.^®’  The  uptake  is  described 
as  93  to  100  per  cent  accurate.^®  It  is  generally  ac- 
cepted that  the  PBI  is  slightly  more  helpful  here. 

c.  Differentiating  borderline  high  cases.  Schultz 
stated  that  the  PBI  is  86  per  cent  accurate  while  the 
uptake  is  95  per  cent  accurate.^*^  The  PBI  tends  to 
be  more  proportional  to  the  level  of  clinical  toxicity 
than  the  uptake  value.  However,  diagnostically,  this 
may  not  be  an  advantage,  and  in  a case  of  mild  or 
early  thyrotoxicosis  with  the  PBI  near  normal,  the 
radioactive  iodine  uptake  may  be  high  enough  to 
give  a decisive  diagnosis.^®  I prefer  the  uptake  in 
dealing  with  this  type  of  problem. 

d.  Differentiating  borderline  low  cases.  The  PBI 
may  not  be  of  value  here  if  4 micrograms  per  100  cc. 
is  the  lower  limit..  In  difficult  cases  a therapeutic 
trial  is  often  the  best  test.  One  could  have  a drop  in 
PBI  from  6 to  4 micrograms  per  100  cc.  and  still 
be  in  the  normal  range.  The  literamre  varies  regard- 
ing the  most  applicable  test.^’^  In  my  hands,  the  PBI 
probably  has  the  advantage  in  these  cases. 

e.  Thyroiditis.  The  uptake  is  markedly  decreased 
during  the  active  phase  of  subacute  thyroiditis,  grad- 
ually increasing  during  recovery,  with  3 to  6 months 
necessary  to  return  to  normal.-*’  During  the  acute 
febrile  stage,  the  basal  metabolic  rate  and  PBI  are 
commonly  increased,  and  a clinical  differentiation  be- 
tween thyroiditis  and  thyrotoxicosis  may  be  difficult. 
The  finding  of  a very  low  uptake  thus  becomes  very 
helpful.  This  low  uptake  does  not  increase  after  TSH 
administration.  In  chronic  thyroiditis,  if  myxedema 
is  absent,  the  tests  are  normal.^®  In  Hashimoto’s  dis- 
ease the  uptake  is  variable  (usually  low  normal 

f.  Thyroid  cancer.  Neither  test  is  helpful  since 
total  function  is  rarely  abnormal.  Thyroid  scanning 
or  differential  counting  may  be  valuable. 

g.  Fictitious  thyrotoxicosis.  If  this  condition  is 
caused  by  desiccated  thyroid  or  thyroxine,  the  uptake 
is  decreased  and  the  PBI  increased.  If  it  is  caused 
by  triiodothyronine,  both  are  decreased.  Both  tests 
are  indicated. 

h.  Nontoxic  goiter  (nodular  or  not).  The  PBI  is 
more  likely  to  be  normal.  The  uptake  values  may  be 
borderline  high  but  rarely  significantly  high. 
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i.  Nonthyroidal  hypermetabolism.  Both  tests  are 
good;  perhaps  the  PBI  is  better. 

j.  Euthyroid  hypometabolism.  Both  tests  are  equal- 
ly likely  to  show  normal  results. 

k.  Pregnancy.  If  a test  is  necessary,  the  PBI  should 
be  used.  Even  though  the  necessary  dose  of  is 
low,  radiation  should  be  avoided  on  general  princi- 
ples during  pregnancy. 

l.  Infancy.  Values  are  available  in  children  for 
each  test.^’  The  choice  is  an  individual  problem. 

m.  Goitrous  cretins.  A disassociation  exists  in 
these  cases  between  trapping  and  synthesis.  The  up- 
take is  high  but  the  iodine  may  be  discharged  with 
thiocyanate.  The  PBI  is  low. 

n.  Summary  in  clinical  states.  The  PBI  and  uptake 
are  both  good  screening  tests,  useful  in  about  90  to 
95  per  cent  of  screening  problems-'*-  and  so  much 
more  useful  than  the  basal  metabolism  and  cholester- 
ol tests  as  to  eliminate  these  procedures  from  routine 
use.®  There  are  proponents  of  each  test  in  the  litera- 
ture. It  may  be  said  that  in  my  experience  and  that 
of  others,  if  a generalization  has  to  be  made,  the 
uptake  is  more  helpful  in  differentiating  euthyroid 
from  toxic  patients  and  the  PBI  is  better  at  differ- 
entiating euthyroid  from  hypothyroid  patients.  The 
PBI  is  more  reliable  in  the  diagnosis  of  thyrotoxi- 
cosis in  patients  with  nodular  goiter.*®  The  uptake  is 
less  subject  to  patient  induced  errors.  In  either  test 
a distinctly  abnormal  level  is  abnormal,  if  obvious 
interfering  factors  are  not  present.  The  combined  6 
hour  and  24  hour  uptake  procedures  (same  dose) 
have  definite  advantages. 

PBI  values  under  4 or  over  8 micrograms  per  100 
cc.  do  not  by  definition  indicate  the  existence  of  dis- 
ordered thyroid  function.  Should  such  criteria  be 
employed,  many  patients  with  normal  function  would 
be  called  abnormal,  thus  ignoring  the  overlap  of 
values. 

Conahey  and  others*®  reported  an  excellent  analy- 
sis of  comparative  tests.  In  definite  Graves’  disease, 
the  6 hour  uptake  was  100  per  cent  accurate,  whereas 
the  24  hour  uptake  was  88.9  per  cent  and  the  PBI 
was  96.1  per  cent  accurate.  In  difficult  to  diagnose 
Graves’  disease,  the  6 hour  uptake  was  100  per  cent 
accurate,  the  24  hour  uptake  90  per  cent  and  the 
PBI  89.5  per  cent  accurate.  In  patients  suspected  to 
have  Graves’  disease  who  turned  out  to  be  normal, 
the  6 hour  uptake  was  95.8  per  cent  correct,  the  24 
hour  uptake  100  per  cent  and  the  PBI  94.5  per  cent 
acairate.  Patients  with  adenomatous  goiter  who  were 
euthyroid  were  correctly  recognized  by  the  6 hour 
uptake  in  93.9  per  cent  and  by  the  24  hour  uptake 
and  PBI  in  100  per  cent.  Patients  who  had  adenoma- 
tous goiter  but  were  toxic  (the  most  difficult  diag- 
nostic group)  were  correctly  diagnosed  by  the  6 hour 
uptake  in  41.7  per  cent,  the  24  hour  uptake  in  22.2 
per  cent  and  the  PBI  in  87.8  per  cent.  Myxedema 
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was  recognized  in  100  per  cent  of  the  cases  by  the 
6 hour  uptake  and  PBI  tests,  while  the  24  hour  up- 
take permitted  recognition  in  92.3  per  cent. 

SUMMARY  AND  CONCLUSIONS 

Our  understanding  of  thyroid  physiology  has  taken 
great  recent  strides.  With  this  have  come  useful  tests 
to  measure  thyroid  function.  There  is  no  one  test 
which  is  always  diagnostic.  The  protein  bound  iodine 
and  radioactive  iodine  uptake  procedures  are  the 
most  widely  used  as  screening  tests.  Both  are  useful 
and  convenient.  A comparison  has  been  made  of 
their  applicability.  In  difficult  cases,  a battery  of 
tests  must  be  done  properly  to  evaluate  the  problem. 

In  the  fumre,  advances  undoubtedly  will  be  made 
in  the  techniques  of  both  tests,  and  with  better  un- 
derstanding of  metabolic  processes,  newer  approach- 
es will  be  developed.  I believe  this  most  likely  will 
come  in  smdies  of  the  plasma  protein  hormone 
complex  and  tissue  utilization. 
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Health  Insurance  Increases 
Throughout  Texas 

More  than  5,370,000  persons  in  Texas  are  protected  by 
some  form  of  insurance  designed  to  help  i>ay  hospital  and 
doctor  bills,  according  to  the  Health  Insurance  Council. 

This  figure,  the  council  says,  is  part  of  the  continued 
growth  of  health  insurance  throughout  the  country,  which 
was  revealed  in  its  twelfth  annual  survey  of  the  extent  of 
voluntary  health  insurance  coverage  for  1957.  The  number 
of  people  covered  by  some  form  of  health  insurance  in  the 
nation,  according  to  a council  estimate,  is  now  123,000,000 
or  72  per  cent  of  the  total  United  States  civilian  popula- 
tion in  contrast  to  4,876,000  covered  in  1956. 


Education  and  Licensure  Congress  Set 

The  fifty-fifth  annual  Congress  on  Medical  Education 
and  Licensure  will  be  held  February  7-10  at  the  Palmer 
House  in  Chicago.  The  two  major  topics  to  be  discussed 
will  be  "Specialism  in  Medicine”  and  "The  Role  of  Re- 
search in  the  Education  of  all  Physicians.” 

Sponsors  of  the  congress  are  the  Council  on  Medical 
Education  and  Hospitals  of  the  American  Medical  Associa- 
tion, Advisory  Board  for  Medical  Specialties,  and  Federa- 
tion of  State  Medical  Boards  of  the  United  States.  For  fur- 
ther information  those  interested  may  write  the  American 
Medical  Association,  535  North  Dearborn  Street,  Chi- 
cago 10. 


Certain  Aspects 
Of  Pneumonia 

EDWIN  M.  ORY,  M.D.; 

ELLARD  M.  YOW,  M.D.;  and 
OFELIA  MONZON,  M.D. 

Houston,  Texas 


Although  there  has  been  a marked  de- 
crease in  mortality  rate  due  to  pneumonia  since 
the  advent  of  the  antibiotic  era,  there  are  stiU  many 
problems  related  to  the  differential  diagnosis,  etiol- 
ogy, complications,  and  therapy  of  pneumonia. 

There  has  been  a decrease  in  the  number  of  in- 
vestigations concerning  pneumonia  since  about  1948, 
except  for  studies  related  to  the  evaluation  of  new 
antibiotics  and  efforts  to  isolate  causative  viruses. 
Much  progress  has  been  made  during  the  past  decade 
with  respect  to  the  latter  problem. 

Considerable  difference  of  opinion  has  been  ex- 
pressed by  various  clinicians  on  the  changes  in  eti- 
ology and  incidence  of  complications  seen  in  pneu- 
monia during  the  past  few  years. 

The  present  report  is  based  on  a comprehensive 
study  of  pneumonia  during  the  past  2 years  at  Jef- 
ferson Davis  Hospital  in  Houston.  The  smdy  is  still 
in  progress,  but  the  analysis  of  cases  presented  here 
extends  from  September,  1956,  through  December, 
1957. 


DESCRIPTION  OF  STUDY 

As  many  patients  as  possible  were  studied  on  the 
wards  of  Jefferson  Davis  Hospital.  The  house  staff 
carried  out  the  routine  clinical  care  of  the  patients. 
They  were  urged  to  obtain  spumm  specimens  and 
blood  culmres  for  bacteriological  study  before  initiat- 
ing antibiotic  therapy.  The  patients  were  followed 
closely  in  the  wards  by  members  of  the  Infectious 
Disease  Service,  and  more  detailed  bacteriologic, 
serologic,  and  pulmonary  function  smdies  were  car- 
ried out  in  selected  cases  whenever  it  appeared  indi- 
cated and  when  the  patients’  condition  permitted. 
Roentgenograms  and  other  laboratory  smdies  were 
obtained  as  they  appeared  to  be  indicated. 

A Pneumonia  Out  Patient  Clinic  was  established 
in  order  to  obtain  more  careful  and  consistent  follow- 
up on  pneumonia  patients  after  discharge  from  the 
hospital;  and  many  patients  for  whom  hospital  beds 
were  unavailable  were  treated  and  followed  in  this 
clinic.  This  included  many  of  the  milder  cases  of 
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pneumonia,  and  it  was  thought  that  a more  accurate 
appraisal  of  the  over-all  incidence  of  pneumonia  and 
its  etiology  could  be  made  by  including  such  patients. 

Pneumococcal  typing  serum  was  available,  and 
many  spumm,  blood,  and  spinal  fluid  cultures  were 
typed  with  specific  typing  serums. 

Electrophoretic  studies  were  performed  on  many 
of  the  patients  by  Dr.  Harold  Dobson. 


RESULTS 

Etiology. — Table  1 shows  an  analysis  of  222  cases 
as  to  etiology.  Of  this  number,  89  cases  were  con- 
clusively proven  to  be  pneumococcal  and  75  cases 
were  found  to  be  highly  probable  pneumococcal  in- 
fections. Most  of  the  latter  group  had  positive  Gram 
smears  of  the  sputum  and  had  a characteristic  clinical 
picture  and  response  to  therapy;  thus  a total  of  164 
cases  or  73-9  per  cent  were  of  pneumococcal  etiology. 
Twenty-nine  cases  or  13.1  per  cent  were  of  unknown 
etiology.  Many  cases  of  bronchitis  and  viral  respira- 
tory infections  were  observed  but  not  included  in  the 
smdy  because  they  did  not  have  definite  evidence  of 
pneumonia  by  roentgenographic  or  physical  examina- 
tion. Rales  alone  were  not  considered  to  be  definite 
evidence  of  pneumonia  unless  accompanied  by  radio- 
logic  changes.  Fourteen  patients  with  pneumonia  due 
to  Gram  negative  bacillus  infection  were  observed. 
These  organisms  included  Klebsiella  pneumoniae. 
Pseudomonas  aemginosa,  Aerobacter,  coliform  bacilli, 
Proteus,  and  Hemophilus  influenzae.  This  group  ex- 
hibits a number  of  distinctive  clinical,  physiologic, 
and  pathological  features  and  will  be  the  subject  of 
a separate  report. 

Nine  cases  of  psittacosis  pneumonia  were  observed, 
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This  report,  based  on  222  cases  of  pneumonia  at  Jefferson 
Davis  Hospital,  Houston,  calls  attention  to  differential  diag- 
nosis, etiology,  complications,  and  therapy.  Predisposing  fac- 
tors, superimposed  infections,  and  the  importance  of  estob- 
lishing  etiology  are  emphasized.  The  authors  stress  that  al- 
though antibiotics  have  decreased  mortality  due  to  lobar 
pneumonia,  many  problems  remain. 


and  2 patients  with  varicella  pneumonia  were  in- 
cluded. Although  some  patients  with  primary  atypi- 
cal pneumonia  may  have  been  admitted  during  the 
period  of  study,  none  was  proven  by  positive  cold 
agglutination  titers,  which  were  obtained  on  a num- 
ber of  patients.  It  is  probable  that  if  other  serologi- 
cal and  viral  studies  had  been  available,  additional 
cases  of  virus  pneumonia  may  have  been  recognized. 

It  is  of  interest  that  only  1 case  of  primary  sta- 
phylococcal pneumonia  was  observed  in  an  adult 
during  this  period.  There  were  3 cases  of  secondary 
or  superimposed  staphylococcal  pneumonia. 

Thus  the  Pneumococcus  continues  to  be  responsi- 
ble for  the  majority  of  cases  of  pneumonia. 

Table  1. — Etiology  of  222  Cases  of  Pneumonia  Studied. 


No.  Per 

Type  Cases  Cent 


Pneumococcal  pneumonia  (proved  by  culture)  89  40.1 

Probable  pneumococcal  pneumonia  (Not 

proved  conclusively  by  culture)  75  33.8 

Pneumonia  of  uncertain  or  undetermined 

etiology 29  13.1 

Gram-negative  bacillus  pneumonia  14  6.3 

Psittacosis  9 4.1 

Varicella  pneumonia  2 0.9 

Staphylococcal  pneumonia,  primary  1 0.5 

Staphylococcal  pneumonia,  secondary 3 1.4 


Pneumococcal  pneumonia,  proven  and  probable,  com- 
prised 85  per  cent  of  pneumonias  of  known  etiology. 

Bacteriologic  Observations. — Table  2 shows  an 
analysis  of  spumm  cultures  in  48  parients  obtained 
before  the  administration  of  any  antibiotic.  It  will  be 
seen  that  Pneumococci  were  isolated  as  the  predomi- 
nant organism  in  38  cases  or  79.2  per  cent,  and  this 
prganism  was  present  with  other  possible  pathogenic 
organisms  in  an  additional  3 cases.  In  7 cases  Pneu- 
mococci were  not  isolated. 


Table  2. — Pretreatment  Sputum  Cultures  in  48  Patients. 


No. 

Cases 

Per 

Cent 

Pneumococcus  isolated  as  predominant  or 

only  pathogenic  organism  

38 

79.2 

Pneumococcus  isolated,  but  other  pathogenic 
organisms  also  present  in  large  numbers  . 

3 

6.3 

Pneumococci  not  isolated;  other  possible  patho- 
genic baCTeria  present  in  small  numbers 

7 

14.6 

Table  3 shows  the  change  in  flora  in  31  cases  in 
which  the  initial  culmre  was  taken  after  the  initia- 
tion of  antibiotic  therapy.  In  these  cases  Pneumococci 
could  be  isolated  in  only  a third  or  less  of  the  cases 
and  many  other  organisms  emerged  as  a prominent 
part  of  the  flora.  These  include  Neisseria  catarrhalis, 
Klebsiella  pneumoniae,  alpha  hemolytic  streptococ- 
cus, hemolytic  Staphylococcus  aureus.  Pseudomonas 
aemginosa.  Monilia,  and  H.  influenzae,  all  of  which 
are  potentially  pathogenic.  These  tables  demonstrate 
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the  profound  effect  of  antibiotic  therapy  on  the  flora 
of  the  sputum. 


Table  3. — Patients  in  Whom  Initial  Culture  Was  Taken 
After  Therapy  Was  Begun  (31  Cases). 


Organism  No.  Sputum  Specimens 

Containing  Organism  in 
Significant  Numbers. 


Neisseria  catarrhalis  15 

Alpha  hemolytic  streptococcus  13 

Pneumococcus  9 

Hemolytic  Staphylococcus  aureus  8 

Pseudomonas  aeruginosa 6 

Klebsiella  pneumoniae  5 

Monilia  4 

Diphtheroids  4 

Hemophilus  influenzae 4 

Beta  hemolytic  streptococcus 3 

Escherichia  coli  2 

Aerobacter  alkaligenes 1 

Proteus  1 


Table  4 summarizes  20  cases  with  positive  blood 
cultures.  Nine  of  the  20  patients  died,  giving  a mor- 
tality of  45  per  cent.  The  incidence  of  serious  com- 
plications is  also  higher  in  this  group. 


that  in  some  years  up  to  50  per  cent  or  more  of 
patients  with  pneumococcal  pneumonia  have  shown 
serologic  evidence  of  coexisting  or  antecedent  influ- 
enzal infection.  The  majority  of  patients  with  pneu- 
mococcal pneumonia  give  a history  of  a common 
cold  before  the  onset  of  pneumonia. 

Occupation  and  avocation  may  play  a role  in  mak- 
ing a given  individual  or  group  of  individuals  more 
susceptible  to  pneumonia.  For  example,  we  have  ob- 
served an  outbreak  of  psittacosis  in  two  turkey 
processing  plants.  Hunters  are  more  apt  to  be  ex- 
posed to  tick  bites  and  animals  infected  with  tular- 
emia. Tularemia  pneumonia  was  not  observed  in  this 
series  although  it  was  suspected  on  a few  occasions. 

The  occurrence  of  epidemics  of  influenza  and  oft- 
en viral  infections  may  influence  the  type,  severity, 
and  prevalence  of  pneumonia  during  a given  year. 
Deaths  have  been  reported  during  1957  from  influ- 
enza pneumonia  although  this  series  does  not  con- 
tain any  proven  cases  of  influenza  pneumonia. 

Anatomic  disorders  of  the  thorax  and  lungs,  either 
congenital  or  resulting  from  acquired  disease,  may 
result  in  increased  susceptibility  to  pneumonia. 

Finally  the  influence  of  exposure  and  chilling  is 
widely  recognized. 


Table  4. — Pneumonia  Patients  With  Bacteremia. 


Organism  No.  Cases 

No.  Deaths 

No.  Recovered 

Pneumococcus  

17 

7 

10 

Hem.  Staph,  aureus  . . 

1 

0 

1 

Klebsiella  pneumoniae 

1 

1 

0 

Pseudomonas  aeruginosa  1 

1 

0 

Total  

20 

9 

11 

Predisposing  Causes. — Although  pneumonia  fre- 
quently occurs  in  otherwise  normal  and  healthy  per- 
sons, there  are  a large  number  of  known  predisposing 
causes  that  have  an  important  effea  on  prognosis 
and  the  incidence  of  complications  as  well  as  con- 
tributing to  recurrent  attacks  of  pneumonia. 

Table  5 outlines  the  most  important  and  common 
ones;  of  these,  by  far  the  most  common  are  the 
presence  of  a chronic  or  degenerative  disease  that 
in  various  ways  impairs  resistance  to  infection,  espe- 
cially to  the  Pneumococcus  and  certain  Gram-nega- 
tive bacilli.  Malignancies  and  lymphomas  are  often 
associated  with  an  immunologic  disorder  such  as 
dysgammaglobulinemia,  agammaglobulinemia,  or  hy- 
pogammaglobulinemia. These  immunologic  defects 
may  be  congenital  or  acquired,  primary  or  secondary. 
Chronic  pulmonary  diseases  are  often  associated  with 
bronchial  obstruction  and  impaired  bronchial  drain- 
age with  pooling  of  secretions  that  become  infected. 

Viral  infections  have  been  shown  by  other  investi- 
gators to  be  an  important  antecedent  event  in  bac- 
terial pneumonia.  Finland  and  others  have  shown 


Table  5. — Predisposing  Causes  of  Pneumonia. 

Chronic  diseases. 

Alcoholism. 

Cirrhosis. 

Cardiovascular,  especially  congestive  heart  failure. 
Hematologic  disorders. 

Multiple  myeloma. 

Leukemia. 

Sickle  cell  disease. 

Anemia. 

Malignancies — all  kinds. 

Lymphomas,  Hodgkin’s  disease. 

Bronchogenic  carcinoma. 

Chronic  pulmonary  disease. 

Emphysema. 

Bronchiectasis. 

Immunological  disorders. 

Agammaglobulinemia — congenital  and  acquired. 
Hypogammaglobulinemia. 

Dysgammaglobulinemia. 

Agranulocytosis. 

Preceding  viral  respiratory  infections. 

Common  cold. 

Influenza. 

Occupations  and  avocations. 

Exposure  to  psittacine  birds. 

Hunters,  meat  handlers,  etc. — tularemia,  Pasteurella 
infections. 

Epidemiology. 

Epidemics  of  influenza. 

Anatomic  disorders. 

Paralysis  of  intercostal  muscles  and  diaphragm,  especially 
following  poliomyelitis. 

Kyphoscoliosis. 

Exposure. 

Chilling  and  dampness. 
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Complications. — Complications  of  pneumonia  were 
observed  in  29  of  the  222  cases.  Eight  of  these  oc- 
curred in  patients  with  positive  blood  culmres.  These 
are  tabulated  in  table  6.  Although  complications 
occurred  in  28  cases,  the  table  lists  37  complications 
because  some  patients  had  more  than  one  complica- 
tion. The  most  common  complication  was  the  pres- 
ence of  a sterile  pleural  effusion  in  6 cases  which  re- 
sulted in  prolonging  the  hospital  course.  Empyema 
was  observed  in  only  1 case.  Congestive  heart  failure 
developed  during  the  course  of  pneumonia  in  5 cases, 
cardiac  arrhythmia  in  2,  myocardial  infarction  oc- 
curred in  2 patients  during  the  course  of  pneumonia. 
Superimposed  infeaions  occurred  in  6 patients.  Two 
of  these  occurred  in  patients  who  initially  had  pneu- 
mococcal pneumonia  and  subsequently  developed  a 
superimposed  Gram-negative  pneumonia  and  died. 
Three  patients  developed  a superimposed  staphylo- 
coccal pneumonia  with  delayed  resolution. 

We  have  observed  a number  of  patients  with 
pneumococcal  meningitis,  but  only  2 are  listed  here 
as  complications  of  pneumonia.  One  patient  devel- 
oped pneumococcal  pericarditis  and  died  as  a result 
of  the  pericarditis  rather  than  the  pneumonia.  One 
patient  with  Gram-negative  pneumonia  had  multiple 
lung  abscesses. 

Table  6. — Complications  in  Patients  With  Pneumonia. 


Complications  No.  Cases 

Superimposed  infections  6 

Sterile  pleural  effusion  6 

Empyema 1 

Otitis  media  2 

Meningitis  2 

Delayed  resolution  4 

Pericarditis  1 

Lung  abscess  1 

Massive  atelectasis 1 

Congestive  heart  failure 6 

Cardiac  arrhythmia  2 

Myocardial  infarction  2 

Jaundice  1 

Agammaglobulinemia  1 

Hypogammaglobulinemia  1 

Total  complications  occurring  in  29  patients 37 


Mortality. — Twenty  patients  in  the  group  of  222 
died,  a mortality  rate  of  9 per  cent.  Table  7 sum- 
marizes the  major  causes  of  death  in  these  20  pa- 
tients. 

Physiological  Changes. — Pulmonary  function  stud- 
ies were  done  on  representative  cases  of  varied 
etiology  by  Dr.  James  K.  Alexander.  Clinical  and 
physiological  observations  have  indicated  certain  dif- 
ferences between  patients  with  pneumococcal  pneu- 
monia and  Gram-negative  bacillary  pneumonia. 
These  studies  will  be  the  subject  of  a separate  report. 


In  general  the  findings  show  that  patients  with 
pneumococcal  lobar  pneumonia  demonstrated  mild 
hypoxemia  and  a tendency  toward  respiratory  alka- 
losis. Pulmonary  blood  flow  was  elevated,  but  pul- 
monary arterial  blood  pressures  were  normal.  In  con- 
trast, patients  with  Gram-negative  bacillary  pneu- 
monias developed  severe  hypoxemia  and  respiratory 
acidosis  with  extremely  high  arterial  carbon  dioxide 
pressure  values  in  some  instances.  Residual  volume 
was  elevated  with  defective  intrapuLmonary  gas  mix- 
ing and  spirographic  "air  trapping.” 

Table  7. — Analysis  of  Deaths  in  Series  of  Pneumonia 


Cases. 

Gram-negative  bacillary  pneumonia 9 

Pseudomonas  7 

Friedlander  1 

Others  1 

Pneumococcal  meningitis  1 

Pneumococcal  pericarditis  and  empyema 1 

Miscellaneous  multiple  complications  8 

Congestive  heart  failure  2 

Myocardial  infarction  2 

Cerebral  vascular  accidents  1 

Pulmonary  embolism  1 

Diabetes  1 

Pyelonephritis  2 

Agammaglobulinemia  1 

Multiple  lung  abscesses  1 

Pneumococcal  septicemia  1 

Varicella  pneumonia 1 

Total  deaths  20 


The  findings  indicate  that  the  anoxia  of  pneumo- 
coccal pneumonia  is  due  to  failure  to  oxygenate 
blood  perfusing  exudate  filled  alveoli,  whereas  in 
Gram-negative  bacillary  pneumonia  bronchiolar  ob- 
struction interfering  with  alveolar  ventilation  is  the 
major  physiologic  change. 

FAILURE  TO  RESPOND  TO  THERAPY 

The  majority  of  patients  who  have  pneumococcal 
pneumonia  respond  promptly  to  antibiotic  therapy. 
In  patients  who  are  otherwise  healthy  the  incidence 
of  complications  and  the  mortality  rate  are  very  low. 
However,  some  patients  in  whom  a clinical  diagnosis 
of  pneumonia  is  made  initially  do  fail  to  respond  to 
therapy  as  expected.  Table  8 summarizes  the  most 
important  reasons  for  failure  to  respond  to  treatment. 
High  on  the  list  is  the  institution  of  antibiotic  ther- 
apy without  first  obtaining  sputum  and  blood  cul- 
tures. The  diagnosis  is  then  obscured,  and  when  the 
patients  fail  to  improve,  it  is  often  difficult  to  de- 
termine whether  one  is  dealing  with  pneumococcal 
pneumonia  initially  followed  by  complications,  or 
some  other  type  of  pneumonia  from  the  beginning. 
Although  pneumococcal  pneumonia  continues  to  be 
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the  most  prevalent  type  of  baaerial  pneumonia,  other 
forms  occur  with  sufficient  frequency  to  emphasize 
the  importance  of  obtaining  initial  cultures  prior  to 
starting  antibiotic  therapy.  One  of  our  patients  with 
Friedlander  pneumonia  who  died  was  treated  for 
pneumococcal  pneumonia  before  it  was  recognized 
that  he  had  a Friedlander  infection.  It  is  possible  that 
earlier  recognition  and  more  intensive  antibiotic  ther- 
apy could  have  been  life  saving. 

Superinfection  after  an  initial  response  to  anti- 
biotic therapy  is  becoming  an  increasing  problem. 
This  results  in  delayed  resolution,  and  in  some  cases 
fatal  superimposed  infections  occur.  The  most  com- 
mon responsible  organisms  are  Staphylococcus  aureus. 
Pseudomonas  aeruginosa.  Hemophilus  influenzae, 
Klebsiella  pneumoniae,  Aerobacter  aerogenes,  Pro- 
teus vulgaris,  various  strains  of  Neisseria,  and  Mo- 
nilia. 

Patients  who  have  a defect  in  host  resistance  are 
more  likely  to  have  complications  and  poor  response 
to  therapy.  One  of  our  patients  with  agammaglob- 
ulinemia had  poliomyelitis  with  a residual  partial 
respiratory  paralysis.  He  had  seven  previous  attacks 
of  pneumonia  and  finally  died  during  the  eighth 
attack  of  pneumonia. 

Many  patients  with  pneumonia  are  dehydrated  and 
have  electrolyte  deficiencies.  Failure  to  recognize  and 

Table  8. — Reasons  for  Failure  to  Respond  to  Therapy. 

Therapy  without  first  establishing  an  etiologic  diagnosis. 
Superinfection  with  organisms  resistant  to  antibiotics  being 
administered,  chiefly 
Staphylococcus. 

Pseudomonas  aeruginosa. 

Hemophilus  influenzae. 

Klebsiella  pneumoniae. 

Aerobacter  aerogenes. 

Proteus  vulgaris. 

Neisseria  and  Monilia — ^various  strains. 

Deficiency  in  host  resistance,  such  as 
Agammaglobulinemia. 

Agranulocytosis. 

Leukemia. 

Lack  of  attention  to  fluid  and  electroylte  balance. 
Nutritional  and  vitamin  deficiencies. 

Development  of  pyogenic  or  septic  complications. 
Empyema. 

Pericarditis. 

Arthritis. 

Meningitis. 

Endocarditis. 

Presence  of  another  underlying  disease. 

Malignancy. 

Lymphoma. 

Lung  abscess. 

Tuberculosis. 

Mycotic  infections. 

Virus  infections. 

Pulmonary  infarction. 

Atelectasis. 


treat  these  results  in  poor  response  to  therapy,  cardiac 
arrhythmias,  diminished  renal  function,  and  some- 
times death.  Correction  of  these  factors  often  results 
in  dramatic  improvement  before  antibiotic  therapy 
has  time  to  exert  its  effect. 

In  some  patients  with  chronic  illnesses,  nutritional 
and  vitamin  deficiencies  are  important  faaors  in 
poor  response  to  therapy. 

The  clinician  must  be  alert  to  the  development 
of  pyogenic  or  septic  complications  of  pneumonia. 
These  are  much  less  frequent  today  than  they  were 
during  the  preantibiotic  era.  This  diminished  fre- 
quency is  one  reason  for  a decrease  in  the  awareness 
of  these  complications.  This  series  contains  1 patient 
with  empyema  who  recovered  and  a second  patient 
with  both  pneumococcal  pericarditis  and  empyema 
who  died. 

Many  patients  have  had  an  initial  clinical  diagnosis 
of  pneumonia  who  have  failed  to  exhibit  the  ex- 
pected prompt  response  to  antibiotic  therapy.  Sub- 
sequent observation  and  diagnostic  study  usually  have 
revealed  the  presence  of  another  underlying  disease 
such  as  bronchogenic  carcinoma,  lung  abscess,  mber- 
culosis,  fungus  infections,  virus  infections,  pulmonary 
infarction,  or  atelectasis.  It  should  be  emphasized  that 
every  patient  with  pneumonia  should  be  followed 
carefully  until  complete  roentgen-ray  resolution  has 
occurred  even  though  the  patient  may  be  discharged 
from  the  hospital  before  complete  clearing  has  oc- 
curred. However,  roentgen-ray  clearing  may  not  be 
as  prompt  as  temperature  and  other  clinical  response. 

DIAGNOSTIC  PROCEDURES 

Table  9 summarizes  the  procedures  of  diagnostic 
value  in  pneumonia.  Historical  data  furnish  the 
most  important  single  clue  as  to  etiology.  Physical 
examination  confirms  the  presence  of  pneumonia 
and  provides  one  with  an  estimate  of  the  general 
condition  of  the  patient.  Spumm  examinations  in- 
cluding the  gross  appearance  and  microscopic  in- 
spection of  a Gram  stain  provides  almost  immediate 
confirmation  of  the  etiology  in  the  majority  of  cases 
provided  the  patient  has  not  received  previous  anti- 
biotic therapy.  Blood  cultures  are  important  because 
patients  who  have  bacteremia  have  the  highest  inci- 
dence of  complications  and  the  highest  mortality  rate. 
When  positive,  the  etiology  is  established  beyond 
doubt.  In  some  cases  superimposed  infections  also 
will  develop  bacteremia  with  the  superimposed  or- 
ganism. The  blood  leukcxryte  count  and  differential 
blood  count  is  of  limited  value  in  differential  diag- 
nosis, but  it  provides  some  help  in  assessing  the 
patient’s  response  to  infection  and  response  to  ther- 
apy. Patients  with  pneumococcal  pneumonia  who 
have  a persistent  leukocytosis  may  have  an  empyema 
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or  other  pyogenic  complication.  When  leukocytosis 
is  present,  culture  of  other  body  fluids  and  exudates 
such  as  pleural,  joint,  and  spinal  fluids  are  of  great 
importance  in  establishing  etiology. 

Serologic  tests  including  cold  agglutinins,  strepto- 
coccus MG  agglutinins,  hemagglutination  inhibition 
for  influenza,  and  complement  fixation  tests  for  psit- 
tacosis and  fungi  may  establish  an  etiologic  diagnosis 
in  selected  cases  with  a suggestive  history. 

In  patients  who  exhibit  slow  resolution,  one  may 
employ  skin  tests  for  fungi  and  mberculosis  to  help 
elucidate  the  diagnosis.  Occasionally  patients  may  de- 
velop pneumonia  or  pneumonitis  as  a result  of  ex- 
posure to  mercury  or  other  heavy  metals.  Chemical 
analysis  of  the  urine  for  heavy  metals  may  help  es- 
tablish the  diagnosis  as  occurred  in  1 of  our  patients 
who  inhaled  mercury  fumes. 

Stool  examination  for  ova  and  parasites  may  eluci- 
date the  diagnosis  in  patients  with  amebiasis,  ascaris, 
and  other  parasitic  diseases  that  may  cause  pneumo- 
nitis or  pneumonia. 

Lung  puncture  occasionally  may  be  necessary  in 
more  protracted  cases  or  when  granulomatous  dis- 
eases such  as  lipoid  pneumonia  are  suspected. 

Bronchoscopy  may  be  helpful  both  therapeutically 
and  diagnostically  when  one  suspects  an  underlying 
bronchogenic  carcinoma,  atelactasis,  or  tuberculosis 
or  when  secretions  are  so  profuse  that  they  interfere 
with  adequate  ventilation. 

Table  9- — Diagnostic  Procedures  in  Pneumonia  of 
Differential  Diagnostic  Value. 

History. 

Physical  examination. 

Sputum  examination. 

Gross  and  microscopic — Gram  stain. 

Culture. 

Antibiotic  sensitivities  (seleaed  cases  only). 

Leukocyte  count  and  differential. 

Blood  culture. 

Culture  of  other  exudates. 

Joint  fluid. 

Spinal  fluid. 

Pleural  fluid. 

Serologic  tests. 

Cold  agglutinins. 

Streptococcus  MG  agglutinins. 

Hemagglutination  inhibition  for  influenza. 
Complement-fixation  for  psittacosis,  histoplasmosis, 
coccidioidomycosis,  blastomycosis. 

Agglutination  test  for  mlaremia. 

Skin  tests. 

Tularemia. 

Fungi:  histoplasmosis,  coccidioidomycosis,  blastomycosis, 
tuberculosis. 

Heavy  metal  excretion  for  chemical  pneumonitis. 

Stool  examination  for  parasites. 

Lung  puncture  and  lung  biopsy. 

Bronchoscopy  in  selected  cases. 


Treatment  of  the  uncomplicated  case  of  pneumonia 
is  simple,  and  results  are  highly  satisfactory.  The 
Pneumococcus  is  invariably  sensitive  to  penicillin, 
the  sulfonamides,  and  almost  always  to  the  tetra- 
cyclines, erythromycin,  chloramphenicol,  and  some  of 
the  newer  antibiotics.  Some  of  the  newer  antibiotics 
have  not  yet  had  sufficient  clinical  evaluation.  Be- 
cause of  the  extensively  proven  efficacy  and  economy 
of  penicillin,  we  believe  that  penicillin  by  injection 
is  the  treatment  of  choice  in  pneumococcal  pneu- 
monia. Most  patients  in  our  series  received  a combi- 
nation of  penicillin  and  sulfisoxazole.  We  believe 
that  in  seriously  ill  patients  it  is  important  to  admin- 
ister aqueous  penicillin  rather  than  procaine  peni- 
cillin for  the  first  24  to  72  hours  since  the  former 
provides  much  higher  blood  levels  than  the  latter. 
Therapy  should  be  continued  until  the  patient  has 
been  afebrile  for  at  least  48  to  72  hours,  shows  clini- 
cal and  preferably  roentgen-ray  evidence  of  resolution 
of  the  pneumonia,  and  has  a leukocyte  count  of  less 
than  10,000  per  cubic  millimeter.  Tetracycline  was 
administered  to  a significant  number  of  patients  in 
doses  of  500  mg.  every  12  hours,  and  the  response 
seemed  to  be  equivalent  to  that  seen  in  association 
with  penicillin  therapy.* 

Attention  should  be  given  to  fluid  and  electrolyte 
balance,  and  in  poorly  nourished  patients  vitamins 
and  nutritional  supplements  should  be  provided. 

Oxygen  should  be  administered  if  the  patient  is 
cyanotic,  has  multiple  lobe  involvement,  tachycardia 
with  pulse  rate  more  than  110  per  minute,  arrhyth- 
mias, and  other  cardiac  abnormalities,  or  if  there  is 
clouding  of  the  sensorium  or  other  mental  aberration. 
In  some  patients,  especially  those  with  Gram  nega- 
tive bacillus  pneumonia,  copious  bronchial  secretions 
are  a major  problem  and  early  tracheotomy  is  indi- 
cated. This  is  Especially  true  if  the  patient  does  not 
show  evidence  of  adequate  oxygenation  when  placed 
in  oxygen,  if  there  is  marked  bronchial  spasm  associ- 
ated with  copious  bronchial  secretions,  and  if  the 
patient  is  showing  signs  of  inadequate  pulmonary 
ventilation.  The  latter  may  be  manifested  by  marked 
tachypnea,  restlessness,  delirium,  tachycardia,  and  fine 
inspiratory  and  expiratory  wheezes.  Oxygen  admin- 
istered under  positive  pressure  is  also  of  value , in 
these  patients. 

The  presence  of  shock  is  a grave  prognostic  sign 
and  demands  prompt  and  early  therapy.  The  admin- 
istration of  Levophed  or  Wyamine  Sulfate  is  often 
effective.  Shock  may  be  associated  with  either  pneu- 
mococcal or  Gram-negative  bacillus  infections.  Shock 
associated  with  the  latter  is  more  difficult  and  re- 
fractory to  therapy. 

*Tetrex  brand  of  tetracycline  phosphate  complex  was 
used  and  supplied  through  courtesy  of  Bristol  Laboratories, 
Dr.  Charles  H.  Mann,  Medical  Director. 
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The  administration  of  steroid  hormones  is  still 
controversial.  We  have  given  them  to  most  of  the 
seriously  ill  patients  and  often  have  observed  marked 
improvement  in  some  cases;  others  have  exhibited 
either  temporary  or  no  improvement.  The  exact  role 
of  steroid  hormone  therapy  will  have  to  await  further 
evaluation  although  it  can  be  stated  fairly  emphatic- 
ally that  it  should  not  be  given  in  the  average  case 
of  pneumonia.  Some  cases  with  severe  interstitial 
viral  pneumonia  have  shown  the  most  dramatic  re- 
sponse. 

Gamma  globulin  has  been  administered  intramus- 
cularly to  a few  of  the  extremely  ill  patients,  all  of 
whom  have  died.  However,  it  was  usually  not  given 
until  the  last  24  hours  of  life. 

In  general,  antibiotic  sensitivity  studies  are  not 
necessary  and  are  not  helpful  in  pneumococcal  pneu- 
monia. If  the  disk  method  is  used,  it  may  even  yield 
confusing  and  contradictory  results.  However,  in 
pneumonia  due  to  the  Staphylococcus  and  the  Gram- 
negative bacilli  sensitivity  smdies  are  invaluable.  They 
must  be  properly  performed  and  carefully  interpreted 
in  order  to  yield  worth-while  information. 

Antibiotics  that  are  useful  in  Gram-negative  in- 
fections are  streptomycin,  tetracycline,  chlorampheni- 
col, Polymyxin  B,  neomycin,  kanamycin,  and  novo- 
biocin. 

Staphylococcal  infections  may  yield  to  bacitracin, 
novobiocin,  neomycin,  ristocetin,  kanamycin,  erythro- 
mycin, vancomycin,  and  chloramphenicol  and,  when 
sensitive,  to  penicillin. 

SUMMARY 

Despite  the  decrease  in  mortality  due  to  lobar 
pneumonia  since  the  advent  of  the  antibiotic  era, 
there  are  still  many  problems  related  to  differential 
diagnosis,  etiology,  complications,  and  therapy.  Cer- 
tain newly  elucidated  predisposing  factors  contribute 
to  recurrent  attacks  of  pneumonia.  Superimposed  in- 
fections are  a serious  problem.  Pulmonary  function 
studies  indicate  important  differences  in  pneumonia 
of  varied  etiology.  Successful  therapy  should  be  pred- 
icated on  establishing  the  etiology. 
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IN  RECENT  YEARS  reasonably  safe  parenteral 
iron  preparations  have  been  available  for  clinical 
use.  During  the  past  2 years  103  patients  with  iron 
deficiency  and  anemia  have  been  managed  with  par- 
enteral iron  in  the  Hematology  Service  of  Parkland 
Memorial  Hospital  and  its  out-patient  clinic.  The 
results  of  this  experience  are  considered  in  terms  of 
the  response  to  therapy,  the  main  indications  for 
parenteral  iron  as  used  by  this  service,  the  apparent 
causes  for  failure  to  respond  to  this  form  of  ther- 
apy, and  the  safety  of  the  procedure. 


MATERIAL  AND  METHODS 

Table  1 summarizes  the  main  features  of  the  pa- 
tients given  parenteral  iron.  There  were  83  females 
and  20  males,  73  Negroes  and  30  white  patients. 
The  ages  varied  between  15  and  87  years  as  distrib- 
uted in  table  1.  The  diagnosis  of  iron  deficiency  was 
based  primarily  on  the  clinical  background  of  blood 
loss  or  the  demonstration  of  blood  via  the  stools  or 
elsewhere  plus  the  determination  of  a microcytic 
hypochromic  anemia.  In  81  cases  the  mean  cor- 
puscular volume  (MCV)  varied  between  55  and  80 
cubic  microns  (normal  87±5)  and  in  91  cases 
the  mean  corpuscular  hemoglobin  concentration 
(MCHC)  was  28  per  cent  or  less  (18-28  per  cent, 
normal  32-36  per  cent) . The  serum  iron  concentration 
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(SeFe)  and  the  total  iron  binding  capacity  (TIBC) 
were  determined  in  22  cases.  In  these  cases  there 
was  hypoferremia  (SeFe  10-90  micrograms  per  100 
cc.  of  serum,  average  44,  normal  100-110)  and  a 
lowered  per  cent  saturation  of  the  iron  binding 
(transport)  globulin  (per  cent  saturation  4-24  per 
cent,  average  13,  normal  30-40  per  cent).  A bone 
marrow  preparation  was  obtained  in  each  case  usual- 
ly by  sternal  puncmre.  The  marrow  units  showed 
negligible  or  no  hemosiderin  ( iron ) deposits.^® 
There  was  evidence  for  a slight  to  moderate  erythroid 
hyperplasia  (normoblastic)  in  most  cases. 

Dr.  R.  K.  Bass  and  his  co- 
authors are  from  the  Depart- 
ments of  Medicine  and  Pathol- 
ogy, University  of  Texas  South- 
western Medical  School  and 
Parkland  Hospital.  The  paper 
was  presented  for  the  section 
on  Internal  Medicine  at  the 
Texas  Medical  Association  an- 
nual session  April  21,  1958,  in 
Houston. 

Parenteral  iron  therapy  in  103  patients  with  iron  deficiency 
and  anemia  proved  satisfactory  in  69.  Overt  complications 
(infection,  uremia,  carcinoma,  and  continued  blood  loss)  ap- 
peared to  prevent  adequate  response  in  26.  Complications 
from  the  therapy  were  not  a major  feature.  It  may  be  of 
value  to  liberalize  the  indication  for  such  therapy. 

The  cause  of  blood  loss  was  identified  in  80  cases. 
As  listed  in  table  1,  76  of  these  causes  were  distrib- 
uted among  gastrointestinal  bleeding,  menorrhagia, 
and  closely  spaced  multiple  pregnancies.  A specific 
lesion  was  identified  in  only  20  of  34  cases  of  gastro- 
intestinal bleeding. 

The  hemoglobin  concentration  was  obtained  by 
the  alkaline  hematin  method^  using  a photocolori- 
meter which  was  calibrated  periodically  by  the  oxy- 
gen capacity  method.^^  The  red  cell  count  was  ob- 


tained in  routine  fashion  with  a hemacytometer.  The 
hematocrit  was  determined  by  Wintrobe’s  method.^® 
For  this  study  a correction  factor  for  trapped  plasma 
was  not  used.  The  serum  iron  concentration  was 
determined  by  the  method  of  Barkan  and  Walker^ 
using  immediate  and  overnight  acidification  and  the 
method  of  Kitzes,  Elvehjem,  and  Schuette.^®  The 
unsamrated  iron  binding  capacity  (UIBC)  was  de- 
termined by  the  method  of  Rath  and  Finch^^ 
( TIBC=SeFe  -1-  UIBC ) . The  red  blood  cell  volume 
was  determined  by  the  radiochromium  method,^^  and 
the  venous  hematocrit  and  the  plasma  volume  was 
determined  by  the  T-1824  method.^’^  These  two  val- 
ues were  combined  for  the  total  blood  volume.  These 
various  measurements  were  performed  by  the  same 
personnel  throughout  the  study. 

The  parenteral  iron  preparations  used  consisted  of 
saccharated  iron  oxide  given  intravenously  and  a dex- 
tran  iron  preparation  given  intramuscularly.  Three- 
fourths  of  the  patients  received  the  intravenous  prep- 
aration in  a total  dose  which  varied  between  0.5  and 
3-0  Gm.  (average  1.8  Gm.,  two-thirds  between  1.5 
and  2.5  Gm.).  The  course  of  treatment  was  usually 
distributed  over  2 to  4 weeks.  One- fourth  of  the 
patients  received  the  intramuscular  preparation  in  a 
total  dose  which  varied  between  0.5  and  2.5  Gm. 
(average  1.6  Gm.,  eight-ninths  between  1 and  2 
Gm. ) . The  course  of  treatment  again  was  distributed 
over  2 to  4 weeks. 

Special  precautions  were  taken  in  giving  the  sac- 
charated iron  oxide  intravenously.  Usually  100-200 
mg.  of  iron  were  given  by  drawing  back  an  equal 
volume  of  blood  from  the  vein  into  the  syringe  and 
taking  3 to  4 minutes  to  inject  the  mixture.  With 
the  intramuscular  material  an  attempt  was  made  to 
place  the  material  well  within  one  of  the  gluteal 
muscles.  Usually  200-400  mg.  were  injected  per  dose. 

The  results  were  gauged  on  the  basis  of  improved 
well-being  and  the  increment  in  peripheral  hemo- 
globin concentration.  The  elevation  in  peripheral 
hemoglobin  concentration  has  been  expressed  in 


Table  1. — Various  Characteristics  of  Patients  with  Iron  Deficiency  and  Anemia  Treated  with  Parenterally  Administered  Iron. 


Age 

Blood  Loss 

Hemoglobin 

MCV 

MCHC 

Years  No. 
Patients 

f 

Source 

S 

No. 

Patients 

( 

Gm./ 
100  cc. 

N 

No. 

Patients 

cubic 

microns 

No. 

Patients 

% 

> 

No. 

Patients 

15-19 

11 

Sex 

Gasrrointestinal 

34 

3 

6 

55 

7 

18 

2 

20-29 

23 

Ulcer 

4 

4 

8 

60 

7 

20 

3 

30-39 

21 

Female  83 

Cancer 

5 

5 

7 

65 

13 

22 

6 

40-49 

11 

Male  20 

Hemorrhoids 

8 

6 

29 

70 

18 

24 

17 

50-59 

12 

Race 

Other 

3 

7 

23 

75 

20 

26 

29 

60-69 

9 

Unknown 

14 

8 

18 

80 

16 

28 

34 

70-79 

8 

Negro  73 

Menorrhagia 

31 

9 

5 

85 

9 

30 

10 

80-89 

3 

Pregnancies 

11 

10 

3 

90 

5 

— 

Trauma 

1 

11 

1 

95  + 

5 

Total  101 

Total 

98 

Thrombocytopenia 

2 

Mean 

27±2.6 

Other 

1 

Total 

100 

Total 

101 

Mean 

7±1.6 

Mean 

76.7±7.5 

Total 

80 
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grams  per  100  cc.  of  blood  per  day.  In  computing 
this  value  usually  a period  of  14  to  30  days  was 
used  (average  18  days).  In  a few  cases  the  blood 
volume  and  total  hemoglobin  mass  in  grams  were 
computed  before  therapy  and  after  a satisfactory  re- 
sponse. This  approach  was  used  as  a means  of  esti- 
mating the  rate  of  hemoglobin  generation. 


RESULTS 

Hemoglobin  Concentration. — All  patients  showing 
a definite  increment  in  the  hemoglobin  concentra- 
tion expressed  a sense  of  improved  well-being.  As 
has  been  often  reported,^’  ® the  subjective  improve- 
ment frequently  occurred  before  the  hemoglobin  was 
substantially  increased.  Patients  not  developing  defi- 
nite increment  in  the  hemoglobin  concentration  at 
times  did  not  improve  subjectively;  however,  in  these 
cases,  as  discussed  later,  there  were  usually  extenuat- 
ing complications. 

In  table  2 the  elevation  in  hemoglobin  concentra- 
tion is  expressed  in  grams  per  100  cc.  of  blood  per 
day  where  an  average  of  18  days  was  used  in  the 
computation.  Taking  101  of  the  cases  into  account 
the  average  elevation  of  the  hemoglobin  was  0.19 
Gm.  per  100  cc.  per  day.  The  spread  was  great 
(0.05  to  0.4  Gm.  per  1(X)  cc.  per  day)  and  the 
standard  deviation  was  high  (±0.14).  This  spread 
resulted  from  3 1 cases  showing  an  elevation  in  hemo- 
globin which  was  less  than  0.1  Gm.  per  100  cc.  per 
day  or  from  no  change  to  negligible  change.  The 
usual  rate  of  elevation  of  hemoglobin  for  parenteral 
iron  as  given  in  the  literature  is  between  0.1  and  0.3 

Table  2. — Tabulations  Indicating  the  Response  to  Paren- 
teral Iron  Therapy  as  Measured  by  the  Rate  of  Elevation  of 
Hemoglobin  Concentration  and  a Listing  of  the  Frequency 
of  Complications  Which  Appeared  to  Preclude  an  Appro- 
priate Response. 

Gjmplications  Apparently 

Hemoglobin  Response  Preventing  Hemoglobin 

Gm.  / 100  cc.  of  Response 

Blood /Day  No.  Complication  No. 


<0.05 

29 

Infeaion 

6 

0.05 

2 

Azotemia 

6 

0.1 

9 

Continued  bleeding 

7 

0.15 

6 

Carcinoma 

5 

0.2 

19 

Other 

2 

0.25 

8 

Unknown 

5 

0.3 

11 

0.35 

8 

Total 

31 

0.4+ 

9 

Total 

101 

Mean  all  cases 

;=0.19±0.14 

Mean  0.1+= 

0.275±:0.09 
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Gm.  per  100  cc.  per  day.®  When  the  31  cases  which 
failed  to  develop  the  expected  elevation  in  hemo- 
globin (0.1  Gm.  per  100  cc.  per  day  or  more)  were 
excluded  from  consideration,  the  average  elevation 
in  hemoglobin  became  0.275  Gm.  per  100  cc.  of 
blood  per  day  and  the  standard  deviation  was  low- 
ered to  ±0.09  Gm.  per  100  cc.  per  day.  As  dis- 
cussed hereafter,  mosr  cases  which  failed  to  respond 
by  an  increment  of  0.1  Gm.  per  100  cc.  per  day  or 
more  gave  evidence  for  a concomitant  complication 
which  likely  prevented  the  proper  response. 

Failure  to  Respond. — Thirty-one  cases  failed  to 
develop  an  increment  in  hemoglobin  concentration 
of  at  least  0.1  Gm.  per  100  cc.  per  day.  Of  this 
group  19  developed  no  response,  and  for  3 the  re- 
sponse was  negligible.  Twenty-six  of  these  31  cases 
had  an  obvious  complication  which  could  be  con- 
sidered inimical  to  a proper  response.  As  indicated 
in  table  2,  6 patients  had  ovea  infection  such  as 
pulmonary  suppuration  and  pelvic  inflammatory  dis- 
ease, 6 had  renal  insufficiency  as  indicated  by  azo- 
temia and  other  findings  and  3 of  these  had  active 
pyelonephritis  (infection),  5 had  advanced  carci- 
noma, and  7 gave  distinct  indication  of  continued 
and  overt  bleeding  usually  through  the  intestinal 
tract.  Two  patients  had  aaive  inflammatory  disease 
(rheumatoid  arthritis  and  widespread  granuloma  of 
unknown  etiology).  Only  5 cases  yielded  no  obvious 
complication  which  might  have  vitiated  a response. 
Thus  it  appeared  that  infection,  uremia,  carcinoma- 
tosis, and  continued  blood  loss  represented  the  main 
complications  associated  with  failure  to  respond  to 
parenteral  iron. 

Age  and  Response. — As  shown  in  table  3,  there 
appeared  to  be  no  relationship  between  the  age  of 
the  patient  with  iron  deficiency  and  rate  of  rise  of 
hemoglobin  concentration.  Certain  of  the  more  pro- 
nounced responses  were  encountered  in  patients  be- 
tween the  ages  of  50  and  87  so  long  as  complica- 
tions of  the  type  previously  discussed  were  not 
present. 

Rate  of  Generation  of  Hemoglobin  Mass. — An 
appraisal  of  the  rate  of  generation  of  the  hemoglobin 
mass  may  be  obtained  by  determining  the  blood 
volume  and  hemoglobin  mass  before  the  treatment 
and  after  a substantial  response  in  the  peripheral 
hemoglobin.  For  this  purpose  the  radiochromium 

Table  3. — Relation  of  Age  to  Response  to  Parenteral  Iron. 


Hemoglobin  Response 
Gm./lOO  cc.  of  Blood /Day 


Ages  (yr.) 

0.1  + 

0.2  + 

0.3  + 

Total 

15-19 

3 

1 

5 

9 

20-39 

6 

15 

12 

33 

40-69 

4 

8 

6 

18 

70-87 

1 

1 

4 

6 
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method  and  venous  hematocrit  were  used  for  the  red 
cell  volume  and  the  T-1824  method  was  used  for 
the  plasma  volume.  These  data  obtained  from  1 case 
in  this  series  are  given  in  table  4.  In  this  case  40  mg. 
of  iron  was  used  effectively  by  the  bone  marrow  per 
day  for  hemoglobin  production.  In  a series  of  13 
adult  patients  with  hypochromic  anemia  this  ap- 
proach indicated  an  average  utilization  of  parenteral 
iron  for  hemoglobin  produaion  per  day  of  47  mg. 
or  an  amount  equivalent  to  14  Gm.  of  hemoglobin.^ 

Estimation  of  Dose. — It  is  usually  considered  that 
the  circulating  hemoglobin  of  the  average  adult  con- 
tains about  2.5  Gm.  of  iron  (blood  volume  5,000  cc.; 
blood  iron  50  mg.  per  100  cc.;  50  times  50  = 2,500 
mg.).  The  iron  stores  contain  approximately  1.0  Gm. 
of  iron.®  Multiplying  2.5  by  the  hemoglobin  ex- 
pressed as  per  cent  gives  an  estimate  of  the  iron 
deficiency  in  the  circulating  blood,®  and  adding  1 
Gm.  to  this  gives  the  total  estimated  deficiency.  The 
average  hemoglobin  concentration  at  the  start  in  the 
present  cases  was  7 Gm.  per  100  cc.  or  about  50  per 
cent  deficit  in  iron  or  about  1,200  rhg.  of  iron  (0.5 
times  2,500  mg.).  The  average  dose  of  iron  given  to 
these  patients  was  near  2 Gm. 

Special  Cases. — Two  special  cases  are  presented. 
These  cases  exemplify  the  interference  of  continued 
blood  loss  with  the  rate  of  elevation  of  the  hemo- 
globin concentration. 

Case  1. — A 36  year  old  Negro  woman  had  a microcytic 
hypochromic  anemia  (hemoglobin  7.6  Gm.  per  100  cc., 
MCV  62  cubic  microns,  MCHC  24  per  cent).  The  anemia 
was  attributed  to  menorrhagia.  The  history  and  record  indi- 
cated an  anemia  of  several  years’  duration  and  no  response 
to  several  courses  of  oral  iron  therapy.  The  patient  was 
placed  on  oral  iron  once  more  (dose  0.3  Gm.  3 times  daily, 
after  meals).  The  indications  were  that  the  patient  was 
cooperative  in  carrying  out  this  regimen.  After  2.5  months 
on  oral  iron  there  was  no  improvement.  At  this  time  she 
was  given  a course  of  parenteral  iron  consisting  of  1,200 
mg.  of  iron  as  saccharated  iron  oxide  given  intravenously 
in  divided  doses  over  90  days.  The  hemoglobin  rose  from 
5.4  Gm.  per  100  cc.  to  9.7  Gm.  despite  continued  menor- 
rhagia. According  to  the  record,  this  was  the  highest  hemo- 
globin value  in  10  years.  The  patient’s  hemoglobin  was 
type  A by  paper  electrophoresis,  there  was  no  sickling, 
the  erythrocytic  osmotic  fragility  was  normal.  The  bone 
marrow  showed  erythroid  hypjerplasia  and  no  hemosiderin 
deposits.  Many  tests  on  the  stool  for  occult  blood  were 


negative.  With  discontinuance  of  parenteral  iron  the  anemia 
and  hypxxrhromia  recurred. 

The  sequence  of  response  to  parenteral  iron  followed  by 
recurrence  was  rep>eated  on  four  occasions.  Two  years  fol- 
lowing the  first  course  of  parenteral  iron  a hystereaomy 
was  performed  and  leiomyomas  were  found.  Prior  to  the 
opieration  the  hemoglobin  was  6.6  Gm.  pier  100  cc.,  the 
MCV  60  cubic  microns,  and  the  MCHC  22.4  per  cent.  At 
this  time  the  serum  iron  concentration  was  40  micrograms 
per  100  cc.,  the  total  iron  binding  capacity  was  305  micro- 
grams p>er  100  cc.  of  serum  (13  p>er  cent  samration).  The 
patient  received  2.5  Gm.  of  iron  as  saccharated  iron  oxide 
intravenously  over  84  days.  Two  months  later  the  hemo- 
globin was  14.5  Gm.  p)er  100  cc.,  the  MCV  89  cubic 
microns,  and  the  MCHC  34  per  cent.  The  anemia  has 
not  recurred. 

Case  2. — A 62  year  old  white  woman  complained  of 
a long  standing  and  incapacitating  anemia.  The  anemia 
had  been  detected  for  13  years.  Oral  iron  therapy  had  been 
ineffecmal.  A diaphragmatic  hernia  which  was  previously 
identified  was  confirmed.  Abdominal  discomfort  particularly 
following  meals  was  related.  A severe  microcytic  hypx3- 
chromic  anemia  was  identified  (hemoglobin  5 Gm.  pjer 
100  cc.,  MCV  68  cubic  microns,  MCHC  24  p)er  cent, 
serum  iron  27  micrograms  per  100  cc,  TIBC  339  micro- 
grams p)er  100  cc.,  8 pier  cent  saturation).  The  bone  mar- 
row revealed  erythroid  hypierplasia  and  no  iron  deposits. 
Multiple  stool  examinations  for  occult  blood  revealed  2-3  + 
results.  The  patient  was  placed  on  parenteral  iron.  After 
1,500  mg.  of  intramuscular  iron  the  hemoglobin  began  to 
rise  while  the  reticulocyte  count  changed  from  1.2  to  6.3 
per  cent.  Because  the  stools  remained  strongly  positive  for 
occult  blood,  a total  of  4.0  Gm.  of  parenteral  iron  was 
given  over  30  days  (3.5  Gm.  intramuscularly,  0.5  Gm. 
intravenously).  Thirty-two  days  after  the  inception  of  the 
parenteral  iron  the  hemoglobin  concentration  was  12.5  Gm. 
pier  100  cc.,  MCV  92  micrograms,  MCHC  28  pier  cent. 

These  2 cases  may  be  considered  as  refractory  to 
oral  iron  therapy  despite  clear-cut  indications  for  iron 
deficiency.  A major  contribution  to  the  refractory 
state  appeared  to  be  continued  blood  loss.  In  the 
first  case  this  interpretation  was  supported  by  the 
satisfactory  response  once  the  source  for  the  blood 
loss  was  eradicated.  In  the  second  case  either  the 
blood  loss  became  minimized  or  a sufficient  dose 
was  given  to  overcome  this  adverse  influence. 

Indications  for  Parenteral  Iron  Therapy. — Coleman, 
Stevens  and  Finch^  have  summarized  the  indications 
for  parenteral  iron  therapy  by  the  following  list: 
( 1 ) intolerance  to  oral  iron;  ( 2 ) gastrointestinal 
disease  which  is  adversely  affected  by  oral  iron;  (3) 
creation  of  iron  stores;  (4)  poor  absorption  of  iron. 

All  of  these  indications  have  been  utilized  in  the 


Table  4. — Study  of  Rate  of  Generation  of  Hemoglobin  Mass  in  a Patient  Treated  with  Parenteral  Iron. 


Gain 

Iron  Used 

Hb. 

Hemat. 

Blood  Vol. 

Total  Hb. 

Total  Hb.  Gain  Hb.  Gain  Hb.for  Hb./Day 

Day 

Gm./lOO  cc. 

% 

CC. 

Gm. 

Gm.  Gm.  / 1 00  cc.  / Day  Gm.  / Day 

mg. 

0 

5.9 

22 

6,065 

291 

36 

10.7 

42 

6,798 

724 

433  0.16  12 

40 

’This  patient  received  2.5  Gm.  of  iron  as  the  iron  dextran  preparation  intramuscularly.  After  36  days  the  increment  in 
hemoglobin  was  measured  by  the  blood  volume  method.  According  to  these  data  the  total  iron  utilized  effeaively  pier  day 
by  the  bone  marrow  for  pieripheral  hemoglobin  produaion  was  40  mg. 
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present  experience.  It  appears,  however,  that  two 
indications  have  been  prominent,  namely,  continued 
blood  loss  with  its  interference  with  the  effective- 
ness of  oral  iron  and  an  apparent  failure  of  our  pa- 
tients to  abide  by  the  prescribed  oral  intake.  We 
also  have  encountered  the  patient  whose  iron  defici- 
ency responds  to  oral  iron  but  who  rapidly  becomes 
anemic  when  blood  loss  resumes.  The  latter  group 
seem  to  fit  into  the  group  whose  iron  stores  are 
insufficiently  replenished  by  oral  iron  as  discussed 
by  Finch  and  coworkers.® 

Complications. — Complications  were  rare  in  the 
present  series.  For  instance,  the  patient  in  case  2 
received  16  injections  and  had  no  reactions.  There 
was  1 case  of  a skin  rash  lasting  24  hours,  1 example 
of  lumbar  pain,  1 instance  of  leg  cramps,  1 severe 
reaaion  with  chills,  fever,  back  pain,  and  hypoten- 
sion, and  1 instance  of  chills  and  fever  followed  by 
generalized  lymphadenopathy.  In  4 cases  an  abscess 
developed  at  the  site  of  intramuscular  injection.  No 
deaths  were  attributed  to  the  therapy.  The  experience 
is  consonant  with  a high  safety  factor  for  parenteral 
iron  as  used  for  these  cases. 

SPECIAL  CHECK  ON  REACTIONS 

An  additional  check  on  reactions  to  intramuscular 
iron  was  conducted  by  observing  closely  122  patients 
who  received  1 to  5 injections  of  intramuscular  iron 
(each  5 to  10  cc.  containing  250  to  500  mg.  of 
iron).  At  the  time  of  the  injections  these  patients 
were  receiving  no  other  medications.  In  no  instance 
was  the  temperamre  chart  altered  in  the  following 
24  hours.  No  patient  reported  undue  pain  ( no  great- 
er than  an  injection  of  penicillin).  There  was  no 
generalized  reaction  in  this  group. 

GENERAL  COMMENT 

In  the  present  series  of  patients  the  main  indica- 
tions for  the  use  of  parenteral  iron  have  included 
a disinclination  on  the  part  of  this  group  of  pa- 
tients to  maintain  themselves  on  oral  iron  and  failure 
of  oral  iron  to  give  the  desired  results  when  the 
patient  appeared  to  cooperate  with  the  prescribed 
oral  iron  regimen  (0.3  Gm.  of  ferrous  sulfate  orally 
3 times  daily).  Utilizing  these  approaches  the  use 
of  both  the  intravenous  and  the  intramuscular  prep- 
arations have  been  attended  by  a minimal  incidence 
of  reactions  and  a very  satisfactory  response  to  ther- 
apy when  certain  complications  were  not  present. 
This  experience  raises  the  question  of  the  need  to 
liberalize  the  indications  for  parenteral  iron  therapy 


as  the  indications  are  currently  considered  in  the 
literature. 

The  schedule  for  parenteral  iron  used  has  included 
a consideration  of  the  peripheral  hemoglobin  deficit 
and  the  deficit  in  the  iron  stores  as  described  by 
Finch  and  coworkers.  The  amounts  used  prior  to  the 
appraisal  of  effectiveness  were  insufficient  to  give 
rise  to  iron  overload.^-  The  therapy  is  reasonably 
precise  and  effective.  The  cost  of  such  an  approach 
may  not  be  a prohibitive  factor.  Thus  the  main  con- 
cern over  the  use  of  parenteral  iron  appears  to  center 
about  reactions.  It  is  still  early  to  be  certain  of  this 
point,  but  it  may  well  be  minimized,  particularly 
with  the  use  of  the  intramuscular  preparation. 

The  response  to  parenteral  iron  was  satisfactory  in 
about  70  per  cent  of  the  patients.  The  30  per  cent 
group,  which  failed  to  respond  satisfactorily,  included 
all  ages.  The  main  interference  with  response  in- 
cluded specific  complications.  Most  of  these  were 
readily  detected  and  included  infection,  uremia,  ma- 
lignant disease,  and  continued  active  blood  loss. 
Continued  blood  loss  on  occasions  required  definitive 
management  of  the  lesion  responsible  before  a sat- 
isfactory result  transpired. 


SUMMARY 

Parenteral  iron  therapy  has  been  used  in  103  pa- 
tients with  evidence  of  iron  deficiency  and  anemia. 
The  main  indications  for  the  use  of  parenteral  iron 
in  this  series  included  disinclination  toward  oral 
iron  by  the  patients  and  failure  of  oral  iron  to  effect 
a satisfactory  response. 

Sixty-nine  (about  70  per  cent)  of  the  patients 
had  a satisfattory  response  to  therapy  as  indicated 
by  an  average  rise  in  hemoglobin  concentration  of 
0.275  Gm.  per  100  cc.  of  blood  per  day. 

Thirty-one  of  the  patients  (about  30  per  cent) 
had  a poor  response  as  indicated  by  a rise  in  hemo- 
globin of  less  than  0.1  Gm.  per  100  cc.  of  blood 
per  day.  In  26  of  this  nonresponsive  group  overt 
complications  appeared  to  prevent  the  proper  re- 
sponse. These  included  infection,  uremia,  carcinoma, 
and  continued  blood  loss. 

It  may  be  possible  to  overcome  the  adverse  influ- 
ence of  continued  blood  loss  on  the  response  to  ther- 
apy by  increasing  the  dose  of  parenteral  iron  over 
the  2 to  5 week  period  of  therapy.  On  occasions  a 
satisfactory  response  was  obtained  only  after  defini- 
tive management  of  the  lesion  responsible  for  the 
blood  loss  had  been  instituted. 

Complications  were  not  a major  feature  of  this 
experience.  In  view  of  this  and  the  reasonably  pre- 
cise nature  of  the  therapy  and  the  satisfactory  re- 
sponse at  all  ages,  it  may  be  of  value  to  liberalize 
the  indication  for  parenteral  iron  therapy  in  iron 
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deficienq^  as  indications  are  now  considered  in  the 
literature. 
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Publication  Reports  on  Diabetes 

Diabetes  mellitus,  the  eighth  leading  cause  of  death  in 
this  country,  is  the  only  major  cause  of  death  in  which 
female  mortality  exceeds  male  mortality,  points  out  an  issue 
of  "Patterns  of  Disease,”  a publication  prepared  by 
Parke,  Davis,  and  Company. 

Illustrating  the  mortality  tolls  graphically,  the  publica- 
tion reports  that  among  children  and  young  adults,  the 
death  rates  of  diabetic  patients  is  5 to  10  times  higher 
than  the  death  rate  of  nondiabetics,  and  among  middle  aged 
and  elderly  persons  this  ratio  is  at  least  two  to  one.  The 
death  risk  for  women  is  almost  40  per  cent  gteater  than 
that  for  men. 

"Patterns”  also  includes  information  about  the  "hidden” 
diabetic  and  on  complications  of  pregnancy  among  diabetic 
women. 


Radiologic 
Considerations 
In  Diagnosis 
And  Treatment 
Of  Intussusception 

EDWARD  B.  SINGLETON,  M.D. 

Houston,  Texas 


OF  THE  MANY  abnormalities  affecting  the  in- 
testinal tract  in  children,  ileocolic  intussuscep- 
tion is  of  unique  interest  to  the  radiologist  because 
it  offers  him  the  opportunity  of  both  diagnosis  and 
immediate  treatment.  The  radiologic  signs  of  intus- 
susception are  characteristic,  and  the  reliability  of 
the  radiologist  in  evaluating  these  signs  is  recognized 
clearly.  However,  there  still  remains  considerable 
diversity  of  opinion  as  to  the  justification  of  the 
radiologist  or  anyone  to  attempt  reduction  of  an 
inmssusception  by  the  use  of  hydrostatic  pressure 
exerted  by  an  enema.  It  is  regrettable  that  these  dif- 
ferences exist,  because  in  fact  they  are  not  competi- 
tive forms  of  treatment. 

The  prevailing  opinion  in  this  country  favors  op- 
erative reduction,  but  in  the  Scandinavian  countries, 
through  the  works  of  Nodentoft'^  and  Hellmer^  and 
in  Australia  through  the  efforts  of  Hipsley,®  reduc- 
tion by  hydrostatic  methods  is  favored.  An  accurate 
statistical  evaluation  of  the  two  methods  is  not 
readily  possible,  because  generally  it  is  not  recog- 
nized that  prolonged  and  persistent  attempts  at  re- 
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Operative  and  nonoperative  methods  of  reduction  of  ileo- 
colic intussusception  in  infants  should  not  be  considered  as 
competitive  but  as  different  approaches  to  the  same  solution. 
The  paper  gives  the  criteria  used  in  selection  of  patients  at 
Texas  Children's  Hospital  in  whom  hydrostatic  reduction  is 
attempted  and  the  radiographic  description  of  the  diagnosis 
and  nonoperative  treatment  of  intussusception. 
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duction  by  enema  usually  are  necessary  to  accomplish 
the  reduaion.  Unless  this  is  understocxl,  the  radiolo- 
gist, after  recognizing  the  lesion  under  fluoroscopy 
and  failing  to  accomplish  the  reduction  after  a few 
moments  of  sustained  hydrostatic  pressure,  may  dis- 
continue his  efforts  and  the  patient  be  prepared 
immediately  for  surgery.  It  is  the  purpose  of  this 
article  to  consider  the  reasons  for  and  against  hydro- 
static reduction  and  to  consider  the  criteria  used  at 
Texas  Children’s  Hospital  for  determining  whether 
or  not  reduction  by  this  method  should  be  attempted. 

Historically  the  treatment  of  intussusception  by 
enemas  dates  back  to  the  age  of  Hippocrates,  who 
advocated  the  use  of  enemas  in  all  forms  of  ileus. 
Other  historical  examples  of  the  treatment  of  inms- 
susception  are  the  use  of  effervescent  powders  in- 
stilled within  the  recmm,  insufflation  of  the  colon 
with  hydrogen  sulfide,  and  the  retrograde  passage 
of  bougies.  In  1876  Hirschsprung^  published  the  first 
detailed  account  of  reduction  by  the  use  of  hydro- 
static pressure,  reporting  a mortality  rate  of  35  per 
cent.  It  was  not  until  1927  that  PaUin  and  Olsson® 
in  Sweden  and  Retan^°  in  the  United  States  first 
reported  the  reduction  of  intussusception  by  barium 
enema  under  fluoroscopy.  Hutchinson®  is  credited 
with  the  first  successful  operative  reduction  in  1871, 
and  for  many  years  following  this  the  surgical  re- 
sults had  a much  higher  mortality  than  enema  re- 
duction. Now,  however,  because  of  safer  anesthetics 
and  the  improvement  in  operative  technique  and 
postoperative  care,  the  mortality  rate  by  either  meth- 
od of  treatment  is  equal  and  dependent  upon  the 
duration  of  the  iUness  and  the  condition  of  the 
patient  when  first  seen.  The  problem  now  resolves 
itself  into  whether  or  not  an  attempt  shoud  be  made 
initially  to  reduce  the  intussusception  and,  if  unsuc- 
cessful, to  subject  the  child  to  surgery  or  to  proceed 
immediately  with  operative  reduction. 

CHOICE  OF  METHOD  OF  REDUCTION 

In  order  to  determine  the  feasibility  of  hydro- 
static reduction  it  is  necessary  to  consider  the  argu- 
ments for  and  against  this  method  of  treatment. 

The  proponents  of  operative  reduction  claim  the 
following: 

1.  The  use  of  hydrostatic  pressure  may  reduce  or 
rupture  devitalized  bowel  which  can  be  recognized 
only  by  direct  inspection.  In  regard  to  this,  Ravitch 
and  McCune®  have  demonstrated  that  in  experi- 
mentally produced  intussusception  if  the  bowel  was 
gangrenous,  it  was  irreducible  and  in  no  instance  did 
bowel,  gangrenous  or  not,  rupture  as  long  as  the 
hydrostatic  pressure  was  no  more  than  3 or  3 Vi 
feet.  In  my  own  experience,  devitalized  bowel  has 


never  been  reduced  by  nonoperative  methods  nor  has 
an  attempt  at  nonoperative  treatment  resulted  in 
bowel  perforation  even  when  devitalized  bowel  was 
found  at  time  of  laparotomy. 

2.  The  intussusception  may  be  produced  by  a defi- 
nite lesion  such  as  a polyp,  lymphoma,  hypertrophied 
Peyer’s  patch,  Meckel’s  diverticulum,  aberrant  pan- 
creas in  the  ileum,  mesenteric  lymph  node,  or  ileal 
duplication,  none  of  which  can  be  recognized  except 
by  surgical  inspection.  In  answer  to  this,  it  is  pointed 
out  that  a definite  lesion  is  present  in  only  2.5  per 
cent  of  children  less  than  2 years  of  age,  and  70 
to  90  per  cent  of  the  intussusceptions  occur  during 
this  period.  In  Gross’  large  series  of  cases,^  75  per 
cent  were  under  1 year  of  age  and  85  per  cent  under 
2 years.  Consequently,  the  possibility  of  a definite 
lesion  being  present  in  infants  is  remote,  and  if 
present,  the  possibility  of  it  being  of  significance 
other  than  as  a cause  of  the  inmssusception  is  prac- 
tically nil. 

3.  The  enema  serves  only  to  deplete  the  remain- 
ing physical  reserve  of  the  child  resulting  in  the 
infant  being  a greater  surgical  risk  if  enema  reduc- 
tion fails.  This  is  not  necessarily  true.  Supportive 
measures  should  be  started,  if  indicated,  even  before 
a diagnostic  barium  enema  is  begun.  Enema  reduc- 
tion is  far  less  traumatic  to  the  child  than  operative 
reduction,  and  there  is  no  convincing  evidence  that 
unsuccessful  attempts  at  nonoperative  reduction  cre- 
ate a greater  surgical  risk  as  long  as  supportive 
measures  are  being  provided. 

4.  The  child  is  exposed  to  too  much  radiation. 
This  is  probably  the  most  convincing  argument 
against  reduction  under  fluoroscopy.  However,  the 
amount  of  exposure  by  the  experienced  radiologist 
who  keeps  the  size  of  the  field  to  a minimum  and 
whose  observations  during  the  reduction  are  limited 
to  split  second  glances  is  scarcely  more  than  en- 
countered in  a routine  colon  examination. 

The  advantages  of  nonoperative  reduction  are 
obvious.  The  child  is  not  subjected  to  the  hazards 
of  a general  anesthetic  and  a laparotomy  even  though 
these  dangers  may  be  minimal.  In  addition  the  pa- 
tient’s hospital  stay  is  shortened  greatly. 

Although  the  preceding  discussion  has  described 
the  pros  and  cons  of  operative  and  nonoperative  re- 
duction, I prefer  to  consider  the  two  methods  not  as 
being  competitive,  but  as  being  different  approaches 
to  the  same  solution — there  being  indications  for 
each  method  of  reduction.  In  addition,  if  nonopera- 
tive reduction  is  not  successful,  the  procedure  has  at 
least  facilitated  the  surgical  approach  by  producing 
partial  reduction.  At  the  Texas  Children’s  Hospital 
an  abdominal  scout  film  is  obtained  on  every  child 
suspected  of  having  an  intussusception,  and  this  is 
followed  by  a diagnostic  barium  enema.  The  re- 
sponsibility of  whether  or  not  an  attempt  should  be 
made  to  reduce  the  intussusception  by  nonoperative 
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methods  rests  with  the  radiologist.  The  selection  of 
cases  in  which  a real  effort  is  made  to  reduce  the 
intussusception  under  fluoroscopy  depends  upon  the 
age  of  the  patient,  the  presence  or  absence  of  radio- 
graphic  signs  of  advanced  intestinal  obstruction,  and 
whether  or  not  there  is  clinical  evidence  of  periton- 
itis. 

If  the  child  is  3 years  of  age  or  older,  reduction  by 
enema  is  not  attempted.  I believe  that  after  this  age, 
there  is  usually  a definite  lesion  responsible  for  the 
intussusception,  and  although  these  lesions  are  usually 
benign,  they  may  be  responsible  for  fumre  difficul- 
ties. Also,  an  occasional  lymphosarcoma  may  be 
missed  without  surgical  intervention. 

Success  at  the  Texas  Children’s  Hospital  in  reduc- 
ing an  inmssusception  by  enema  in  the  presence  of 
advanced  radiographic  signs  of  obstruction  (marked 
distention  of  small  bowel,  multiple  air  fluid  levels) 
has  been  poor  and  usually  due  to  either  an  ileo- 
ileal  intussusception  or  to  extensive  edema  and  gan- 
grene of  the  intussusceptum.  Consequently,  no  at- 
tempt is  made  to  accomplish  reduction  in  the  pres- 
ence of  an  abdominal  radiograph  showing  these 
characteristics. 

Clinical  evidence  of  peritonitis  consisting  of  high 
fever,  leukocytosis,  and  acute  abdominal  tenderness 
usually  indicates  the  complication  of  gangrenous 
bowel.  Ling®  has  stressed  the  contraindications  of 
enema  reduction  in  the  presence  of  peritonitis,  but 
I have  not  seen  peritonitis  associated  with  intussus- 
ception without  advanced  radiographic  evidence  of 
obstruction.  Although  the  duration  of  the  process  is 
considered  by  some  to  be  the  determining  factor  in 
the  method  of  reduction,  I have  not  found  this  to  be 
necessarily  true.  If  a longer  duration  has  resulted  in 
a greater  degree  of  obstruction,  there  will  be  con- 
siderably more  difficulty  in  accomplishing  the  re- 
duction by  enema.  But  if  the  intussusception  is  not 
accompanied  by  obstruction,  there  apparently  is  no 
relationship  between  the  duration  and  ease  of  reduc- 
tion by  hydrostatic  pressure. 

Except  for  the  contraindications  listed  previously, 
an  attempt  is  made  to  reduce  the  majority  of  cases 
of  intussusception  coming  to  the  Children’s  Hospital. 
In  most  of  these,  complete  reduction  may  be  ac- 
complished, and  if  not,  there  is  at  least  partial  re- 
duction often  to  the  region  of  the  ileocecal  valve, 
thereby  facilitating  the  surgical  reduction.  In  none 
of  the  cases  at  the  hospital  has  there  been  evidence 
that  barium  enema  was  harmful  to  the  patient.  In 
those  inmssusceptions  which  show  definite  clinical 
evidence  of  recurrence,  surgery  is  undertaken  without 
barium  enema  because  of  the  high  incidence  of  a 
definite  etiological  lesion  in  the  recurrent  case.  If 
clinically  it  is  questioned  whether  there  has  been  a 
recurrence,  a diagnostic  barium  enema  is  performed. 


and  if  intussusception  is  found,  no  attempt  at  reduc- 
tion by  the  enema  is  made. 

RADIOLOGIC  EXAMINATION 

In  all  cases  scout  roentgenograms  of  the  abdomen 
with  the  patient  in  the  supine  and  upright  positions 
should  precede  fluoroscopy.  The  distribution  and 
amount  of  intestinal  gas  may  not  be  unusual  in  early 
cases  of  intussusception,  but  may  be  within  the 
colon  and  small  bowel  in  normal  quantities.  An 
inmssusception  associated  with  a scout  roentgeno- 
gram such  as  this  is  usually  easily  reduced  by  hydro- 
static pressure  ( fig.  1 ) . In  regard  to  this,  one  should 
be  aware  of  the  normal  variations  in  the  gas  pattern 
of  infants.^^  The  presence  of  small  bowel  gas  even 
associated  with  moderate  distention  of  bowel  and  air 
fluid  levels  is  not  necessarily  abnormal.  A common 
finding  is  that  of  a moderate  increase  in  amount  of 
gas  within  the  ileum  and  a decrease  in  the  amount 
of  colonic  gas.  If  there  is  marked  distention  of  small 
bowel  associated  with  absence  or  nearly  complete 
absence  of  gas  within  the  colon,  there  is  obviously  a 
high  degree  of  obstmction.  In  such  instances  the 
possibility  of  reduction  by  hydrostatic  pressure  is  less 
probable,  but  should  be  accepted.  The  presence  of 
obvious  fluid  content  within  the  abdomen  associated 
with  marked  distention  of  small  intestine  is  pre- 
sumptive evidence  that  perforation  of  bowel  and 
peritonitis  has  occurred.  In  such  cases  an  enema  smdy 
even  for  diagnostic  purposes  is  not  undertaken. 

A vague  area  of  density  corresponding  to  the  lo- 
cation of  the  palpable  inmssusception  often  is  identi- 
fied. This  is  usually  in  the  right  lower  quadrant  or 
right  flank,  but  may  be  in  the  epigastrium  or  left 
side  of  the  abdomen  depending  upon  the  extension 
of  the  inmssusception.  A relative  lack  of  intestinal 
gas  is  usually  evident  in  the  right  lower  quadrant 
and  along  the  path  of  the  invagination. 

Fluoroscopy  is  begun  after  inserting  an  unlubri- 
cated number  16  Foley  or  Bardex  catheter.  A catheter 
of  this  large  size  is  necessary  to  permit  a sufficiently 
forceful  flow  to  maintain  the  necessary  hydrostatic 
pressure.  Occasionally  it  is  difficult  to  insert  this 
type  of  catheter  past  the  anal  sphincter  without  lubri- 
cation, but  by  simply  wetting  it,  its  passage  is  facili- 
tated. The  use  of  the  lubricant  enables  the  infant 
to  expel  the  inflated  bag  and  the  ease  with  which 
this  is  accomplished  by  a straining  infant  is  always 
an  astonishing  feat.  After  the  catheter  is  passed  into 
the  recmm,  the  sides  of  the  buttocks  are  compressed 
together  by  means  of  adhesive  tape  and  the  Foley 
bag  inflated.  The  barium  container  should  be  at  a 
height  of  3 feet  above  the  table  top.  The  hydrostatic 
pressure  exerted  by  the  barium  column  at  this  height 
is  insufficient  to  damage  the  colon  and  yet  sufficient 
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over  a sustained  period  to  accomplish  reduction  in 
the  reducible  cases. 

With  the  infant  in  a supine  position  and  an  at- 
tendant at  the  head  of  the  fluoroscopy  table  holding 
the  infant’s  shoulders  and  with  the  fluoroscopist’s 
right  hand  or  the  hands  of  another  attendant  on  the 
infant’s  thighs,  the  enema  is  begun.  As  a rule  the 
colon  fills  rapidly  until  the  head  of  the  intussuscep- 
tion is  encountered  where  there  is  an  abrupt  obstruc- 
tion to  the  retrograde  flow  of  barium.  The  configu- 


ration of  the  lead  point  of  the  barium  column  is 
that  of  a concave  meniscus,  the  concavity  produced 
by  the  distal  end  of  the  intussusceptum.  With  con- 
tinued hydrostatic  pressure,  extension  of  the  con- 
trast material  along  the  margins  of  the  meniscus  is 
noted  with  engulfing  of  the  intussusceptum  which 
persists  as  a filling  defect  in  the  head  of  the  barium 
column  (fig.  2).  As  reduction  of  the  intussusception 
occurs,  this  filling  defect  is  displaced  proximally 
along  the  path  of  the  colon  until  it  reaches  the 
region  of  the  ileocecal  valve.  At  this  point  barium 
often  is  identified  extending  around  the  mass  and 


Fig.  1.  Variation  in  gas  pattern  of  infants  with  ileocolic 
intussusception. 

a.  Relatively  normal  gas  pattern  with  gas  in  the 
colan  and  small  intestine  in  normal  amounts  (arrow  de- 
notes location  of  intussusception). 

b.  Nearly  complete  absence  of  gas  from  the  colon 
with  beginning  distention  of  the  small  bowel.  Reduction 


by  hydrostatic  pressure  should  be  anticipated  but  with 
more  difficulty  than  in  a. 

c.  Complete  absence  of  colonic  gas  with  distentian 
of  the  terminal  ileum.  Reduction  by  hydrostatic  methods 
is  doubtful. 

d.  Marked  obstruction  with  free  peritoneol  fluid.  At- 
tempts at  hydrostatic  reduction  are  contraindicated. 
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Fig.  2.  Steps  in  hydrostatic  reduction:  (a)  intussuscep-  region  of  the  ileocecal  valve,  and  (c)  complete  reduction, 

tion  encountered  at  the  hepatic  flexure,  (b)  reduction  to 


Fig.  3.  a.  Typical  "coiled  spring"  appearance  of  in- 
tussusception after  evacuation  of  contrast  material. 

b.  Intussusception  showing  central  linear  density  of 
barium  within  the  compressed  intussusception. 


(After  Singleton,  E.  B.:  X-Ray  Diagnosis  of  Alimentary 
Tract  in  Infants  and  Children,  Chicago,  Year  Book  Pub- 
lishers, 1959.) 


entering  the  cecum  and  appendix.  Attempts  to  reduce 
the  inmssusception  by  palpation  through  the  abdomi- 
nal wall  while  the  enema  is  administered  is  of  little 
value  and  may  be  harmful  by  increasing  the  intra- 
luminal pressure  to  the  point  of  bowel  damage.  How- 
ever, gentle  palpation  in  the  direction  of  the  ileo- 
cecal valve  may  be  used  after  the  intussusception 
has  been  nearly  completely  reduced. 

The  cecum  and  proximal  portion  of  the  ascending 
colon  often  appear  angulated  medially.  This  is  the 
result  of  traction  produced  by  the  mesentery  of  the 
ileal  intussuscepmm.  Complete  reduction  is  deter- 
mined by  identifying  contrast  material  passing  into 
terminal  ileum.  This  at  times  may  be  difficult  be- 
cause of  overlapping  of  the  distended  rectosigmoid. 
By  careful  positioning  and  appropriate  spot  films, 
however,  the  entrance  of  barium  into  the  ileum  can 
be  verified.  One  should  be  certain  that  an  adequate 
amount  of  terminal  ileum  has  filled  in  order  to  ex- 
clude an  ileo-ileal  intussusception. 


Fig.  4.  Ileo-ileal  intussusception  in  which  the  ileocolic 
component  has  been  reduced,  but  a filling  defect  within 
the  ileum  remains. 

The  reduction  of  an  ileocolic  intussusception  as 
described  may  be  accomplished  with  extreme  rapid- 
ity, but  more  often  it  takes  a period  of  patient 
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waiting.  Fluoroscopy  should  be  kept  at  a minimum 
with  brief  interval  glimpses  of  the  head  of  the 
barium  column  and  with  the  field  narrowed  to  in- 
clude only  this  area. 

The  first  site  of  resistance  to  the  reduction  is 
usually  in  the  hepatic  flexure.  If  a few  minutes  of 
sustained  hydrostatic  pressure  failed  to  displace  the 


intussusceptum,  the  infant  is  allowed  to  expel  the 
barium  and  the  process  is  repeated.  Films  made  after 
evacuation  usually  show  the  pathognomonic  "coiled 
spring”  sign  which  is  due  to  barium  trapped  between 
the  opposing  mucosa  of  the  intussusceptum  and  in- 
tussuscepiens  (fig.  3).  A central  linear  column  of 
contrast  material  frequently  is  identified  within  the 
compressed  lumen  of  the  intussusceptum.  The  second 
attempt  usually  will  reduce  the  intussusceptum  to 


Fig.  5.  Appendiceal-colic  intussusception. 

a.  Large  filling  defect  representing  the  intussuscep- 
tion occupying  the  transverse  colon. 

b.  Reduction  of  intussusception  with  barium  filling 
the  ileum  but  with  incomplete  filling  of  the  cecum. 

e.  Twenty-four  hour  film  showing  barium  coating 
invaginated  appendix. 


d.  Diagram  of  initial  extent  of  the  intussusception 
showing  the  ileum  emptying  into  the  fecal  stream  and 
thereby  explaining  the  absence  of  obstruction  symptoms 
for  6 weeks.  (After  Singleton,  E.  B.:  X-Ray  Diagnosis  of 
Alimentary  Tract  in  Infants  and  Children,  Chicago, 
Year  Book  Publishers,  1959.) 
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— Singleton  — continued 


the  proximal  portion  of  the  ascending  colon  or  ileo- 
cecal valve.  Again,  if  the  process  of  reduction  stops, 
the  infant  is  allowed  to  expel  the  enema  and  once 
more  the  procedure  is  repeated.  If  the  third  attempt 
does  not  succeed  in  filling  the  terminal  ileum,  the 
intussusception  is  considered  irreducible  and  the  pa- 
tient is  taken  to  surgery.  Even  in  such  cases,  the 
major  portion  of  the  reduction  has  been  accomplished 
and  final  reduction  by  surgery  is  facilitated. 

Several  types  of  inmssusception  deserve  special 
mention.  The  reduction  of  the  colonic  component  of 
an  ileo-ileocolic  inmssusception  may  be  accomplished, 
but  the  ileal  component  persists.  This  is  determined 
by  the  inability  to  fill  more  than  a few  inches  of 
the  terminal  ileum  and  occasionally  by  a filling  de- 
fect within  the  lumen  (fig.  4).  No  attempt  is  made 
to  reduce  an  ileo-ileal  inmssusception  by  hydrostatic 
pressure  because  of  the  frequency  of  devitalized 
bowel  in  this  condition,  as  well  as  the  barrier  pro- 
duced by  the  ileocecal  valve. 

Colocolic  inmssusception  may  be  suspected  by  the 
abmpt  disappearance  of  the  inmssusception  during 
fluoroscopy  without  the  gradual  displacement  of  the 
inmssusceptum  into  the  region  of  the  ileocecal  valve. 

In  cecal-colic  intussusception,  the  ileum  is  filled 
before  the  cecum  is  distended.  This  may  be  impos- 
sible to  differentiate  between  inverted  appendiceal 
stump,  but  the  history  of  the  previous  appendeaomy 
is  a differentiating  point. 

Appendiceal-colic  intussusception  usually  is  impos- 
sible to  diagnose  radiologically,  it  having  an  appear- 
ance similar  to  other  forms  of  inmssusception  in- 
volving the  colon.  Description  of  a recent  case  of 
unusual  interest  follows. 

An  appendiceal-colic  intussusception  had  been  present  in 
a child  with  vague  abdominal  pains  for  a period  of  6 
weeks.  A palpable  mass  was  identified  in  the  left  upper 
quadrant,  and  colon  examination  showed  a typical  intus- 
susception with  the  inmssusceptum  located  in  the  splenic 
flexure  ( fig.  5 ) . Hydrostatic  pressure  succeeded  in  reducing 
the  inmssusception  with  satisfactory  filling  of  the  terminal 
ileum  but  with  incomplete  filling  of  the  cecum.  The  pa- 
tient, however,  did  not  respond  clinically,  and  a repeat 
abdominal  scout  film  showed  an  inverted  U configuration 
of  retained  barium  in  the  region  of  the  cecal  tip.  Because 
of  persistent  abdominal  pain,  the  infant  was  subjected  to 
exploratory  surgery,  and  an  appendiceal  colic  intussuscep- 
tion was  discovered.  This  explained  the  appearance  of  the 
24  hour  film,  the  barium  remaining  coated  over  the  p>ar- 
tially  invaginated  appendix  and  cecum.  It  also  can  be 
assumed  that  the  inmssuscepted  appendix  served  as  a lead 
point  for  an  extensive  cecal-colic  inmssusception  encoun- 
tered during  the  barium  enema.  With  this  type  of  inms- 
susception, the  ileum  is  drawn  into  the  inmssuscipiens  and 
the  ileocecal  valve  opens  almost  directly  into  the  colon  fecal 
stream.  This  explains  the  lack  of  obstruction  and  the  nor- 
mal bowel  movements  over  a long  period  of  time. 


Either  operative  or  nonoperative  methods  of  reduc- 
tion of  ileocolic  intussusception  in  infants  should  not 
be  considered  as  competitive  forms  of  treatment. 
Each  has  its  own  indications,  and  in  many  instances 
the  two  methods  are  complementary  to  each  other. 
In  this  article  a brief  discussion  is  given  of  the 
arguments  for  and  against  reduction  of  intussuscep- 
tion by  the  use  of  hydrostatic  pressure.  Criteria  used 
in  the  selection  of  patients  at  Texas  Children’s  Hos- 
pital in  whom  hydrostatic  reduction  is  attempted  are 
given.  The  radiographic  description  of  the  diagnosis 
and  nonoperative  treatment  of  intussusception  also 
is  presented. 
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ABSTRACT  OF  DISCUSSION 

Dr,  a.  O.  Singleton,  Jr.,  Galveston:  In  dealing  with 
the  problem  of  intussusception  from  the  radiological  stand- 
point, one  immediately  thinks  of  the  controversial  question 
as  to  whether  the  treatment  should  be  entirely  surgical  or 
whether,  before  surgery  is  attempted,  the  reduction  by  bar- 
ium enema  of  the  intussusception  should  be  tried.  This 
argument  has  been  going  on  for  many  years.  More  impor- 
tant than  the  method  of  treatment,  however,  is  the  early 
diagnosis  of  the  condition. 

In  a review  of  702  cases  of  intussusception,  Izant  and 
Qatworthy  have  reported  a 12.4  per  cent  mortality  in  all 
cases  with  a mortality  of  only  1.6  per  cent  in  those  cases 
in  which  the  duration  of  the  disease  was  less  than  24  hours. 
While  accepting  a trial  of  nonoperative  reduaion  of  the 
intussusception  in  the  early  case,  many  are  critical  of  this 
method  in  dealing  with  the  cases  of  longer  duration.  Ravich 
has  pointed  out,  however,  that  barium  enema  reduaions 
of  intussusceptions  can  be  accomplished  in  late  cases.  It 
has  been  shown  that  after  96  hours’  duration,  the  mortality 
in  intussusception  actually  decreases  because  of  the  filtering 
out  of  cases  of  fully  developed  frank  gangrene.  Ravich  has 
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expressed  the  belief  that  where  the  viability  of  the  bowel 
has  been  permanently  impaired,  reduaion  under  low  heads 
of  pressure  will  not  take  place,  and  thinks  that  his  experi- 
mental and  clinical  evidence  confirms  this.  I can  remember 
when  such  arguments  were  applied  to  strangulated  hernias 
with  the  thought  that  in  persons  in  whom  the  bowel  cir- 
culation was  irreversibly  impaired,  these  could  not  be  re- 
duced. Unfortunately,  I know  of  a number  of  examples 
where  this  has  been  demonstrated  not  to  be  true,  and  I am 
afraid  that  sooner  or  later  perforation  of  gangrenous  bowel 
with  barium  enema  will  occur. 

Ravich  has  reported  a 75  per  cent  reduction  of  cases 
of  intussusception  under  fluoroscopic  control.  On  the  other 
hand,  at  the  Langlet  Foss  Clinic  in  an  attempt  at  barium 
enema  reduction  of  intussusception  in  19  cases,  6 were  re- 
duced, 10  were  not  reduced;  in  13  cases  in  which  surgical 
exploration  was  carried  out,  7 had  to  be  reduced  manually, 
with  intestinal  resection  being  necessary  in  4 cases. 

If  one  is  to  undertake  the  barium  enema  reduction  of 
intussusception,  cooperation  between  the  surgeon  and  radi- 
ologist must  be  highly  developed.  Often  a great  deal  more 
time  and  effort  must  be  spent  by  the  principals  concerned 
than  with  the  early  operative  exploration  of  the  patient.  It 
should  be  stated  that  the  surgical  treatment  of  intussuscep- 
tion, especially  in  the  early  cases,  has  attained  a high  de- 
gree of  success  and  satisfaction. 

As  to  the  value  of  roentgen  ray  in  the  diagnosis  of  this 
condition,  many  clinicians  feel  that  it  is  unnecessary  in 
many  cases  though  extremely  useful  in  the  form  of  a flat 
film  or  finally  a barium  enema  for  diagnostic  purposes  in 
those  cases  where  there  is  some  doubt  as  to  the  diagnosis. 


Diverticulosis  and 
Diverticulitis 
Of  the  Colon 

OTTO  H.  GRUNOW,  M.D.; 

R.  P.  O'BANNON,  M.D.;  and 
HAROLD  F.  BERTRAM,  M.D. 

Fort  Worth,  Texas 


S PERSONS  AGE  they  become  prone  to  more 
and  more  diseases.  Some  are  unformnate  enough 
to  develop  a malignancy,  some  develop  degenerative 
diseases,  and  others  acquire  infections.  All  of  these 
are  a threat  to  peaceful  longevity.  A degenerative 
disease  which  is  encountered  increasingly  frequently 
after  the  patient  is  40  years  of  age  is  the  colonic 
divenicula.  Statistically,  diverticulosis  occurs  in  5 to 
10  per  cent  of  the  population  older  than  40.  It  is 
found  more  frequently  in  men  than  women,  but  from 


barium  smdies  it  seems  that  the  incidence  in  both 
must  be  higher  than  reported  cases  suggest. 

Internists  are  more  likely  to  see  cases  of  diverticu- 
losis early  and  have  the  problem  of  evaluating  the 
poorly  defined  symptoms  of  constipation,  diarrhea, 
flatulence,  minor  lower  abdominal  discomfort,  and 
minor  problems  of  micturition.  Yet  each  may  repre- 
sent the  clue  to  a diagnosis  of  diverticulitis.  The 
physician  who  is  accustomed  to  more  dramatic  or 
acute  symptoms  may  tend  to  minimize  the  impor- 
tance of  diverticula. 


Dr.  Otto  H.  Grunow,  a practic- 
ing radiologist,  and  his  co- 
authors presented  this  paper  for 
the  Section  on  Radiology  at  the 
Texas  Medical  Association  an- 
nual session  April  21,  1958,  in 
Houston. 

The  cause  of  diverticula  in  the  colon  is  obscure,  but  aging 
is  important.  Early  signs  of  inflamed  diverticula  usually  are 
minor,  but  complications  may  be  severe  and  lead  to  peri- 
tonitis and  fistulas.  Since  diverticulitis  is  progressive  it  is 
wise  to  resect  the  involved  segment  early. 

We  do  not  wish  to  minimize  nor  magnify  the 
importance  of  diverticula,  but  would  like  to  use  this 
oppormnity  to  refresh  our  minds  with  current  opin- 
ion tempered  by  personal  experience. 

Why  diverticula  develop  has  not  been  satisfaaorily 
answered  in  spite  of  much  smdy.  Most  writers  agree 
that  senescence  is  an  important  factor.  Since  the 
sacs  are  thought  to  occur  at  weak  points  in  the  bowel 
wall  and  since  they  are  associated,  according  to  the 
literature,  with  blood  vessels  piercing  the  muscular 
coat,  it  is  surmised  that  the  blood  vessels  are  at 
fault  for  weakening  of  the  bowel.  It  is  strange  that 
no  photomicrographs  of  diverticula  included  the 
blood  vessel.  Moreover,  one  would  expect  more 
bleeding  with  these  diseases.  Perhaps  they  should  be 
suspeaed  more  strongly  in  obscure  gastrointestinal 
tract  bleeding. 

The  sacs  are  found  rather  frequently  in  association 
with  appendices  epiploicae.  They  thus  acquire  a fatty 
coat  in  addition  to  the  mucosa,  submucosa,  and 
serosa.  It  has  been  argued  that  a great  increase  in 
weight  or  sudden  loss  of  weight  would  disturb  the 
fat  relationship  about  the  bowel  and  make  the 
occurrence  of  diverticula  more  likely.  Attempts  to 
dislodge  constipated  stool  are  said  to  increase  the 
intraluminal  pressure  and  facilitate  herniation.  How- 
ever, many  of  those  who  suffer  from  constipation  do 
not  have  the  disease.  Women,  who  as  a rule  are  more 
frequently  afflicted  with  constipation  than  men,  are 
less  likely  to  have  diverticulosis.  The  theory  of  insults 
of  repeated  fresh  stools  and  storage  in  the  sigmoid 
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followed  by  bacterial  aaion  and  toxins  has  gathered 
a number  of  adherents. 

The  sacs  are  found  more  frequently  on  the  sigmoid 
and  distal  descending  colon  than  in  other  portions  of 
the  large  bowel.  They  have  a predilection  for  the 
convex  instead  of  the  concave  portion  of  the  sigmoid 
and  tend  to  lie  in  rows  between  the  taeniae. 

In  this  connection  it  is  interesting  to  recount  an 
experience  of  Seymour  Barling,  an  English  surgeon. 
During  a laporatomy  he  was  fortunate  enough  to 
see  a peristaltic  wave  pass  through  the  sigmoid.  The 
gut  contracted  to  the  sixe  of  a finger  and  became 
rigid  during  which  time  a large  number  of  tiny 
sacules  appeared  between  the  longitudinal  muscles 
only  to  disappear  as  the  wave  passed  on. 

EXAMINATION  FOR  DIVERTICULA 

The  easiest  and  probably  the  most  dependable  way 
to  examine  for  diverticula  is  through  the  use  of 
roentgen  rays  and  a contrast  enema.  They  can  be 
discovered  if  sought  for  during  laparotomies,  but 
they  are  not  self  evident.  They  are  rarely  recognized 
during  sigmoidoscopy.  Willard  and  Bockus  saw  only 
1 over  a 10  year  period.  At  necropsy,  they  are  easily 
demonsrrated,  provided  one  rips  away  the  overlying 
fatty  tissues.  They  are  bluish  black  because  of  their 
thin  wall  and  the  color  of  their  contents.  If  the 
examiner  looks  closely,  the  muscle  appears  to  extend 
slightly  up  along  the  necks.  In  the  relaxed  state,  the 
opening  seems  to  pass  through  a papilla  and  have  a 
slitlike  shape.  The  simple  roentgenogram  of  the  ab- 
domen may  reveal  their  presence  as  small  collections 
of  air. 

Much  has  been  written  regarding  the  exact  method 
of  performing  the  roentgen  smdy.  Advocates  can 
be  gathered  for  the  single  contrast  method,  the 
double  contrast  method,  or  the  use  of  a nonabsorb- 
able opaque  medium  such  as  Gastrografin.  Some 
claim  that  only  a small  amount  of  barium  is  needed 
and  that  this  should  be  propelled  further  by  the 
introduction  of  air.  Others  insist  on  many  spot  films, 
pressure  cones,  and  much  rolling  of  the  patient.  Even 
laminagrams  and  kymograms  have  been  proposed. 
With  the  inept  none  of  these  approaches  is  fool- 
proof. It  would  be  wiser  to  direa  one’s  attention  to 
the  disease,  doing  those  things  which  will  demon- 
strate and  prove  the  disease,  rather  than  to  be  ham- 
pered by  some  prescribed  pattern  of  examination. 

Diverticula  are  ordinarily  filled  with  soft  fecal 
material.  Sometimes  air  is  present.  Rarely  is  the 
material  inspissated.  Radiographs  of  the  abdomen 
after  a contrast  study  usually  reveal  a residue  of 
opaque  material  which  is  gradually  replaced  in  a 
manner  similar  to  that  seen  in  the  appendix.  It  is 
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likely  that  the  sacs  may  not  fill  on  the  instillation  of 
barium  but  become  visible  in  the  interchange  during 
evacuation.  They  may  be  obscured  by  reflux  of  bari- 
um through  the  distal  ileum.  They  may  be  accentu- 
ated by  the  presence  of  air,  or  they  may  lose  sig- 
nificant contrast  and  suggest  polyps  by  the  same  pro- 
cedure. Moreover,  the  offending  diverticulum  in  an 
inflammatory  process  is  least  likely  to  fill  because 
of  the  edema,  spasm,  or  inflammatory  tissue  about 
its  neck. 


DISEASED  DIVERTICULUM 

In  the  early  stages  of  development,  diverticula  are 
traaile.  The  tiny  herniations  are  reduced  as  the  pres- 
sure subsides.  When  they  extend  beyond  the  limits 
of  the  muscle  coat,  they  no  longer  can  remrn,  and 
the  pathway  for  trouble  is  prepared.  Interchange  of 
fecal  material  becomes  limited,  and  inspissation  be- 
comes a real  threat.  Likely  the  hard  material  now  will 
traumatize  the  mucosa  as  a wave  passes.  Irritation 
leads  to  inflammation  and  edema,  and  this  to  further 
obstruction  and  destruction.  During  this  period  symp- 
toms are  hard  to  evaluate  and  may  consist  of  minor 
colicky  pains  or  dismrbances  in  the  bowel  move- 
ments. 

A fulminating  involvement  followed  by  localized 
necrosis  may  result  in  a rupture  leading  to  general- 
ized peritonitis. 

Case  1. — ^J.  M.  K.,  a 43  year  old  white  man,  had  fre- 
quently complained  of  gas  and  bladder  irritability  for  6 
years.  Sigmoidoscopy  was  negative,  and  colon  studies  re- 
vealed a diverticulosis  of  minor  degree.  A hemorrhoidec- 
tomy was  done  for  reaal  bleeding.  He  fared  well  until  1 
year  before  this  hospital  admission  when  he  had  multiple 
complaints  which  were  hard  to  evaluate.  Chest  pains  were 
relieved  by  passing  a small  quantity  of  flatus.  Eight  months 
previously  he  had  nausea,  vomiting,  and  diarrhea,  which 
subsided.  Mental  tension  was  suspected.  On  the  night  before 
entry  he  developed  a cramping  abdominal  pain  with  vomit- 
ing. There  was  tenderness  in  the  lower  part  of  the  abdomen 
centrally  and  to  the  left.  An  excretory  urogram  was  normal, 
but  the  leukocyte  count  rose  to  14,800.  By  evening  he  had 
evidence  of  pneumoperitoneum  and  a generalized  periton- 
itis. A ruptured  diverticulum  was  discovered  on  laporatomy. 

When  the  process  is  not  so  acute,  there  is  time 
for  defense  measures.  The  serosa  and  bowel  wall 
thickens  forming  a thick  sausage-like  strucmre  which 
can  combat  the  inflammatory  process  and  at  least 
hinder  the  acute  perforation.  The  abscess  which 
forms  may  be  well  walled  off,  and  a plastic  periton- 
itis which  indents  the  margin  of  the  gut  may  be 
demonstrated. 

Case  2. — E.  A.  L,  a 64  year  old  white  man,  complained 
of  frequent  semisolid  stools  without  pus,  blood,  or  mucus 
2 weeks  before  examination.  Three  days  before  examina- 
tion he  developed  intermittent  cramping  pains  which 
doubled  him  up  and  were  associated  with  vomiting.  Exam- 
ination revealed  a soft  abdomen  without  palpable  masses. 
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Temi>erature  ranged  from  98  to  101  F.  He  was  dismissed 
after  6 days  of  medical  management  apparently  in  good 
health.  The  roentgenogram  revealed  an  indentation  of  the 
bowel  wall  suggesting  a reaction  to  plastic  peritonitis  about 
the  site  of  diverticulitis. 

Case  3. — ^J.  G.  B.,  a 69  year  old  white  woman,  was 
perfectly  well  until  1 0 days  before  admission  when  she 
had  a chill  followed  by  fever  with  abdominal  pain.  There 
was  continued  constipation,  nausea,  and  anorexia.  Examina- 
tion revealed  a tender  mass  in  the  pelvis  which  could  be 
felt  on  vaginal  examination.  White  blood  cell  count  was 
13,300.  Surgery  revealed  an  indurated  mass  which  adhered 
to  the  sigmoid  and  ileum.  The  sigmoid  was  not  resected. 
No  malignancy  was  found.  On  roentgen  examination  a well 
defined  early  perforation  of  a diverticulum  could  be  demon- 
strated. 

Case  4. — W.  J.  K.,  a 60  year  old  white  man,  com- 
plained of  diarrhea  intermittent  in  character  for  3 weeks. 
This  was  associated  with  cramping  and  weakness.  A mass 
15  cm.  in  diameter  was  felt  in  the  left  lower  part  of  the 
abdomen.  The  white  blood  cell  count  was  7,700.  Surgery 
revealed  no  malignancy,  but  an  extensive  diverticulosis 
with  chronic  diverticulitis.  A chronic  abscess  was  attached 
to  the  mesocolon.  The  mass  was  firmly  adherent  to  the 
bladder  and  ureter. 

Adjacent  organs  frequently  are  affected  by  the 
inflammatory  process  to  the  point  that  they  may 
be  invaded  by  the  abscess  in  its  attempt  to  find  an 
outlet. 

Case  5. — C.  U.,  a 62  year  old  man,  had  severe  diarrhea 
for  6 months  with  loss  of  weight  and  strength.  Radiography 
revealed  an  ileocolic  fistulous  tract. 

In  the  female  a common  site  of  fistula  formation 
is  the  uterus  and  vagina.  Other  fistulous  traas  have 
been  known  to  open  onto  the  anterior  abdominal 
wall,  through  the  ischial  rectal  space,  and  through 
the  flank,  as  well  as  eroding  a tunnel  through  the 
mucosa  forming  an  intraluminal  fistula. 

Case  6. — P.  M.,  a 52  year  old  white  man,  was  known 
to  have  had  diverticulitis.  Ten  days  before  seeking  treat- 
ment he  had  dysuria,  frequency,  and  pyuria  and  passed  gas 
on  urination.  Cystoscopy  revealed  a fistulous  tract  appar- 
ently related  to  a firm  tender  mass  on  the  right  at  the  level 
of  the  seminal  vesicles.  A colostomy  was  unsuccessful  in 
allaying  the  inflammation,  and  the  tract  between  the  sig- 
moid and  the  bladder  was  closed  and  a sigmoid  resection 
performed  4 months  later.  Considerable  difficulty  was  en- 
countered in  demonstrating  the  tract  roentgenographically. 

One  of  the  many  ways  in  which  the  disease  may 
make  itself  felt  is  demonstrated  in  the  following 
case: 

Case  7. — S.  A.  T.,  a 63  year  old  white  man,  developed 
unexplained  fever  3 weeks  before  examination.  He  was  a 
known  asthmatic  with  chronic  bronchitis.  An  examination 
revealed  only  an  increase  in  the  size  of  the  abdomen  and 
microscopic  hematuria.  An  excretory  urogram  revealed  a 
left  hydronephrosis  with  a hydroureter  which  was  obstructed 
at  the  level  of  the  sacroiliac  joint.  A retrograde  examination 
revealed  no  stones,  and  a primary  malignancy  of  the  ureter 
was  suspected.  A barium  enema  with  a left  ureteral  catheter 


in  place  revealed  a filling  defect  suggestive  of  diverticulitis 
at  the  level  of  the  ureteral  block.  The  relation  of  the  two 
was  established  by  surgery. 

THERAPY 

The  concepts  of  therapy  of  diverticulitis  have 
changed  in  the  last  decade.  Previously  the  disease  was 
treated  medically,  and  surgery  was  considered  a last 
resort  in  complicated  cases.  With  the  realization  that 
diverticulitis  is  a progressive  disease  and  with  the 
increased  safety  of  direct  surgical  attack  on  the  dis- 
eased bowel,  we  have  revised  our  therapeutic  tenets, 
particularly  if  we  are  permitted  by  circumstances  to 
choose  our  time.  Approximately  half  of  the  cases  of 
diverticulosis  will  progress  to  diverticulitis.  Recurrent 
attacks  of  inflammation  are  now  considered  to  be 
an  indication  for  resection  of  the  involved  seaion  of 
the  colon  before  the  more  serious  complications  arise. 
Patients  who  develop  symptoms  of  urinary  bladder 
irritation,  dysuria,  or  pytiria  should  be  advised  to 
submit  to  surgery  immediately  before  they  develop 
a vesicocolic  fistula. 

The  problem  of  the  differential  diagnosis  between 
carcinoma  and  diverticulosis  and  diverticulitis  with 
inflammatory  granuloma  formation  is  frequently 
brought  up.  Although  there  are  certain  well  defined 
observations  which  suggest  one  or  the  other,  the 
patient’s  course  may  throw  considerable  doubt  upon 
diagnosis.  Ordinarily  the  inflammatory  process  is 
approximately  8 cm.  in  length  or  longer,  whereas  a 
carcinomatous  involvement  usually  involves  a much 
shorter  segment.  Frequently  the  normal  mucosal  pat- 
tern can  be  followed  through  the  area  of  the  in- 
flammatory process.  The  multiple  diverticula  can 
be  seen  along  the  edges.  In  a carcinomatous  involve- 
ment there  is  usually  a gross  disturbance  of  the 
mucosa.  There  is  also  a tendency  for  a minor  dilata- 
tion of  the  proximal  gut  with  beaklike  projeaions 
along  each  side  as  if  the  gut  were  trying  to  inms- 
suscept  the  tumor.  The  improved  methods  of  sur- 
gery would  suggest  a direct  surgical  attack  in  either 
case  and  the  differential  diagnosis  becomes  less  of  a 
problem. 

SUMMARY 

From  this  smdy  we  have  determined  that  the  ex- 
planation for  the  development  of  diverticula  in  the 
colon  remains  obscure  but  that  the  aging  of  the 
tissues  is  an  important  factor. 

The  early  signs  of  inflamed  diverticula  are  usual- 
ly minor  in  character  and  oftentimes  not  considered 
important  by  the  patient. 

The  complications  of  inflamed  diverticula  may  be 
severe  and  may  lead  to  localized  and  generalized 
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peritonitis,  and  fistulous  tracts  leading  to  the  uterus, 
ischiorectal  space,  the  bladder,  the  flank,  the  ileum, 
the  ureter,  or  any  adjacent  organ  may  appear. 

Since  diverticulitis  is  a progressive  disease  it  is 
wise  to  resect  the  involved  segment  early.  Resection 
is  less  hazardous  than  before  because  of  the  newer 
developments  in  surgery. 
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ABSTRACT  OF  DISCUSSION 

Dr.  James  R.  Riley,  Corpus  Christi:  Drs.  Grunow, 
O’Bannon,  and  Bertram  have  presented  an  excellent  and 
timely  paper.  'This  subject  has  been  made  timely  by  the 
degree  of  its  neglect  during  the  past  few  years. 

I find  no  reason  for  disagreement  with  the  authors,  but 
as  a result  of  my  own  experience,  there  are  certain  facts 
which  might  deserve  more  emphasis. 

First  of  all,  the  advent  of  Sulfasuxidine  and  similar  sub- 
stances has  so  improved  the  over-all  surgical  cure  rate  that 
I believe  diverticulitis  should  be  considered  a surgical  dis- 
ease primarily.  Much  semi-invalidism  and  development  of 
neurotic  personalities  in  those  afflicted  could  be  avoided  by 
early  surgical  extirpation  of  the  diseased  segment. 

The  authors  have  enumerated  the  finer  diagnostic  points 
in  differentiation  of  carcinoma  from  diverticulitis.  I would 
like  to  remind  that  the  two  conditions  do  occur  together. 
To  base  the  diagnosis  of  diverticulitis  on  the  demonstration 
of  a few  diverticula  in  the  vicinity  of  an  otherwise  question- 
able lesion  is  hazardous  and  may  be  disastrous  for  the 
patient. 


Obstetrics,  Gynecology  Exams  Set 

Part  II  of  the  oral  and  clinical  examinations  for  certifi- 
cation by  the  American  Board  of  Obstetrics  and  Gynecology 
will  be  given  in  Chicago  from  May  8 to  May  19-  Current 
bulletins  of  the  board  outlining  the  requirements  for  ap- 
plication may  be  obtained  by  writing  Dr.  Robert  L. 
Faulkner,  2105  Adelbert  Road,  Cleveland  6. 


Hospitalized  alcoholics  do  not  have  to  want  help  to  be 
improved,  suggests  an  analysis  of  replies  from  families  of 
patients  discharged  during  the  year  ending  August  31, 1957, 
and  reported  in  the  June-July  Spotlight  on  Alcoholism,  the 
newsletter  of  the  Texas  Commission  on  Alcoholism.  Of  the 
268  patients  reported  as  improved  or  much  improved  6 
months  after  discharge,  59  per  cent  were  committed  by  the 
courts.  In  one  of  two  wards  which  showed  the  highest  ap- 
parent recovery  percentage,  64  of  67  patients  helped  had 
been  committed;  in  the  other,  49  of  63  helped  were  volun- 
tary patients. 


Congenital 
Heart  Disease  - 
In  Infancy  with 
Particular 
Reference  to 
Its  Surgical 
Implications 

ENID  F.  GILBERT,  M.B.B.S. 

Austin,  Texas 

During  the  last  decade  remarkable  progress 
has  been  made  in  the  development  of  opera- 
tive procedures  for  the  correction  of  congenital 
cardiac  malformations.  At  the  present  time  there  are 
relatively  few  congenital  heart  defects  which  are  not 
amenable  to  surgical  correction  or  alleviation.  It 
therefore  becomes  imperative  to  establish  an  accurate 
and  definitive  diagnosis  early,  since  cardiac  surgery 
may  prove  lifesaving. 

Problems  in  the  diagnosis  of  congenital  heart  dis- 
ease during  infancy  should  not  be  great  if  one  is 
aware  of  the  types  of  lesion  which  may  present  symp- 
toms during  this  period.  It  is  of  prime  importance, 
in  the  evaluation  of  an  infant  suspected  of  having  a 
congenital  cardiac  defect,  to  obtain  a detailed  and 
accurate  history.  Of  particular  importance  is  the  his- 
tory of  episodes  of  cerebral  anoxemia  and  their  ex- 
act nature,  the  time  of  onset  of  symptoms  of  con- 
gestive failure,  the  presence  of  feeding  and  respira- 
tory difficulties,  and  the  occurrence  of  respiratory 
infections. 

In  the  examination  of  an  infant  from  the  cardiac 
standpoint,  it  is  of  importance  to  make  definite  ob- 
servations. The  character  of  the  second  heart  sound 
and  the  presence  or  absence  of  a murmur,  as  well  as 
its  character,  duration,  and  transmission,  are  essential. 
The  character  and  distribution  of  cyanosis,  if  present, 
should  be  carefully  observed  with  particular  atten- 
tion to  whether  it  is  frank  cyanosis,  which  is  char- 
acteristic of  oxygen  desaturation,  or  whether  it  is 
the  pallid  grayish  type  of  cyanosis  seen  in  infants 
with  anoxemia.  Important  also  is  the  character  of 
the  pulses,  whether  weak  or  forceful,  and  blood  pres- 
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sure  readings  in  all  extremities  using  the  flush  tech- 
nique. The  presence  of  rales  in  the  chest,  peripheral 
edema,  and 'liver  enlargement  also  should  be  ob- 
served. 

Laboratory  investigations  should  include  a com- 
plete blood  count  with  hematocrit  as  well  as  electro- 
cardiographic and  roentgenologic  examinations.  An 
electrocardiogram  using  the  standard  limb  leads,  as 
well  as  precordial  leads  at  half  standardization,  should 
be  used.  Fluoroscopic  examination  is  useful  in  es- 
tablishing the  presence  or  absence  of  a pulmonary 
artery,  its  pulsations,  and  the  vascularity  of  the  lung 
fields.  Roentgenograms  will  be  helpful  in  the  evalu- 
ation of  chamber  enlargement.  Other  special  diag- 
nostic investigations  are  usually  not  necessary,  since 
approximately  80  per  cent  of  congenital  cardiac  de- 
fects can  be  accurately  diagnosed  without  resorting 


Dr.  Enid  F.  Gilbert,  a diplomate 
of  the  American  Board  of  Pedi- 
atrics, is  at  present  in  the  de- 
partment of  pathology  at 
Brackenridge  Hospital,  Austin. 

Congenital  cardiac  malformations  which  manifest  symptoms 
during  infancy  deserve  complete  evaluation  and  diagnosis  so 
that  surgical  treatment  can  be  carried  out  as  indicated. 
Fourteen  such  lesions  amenable  to  surgery  are  discussed. 

to  such  procedures.  No  infant  should  be  subjected 
to  cardiac  catheterization  or  angiocardiography  un- 
less there  are  clear-cut  indications  and  then  only  if 
facilities  are  optimal,  since  these  procedures  have  a 
definite  operative  risk.  However,  in  selected  instances 
important  information  can  be  obtained  by  these 
means.  Retrograde  aortography  may  be  of  definite 
value  in  differentiating  a preductal  from  a postductal 
coarctation  as  well  as  establishing  the  presence  of  a 
patent  ductus  arteriosus  in  doubtful  cases. 

The  operable  types  of  congenital  cardiac  anomalies 
which  become  manifest  in  infancy  and  which  usually 
require  surgical  treatment  during  this  period  include 
transposition  of  the  great  vessels,  a large  patent  duc- 
tus arteriosus,  vascular  ring,  preductal  coarctation, 
single  ventricle  with  transposition,  complete  anomal- 
ous pulmonary  venous  return,  atrioventricularis  com- 
munis, truncus  arteriosus  with  absence  of  the  pul- 
monary arteries,  endocardial  fibroelastosis,  anomalous 
origin  of  the  left  coronary  artery  from  the  pulmonary 
artery,  extreme  tetralogy  of  Fallot,  aortic  and  sub- 
aortic stenosis,  and  ventricular  septal  defect.  Each  of 
these  conditions  will  be  disaissed  briefly. 


In  a transposition  of  the  great  vessels,  the  origins 
of  the  pulmonary  artery  and  aorta  are  reversed, 
the  former  arising  from  the  left  ventricle  and  the 
latter  from  the  right  ventricle.  A communication  be- 
tween the  two  circulations  is  always  present  in  the 
form  of  a defect  in  the  auricular  or  ventricular  sep- 
tum or  a patent  ductus  arteriosus. 

Cyanosis  may  be  evident  at  birth  or  develop 
shortly  thereafter.  In  the  presence  of  a patent  ductus 
arteriosus,  the  cyanosis  may  be  more  apparent  in  the 
upper  than  the  lower  extremities.  Congestive  failure 
occurs  early  in  life,  and  it  is  predominantly  left 
sided.  Thus,  it  may  be  difficult  to  differentiate  from 
a bronchopneumonia.  The  second  heart  sound  is  of 
normal  intensity,  and  a systolic  murmur  is  usually 
present,  which,  if  loud,  should  arouse  the  suspicion 
of  an  associated  ventricular  septal  defect  or  a pul- 
monic stenosis.  The  pulses  and  blood  pressure  read- 
ings are  within  normal  limits.  The  characteristic 
radiographic  appearance  of  transposition  of  the  great 
vessels  is  a globular  heart  with  narrowing  of  the 
shadow  of  the  great  vessels  at  the  base.  There  is 
electrocardiographic  evidence  of  right  ventricular 
enlargement. 

Infants  with  this  type  of  cardiac  malformation 
usually  die  within  the  first  3 months  of  life,  so  that 
surgical  treatment  is  imperative  as  soon  as  the  diag- 
nosis is  established.  At  the  present  time,  the  best 
palliative  procedure  is  the  creation  of  an  atrial  sep- 
tal defect.  However,  a switchover  operation  of  the 
great  vessels  carrying  the  left  coronary  artery  with 
the  aorta  has  the  most  promise  for  permanently  cor- 
recting the  defect.^^ 


LARGE  PATENT  DUCTUS  ARTERIOSUS 

When  a large  patent  ductus  arteriosus  is  present, 
symptoms  frequently  become  manifest  during  the 
first  few  months  of  life,  owing  to  the  large  amount 
of  blood  which  is  shunted  from  the  aorta  into  the 
pulmonary  circuit. 

The  sudden  onset  of  left-sided  cardiac  failure  is 
frequently  the  first  symptom.  There  is  often  a history 
of  respiratory  and  feeding  difficulties  and  retarda- 
tion of  growth  and  development.  In  patients  less 
than  1 year  of  age  a systolic  murmur  is  more  fre- 
quently heard  than  a continuous  murmur,  which 
may  not  be  present  until  18  months  of  age.^®  The 
second  heart  sound  at  the  base  is  accenmated,  and 
there  is  a wide  amplimde  of  the  peripheral  pulse 
pressures.  Roentgenograms  of  the  chest  reveal  a 
large  heart  and  congested  lung  fields,  while  fluoro- 
scopic examination  demonstrates  the  increased  am- 
plitude of  the  pulsations  in  the  pulmonary  arteries, 
aorta,  and  left  ventricle.  Electrocardiographic  smdies 
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may  be  normal  or  show  evidence  of  left  ventricular 
enlargement.  Pulmonary  insufficiency,  secondary  to  a 
dilated  pulmonary  artery,  should  be  suspected  if  right 
ventricular  preponderance  is  present.^® 

Division  or  ligation  of  the  ductus  is  best  per- 
formed as  soon  as  the  diagnosis  is  made,^  prefer- 
ably before  the  age  of  5 years.  It  has  been  shown 
that  delaying  the  operation  beyond  the  age  of  5 
years  rapidly  increases  the  hazard  of  the  develop- 
ment of  cardiac  failure,  pulmonary  hypertension, 
endarteritis,  and  degenerative  vascular  changes.®  It 
is  of  prime  importance  that  surgical  correction  be 
performed  before  the  child  is  critically  ill  and  prior 
to  the  development  of  pulmonary  hypertension.  Clos- 
ure of  the  ductus  results  in  the  immediate  disappear- 
ance of  the  murmur,  remrn  of  the  heart  size  to  with- 
in normal  limits,  and  a rise  of  the  diastolic  blood 
pressure  to  normal  levels.  The  rate  of  growth  and 
development  of  the  child  is  considerably  diminished 
if  surgery  is  postponed  until  late  in  childhood. 

VASCULAR  RING 

Vascular  rings  which  compress  the  trachea  and 
esophagus  usually  are  caused  by  a double  aortic  arch, 
or  a right  aortic  arch  with  a left  ligamentum  arteri- 
osum.  Vascular  anomalies  of  branches  of  the  aortic 
arch  are  less  frequently  implicated. 

The  predominant  symptom  in  infants  with  a vas- 
cular ring  is  stridor,  which  may  be  accompanied  by 
difficulties  in  swallowing  and  feeding  with  head 
retraction.  If  the  obstruction  is  of  a severe  degree, 
cyanosis  may  occur.  Intercostal  and  supracostal  re- 
traction during  respiration  may  be  severe  with  loud 
inspiratory  and  expiratory  stridor.  Poor  or  irregular 
aeration  of  the  lung  fields  may  be  seen  in  inspiratory 
films  of  the  chest  with  hyperaeration  on  expiratory 
films.  An  esophagram  will  clearly  demonstrate  the 
vascular  anomaly.^® 

Surgical  division  of  the  constricting  vessel  or  dis- 
placement of  an  artery  to  provide  room  for  the 
trachea  and  esophagus  results  in  prompt  relief  of  the 
symptomatology. 

PREDUCTAL  COARCTATION  OF  AORTA 

A preductal  coarctation  of  the  aorta  occurs  proxi- 
mal to  the  ductus  arteriosus  and  distal  to  the  origin 
of  the  left  subclavian  artery.  It  is  usually  a diffuse 
narrowing  of  the  lumen  of  the  aorta  rather  than  the 
localized  constriction  characteristic  of  a postductal 
type  of  coarctation. 

Congestive  failure  and  respiratory  difficulties  occur 
early  in  life  and  rapidly  progress  in  severity.  When 


cyanosis  is  present,  an  associated  defect  is  usually 
found  which  is  present  in  about  half  of  the  cases  of 
preductal  coarctation. 

On  physical  examination  there  is  a rapid  respira- 
tory rate;  the  second  heart  sound  is  of  normal  in- 
tensity and  a systolic  murmur  is  sometimes  heard. 
The  femoral  pulses  may  be  palpable.  However,  the 
blood  pressure  readings  in  the  lower  extremities  will 
always  be  at  least  15  mm.  lower  than  in  the  arms.^® 
In  the  presence  of  a widely  patent  ductus  arteriosus, 
there  may  be  a differential  cyanosis  between  the 
hands  and  feet,  in  the  latter,  the  degree  of  cyanosis 
being  more  severe.  Roentgenologic  examination 
shows  right  ventricular  enlargement  with  normal 
vascularity  of  the  lung  fields.  There  is  electrocardio- 
graphic evidence  of  left  ventricular  enlargement 
shortly  after  birth.”**  When  doubt  exists  as  to  the 
presence  of  a preductal  coarctation  of  the  aorta  in 
an  infant,  an  aortogram  is  frequently  helpful  in 
establishing  the  diagnosis. 

Excision  of  a preductal  coarctation  is  essential  for 
the  survival  of  these  infants.  It  does  carry  a high 
mortality  (up  to  50  per  cent  in  experienced 
hands^®),  however.  With  the  aid  of  more  recent 
methods  of  cardiac  bypass,  the  operative  risk  un- 
doubtedly will  be  greatly  reduced  in  the  future. 

POSTDUCTAL  COARCTATION 

Symptoms  of  postductal  coarctation  usually  do  not 
become  manifest  during  infancy  unless  the  constric- 
tion is  marked.  The  history  and  physical  findings 
are  similar  to  those  of  preductal  coarctation,  but  to 
a less  severe  degree.  The  elearocardiogram  may  show 
right  or  left  ventricular  preponderance,  or  the  trac- 
ing may  be  within  normal  limits.^®’  In  patients 
less  than  1 year , of  age  a retrograde  aortogram  is 
helpful  in  differentiating  between  preductal  and  post- 
ductal coarctation.*^® 

Medical  treatment  in  the  form  of  adequate  digi- 
talization usually  will  relieve  the  symptoms  in  the 
postductal  type  of  coarctation.^**  Surgery  often  can 
be  delayed  until  later  in  childhood.  However,  if 
conservative  measures  fail,  surgical  excision  of  the 
lesion  should  be  performed  at  an  earlier  age. 

SINGLE  VENTRICLE 
WITH  TRANSPOSITION 

In  one  type  of  cardiac  malformation  there  is  a 
single  ventricular  cavity  with  a smaller  rudimentary 
outlet  chamber.  There  is  transposition  of  the  great 
vessels  with  a hypoplastic  aorta  arising  from  rhe 
rudimentary  outlet  chamber  and  a large  pulmonary 
artery  from  the  main  ventricular  cavity.  Thus  there 
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is  a large  volume  of  blood  shunted  through  the 
pulmonary  circuit. 

The  history  is  one  of  feeding  and  respiratory  dif- 
ficulties with  poor  growth  and  development.  Cya- 
nosis of  a mild  degree  may  be  present.  The  blood 
pressure  readings  and  the  amplitude  of  the  pulse  are 
normal.  The  second  heart  sound  may  be  slightly 
accenmated,  and  a systolic  murmur  is  usually  heard. 
Of  much  help  in  the  diagnosis  of  this  condition  is 
the  roentgenological  examination.  The  heart  is  en- 
larged in  the  anteroposterior  position  and  flattened 
in  the  left  anterior  oblique  position.^'^  Right  axis 
deviation  and  right  ventricular  preponderance  are 
evident  in  the  electrocardiogram.  Angiocardiography 
may  be  helpful  in  demonstrating  the  common  ven- 
tricle. 

As  a palliative  procedure,  a pulmonary  tuck  opera- 
tion^- is  helpful.  The  creation  of  a ventricular  septum 
has  been  attempted.® 

In  those  patients  in  whom  there  is  a single  ven- 
tricle with  transposition  and  pulmonary  stenosis,  a 
shunt  between  the  superior  vena  cava  and  the  distal 
end  of  the  right  pulmonary  artery  recently  has  been 
performed  successfully. 

COMPLETE  ANOMALOUS 
PULMONARY  VENOUS  RETURN 

When  all  pulmonary  veins  drain  into  the  right 
auricle,  there  is  a complete  anomalous  pulmonary 
venous  return  with  marked  enlargement  of  the  right 
auricle.  Because  of  the  high  pressure  in  the  right 
auricle,  the  foramen  ovale  is  kept  open,  and  there- 
fore communication  between  the  right  and  left  sides 
of  the  heart  is  maintained. 

Cyanosis  may  be  evident  only  when  the  infant 
cries  or  during  exertion.  Respiratory  and  feeding 
difficulties  are  frequent  symptoms,  and  cardiac  fail- 
ure occurs  early  in  life. 

The  physical  findings  are  those  of  a decreased 
cardiac  output.  The  pulses  are  weak.  The  respiratory 
rate  is  increased,  and  the  blood  pressure  is  usually 
low.  A systolic  murmur  along  the  left  sternal  border 
is  sometimes  heard.  Roentgenograms  of  the  chest 
show  marked  right  auricular  enlargement  with  se- 
vere pulmonary  congestion.  Right  ventricular  en- 
largement is  apparent  in  the  electrocardiogram,  with 
the  presence  of  a Q wave  in  the  right  precordial 
leads. 

An  anastomosis  of  the  common  vessel  into  which 
all  the  pulmonary  veins  drain  and  the  left  auricle 
has  been  performed  successfully  in  infants  with  this 
type  of  anomaly.^^  If  the  pulmonary  veins  drain 
separately  into  the  right  auricle,  the  auricular  septal 
defect  should  be  enlarged  as  a temporary  procedure 
with  corrective  surgery  at  a later  time.’^® 


ATRIOVENTRICULARIS  COMMUNIS 

A free  communication  is  present  between  all  four 
chambers  of  the  heart  when  there  is  a common 
atrioventricular  valve. 

Infants  with  atrioventricularis  communis  develop 
left-sided  cardiac  failure  early  in  life  together  with 
feeding  and  respiratory  difficulties.  Cyanosis  is  usu- 
ally minimal,  but  may  become  evident  when  the 
infant  cries.  The  pulse  is  sometimes  diminished,  and 
the  second  heart  sound  is  accentuated.  A systolic 
murmur  may  or  may  not  be  heard.  Due  to  the  pres- 
ence of  a hypoplastic  aorta,  roentgenograms  show 
narrowing  of  the  great  vessel  shadow  at  the  base 
of  the  heart.^®  There  is  generalized  cardiac  enlarge- 
ment and  increased  vascularity  of  the  lung  fields. 
The  elearocardiogram  is  most  helpful  in  making 
the  diagnosis  of  atrioventricularis  communis  and  is 
usually  diagnostic.  The  characteristic  finding  is  a 
left  axis  deviation  in  the  standard  limb  leads  with 
right  or  combined  ventricular  preponderance  in  the 
precordial  leads.® 

This  defect  should  be  closed,  using  open  heart  sur- 
gery with  the  aid  of  the  pump  oxygenator.  A piece 
of  polyvinyl  (Ivalon)  sponge  is  used  in  repair  of 
this  defect.  However,  the  large  posterior  margin  of 
the  defect  should  not  be  closed  because  of  interfer- 
ence with  the  conduction  mechanism  of  the  heart.^® 


TRUNCUS  ARTERIOSUS  WITH  ABSENCE 
OF  PULMONARY  ARTERIES 

In  truncus  arteriosus  with  absence  of  pulmonary 
arteries  a common  trunk  overrides  a ventricular  sep- 
mm  and  thus  receives  blood  from  both  ventricles. 
In  the  absence  of  the  pulmonary  arteries  the  circu- 
lation to  the  lungs  is  by  way  of  the  bronchial  ar- 
teries. An  atrial  septal  defect  is  a commonly  associ- 
ated defect. 

At  birth  infants  with  this  malformation  are  in- 
tensely cyanotic  since  the  only  blood  supply  to  the 
lungs  is  through  the  bronchial  arteries.  Respiratory 
distress  and  symptoms  of  cerebral  anoxemia  are  usu- 
ally evident  at  or  shortly  after  birth. 

Physical  examination  reveals  an  intensely  cyanotic 
infant.  The  pulse  is  full  and  the  second  heart  sound 
is  clear,  pure,  and  sharp.  A systolic  murmur  may  be 
heard,  and  frequently  a continuous  murmur  may  be 
audible  because  of  the  large  collateral  bronchial  ar- 
teries. This  is  one  of  the  few  congenital  cardiac  mal- 
formations in  which  there  is  usually  definite  cardiac 
enlargement  present  at  birth.^®  The  roentgenographic 
appearance  of  the  heart  in  the  left  anterior  oblique 
position  has  a characteristic  contour.  There  is  widen- 
ing of  the  vascular  shadow  at  the  base  which  makes 
a sharp  angle  with  the  heart  due  to  the  absence  of 
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the  pulmonary  artery.^’  The  electrocardiogram  re- 
veals right  ventricular  preponderance. 

A pleurectomy  has  been  used  in  order  to  attempt 
to  increase  the  blood  supply  to  the  lungs  with  good 
restdts  in  at  least  1 case®  and  would  appear  at  the 
present  time  to  be  a worth-while  procedure. 

ENDOCARDIAL  FIBROELASTOSIS 

Endocardial  fibroelastosis  is  characterized  by  thick- 
ening of  the  endocardium,  particularly  of  the  left 
ventricle,  by  fibrosis  and  elastic  tissue. 

Symptoms  associated  with  this  defect  are  cough, 
respiratory  difficulty,  failure  to  gain  weight,  and  a 
sudden  onset  of  congestive  cardiac  failure  with  pro- 
gressive cardiac  enlargement. 

Physical  findings  include  a tachycardia  with  nor- 
mal or  decreased  amplimde  of  the  pulses,  a minimal 
degree  of  grayish  cyanosis,  and  the  occasional  pres- 
ence of  a faint  systolic  murmur.  Signs  of  left-sided 
cardiac  failure  are  also  evident.  Roentgen-ray  exami- 
nation reveals  generalized  cardiac  enlargement,  par- 
ticularly involving  the  left  ventricle,  and  the  electro- 
cardiogram shows  left  ventricular  preponderance  with 
inversion  of  T4_6  waves. 

Cardiac  poudtage  by  the  instillation  of  talc  into 
the  pericardium  by  increasing  the  vascularization  of 
the  left  ventricle  has  proven  helpful  in  these  in- 
fants.^® Because  of  the  imminent  danger  of  produc- 
ing a pericarditis  by  this  method,  an  anastomosis 
between  the  lung  and  the  heart  appears  to  be  pre- 
ferable.’^ 


ANOMALOUS  ORIGIN 
OF  LEFT  CORONARY  ARTERY 
FROM  PULMONARY  ARTERY 

If  the  left  coronary  artery  arises  from  the  pul- 
monary artery,  there  is  poor  oxygenation  of  the  left 
ventricle  with  resulting  myocardial  ischemia.  'The 
apex  of  the  heart  may  become  thin,  and  aneurysmal 
dilatation  is  not  infrequently  found. 

The  symptoms  of  this  anomaly  usually  become 
manifest  within  the  first  2 months  of  life  and  are 
similar  to  those  of  endocardial  fibroelastosis.  How- 
ever, infants  with  an  anomalous  origin  of  the  left 
coronary  artery  from  the  pulmonary  artery  have 
characteristic  anginal  attacks  of  coronary  insuffici- 
ency. By  observing  one  of  these  episodes  the  diag- 
nosis of  this  condition  can  be  made.  With  the  sud- 
den onset  of  pain,  the  infant  cries,  the  skin  becomes 
ashen,  the  respirations  become  rapid,  and  there  is  a 
profuse  perspiration.  Hypertrophy  of  the  left  ven- 
tricle is  apparent  in  roentgenograms  of  the  chest, 


and  left  ventricular  preponderance  with  low  voltage 
and  inversion  of  the  T waves  is  seen  on  the  electro- 
cardiogram. 

In  infants  with  this  anomaly  the  same  procedures 
for  increasing  the  vascularization  of  the  left  ventricle 
should  be  attempted  as  those  previously  mentioned 
for  endocardial  fibroelastosis. 


EXTREME  TETRALOGY  OF  FALLOT 

In  extreme  tetralogy  of  Fallot  a ventricular  septal 
defect  with  an  overriding  aorta  and  hypertrophy  of 
the  right  ventricle  is  associated  with  an  extreme 
stenosis  or  atresia  of  the  pulmonary  artery.  There 
also  may  be  a marked  degree  of  dextroposition  of 
the  aorta. 

Because  of  the  poor  circulation  to  the  lungs,  cya- 
nosis, which  is  of  a moderate  degree  at  birth,  gradu- 
ally becomes  more  marked.  The  respiratory  rate  is 
rapid,  and  the  infant  may  have  severe  episodes  of 
cerebral  anoxemia.  Clubbing  of  the  fingers  and  toes 
usually  becomes  noticeable  by  6 months  of  age.  The 
blood  pressure  may  be  difficult  to  obtain;  however, 
the  pulse  is  usually  of  normal  amplitude.  'The  second 
heart  sound  at  the  base  is  frequently  normal  or  may 
be  diminished  in  intensity.  If  there  is  pulmonary 
atresia,  or  the  stenosis  is  extreme,  no  murmur  is 
heard.  If  pulmonary  atresia  is  present,  roentgeno- 
grams of  the  heart  show  a characteristic  contour 
which  resembles  that  seen  in  cases  of  patent  ducms 
arteriosus.  If  stenosis  is  marked,  the  apex  is  tipped  up 
and  there  is  a concavity  in  the  region  of  the  pul- 
monary segment.  The  pulmonary  vascular  markings 
are  strikingly  decreased.  'There  is  evidence  of  both 
right  auricular  and  ventricular  enlargement  in  the 
electrocardiogram.  Angiocardiography  is  not  neces- 
sary to  make  a diagnosis,  and  cardiac  catheterization 
should  not  be  done,  since  this  is  an  extremely  haz- 
ardous procedure  in  these  cases.  A catheter  entering 
a markedly  stenotic  pulmonary  artery  may  cause 
sudden  death  of  the  infant. 

If  the  symptoms  are  severe,  an  anastomosis  be- 
tween the  pulmonary  artery  and  the  left  subclavian 
artery  (Blalock -Taussig  anastomosis)  or  between  the 
pulmonary  artery  and  the  aorta  (Pott’s  procedure) 
should  be  performed,  the  latter  being  preferable  in 
an  infant.  However,  corrective  intracardiac  proced- 
ures have  been  successfully  attempted  in  young  pa- 
tients without  an  initial  shunt  operation. 

AORTIC  AND  SUBAORTIC  STENOSIS 

Fusion  of  the  valve  leaflets  or  the  presence  of  a 
muscular  or  fibrous  band  beneath  the  aortic  valve  are 
the  defeas  giving  rise  to  aortic  and  subaortic  sten- 
osis respectively. 
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Unless  the  stenosis  is  severe,  symptoms  usually 
do  not  appear  until  childhood.  However,  when  the 
aorta  is  markedly  stenotic,  symptoms  of  coronary 
insufficiency  may  occur  early  in  life  with  left-sided 
congestive  failure.  Cyanosis  is  not  present. 

The  physical  findings  are  those  of  diminished 
cardiac  output.  The  peripheral  pulses  are  poor,  there 
are  low  systolic  and  diastolic  blood  pressures,  and 
the  intensity  of  the  second  heart  sound  is  diminished. 
A well  defined  loud  harsh  systolic  murmur  is  always 
heard  with  maximal  intensity  over  the  aortic  area 
and  transmission  to  the  large  vessels  of  the  neck. 
The  murmur  is  usually  accompanied  by  a thrill  pal- 
pable over  the  base  of  the  heart. 

Fluoroscopic  and  roentgen-ray  examinations  re- 
veal marked  left  ventricular  hypertrophy,  and  the 
electrocardiogram  shows  a left  ventricular  prepon- 
derance with  inversion  of  the  T waves  in  lead  1 and 
the  left  precordial  leads. 

An  infant  with  this  anomaly  who  develops  symp- 
toms of  congestive  failure  with  marked  inversion 
of  the  T waves  should  have  the  benefit  of  surgical 
treatment.  A direct  approach  to  the  aortic  valve 
seems  most  feasible  and  has  proved  more  successful 
than  the  blind  procedures. 

VENTRICULAR  SEPTAL  DEFECT 

The  defect  of  the  ventriailar  septum  which  is 
most  commonly  encountered  is  that  involving  the 
membranous  portion  of  the  septum  directly  beneath 
the  aortic  and  tricuspid  valves.  Rarely  it  may  involve 
the  muscular  portion  of  the  ventricular  septum. 

Depending  on  the  severity  of  this  lesion,  the  child 
may  develop  symptoms  early  in  life.  Fleeting  epi- 
sodes of  cyanosis  are  seen  occasionally.  Feeding  and 
respiratory  difficulties  may  be  present,  which  are 
frequently  precursors  of  congestive  failure. 

The  peripheral  pulses  and  blood  pressure  readings 
are  normal.  The  second  heart  sound  may  be  in- 
creased, and  a murmur  of  moderate  intensity  is  usu- 
ally heard  along  the  left  sternal  border.  Evidence  of 
left  or  combined  ventricular  hypertrophy  is  seen  both 
by  roentgen-ray  and  electrocardiographic  examina- 
tions. The  diagnosis  of  this  condition  is  frequently 
difficult,  since  not  only  does  it  have  no  specific 
characteristic  distinguishing  features,  but  there  are 
usually  associated  defects,  most  often  in  the  form 
of  either  an  atrial  septal  defect  or  a patent  ducms 
arteriosus.  Cardiac  catheterization  is  frequently  nec- 
essary to  confirm  the  diagnosis.  However,  angio- 
cardiography is  usually  not  helpful. 

Patients  who  develop  symptoms  in  early  life  usu- 
ally respond  to  conservative  medical  treatment.  How- 


ever, should  this  fail,  open  heart  surgery  may  be 
considered.  As  in  any  lesion  in  which  there  is  an 
excessive  blood  flow  to  the  lungs  such  as  occurs  in 
a large  ventricular  septal  defea,  the  pulmonary  tuck 
operation  is  an  excellent  palliative  procedure.^^  This 
may  tide  the  infant  over  until  more  definitive  sur- 
gery can  be  attempted.  Complete  intracardiac  repair 
of  the  defect  can  now  be  performed  successfully. 

CONCLUSION 

Great  strides  have  been  made-  in  the  surgical  treat- 
ment of  infants  with  congenital  malformations  of  the 
heart.  Recent  investigations  have  revealed  that  90 
per  cent  of  patients  with  congenital  heart  disease 
develop  symptoms  of  congestive  failure  before  the 
age  of  1 year.®*  It,  therefore,  is  essential  that  every 
infant  with  a congenital  malformation  of  the  heart 
should  have  a complete  cardiac  evaluation,  since  it  is 
of  paramount  importance  to  make  a definitive  diag- 
nosis because  cardiac  surgery  early  in  life  may  prove 
lifesaving  and  reduce  needless  morbidity  and  mortal- 
ity. In  many  instances  by  a delay  in  surgery  certain 
operable  lesions  may  reach  the  stage  of  inoperability.^ 
There  also  appears  to  be  a greater  potential  for  the 
remrn  of  the  cardiac  stams  toward  the  normal  when 
surgery  for  a congenital  malformation  of  the  heart  is 
performed  at  an  early  age.  Few  lesions  are  of  such  a 
bizarre  and  complicated  namre  that  corrective  or 
palliative  surgical  procedures  may  not  be  attempted 
at  the  present  time.  In  many  instances  these  opera- 
tions carry  a high  mortality  rate.  However,  infants 
who  otherwise  would  die  early  in  life  should  be  given 
the  chance  of  survival.  With  the  introduaion  of  the 
mechanical  pump  oxygenator,^  open  heart  surgery  is 
not  only  possible,  but  affords  a direct  approach  to 
correction  of  intracardiac  defects.  It  is  not  unreason- 
able to  predict  that  in  the  not  too  distant  future,  the 
most  complicated  of  cardiac  defects  may  be  amen- 
able to  surgical  correction. 

SUMMARY 

Congenital  cardiac  malformations  which  manifest 
symptoms  during  infancy  and  which  are  at  present 
amenable  to  surgical  treatment  have  been  discussed. 
These  lesions  include  transposition  of  the  great  ves- 
sels, a large  patent  ducms  arteriosus,  vascular  ring, 
preductal  coarctation,  postductal  coarctation,  single 
ventricle  with  transposition,  complete  anomalous  pul- 
monary venous  return,  atrioventricularis  communis, 
truncus  arteriosus  with  absence  of  the  pulmonary 
arteries,  endocardial  fibroelastosis,  anomalous  origin 
of  the  left  coronary  artery  from  the  pulmonary  ar- 
tery, extreme  tetralogy  of  Fallot,  aortic  and  sub- 
aortic stenosis,  and  ventricular  septal  defect. 


42 


TEXAS  State  Journal  of  Medicine,  JANUARY,  1959 


CONGENITAL  HEART  DISEASE  — Gilbert  — continued 

The  essential  features  in  the  history  and  cardiac 
examination  of  infants  have  been  discussed.  It  has 
been  emphasized  that  a complete  cardiac  evaluation 
should  be  made  and  a definitive  diagnosis  established 
in  each  case,  since  this  is  of  prime  consideration  for 
the  survival  of  infants  with  congenital  heart  anomal- 
ies which  can  be  treated  surgically. 
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At  least  one  person  takes  his  own  life  every 
half  hour  around  the  clock  in  the  United  States. 
The  figure  of  16,000  deaths  by  suicide  registered  in 
1956  is  probably  conservative,  since  many  suicides 
are  concealed  or  passed  off  as  natural  deaths  or  ac- 
cidental deaths.  Even  so,  suicide  ranks  ninth  as  cause 
of  death  in  the  United  States.  The  concerted  cam- 
paigns against  diseases  which  are  major  causes  of 
death  undoubtedly  will  result  in  suicide  becoming 
more  prominent  in  the  list.  The  advent  of  the  medi- 
cal examiner  system,  which  is  conducive  of  a thor- 
ough investigation  of  violent  deaths,  will  add  to  the 
number  of  cases  of  suicide  that  are  reported  annual- 
ly. Finally,  the  fact  that  suicide  is  relatively  more 
common  in  old  age  wiU  cause  an  increased  suicide 
rate  as  the  age  of  the  population  increases. 


Dr.  Robert  Hausman  is  medical 
examiner  for  Bexar  County. 

Suicide  ranks  ninfh  as  a cause  of  death  in  the  United 
States.  A physician  called  on  even  occasionally  to  assist  in 
investigation  of  suicide  by  firearms,  hanging  and  strangula- 
tion, drowning,  drugs  and  chemicals,  sharp  cutting  instru- 
ments, or  fire  can  learn  certain  procedures  of  value  in  reach- 
ing a correct  verdict. 

As  yet  there  is  no  organized  public  interest  in 
suicide  and  no  wide  campaigns  have  been  waged 
against  it.  Prevention  of  suicide  appears  more  feas- 
ible with  more  immediate  benefits  than  prevention 
of  many  of  the  diseases  that  are  being  attacked  by 
popular  demand. 

In  English  common  law  suicide  is  a crime  against 
society,  though  at  present  the  age-old  sanctions 
against  the  body  and  property  of  the  suicide  have 
been  removed.  England  and  a few  states  of  the 
United  States  are  the  only  places  in  the  world  where 
an  attempt  at  suicide  is  still  regarded  as  a felony  for 
which  the  maximum  penalty  is  2 years’  imprison- 
ment. In  Texas  suicide  or  attempted  suicide  is  not 
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regarded  as  a crime,  but  it  still  does  carry  the  socio- 
logical onus  of  a contemptible  or  forbidden  action. 
The  stigma  that  suicide  carries  explains  the  almost 
complete  lack  of  research  and  prevention  of  this 
important  mental  health  problem.  Adequate  investi- 
gation of  suicide,  which  is  the  basis  for  research  and 
prevention,  rightfully  belongs  in  the  hands  of  physi- 
cians. 

Since  suicide  is  a form  of  violent  death  it  always 
becomes  a matter  of  concern  to  the  law  enforcement 
agencies.  The  forensic  pathologist  through  special- 
ized training  is  of  course  best  suited  to  investigate 
the  medical  aspects  of  suicide,  but  any  general  prac- 
titioner or  specialist  who  is  interested  in  medicolegal 
problems,  with  little  additional  study  and  a generous 
application  of  common  sense,  could  become  profi- 
cient at  investigating  suicides.  As  a matter  of  fact, 
the  very  training  of  a physician  qualifies  him  with 
the  mind  of  a detective,  and  this,  combined  with  his 
knowledge  of  human  anatomy  and  mental  and  physi- 
cal processes,  makes  him  better  suited  to  the  role 
than  the  average  police  investigator. 

The  policeman  confronted  with  an  obvious  or 
apparent  suicide  is  slightly  repulsed  by  the  gore  and 
the  grotesque  attimde  of  the  dead  body  and  some- 
what mystified  and  annoyed  by  the  implied  motives 
and  thought  processes  which  led  to  the  suicide.  He 
is  also  aware  of  the  fact  that  he  will  have  to  answer 
many  searching  questions  from  relatives  and  dis- 
believing friends.  Possibilities  of  accidental  death  or 
foul  play  have  to  be  considered  and  eliminated  as  a 
matter  of  routine  even  though  further  investigation 
appears  to  be  a waste  of  time.  As  the  chief  of  police 
once  remarked,  "Suicide  used  to  be  the  headache  of 
the  homicide  detail.” 

Since  the  inception  of  the  medical  examiner  sys- 
tem in  Bexar  County,  questions  regarding  suicides 
by  relatives  and  interested  parties  are  automatically 
referred  to  the  medical  examiner’s  office  in  San 
Antonio.  The  records  show  that  there  is  not  a suicide, 
no  matter  how  obvious  in  planning  and  execution, 
which  will  escape  a doubt  expressed  by  the  relatives 
as  to  the  possibility  of  foul  play  or  accident.  The 
following  case  serves  to  show  to  what  length  rela- 
tives will  go  in  trying  to  reverse  a verdict  of  suicide. 

A young  man  given  to  impulsive  actions  had  a spat 
with  his  wife  and  then  ostensibly  readied  gun  cleaning 
equipment  on  a table  in  his  bedroom  at  2 a.m.  His  wife, 
who  had  joined  her  mother  in  an  adjacent  bedroom,  heard 
a shot.  She  found  her  husband  slumped  against  the  bed 
with  a bullet  wound  in  the  head.  He  died  3 hours  later. 
The  bullet  had  entered  the  right  temple  where  a clear 
impression  of  the  muzzle  of  the  gun  was  visible  and  had 
produced  an  exit  wound  in  the  left  upper  parietal  region. 
A verdict  of  suicide  was  rendered. 

A few  days  later  there  descended  on  the  medical  examin- 
er’s office  the  widow,  accomi>anied  by  her  father-in-law,  a 
justice  of  the  peace,  and  the  district  attorney  of  the  county 


from  which  the  young  man  hailed.  After  an  exchange  of 
pleasantries  and  social  amenities  ("Nobody  is  infallible.” 
"As  a justice  of  the  peace  I have  had  an  oppormnity  to 
investigate  many  cases  of  suicides  as  well  as  homicides 
. . .”)  it  was  proposed  in  all  seriousness  that  the  fatal 
happening  might  have  been  an  accident.  It  was  postulated 
that  the  deceased  while  in  the  process  of  cleaning  the  gun 
had  held  the  weapon  in  his  right  hand  along  the  right 
side  of  his  head  pointing  the  barrel  pensively  upward.  It 
was  further  postulated  that  the  deceased  at  that  time  suf- 
fered a dizzy  spell  causing  him  to  fall  on  the  muzzle  of 
the  gun,  which,  having  the  ubiquitous  "hair  trigger,”  dis- 
charged and  thus  accidentally  produced  the  fatal  wound. 
After  a few  less  likely  possibilities  had  been  mentioned, 
the  wife,  who  better  than  anyone  else  was  able  to  fathom 
the  mental  processes  of  her  deceased  husband,  graciously 
lifted  the  siege  from  the  medical  examiner. 

It  is  understandable  that  anyone  who  becomes  in- 
volved in  the  investigation  of  suicide  has  to  be  able 
to  prove  his  deduaions  and  to  think  carefully  of  all 
possibilities  including  the  very  remote  ones.  To  the 
initiated  a thorough  investigation  of  suicide  gives 
the  satisfaction  of  meeting  a challenge  and  conquer- 
ing it.  It  also  means  fulfilling  an  obligation  to  the 
community  and  making  a contribution  toward  the 
mental  health  of  our  society. 

It  is  almost  imperative  that  the  investigating  physi- 
cian start  his  examination  at  the  scene.  Frequently 
there  are  vital  clues  to  the  fatal  happening  which 
may  be  lost  when  the  body  is  moved. 

A middle  aged  woman  took  an  early  morning  walk  in 
her  neighborhood.  Shortly  thereafter  her  body  was  found 
floating  in  a private  swimming  pool.  Suicide  was  immedi- 
ately apparent  from  the  carefully  folded  spectacles  which 
she  had  laid  on  the  edge  of  the  pool. 

A man  was  found  shot  in  a field.  The  body  rested  face 
down  on  a shotgun.  As  it  was  turned  a slender  10  inch 
stick  fell  from  between  his  left  index  and  middle  finger. 
From  the  position  it  was  clear  that  the  stick  had  been  used 
to  push  the  trigger. 

Law  enforcement  officers  can  be  brought  easily  to 
the  understanding  that  the  investigation  of  suicide, 
and  for  that  matter  of  any  violent  or  suspicious  death, 
is  a joint  undertaking.  They  will  refrain  from  dis- 
mrbing  the  body  or  the  scene  until  everyone  is  pres- 
ent. The  physician  likewise  should  make  it  a point 
not  to  start  until  the  officers  of  the  homicide  detail 
are  present  and  the  necessary  photographs  have  been 
taken.  His  examination  should  be  thorough  and  un- 
hurried. Frequent  consultation  with  the  officers  con- 
cerning obscure  derails  is  extremely  helpful.  Exper- 
ienced homicide  officers  have  a habit  of  quietly  col- 
lecting background  information  from  neighbors, 
friends,  and  relatives  of  the  victim.  In  the  majority 
of  cases  they  have  this  background  information  at 
hand  by  the  time  the  physician  arrives. 

Suicide  notes  are  the  most  important  evidence  that 
a deliberate  intent  of  self  destruaion  existed,  and 
they  should  be  carefully  preserved.  The  possibility  of 
a planted  or  fake  note  should  be  kept  in  mind.  It 
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often  can  be  eliminated  on  the  spot  by  comparison 
with  samples  of  handwriting  of  the  victim.  Although 
instructions  contained  in  suicide  notes  have  no  legal 
standing,  it  is  customary  for  the  relatives  to  abide  by 
them.  The  family  frequently  will  request  the  notes 
and  the  physician  may  release  a copy  but  should  re- 
tain the  original  for  the  files.  Legally  the  coroner  or 
justice  of  the  peace  will  have  to  take  possession  of 
the  suicide  notes.  The  physician,  however,  should  dis- 
cuss the  desirability  of  regarding  these  notes  as  priv- 
ileged communication  and  request  that  he  be  entrust- 
ed with  their  care.  The  contents  of  a suicide  note 
should  not  be  divulged  to  the  newspapers.  All  other 
facmal  details  of  a suicide  investigation  may  be  re- 
leased by  the  investigating  physician  to  the  news- 
paper reporters. 

Notes  are  left  in  only  15  per  cent  of  suicides.  Even 
when  a suicide  note  is  found,  the  medical  investiga- 
tion cannot  be  neglected  and  should  be  as  detailed 
and  thorough  as  if  no  notes  had  been  found. 

A young  man  entrusted  with  the  maintenance  of  mili- 
tary equipment  including  gasoline  generators  was  found 
dead  in  a store  room.  He  held  a revolver  clutched  in  his 
right  hand,  and  a photograph  of  a girl  with  a suicide 
message  on  the  back  was  found  on  a table  nearby.  The 
ignition  switch  of  one  of  the  generators  was  in  the  "on” 
position,  and  the  cause  of  death  proved  to  be  asphyxiation 
by  carbon  monoxide.  Further  investigation  showed  that  the 
young  man  was  in  the  habit  of  testing  the  generators  regu- 
larly each  evening  for  a few  minutes.  It  was  questionable 
whether  he  realized  the  danger  of  running  the  generators 
in  a partially  closed  room  for  a prolonged  period  of  time. 
No  evidence  existed  that  he  intended  to  commit  suicide 
with  carbon  monoxide.  For  these  reasons  a verdict  was  re- 
turned of  "accidental  death  while  contemplating  suicide.” 

Suicides  are  often  committed  while  the  victim  is 
under  the  influence  of  alcohol.  To  know  the  ethyl 
alcohol  concentration  of  the  blood  thus  frequently 
becomes  essential  for  the  investigative  procedures. 
When  no  local  facilities  for  analysis  exist,  a sample 
of  blood  should  be  collected  and  saved  in  chemically 
clean  glassware.  Contamination  by  even  traces  of 
formalin  should  be  avoided.  Although  alcohol  levels 
can  be  determined  from  1 cc.,  at  least  5 cc.  and  pre- 
ferably 10  cc.  should  be  withdrawn.  Since  diffusion 
of  alcohol  through  the  stomach  wall  after  death  may 
elevate  the  heart’s  blood  level,  the  blood  should  be 
removed  from  the  femoral  vessels.  The  addition  of 
100  mg.  of  sodium  fluoride  per  5 cc.  will  preserve 
the  blood  indefinitely. 

Almost  any  handbook  of  medical  jurisprudence  or 
forensic  medicine  will  give  a comprehensive  discus- 
sion of  the  medical  aspects  of  the  investigation  of 
suicide.  For  the  practicing  physician  who  is  called 
upon  to  assist  the  sheriff  or  the  police  department 
in  an  occasional  case  of  apparent  suicide  it  might 
be  well  to  highlight  some  of  the  salient  points  of  the 
various  types  of  suicide. 


In  Bexar  County  and  probably  in  all  of  Texas 
suicide  with  firearms  comprises  a little  more  than 
50  per  cent  of  all  suicides.  Revolvers,  pistols,  and 
rifles  are  about  equally  popular.  It  is  astounding 
that  even  in  instimtions  where  gunshot  wounds  are 
treated  regularly  many  physicians  are  unable  to  dis- 
tinguish between  entrance  and  exit  wounds. 

Careful  examination  of  the  entrance  wound  is  the 
single  most  important  procedure  in  the  investigation 
of  suicide  by  firearms.  A bullet  entrance  wound  has 
a central  small  irregular  perforation  surrounded  by 
a ring  of  blackening,  soiling,  and  abrasion  also  called 
the  conmsion  ring  or  bullet  contact  ring.  The  out- 
lines of  this  ring  are  either  round  or  oval  depending 
on  the  angle  at  which  the  bullet  penetrated  the 
skin.  Its  smallest  diameter  denotes  the  caliber  of  the 
bullet,  but  no  reliance  should  be  placed  on  this  rule. 
The  recovery  of  the  bullet  is  the  only  sure  method 
of  determining  its  caliber.  Surrounding  the  bullet 
contusion  ring  is  frequently  a subcutaneous  hemor- 
rhage which  shines  blue  or  purple  through  the  skin. 
Its  presence  is  of  no  importance,  and  this  blue  or 
purple  discoloration  should  not  be  confused  with  a 
zone  of  abrasion  which  surrounds  the  contusion  ring 
completely  or  partially  and  which  represents  the  im- 
pression of  the  gun  muzzle  ( fig.  1 ) . The  sight  of 
the  gun  or  the  nozzle  of  the  recoil  spring  rod  on 
occasion  may  leave  a clear  impression  even  when  it 
is  recessed  from  the  level  of  the  muzzle  rim  ( fig.  2 ) . 
The  reason  for  this  is  that  in  close  contact  wounds 
the  exploding  gases  leaving  the  muzzle  will  hit  the 


Fig.  I.  The  bullet  contusion  ring  is  surrounded  along 
the  upper  border  by  a concentric  abrasion  caused  by 
the  muzzle.  A few  punctate  burns  by  powder  particles 
surround  the  wound.  The  bilateral  hematomas  of  the 
upper  lids  are  a common  sequel  and  associated  with 
fractures  of  the  orbital  roofs. 
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subcutaneous  barrier  of  bone  surrounding  the  bullet 
hole  in  the  skull  or  a rib.  The  gases  will  cause  the 
skin  to  bulge  and  to  be  forcibly  stretched  and 
pressed  or  slapped  against  the  end  of  the  weapon. 
Quite  frequently  the  skin  will  split  open  in  a stellate 
fashion  and  give  the  wound  the  appearance  of  a 
lacerated  exit  wound.  In  such  a case  the  contusion 
ring  and  the  mu2zle  impression  should  be  searched 
for  along  the  edges  of  the  laceration.  The  small  bore 
weapons,  as  for  instance  a .22  pistol,  do  not  always 
produce  this  explosive  discharge.  It  may  be  necessary 
to  resort  to  careful  dissection  of  the  entrance  wound 
in  order  to  find  blackening  of  the  edges  of  the 
wound  in  the  skull  or  in  the  dura  mater  by  the 
powder  blast. 

When  the  ammunition  contains  black  powder,  as 
for  instance  in  shotgun  shells,  there  may  be  con- 
siderable powder  smudging  and  scorching.  In  close 
contact  wounds  of  revolvers,  pistols,  or  rifles  this 
smudging  is  usually  minimal  or  absent.  Powder  burn- 
ing, which  should  be  distinguished  from  powder 
smudging  and  scorching,  consists  of  small  particles 
or  grains  of  burning  powder  being  driven  into  the 
skin  leaving  punctate  black  or  dark  red  marks  scat- 
tered in  an  area  of  a few  centimeters  diameter.  Their 
presence  indicates  that  the  gun  was  fired  at  some 
distance  from  the  skin  ( fig.  3 ) . They  may  occur  in 
suicide  under  special  circumstances. 

A man  tied  a rifle  to  a table  leg  with  a loop  around 
the  trigger.  Sitting  before  the  table  he  pressed  the  muzzle 
with  both  hands  against  his  forehead.  He  subsequently 
pulled  his  head  back  and  followed  this  movement  with 
his  hands.  From  the  powder  burns  it  was  estimated  that 
the  gun  discharged  at  a distance  of  3 cm.  from  the  skin. 


A close  contact  wound  is  indicative  of  suicide  and 
in  most  cases  may  be  used  as  evidence  to  return  a 
verdict  of  suicide.  Of  course,  the  accessibility  of 
the  site,  right  or  lefthandedness  of  the  deceased, 
whether  the  site  was  bared  prior  to  the  shooting,  and 
all  other  derails  should  be  taken  into  account. 

The  examination  of  the  weapon  is  an  integral  part 
of  the  investigation  and  can  best  be  left  to  the  bal- 
listics expert.  Because  of  frequent  reference  to  "hair 
trigger,”  the  expert  should  determine  the  pressure 
necessary  to  pull  the  trigger.  He  also  should  test 
the  gun  by  jarring  while  it  is  cocked.  Defects  in  a 
gun  should  be  carefully  evaluated. - 

A bartender  was  brandishing  a gun  ostensibly  to  kill 
rats.  When  one  of  his  customers  expressed  anxiety  at  these 
antics,  he  demonstrated  the  “double  safety  catch”  and  pro- 
ceeded to  test  them  while  pressing  the  gun  against  his 
temple.  Subsequent  investigation  showed  both  catches  to 
be  defective  and  a verdict  of  "accidental  death”  was  re- 
turned. 

The  examination  of  bullet  perforations  of  clothes 
in  suicidal  shooting  usually  does  not  add  to  the  in- 
vestigation. Whenever  necessary,  the  clothing  should 
be  preserved  and  not  disposed  of  until  the  suicide 
has  been  definitely  established. 

HANGING  AND  STRANGULATION 

Hanging  and  strangulation  by  their  very  namre 
leave  little  doubt  as  to  the  deliberate  intent  to  self 
destruction.  There  are,  however,  two  situations  which 
are  exceptions  to  this  rule.  Children  at  play  occasion- 
ally will  try  hanging  and  not  be  aware  of  the  dan- 
gers involved.  It  has  been  determined  experimentally 


Fig.  2.  The  nozzle  of  the  recoil  spring  rod  produced  a 
perforation  underneath  the  stellate  bullet  entrance 
wound.  This  indicates  close  contact  of  the  gun  muzzle. 
Notice  the  discoloration  surrounding  the  wounds  due  to 


subcutaneous  hemorrhage.  (Left  picture  courtesy  of 
Brooke  Army  Hospital  Department  of  Photography.  Right 
picture  courtesy  of  San  Antonio  City  Police  Laboratory.) 
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that  if  a person  is  suspended  by  the  neck  with  the 
rope  above  the  thyroid  cartilage,  unconsciousness 
may  set  in  after  1 to  minutes  and  death  may 
be  delayed  accordingly.  If  the  rope  is  looped  below 
the  cricoid  cartilage,  unconsciousness  may  develop  in 
a matter  of  seconds  and  death  occur  very  rapidly. 

A 12  year  old  boy  was  watching  a television  program 
named  "Money.”  It  depirted  a deteaive  gone  astray  who 
strangled  a woman  with  a tie.  At  the  conclusion  of  the 
program  he  went  to  his  bedroom  preparing  to  retire  for 
the  night.  Shortly  thereafter  his  sister  discovered  his  body 
in  the  closet  suspended  from  a clothes  rack  by  a tie. 

A classmate  of  the  unformnate  victim  just  described 
commented  at  the  funeral  how  brave  he  thought  his  friend 
had  been.  He  expressed  doubt  as  to  whether  he  would 
have  the  courage  to  try  hanging.  That  same  evening  his 
body  was  found  suspended  by  an  open  looped  handker- 
chief which  was  tied  to  the  latch  of  a low  transom  window 
in  the  bathroom. 

The  verdia  in  both  cases  was  "accidental  death.” 


Fig.  3.  Powder  stippling  surrounding  a .22  rifle  wound. 
The  muzzle  was  held  in  the  left  hand  1 to  2 inches 
from  the  chest.  The  weapon  rested  on  a brick  wall 
while  the  trigger  was  discharged  with  a stick. 

A similar  situation  exists  where  adolescent  males 
are  accidentally  asphyxiated  while  engaged  in  auto- 
erotic activities.  The  pattern  of  these  deaths  appar- 
ently is  known  to  forensic  pathologists  only. 

A 17  year  old  boy  with  slightly  below  average  intelli- 
gence was  left  alone  at  home  watching  television.  About 
15  minutes  later  his  body  was  discovered  hanging  from 
the  edge  of  a door.  It  had  a belt  looped  around  the  neck 
with  the  feet  touching  the  ground  and  knees  slighdy  bent. 
The  penis  in  semi-rigid  condition  protruded  from  the  open 
fly.  There  was  no  evidence  of  an  ejaculation.  The  verdict 
was  "accidental  death  while  experimenting.” 


That  autoerotic  activities  may  accompany  unde- 
niable suicide  is  demonstrated  by  the  following  case. 

A 14  year  old  boy  was  found  dead  in  bed  3 weeks  after 
the  marriage  of  his  older  sister.  He  was  attired  in  one  of 
his  sister’s  dresses,  which  was  pulled  up  around  his  middle 
leaving  his  nude  abdomen  and  genitals  exposed.  A plastic 
bag  covering  the  head  was  tied  around  the  neck  and  the 
end  of  a hose  from  the  open  gas  jet. 

The  possibility  of  concealment  of  homicide  by 
hanging  a dead  body  should  always  be  kept  in  mind. 
Careful  examination  of  the  strangulation  groove  with 
a magnifying  glass  is  the  most  important  procedure 
in  suicide  by  hanging  or  strangulation.  Small  hemor- 
rhages, blisters,  and  hyperemic  zones  in  and  around 
the  grooves  are  proof  that  hanging  occurred  during 
life,  but  these  signs  on  occasion  may  be  absent.  Con- 
gestion of  the  face  with  conjunctival  hemorrhages 
and  dependent  lividity  with  the  presence  of  small 
postmortem  suggillations  along  the  legs  (Tardieu 
spots)  may  be  indicative  of  intravital  hanging,  but 
are  no  proof  of  it.  If  no  satisfactory  outward  signs 
exist,  an  autopsy  should  be  performed.  Laryngeal 
hemorrhages  and  pharyngeal  congestion  with  bruis- 
ing of  the  soft  tissues  of  the  neck  may  clinch  the 
diagnosis  of  suicide,  but  unfortunately  are  not  always 
present.  The  height  at  which  a body  is  suspended 
is  irrelevant  for  the  investigation  since  suicidal 
hanging  in  a prone  position  with  the  head  a few 
inches  off  the  ground  is  entirely  possible. 

In  cases  of  self  strangulation  the  cord  or  cloth 
frequently  is  wound  tightly  around  the  neck  with  2 
or  more  turns  and  the  ends  tied  in  several  knots. 

A middle  aged  woman  with  a history  of  institutional 
care  for  alcoholism  was  found  collapsed  in  front  of  a mir- 
ror in  her  bedroom.  Artificial  respiration  was  given  by  the 
fire  department  and  maintained  in  the  ambulance  during 
the  ride  to  the  hospital.  It  was  only  in  the  emergency 
room  that  a tightly  knotted  silk  scarf  was  found  around 
the  neck  concealed  by  the  chin  and  hair. 

Preservation'  of  the  rope  with  the  original  knots 
may  be  indicated  for  further  police  investigation. 

DROWNING 

The  scientific  proof  of  drowning  by  the  examina- 
tion of  a body  is  difficult.  The  chemical  tests  which 
intend  to  show  dilution  of  the  left  atrial  blood  by 
water  in  practice  turn  out  to  be  unsatisfactory.  Dif- 
ferences in  sodium,  potassium,  chloride,  and  mag- 
nesium content  of  blood  from  the  right  and  the  left 
atrium  are  cumbersome  to  determine  and  not  suf- 
ficiently constant  to  warrant  the  determination  in  an 
occasional  case  of  drowning.  Most  reliable  is  the 
difference  in  specific  gravity  of  the  plasma  of  right 
and  left  atrial  blood,  but  caution  should  be  used  in 
the  interpretation  of  the  results.  In  both  fresh  water 
and  salt  water  drowning  the  specific  gravity  of  the 
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left  atrium  is  lower.  Weeds,  water  plants,  or  river 
bottom  mud  clenched  in  a fist  may  be  a better  indi- 
cation of  drowning  than  the  postmortem  findings. 
Definite  indications  of  suicide  usually  are  lacking, 
and  in  the  absence  of  witnesses  a postmortem  exam- 
ination is  imperative  to  establish  the  absence  of 
homicidal  injuries. 

A few  facts  concerning  drowning  should  be  kept 
in  mind.  Suicidal  drowning  in  a bucket  of  water  is 
possible. 

A man  attempted  suicide  by  slashing  wrists  and  neck 
with  a knife.  He  managed  to  open  his  trachea  but  did 
not  injure  any  major  blood  vessels.  He  subsequently  laid 
face  down  in  a shallow  ditch  and  sucked  water  and  mud 
through  his  tracheostomy.  A large  quantity  of  mud  was 
also  found  in  the  stomach. 

Drowning  in  fresh  water  is  a rapid  process  with 
death  from  ventricular  fibrillation  following  potas- 
sium release  from  erythrocytes  in  massive  hemolysis. 
In  rivers  bodies  will  sink  to  the  bottom  where  there 
is  little  current,  and  therefore  they  can  be  found 
close  to  the  spot  where  the  drowning  occurred.  Neat- 
ly folded  clothes  on  the  water  edge  and  heavy 
weights  tied  to  the  body  are  indicative  of  suicide. 
In  most  cases  in  which  a deliberate  intent  of  suicide 
carmot  be  demonstrated  a verdict  of  accidental 
drowning  is  in  order. 

DRUGS  AND  CHEMICALS 

Deaths  resulting  from  drugs  and  chemicals  may 
be  among  the  easiest  to  investigate  and  also  may 
be  among  the  most  baffling  to  clear.  The  presence 
of  empty  bottles,  glasses,  and  medicine  boxes  near 
the  body  are  considered  strong  indications  of  suicide, 
but  in  practice  this  rule  is  difficult  to  apply.  In  most 
cases  where  such  indications  exist  death  is  due  to 
natural  causes,  to  untoward  reactions  to  medicine, 
or  to  accidental  overdose.  A suicide  may  leave  the 
medicine  container  nearby;  but  just  as  frequently 
it  may  be  somewhere  else,  and  a careful  search  of 
the  premises  is  therefore  indicated.  A chemical  anal- 
ysis of  stomach  contents  and  tissues  is  usually  re- 
quired, but  difficult  to  obtain  in  a satisfactory  man- 
ner. A close  consultation  between  the  investigating 
physician  and  the  toxicologist  is  absolutely  necessary 
for  best  results,  but  in  practice  can  seldom  be  ar- 
ranged. 

The  occupation  of  the  victim  on  occasion  may  give 
rise  to  suspicion  of  suicide.  Exterminators,  jewelers, 
photographers,  pharmacists,  and  chemists  have  un- 
limited access  to  potent  toxic  substances. 

The  body  of  an  old  man  was  found  slumped  on  the 
grave  of  his  wife,  whose  death  had  preceded  his  by  6 
months.  He  was  identified  as  a jeweler,  and  his  stomach 


contents  had  an  overpowering  odor  of  bitter  almonds.  A 
piece  of  filter  paper  serially  impregnated  with  freshly  pre- 
pared 10  per  cent  alcoholic  guaiac  solution  and  0.1  per 
cent  aqueous  copper  sulfate  solution  and  subsequently  dried 
turned  blue  rapidly  when  suspended  over  the  stomach 
contents.  This  quick  test  indicated  cyanide  and  was  con- 
firmed by  more  elaborate  chemical  examination. 

The  amount  of  the  offending  chemical  ingested  by 
the  viaim  should  be  calculated  from  the  analysis  of 
the  postmortem  material  since  it  frequently  will  de- 
termine the  suicidal  namre  of  the  death. 

It  should  be  remembered  that  adequate  toxicologi- 
cal investigation  can  be  done  only  if  all  of  the 
stomach  contents,  all  of  the  urine,. 500  cc.  of  blood, 
500  Gm.  of  liver,  500  Gm.  of  brain,  and  both  kid- 
neys are  preserved  in  the  freezer  and  the  request  for 
analysis  specifies  which  group  or  groups  of  toxic 
substances  are  suspected  in  any  given  case.  Even  in 
the  face  of  unsatisfactory  toxicological  investigation 
the  assumption  of  death  from  drugs  is  possible. 

A young  woman  who  had  threatened  suicide  was  found 
dead  in  bed  the  same  day.  All  medicine  bottles  were  col- 
lected, and  one  empty  bottle  was  found  which  had  con- 
tained 12  antihistamine  pills.  The  postmortem  examination 
did  not  uncover  the  cause  of  death,  and  analysis  of  tis- 
sues was  negative  for  the  medicines  found  in  the  home. 
In  the  stomach  the  12  missing  tablets  were  found  par- 
tially dissolved.  The  amount  of  antihistaminic  absorbed 
could  not  account  for  the  death,  but  a verdict  of  "probable 
suicide”  was  returned. 


SHARP  CUTTING  INSTRUMENTS 

In  spite  of  the  unlimited  number  of  knives  and 
razor  blades  that  are  available,  suicide  with  these 
instruments  is  relatively  rare.  Suicidal  cut  wounds 
are  indicated  by  the  favored  sites  (wrists  and  neck) 
and  by  their  repetitive  or  tentative  pattern.  This  pat- 
tern is  characterized  by  the  so-called  hesitation  marks, 
which  may  be  numerous  and  which  consist  of  nearly 
parallel  superficial  cuts.  These  cuts  are  administered 


Fig.  4.  The  hesitation  marks  are  bilateral  and  range 
from  the  middle  of  the  lower  arm  to  the  middle  of  the 
upper  arm.  The  left  brachial  artery  was  severed.  Notice 
the  futile  superficial  slashes  over  the  breast. 
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before  as  well  as  after  the  deep  deliberate  slashes 
(fig.  4). 

A middle  aged  woman  was  found  with  her  face  near 
an  open  gas  jet  on  the  floor.  A razor  blade  was  clenched 
in  the  right  hand,  and  there  were  62  hesitation  marks  over 
both  breasts  and  in  both  antecubital  fossas.  One  deep  cut 
had  severed  the  brachial  artery  and  death  was  by  ex- 
sanguination. 

The  repetitive  or  tentative  pattern  is  also  seen 
in  suicide  by  stabbing  in  which  the  upper  part  of 
abdomen,  precordial  area,  and  neck  appear  to  be 
the  favored  sites  (fig.  5). 

Stab  wounds  with  a single  edged  blade  are  an 
elongated  oval  with  one  sharp  point  and  a notch 
at  the  opposite  edge.  A thin  scratch  extending  from 
rhe  point  indicates  the  direction  in  which  the  knife 
is  withdrawn  ( fig.  6 ) . Incised  wounds  inflicted  by 
a right  handed  person  extend  from  left  to  right  with 
slightly  upward  slope  and  greatest  depth  on  the 
left  side.  Bruising  around  a stab  wound  indicates  the 
hilt  of  rhe  knife. 

A careful  examination  of  the  body  should  include 
the  hands  to  eliminate  the  presence  of  defense 
wounds. 

FIRE 

Suicide  by  fire  is  usually  indicative  of  a deranged 
mind. 


Fig.  5.  The  suicidal  stab  wounds  are  arranged  in  groups. 
Three  are  in  the  upper  abdomen,  three  in  the  region  of 
the  heart,  and  two  in  the  base  of  the  neck.  The  right 
subclavian  artery  was  severed. 


A woman  recently  discharged  from  a mental  institution 
with  a diagnosis  of  schizophrenia  poured  gasoline  over  her 
clothes  and  set  herself  on  fire.  She  then  put  on  a bathrobe 
and  walked  2 blocks  to  the  place  of  employment  of  her 
husband.  Death  occurred  3 days  afterward. 

An  old  retired  farmer  given  to  morose  introspection 
lived  with  his  daughter  and  son-in-law.  In  a sudden  fit  of 
anger  he  took  several  shots  at  his  daughter  and  subsequent- 
ly started  a gun  battle  with  police.  He  then  set  the  house 
on  fire  and  was  found  asphyxiated  by  carbon  monoxide 
in  a closet  with  a few  superficial  knife  slashes  across  the 
throat. 

Whenever  a body  is  found  after  a fire,  evidence 
that  the  victim  lived  during  the  fire  should  be  looked 
for.  This  consists  of  the  presence  of  soot  in  trachea 
and  bronchi  and  carbon  monoxide  in  the  blood. 
Complete  saturation  of  the  blood  by  carbon  mon- 
oxide can  be  tested  easily  in  the  following  manner: 
Take  a drop  of  blood  and  dilute  with  tap  water  to 
a pink  color.  Use  normal  blood  as  a control  and  di- 
lute to  approximately  the  same  color.  Add  a few 
drops  of  10  per  cent  sodium  or  potassium  hydroxide. 
Normal  blood  immediately  turns  brown  whereas  car- 
boxyhemoglobin  will  retain  the  pink  color  for  at 
least  30  seconds.  Neither  embalming  nor  putrefac- 
tion will  change  the  amount  of  saturation  of  the 
blood  by  carbon  monoxide. 

OTHER  METHODS 

Other  methods  of  suicide  include  jumping  in  front 
of  moving  vehicles  or  from  buildings,  and  asphyxia- 
tion from  carbon  monoxide  or  illuminating  gas.  In 
most  cases  the  circumstances  surrounding  the  death 
will  indicate  whether  suicide  exists.  Careful  examina- 


Fig.  6.  The  stab  wound  measures  Vi  inch  and  was  pro- 
duced with  a pen  knife.  The  forked  lower  end  denotes 
the  blunt  edge  of  the  blade.  The  sharp  upper  edge  is 
slightly  distorted  by  the  superficial  "scratch."  This  linear 
abrasion  indicates  the  direction  of  the  tip  of  the  blade 
after  withdrawal. 
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tion  of  the  body  establishes  the  pattern  of  injuries 
and  serves  to  reconstruct  the  fatal  happenings.  Such 
examination  by  a skilled  investigating  physician  will 
prove  a satisfactory  substitute  whenever  a postmor- 
tem examination  by  a forensic  pathologist  is  not 
feasible.  The  findings  combined  with  the  evidence 
uncovered  by  the  law  enforcement  agencies  enable 
the  physician  in  the  majority  of  cases  to  conclude 
whether  suicide  existed.  If  there  are  as  many  indi- 
cations for  suicide  as  there  are  for  accidental  death, 
an  open  verdict  should  be  rendered. 


SUMMARY 


Eruptive 
Xanthomas  in 
Diabetes  Mellitus 


More  attention  should  be  given  to  the  medical 
investigation  of  suicide.  In  the  future  this  form  of 
violent  death  will  assume  added  importance.  Sooner 
or  later  it  will  become  a matter  of  public  concern. 

The  various  instruments  of  suicide  are  discussed 
and  the  procedures  for  their  investigation.  The  physi- 
cian interested  in  forensic  medicine  can  become 
adept  at  this  type  of  investigation.  In  making  his 
specialized  knowledge  and  trained  investigative  mind 
available  to  the  law  enforcement  agencies  he  per- 
forms a valuable  service  to  the  community. 
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Jobs  May  Benefit  Heart  Patients 

Suitable  work  may  be  more  beneficial  than  rest  and 
retirement  for  persons  with  severe  heart  disease,  a Brook- 
lyn physician  reports  in  the  September  13  issue  of  the 
Journal  of  the  American  Medical  Association. 

A total  of  19  persons  who  would  normally  be  consid- 
ered to  be  unemployable  but  who  were  successfully  work- 
ing in  industrial  and  clerical  jobs  were  studied.  The  physi- 
cal condition  of  some  of  them  actually  improved  after 
they  started  working. 

On  the  basis  of  his  study.  Dr.  Alvin  Slipyan  suggested 
a possible  change  in  the  rule  that  persons  with  severe 
heart  disease  require  constant  rest  and  retirement  from 
work. 


The  early  twenties  are  the  safest  years  for  childbearing, 
Health  Information  Foundation  reports.  For  every  10,000 
live  babies  born  to  women  in  the  20-24  year  old  group 
today,  only  3.2  maternal  deaths  occur. 


DEWEY  W.  JOHNSTON,  M.D. 

Fort  Worth,  Texas 

The  recognition  of  xanthomatosis  second- 
ary to  diabetes  meUitus  dates  back  to  Addison 
and  Gull  about  1850.^  McGavack  and  Shephardson 
in  1933^  collected  92  cases  in  the  world  literamre. 
In  1941,  it  was  said  that  131  cases  had  been  re- 
ported, but  it  was  emphasized  that  many  of  these 
were  xanthoma  tuberosum  or  xanthoma  dissemi- 
natum.®  Of  21,000  diabetic  patients  of  Joslin’s  only 
14  were  noted  to  have  xanthoma.^  Most  recent  re- 
ports on  the  subject  are  single  case  reports.^’  ® 

It  is  surprising  in  light  of  recent  knowledge  in  the 
field  of  lipid  metabolism  that  eruptive  xanthomas 
are  not  more  commonly  seen  in  untreated  diabetes 
mellims.  Thannhausser  has  reviewed  the  xantho- 
matoses.® He  urged  the  adoption  of  the  term  erup- 
tive xanthoma  to  replace  xanthoma  diabeticorum 
since  the  pathogenesis  is  not  specific  for  diabetes 
mellitus.  The  classification  of  the  xanthomatoses  in 
table  1 is  after  Thannhausser. 


CASE  REPORT 

History. — A 12  year  old  girl  2 weeks  previously  had 
developed  a nonpruritic  rash  over  the  arms,  legs,  and 
buttocks.  The  onset  was  sudden,  and  the  lesions  had  con- 
tinued to  increase  in  size  and  number.  Her  history  indi- 
cated that  over  the  past  6 months  she  had  lost  5 pounds 
despite  a good  appetite.  Polydipsia  and  polyuria  had  been 
noted  for  2 months.  She  had  had  no  abdominal  pain. 
There  was  no  family  history  of  diabetes  or  skin  eruption. 

Physical  Examination. — The  patient’s  weight  was  70 
pounds;  blood  pressure  90/60;  pulse  80  and  regular; 
temperature  98.4  F.  She  was  underweight  and  appeared 
poorly  nourished.  Minimal  pallor  of  the  skin  was  present, 
but  the  color  of  the  mucous  membranes  was  normal.  'The 
fundi  were  normal.  No  adenopathy  was  present.  No  lesions 
of  the  mucous  membranes  were  present.  The  heart  and 
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lungs  were  normal.  The  liver  and  spleen  were  not  pal- 
pable. There  were  many  papular  lesions  of  the  skin,  most 
prominent  over  extensor  surfaces  of  the  arms  and  legs 
and  over  the  buttocks  (fig.  1).  To  a lesser  extent  the 
lesions  were  noted  over  the  back  of  the  chest,  around  the 
umbilicus,  and  over  the  face.  A pink  halo  was  character- 
istic of  the  larger  lesions.  Neurological  examination  was 
normal. 

Laboratory. — ^The  hematocrit  was  43  per  cent.  The  serum 
was  lipemic.  The  white  blood  count  was  8,100  per  cubic 
millimeter.  The  differential  was  68  per  cent  segmented 
cells,  5 per  cent  bands,  22  per  cent  lymphocytes,  3 per 
cent  monocytes,  and  2 per  cent  eosinophils.  Urinalysis  re- 
vealed acetone  and  diacetic  acid.  The  blood  chemical 
studies  are  recorded  in  table  2,  along  with  their  follow-up 
reports. 

Course. — The  patient  was  given  1,800  calorie  diet  with 
normal  fat  content  (180  Gm.  carbohydrate,  80  Gm.  fat, 
80  Gm.  protein).  Initially,  35  units  NPH  insulin  were 
required  for  control.  After  one  week  only  20  units  were 
needed.  At  the  end  of  1 month  the  dose  had  to  be  re- 
duced to  15  units.  Acetone  had  disappeared  from  the 
urine  when  checked  again  5 days  after  admission.  The 
essential  features  of  her  course  are  summarized  in  table  2. 
During  the  period  accounted  for  in  this  table  she  gained 
6 pounds,  and  all  skin  lesions  had  disappeared. 


COMMENT 

This  is  a typical  case  of  eruptive  xanthomatosis 
of  diabetes  mellitus,  exhibiting  features  characteristic 
of  most  cases  reported.  The  rash  is  of  sudden  onset 
and  progresses  very  rapidly  over  a short  period  of 
time.  Only  occasionally  does  the  rash  become  slightly 
pruritic.  The  distributions  of  the  lesions  over  the 
extensor  surfaces  of  the  extremities  is  character- 
istic. Although  this  patient  was  a young  girl, 
the  occurrence  has  been  reported  to  be  much  more 
common  in  males  than  females.^  The  disappearance 
of  the  lesions  following  insulin  therapy  is  ordinarily 
predictable  and  occurs  over  a period  of  4 to  6 weeks. 
The  mildness  of  the  diabetes  as  judged  by  the 
amount  of  insulin  required  is  of  particular  interest. 
This  has  been  a feamre  noted  too  in  most  of  the 
previous  reports. 

f.  Dewey  W.  Johnston,  on 

V internist,  presented  this  paper 

for  the  Texas  Diabetes  Associ- 
in  Houston  on  April  20, 

A case  of  eruptive  xanthoma  in  a 12  year  old  diabetic 
girl  is  reported.  The  physiology  and  derangements  involved 
in-  such  disorders  are  reviewed.  Special  attention  is  given  to 
lipid  metabolism. 


It  is  striking  to  see  the  marked  degree  of  lipemia 
exist  without  correlation  to  either  blood  sugar  or 
the  degree  of  ketosis.  It  was  necessary  to  reduce 
this  girl’s  insulin  dosage  from  the  initial  35  units 
of  NPH  to  15  units  because  of  the  development  of 
hypoglycemia  and  apparent  increased  sensitivity  to 
insulin  as  the  lipid  disorder  resolved.  Thannhausser 
has  emphasized  the  fact  that  insulin  alone  is  suf- 
ficient for  the  correction  of  the  hyperlipemia  when 
it  is  secondary  to  diabetes.  Dietary  fat  restriction  is 
not  required,  as  this  case  aptly  demonstrated.  To 
emphasize  this  fact,  the  patient  gained  6 pounds 


Fig.  1.  Papular  lesions  of  the  skin  of  the  buttocks,  legs, 
and  arms  in  a case  of  eruptive  xanthoma. 
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during  the  period  of  observation,  and  at  the  same 
time  cholesterol  and  fatty  acids  returned  to  normal. 
All  cases  of  eruptive  xanthomatosis  in  diabetes, 
secondary  to  diabetes  mellitus,  have  in  common  hy- 
perlipemia with  increase  in  cholesterol  and  fatty 
acids.  Most  exhibit  a mild  ketosis.  Lipemia  retinalis 
was  not  observed  in  this  case.  It  is  said  that  before 
lipemia  retinalis  occurs  the  total  lipid  level  exceeds 
3,500  mg.  per  100  cc.^ 

Differential  diagnosis  usually  includes  xanthoma 
tuberosum  and  xanthoma  disseminamm,  neither  of 
which  has  lipemic  serum.  Thannhausser  has  apdy 
reviewed  other  diagnostic  considerations.  His  classi- 
fication aids  in  the  consideration  of  the  differential 
diagnoses.® 

PATHOLOGtCAL  PHYSIOLOGY 

The  clinical  correlation  of  the  increased  incidence 
of  atherosclerotic  disease  in  diabetes  mellitus  has 
long  been  established.  Root  noted  an  incidence  of 
myocardial  infarction  of  23  per  cent  compared  to 
6 per  cent  in  a group  of  persons  with  diabetes 
versus  controls  between  40  and  60  years  of  age.^® 
That  lipid  metabolism  is  directly  related  to  the  de- 
velopment of  atherosclerosis  is  a fact  now  well 
established.  The  question  of  so  much  debate  has 
been  related  to  the  mechanisms  by  which  such  re- 
lationship may  be  produced  or  exists.  Critical  work 
on  the  aspects  of  lipid  metabolism  in  diabetes  mel- 
lims  is  of  recent  origin.  Knowledge  at  present  is 
far  from  complete.  The  major  developments  de- 
serve summary  here,  however,  since  there  is  no  more 
dramatic  disruption  of  lipid  metabolism  than  occurs 
in  eruptive  xanthomatosis  in  the  diabetic.  Know- 

TABLE  1. — Classification  of  X.anthomatoses. 
Hypercholesteremic. 

1.  Essential  xanthomatosis. 

2.  Secondary  to  liver  disease. 

3.  Hypothyroidism. 

Hyperlipemia  with  Secondary  Eruptive  Xanthoma. 

1.  Idiopathic — familial  (associated  with  hepatospleno- 
megaly  and  occasionaly  glycosuria). 

2.  Symptomatic. 

a.  Diabetes. 

b.  Chronic  pancreatitis. 

c.  Glycogen  storage  disease  (von  Gierke). 

d.  Lipoid  nephrosis. 

Normocholesteremic. 

1.  Eosinophilic  granula — Schuller-Christian  syndrome. 

2.  Essential  xanthomatosis  of  normocholesteremic  type. 

3.  Xanthoma  cells  in  inflammatory  granulomas  and  true 
tumors. 

Modified  from  Thannhausser,  S.  J.;  Lipidoses;  Diseases 
of  Cellular  Lipid  Metabolism,  Oxford  Medicine,  vol.  4,  p. 
214  (3),  Oxford,  Oxford  University  Press,  1949. 


ledge  of  the  metabolic  factors  involved  in  this  clin- 
ical state  would  shed  important  information  on  lipid 
metabolism  in  general. 

The  participation  of  insulin  in  metabolism  is  at 
multiple  sites.  The  basic  mechanism  by  which  its 
various  functions  are  accomplished  has  not  been 
fully  explained.^®’  Insulin  is  directly  concerned 
with  metabolic  functions  listed  in  table  3.  Chernick 
and  Chaikoff’®  and  Stadie^^  have  shown  that  two 
separate,  distina,  and  independent  blocks  exist  in 
liver  slices  of  the  diabetic  animal.  First,  there  is  a 
block  in  the  early  stage  of  glucose  metabolism. 
Second,  despite  adequate  acetyl  coenzyme  A and 
hydrogen  for  reduction,  fatty  acids  cannot  be  syn- 
thesized. That  different  tissues  do  not  share  in  the 
same  mechanism  of  insulin  action  is  noted  in  table 
4.  Adipose  tissue  is  an  active  metabolic  tissue  with 
functions  as  pertains  to  insulin,  very  much  the  same 
as  the  liver.  The  case  presented  here  is  a striking 
clinical  example  of  the  effect  of  diabetes  on  lipid 
metabolism.  Herein,  we  are  concerned  chiefly  with 
interrelationships  existing  between  fatty  acids,  chol- 
esterol, fat  transport,  and  glucose  metabolism. 

The  basic  mechanisms  from  which  the  various 
metabolic  derangements  of  the  diabetic  person  occur 
are  not  fully  explained.  It  is  evident,  however,  that 
acetyl  coenzyme  A assumes  a major  role.  It  is  here 
that  the  interrelationship  of  fat,  carbohydrate,  and 
protein  becomes  apparent.  In  diabetes  meUims  there 
is  an  increased  oxidation  of  fatty  acids.  The  end 
product  of  beta  oxidation  of  fatty  acids  is  acetyl 
coenzyme  A.  Impaired  glucose  metabolism  and  gly- 
colysis results  in  a deficient  supply  of  energy  rich 
phosphate  bonds  to  drive  the  Krebs  cycle.  The  result 
of  a lack  of  oxaloacetate  to  combine  with  acetyl 
coenzyme  A results  in  the  accumulation  of  acetyl 
coenzyme  A.  This  excess  of  acetyl  coenzyme  A is 
further  aggravated  by  impaired  synthesis  of  fatty 
acid.  As  alluded  to  in  the  previous  paragraph,  this 
is  a specific  block  in  fatty  acid  synthesis  which  is 
corrected  solely  by  insulin.^^’  Stadie  has  inferred 
that  the  site  of  the  block  is  between  acetyl  coenzyme 
A and  butyryl  coenzyme  A.  The  pathway  then  fol- 
lowed by  the  accumulated  acetyl  coenzyme  A is  one 
of  condensation  to  acetoacetyl  coenzyme  A.  By  the 
action  of  hepatic  deacylase  acetoacetic  acid  is  formed. 
This  is  a reaction  which  is  essentially  limited  to  the 
liver.  This  accounts  for  the  rise  in  ketone  bodies. 

The  excess  of  acetyl  coenzyme  A not  only  results 
in  ketosis  but  also  probably  accelerates  the  pathway 
of  cholesterol  synthesis.  Cholesterol  is  synthesized 
directly  from  "active  acetate.”  The  condensation  of 
acetyl  coenzyme  A and  a decarboxylation  results  in 
a 5 carbon  fragment — dimethylacrylate.  Six  of  these 
units  condense  through  various  steps  to  form  squa- 
lene.  This  cyclizes  to  form  cholesterol,  which  once 
synthesized  has  only  one  mode  of  exit — excretion 
by  way  of  the  bile  ducts.  There  is  no  evidence  that 
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Table  2. — Course  of  a Case  of  Eruptive  Xanthoma  in  a 12  Year  Old  Diabetic  Patient. 


Fasting 

Carbon  Dioxide 

Cholesterol 

Fatty 

Lipemia 

Xanthomas 

Blood  Sugar 

Combining  Power 

(mg./ 100  cc.) 

Acids 

(mg./lOO  cc.) 

(vol.  %) 

(mg./lOO  cc.) 

June  19 

266 

41 

562 

+ 

June  21 

2,130 

+ 

No  new 

lesions 

detectible 

June  26 

Not  present 
for  first 
time 

June  28 

388 

Early 

resolution 

Aug.  1 

105 

168 

172 

(Zomplete 

clearing 

Diet — 1,800  calories:  180  Gm.  carbohydrate,  80  Gm.  fat,  80  Gm.  protein. 


this  excretory  function  is  impaired  in  diabetes  as  it 
is  in  hypothyroidism.  Thus  again  it  is  emphasized 
that  endogenous  synthesis  takes  precedence  over 
exogenous  sources  in  certain  hypercholesterolemic 
states.  Reduaion  of  dietary  cholesterol  has  no  sig- 
nificant effect  on  this  hypercholesterolemia,  except 
perhaps  to  accentuate  the  pathway  of  synthesis.^® 

It  has  been  mentioned  that  there  is  increased 
oxidation  of  fatty  acids  and  impaired  synthesis  of 
long  chain  fatty  acids;  yet,  in  eruptive  xanthomatosis 
tremendous  elevation  in  serum  fatty  acids  occurs. 
This  increase,  therefore,  can  result  only  from  trans- 
port, turnover,  and/or  some  unidentified  mechanism 
of  release  from  the  periphery.  The  mechanism  of  this 
release  and  transport  derangement  is  as  yet  unex- 
plained. Studies  of  lipoproteins  in  diabetic  acidosis 
and  xanthomatosis  have  pointed  out  this  obvious 
dismrbance  in  fat  transport.^®-  Normal  transport 
is  accomplished  by  progression  from  high  to  lower 
Sf  class  (from  low  to  high  density  lipoprotein). 

Table  3. — Action  of  Insulm.‘^ 

Participates  indirect  in — 

Glucose  metabolism. 

Transfer  of  glucose  across  cell  membrane. 

Transformation  of  glucose  to  glucose-6-phosphate 
by  hexokinase. 

Formation  of  adenosinetriphosphate  and  the  oxi- 
dative reaaions  in  the  Krebs  cycle. 

Fat  metabolism. 

Fatty  acid  synthesis — 


Acetyl  coenzyme  A->-butytyl  coenzyme  A 
(Stadie) 

( Acetoacetate->-acetoacetyl  coenzyme  A?) 


Table  4. — Site  of  Action  of  Insulin  in  Different  Tissues. 

Muscle : 

Cell  surface  only;  mechanism  is  chiefly 

one  of  transport. 

Liver : 

Glucose  oxidation;  fatty  acid  synthesis. 

Adipose  tissue: 

Same  as  liver. 

Brain: 

No  demonstrable  effea. 

Modified  from  Stadie,  W.  C.:  Newer  Concepts  of  Action 
of  Insulin,  Am.  J.  Clin.  Nutrition  5:393-403  (July-Aug.) 
1957. 


Sf 12-400  is  elevated  and  the  higher  the  Sf  number 
the  more  massive  the  elevation.  Therapy  has  been 
shown  to  reverse  this  change.  This  derangement  in 
transport  of  fat  no  doubt  is  associated  directly  with 
the  production  of  lipemic  serum,  but  other  unknown 
factors  also  must  play  a part.  Relative  decrease  in 
phospholipids  may  be  involved.  A lipemia  clearing 
faaor,  lipoprotein  lipase,  has  been  described.  “This 
removes  triglycerides  from  microscopically  visible 
chylomicrons  as  well  as  from  the  more  soluble  lipo- 
proteins, and  the  liberated  fatty  acids  are  carried  by 
serum  albumin  until  they  gain  access  to  intracellular 
oxidative  systems.”^®  No  one  has  shown  that  this 
enzyme  is  in  any  way  involved  in  the  lipemia  of 
diabetic  xanthomatosis. 


SUMMARY 

A case  of  eruptive  xanthomatosis  has  been  re- 
viewed. The  metabolic  pathways  and  derangements 
involved  have  been  emphasized. 
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those  patients  who  were  skin  tested  with  digitalis 
preparations,  the  majority  gave  negative  reaaions 
although  a case  reported  by  Mosko  and  Taylor  gave 
positive  direct  and  passive  transfer  tests.^  Most  of 
the  patients  reported  failed  to  show  the  presence  of 
eosinophilia,  which  is  often  associated  with  allergic 
reaction. 

Once  the  patient  has  responded  allergically  to  digi- 
talis, drugs  are  notably  unsuccessful  in  the  control  of 
this  allergic  response.  In  spite  of  antihistamines  and 
even  steroids,  patients  were  not  prevented  from  hav- 
ing reactions;  and  treatment  after  reactions  occurred 
did  not  hasten  the  disappearance  of  the  reaction.  The 
urticarial  lesions  invariably  disappeared  from  3 to  7 
days  after  discontinuation  of  the  drug. 


Allergic  Reaction 
To  Digitalis 

Case  Report 

RAY  H.  SKAGGS,  M.D. 

Houston,  Texas 


TOXIC  MANIFESTATIONS  from  overdosage  of 
digitalis,  such  as  nausea,  vomiting,  diarrhea,  dis- 
mrbance  of  vision,  and  changes  in  the  electrocardio- 
gram, are  well  known,  but  the  occurrence  of  a true 
allergic  reaction  to  digitalis  is  so  uncommon  as  to 
be  seldom  considered  by  most  physicians.^’  ® The 
presentation  of  a patient  with  an  allergic  response 
to  digitalis  will  be  made. 


REVIEW  OF  LITERATURE 

From  the  few  reports  in  the  literature  patients  who 
have  had  allergic  manifestations  to  the  drug  have 
shown  urticaria  and  erythema  predominantly.  Only 
1 patient  has  been  reported  as  having  attacks  of 
asthma  as  a consequence  of  coming  in  contact  with 
the  drug — a pharmacologist  who  had  attacks  of 
asthma  while  working  with  powdered  digitalis.® 
Most  of  these  reported  cases  had  the  occurrence  of 
symptoms  from  several  days  to  several  weeks  after 
the  administration  of  digitalis.  The  more  immedi- 
ate reaction  occurred  after  the  purified  preparations, 
and  the  more  delayed  reaction  occurred  after  the 
whole  leaf  preparation.'^  Cohen  and  Brodsky,  how- 
ever, reported  a reaction  within  30  minutes  after 
the  ingestion  of  0.5  cc.  of  tincture  of  digitalis.^  Of 


CASE  REPORT 

The  present  case  is  one  of  a patient  who  exhibited 
urticarial  reaaions  repeatedly  after  administration  of 
different  forms  of  digitalis  by  different  routes. 

R.  L.  B.,  a 47  year  old  housewife,  was  admitted  to 
Methodist  Hospital,  Houston,  March  5,  1957,  for  mitral 
valvotomy.  She  gave  a history  of  attacks  of  fever,  sore 
throat,  and  migratory  polyarthritis  at  the  age  of  13  and 
again  at  the  age  of  29.  At  neither  time  was  the  patient 
advised  of  the  presence  of  heart  disease.  In  1952  she  ex- 
perienced an  episode  of  weakness,  exertional  dyspnea,  and 
pedal  edema  which  was  said  to  be  due  to  thyrotoxicosis 
and  which  was  improved  by  medication.  Eighteen  months 
later  a goiter  was  removed  surgically.  Following  the  thy- 
roideaomy  the  patient  was  given  dessicated  thyroid  by 
mouth  which  was  later  discontinued  because  of  the  ap- 
pearance of  attacks  of  substernal  pain  diagnosed  as  angina 
pectoris  in  1954.  From  that  time  until  admission  to  the 
hospital  the  patient  experienced  exertional  dyspnea,  orth- 
opnea pedal  edema,  and  hemoptysis.  In  spite  of  treatment 
with  mercurial  diuretics  she  experienced  progressive  in- 
crease in  her  symptoms.  Four  months  prior  to  admission 
to  the  hospital  she  was  given  whole  leaf  digitalis  for  the 
first  time.  Shortly  after  its  administration  she  developed 
urticarial  lesions  and  had  to  be  hospitalized  for  treatment. 
She  recovered  from  the  urticaria  in  1 week  and  received 
no  further  digitalis  until  her  admission  to  Methodist  Hos- 
pital. 


Dr.  Ray  H.  Skaggs  is  clinical 
associate  professor  of  medicine, 
Baylor  University  College  of 
Medicine  and  director,  Cardio- 
Respiratory  Unit,  Methodist 
Hospital. 

Although  toxic  manifestations  from  overdosage  of  digitalis 
are  well  known,  true  allergic  reactions  are  rare.  This  report 
of  a patient  with  rheumatic  mitral  valvular  disease  undergo- 
ing surgery  and  subsequently  developing  urticarial  lesions 
following  the  administration  of  digitalis  appears  typical  of 
an  allergic  reaction.  Intravenous  Benadryl  gave  helpful  relief. 
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ALLERGY  TO  DIGITALIS  — Skaggs  — continued 

Physicial  examination  on  admission  revealed  a middle 
aged  white  woman  who  did  not  appear  ill.  The  blood  pres- 
sure was  130/80,  and  the  pulse  rate  was  80  per  minute. 
The  eyes,  ear,  nose,  and  throat  were  normal.  A thyroidec- 
tomy scar  was  present.  The  heart  was  enlarged  with  the  left 
border  of  cardiac  dullness  being  in  the  anterior  axillary 
line.  There  was  a sinus  rhythm  present  with  accenmation 
and  splitting  of  the  pulmonary  second  sound.  There  was 
a rumbling  diastolic  and  a soft  blowing  systolic  murmur 
heard  at  the  apex.  There  was  no  enlargement  of  the  liver 
or  pedal  edema. 

Laboratory  smdies  revealed  a normal  blood  count  and 
urinalysis.  The  teleoroentgenogram  revealed  moderate  car- 
diac enlargement  with  configuration  suggesting  both  right 
and  left  ventricular  enlargement  with  some  prominence  of 
the  undivided  pulmonary  artery.  The  elearocardiogram 
showed  evidence  of  left  ventricular  hypertrophy. 

It  was  the  impression  of  the  attending  physician  that  the 
patient  had  rheumatic  heart  disease  with  mitral  stenosis 
and  insufficiency  and  that,  although  she  was  not  an  ideal 
candidate  for  mitral  valvotomy,  she  might  well  be  improved 
by  it.  Gitalin,  0.5  mg.  orally,  was  given  on  March  8 and 
March  9,  1957,  and  by  6 p.m.  March  9 the  patient  had 
broken  out  with  intensely  pruritic  urticarial  lesions  which 
covered  the  entire  body.  She  was  given  diphenhydramine 
hydrochloride  (Benadryl)  orally,  and  when  this  failed  to 
control  the  urticaria,  it  was  administered  intravenously. 
She  obtained  relief  from  the  urticaria  for  about  1 hour 
after  intravenous  injection,  and  this  was  repeated  as  often 
as  needed  to  give  her  relief.  The  gitalin  was  discontinued 
after  the  second  dose  on  March  9.  By  the  following  morn- 
ing the  urticaria  was  so  severe  it  was  decided  to  begin 
the  patient  on  steroid  therapy,  and  prednisone,  5 mg.,  was 
given  by  mouth  every  6 - hours.  The  patient  improved 
slowly  but  continued  to  require  intravenous  diphenhydra- 
mine for  relief  of  the  urticaria.  There  were  no  specific 
joint  symptoms,  fever,  or  eosinophilia. 

By  March  13  the  urticaria  had  disappeared,  and  the 
diphenhydramine  and  prednisone  were  discontinued.  On 
that  day  she  was  operated  on,  and  the  mitral  valve  was 
opened  by  the  finger  fracture  technique.  The  valve  leaflets 
sep>arated  easily,  and  there  was  no  noticeable  increase  in  the 
regurgitant  jet  afterwards.  The  operative  procedure  was  tol- 
erated well;  however,  the  day  after  surgery  she  developed 
auricular  fibrillation  with  a ventricular  rate  of  140  per 
minute.  She  was  given  intramuscular  quinidine  in  an  un- 
successful attempt  to  convert  the  rhythm  to  sinus.  Because 
of  impending  cardiac  failure  she  was  given  intravenous 
acetyl  digitoxin  (Cedilanid),  0.8  mg.,  at  12  noon  and 
again  at  6 p.m.  March  15.  She  also  was  given  a mercurial 
diuretic  intramuscularly  on  this  day.  The  following  day  she 
was  given  one  of  the  glycosides  of  Digitalis  lanata  (Digox- 
in)  by  mouth.  At  midnight  March  16,  36  hours  after  the 
first  intravenous  digitalis  was  given,  she  developed  gen- 
eralized urticaria.  At  this  time  she  was  started  on  intra- 
muscular injeaions  of  ACTH  gel  every  12  hours  and 
intravenous  injeaions  of  diphenhydramine.  The  rhythm 
converted  to  sinus  during  the  day  of  March  16,  and  no 
further  digitalis  was  given.  By  March  18  the  urticaria  had 
cleared  completely  and  the  ACTH  and  diphenhydramine 
were  discontinued.  The  patient  was  maintained  on  oral 
quinidine  and  had  no  further  episodes  of  auricular  fibril- 
lation. She  had  an  otherwise  uneventful  postoperative 
course  and  was  discharged  from  the  hospital  on  the  tenth 
postoperative  day. 

Three  months  after  her  surgery  she  was  seen  again  and 
found  to  be  markedly  improved  symptomatically.  At  this 
time  skin  tests  were  performed  with  various  digitalis  prep>- 


arations  including  a whole  leaf  prep)aration.  Digitalis  lan- 
ata, Digitalis  purpurea,  and  Digitalis  folium.  In  addition, 
ouabain  was  tested.  Scratch  and  intracutaneous  injeaion 
of  these  prep>arations  failed  to  elicit  a local  or  systemic 
reaaion. 


COMMENT 

This  patient  was  found  to  conform  with  the  ma- 
jority of  reported  cases  of  allergy  to  digitalis.  The 
onset  of  urticaria  after  receiving  a purified  glycoside 
was  36  hours  in  both  episodes  in  the  hospital.  After 
the  first  episode  there  had  been  some  speculation 
among  the  attending  physicians  as  to  the  possibility 
of  the  urticaria  being  due  to  emotional  tension.  It 
was  thought  by  some  that  anxiety  concerning  the 
operation  and  the  knowledge  that  she  was  receiving 
digitalis  might  have  been  sufficient  to  produce  the 
urticaria.  However,  at  the  time  of  administration  of 
the  intravenous  digitalis,  the  patient  was  not  aware 
that  she  was  receiving  the  medication.  The  response 
to  oral  diphenhydramine  was  negligible  even  when 
the  drug  was  given  in  doses  of  100  mg.  every  2 
hours.  By  intravenous  injection,  however,  Benadryl 
was  notably  helpful  with  relief  of  urticaria  in  min- 
utes. The  effectiveness  of  prednisone  and  ACTH  was 
more  difficult  to  estimate.  There  was  more  rapid 
clearing  of  urticaria  after  the  use  of  ACTH  than 
with  prednisone,  and  it  may  well  prove  to  be  helpful 
in  management.  However,  the  possibility  of  salt  and 
water  retention  in  cardiac  patients  makes  the  use 
of  these  drugs  limited.  The  lack  of  response  to  skin 
test  doses  of  various  forms  of  digitalis,  absence  of 
eosinophilia,  failure  of  appearance  of  signs  of  serum 
sickness,  or  anaphylactoid  type  of  reaction  would 
seem  to  be  the  rule  rather  than  the  exception  in 
digitalis  induced  allergies. 

SUMMARY 

A brief  case  history  of  a patient  with  rheumatic 
mitral  valvular  disease  undergoing  surgery  and  sub- 
sequently developing  urticarial  lesions  following  the 
administration  of  digitalis  was  presented. 
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Coming  Meetings 


Texas  Medical  Association,  San  Antonio,  April  18-21,  1959  (Con- 
ference of  County  Medical  Society  Officials  and  Symposium  on 
Legislation,  Jan.  24,  1959).  Dr.  Howard  O.  Smith,  Pres.;  Mr.  C. 
Lincoln  Williston,  1801  North  Lamar  Blvd.,  Austin,  Exec.  Secy. 
American  Medical  Association,  Atlantic  City,  June  8-12,  1959.  Dr. 
Gunnar  Gundersen,  La  Crosse,  Wis.,  Pres.;  Dr.  F.  J.  L.  Blas- 
ingame,  535  North  Dearborn,  Chicago  10,  Exec.  Vice-Pres. 

Current  Meetings 


January 

International  College  of  Surgeons,  U.  S.  Chapter,  Miami  Beach,  Jan. 
4-7,  1959.  Dr.  Curtice  Rosser,  Dallas,  Pres.;  Dr.  Karl  Meyer, 
1516  Lake  Shore  Dr.,  Chicago,  Secy. 

Texas  Radiological  Society.  Dallas.  Jan.  30-31.  1959.  Dr.  R.  F.  Wem. 

Amarillo,  Pres.;  Dr.  J.  E.  Miller,  6407  Forest  Lane,  Dallas  30,  Secy. 
Texas  Society  of  Pathologists,  Houston,  January  25,  1959.  Dr.  John 
H.  Childers.  Galveston,  Pres.;  Dr.  Marvin  H.  Grossman,  Box  57, 
Dallas,  Secy. 

Texas  Urological  Society.  San  Antonio,  Jan.  24-25,  1959.  Dr. 
Charles  Hooks,  Galveston,  Pres.;  Dr.  Charles  Hulse,  405  Medi- 
cal Professional  Building,  San  Antonio,  Secy. 

Twelfth  Distria  Society,  Marlin,  Jan.  13.  1959.  Dr.  W.  A.  Cher- 
nosky.  Temple,  Pres.;  Dr.  Bernard  Roser,  Corsicana,  Secy. 

International  Medical  Assembly  of  Southwest  Texas,  San  Antonio, 
Jan.  26-28,  1959.  Dr.  Lawrence  B.  Reppert,  817  South  Texas 
Bldg.,  San  Antonio,  Secy  ; S.  E.  Cockrell,  202  W.  French  Place, 
San  Antonio,  Exec.  Secy. 

North  Texas-Southern  Oklahoma  Fall  Clinical  Conference,  January. 
1959.  Dr.  Frank  J.  Lee,  1300  8th,  Wichita  Falls,  Chm. 


February 

American  Academy  of  Allergy,  Chicago,  Feb.  9-11.  1959-  Dr.  Max 
Samter,  Oak  Park,  111.,  Pres.;  Dr.  Bram  Rose,  Royal  Victoria 
Hospital,  Montreal,  Canada,  Secy. 

American  College  of  Radiology,  Chicago.  Feb.  6-7,  1959.  Dr.  Vincent 
W.  Archer,  Charlottesville,  Va.,  Pres.;  Mr.  W.  C.  Stronach,  20  N. 
Wacker  Dr..  Chicago  6,  Executive  Director. 

South  Central  Association  of  Blood  Banks,  Austin,  February,  1959. 
Dr.  Louis  Manhoff,  Jr.,  San  Antonio,  Pres.;  L.  Ruth  Guy,  Ph.D., 
Room  1101,  Stoneleigh  Hotel,  Dallas,  Secy. 

Texas  Association  of  Obstetricians  and  Gynecologists,  Fort  Worth,  Feb. 
14,  1959.  Dr.  Jesson  L.  Stowe,  El  Paso,  Pres.;  Dr.  Oran  V.  Prejean.  -• 
1317  N.  Washington  St.,  Dallas,  Secy. 

Texas  Proctologic  Society,  New  Orleans,  February  28,  1959.  Dr. 

C.  P.  Hardwicke,  Austin,  Pres.;  Dr.  H.  Gray  Carter,  915  St.  Jo- 
seph St.,  Dallas,  Secy. 

Texas  Public  Health  Association,  San  Antonio,  Feb.  22-25,  1959. 
Dr.  D.  R.  Reilly,  San  Angelo,  Pres.;  Mr.  Joseph  N.  Murphy,  Jr.. 
Box  4012,  Austin  51,  Executive  Secy. 

First  District  Society,  Fort  Stockton,  February,  1959.  Dr.  H.  D.  Gar- 
rett. El  Paso,  Pres.;  Dr.  E.  S.  Crossett,  1501  Arizona  St.,  El  Paso, 
Secy. 


National  and  Regional 

American  Academy  of  Dermatology  and  Syphilology.  Dr.  Everett  R. 
Seale,  Houston,  Pres.;  Dr.  R.  R.  Kierland,  Mayo  Clinic,  Roches- 
ter, Minn.,  Secy. 

American  Academy  of  General  Practice,  San  Francisco,  April  6-9,  1959- 
Dr.  Holland  T.  Jackson.  Fort  Worth,  Pres.;  Mr.  Mac  F.  Cahal, 
Volker  Blvd.  at  Brookside,  Kansas  City  12,  Executive  Secy. 


American  Academy  of  Ophthalmology  and  Otolaryngology.  Dr.  Le- 
Roy  A.  Schall,  Boston,  Pres.;  Dr.  W.  L.  Benedin,  15  Second  St. 
S.W.,  Rochester,  Minn.,  Secy. 

American  Academy  of  Pediatrics.  Chicago,  Oct.  20-23,  1959.  Dr.  Stew- 
art H.  Clifford,  Brookline,  Mass.,  Pres.;  Dr.  E.  H.  Christopherson, 
1801  Hinman  Ave.,  Evanston,  111.,  Secy. 

American  Association  for  Maternal  and  Infant  Health,  I960.  Mr. 
Howard  I.  Wells,  Jr.,  116  S.  Michigan  Ave.,  Chicago  3,  Executive 
Secy. 

American  Association  for  Thoracic  Surgery,  Los  Angeles,  April  21-23, 
1959.  Dr.  Michael  E.  DeBakey,  Houston,  Pres.;  Dr.  Hiram  T. 
Langston,  7730  Corondelet  Ave.,  St.  Louis  5,  Secy. 

American  Association  of  Genito-Urinary  Surgeons,  Absecon,  N.  J.. 
April  15-17,  1959.  Dr.  John  A.  Taylor,  New  York,  Pres.;  Dr. 
W.  J.  Engel,  2020  E.  93rd  St.,  Cleveland  6,  Secy. 

American  Association  of  Obstetricians  and  Gynecologists.  Dr.  Wil- 
liam F.  Mengert,  Chicago,  Pres.;  Dr.  E.  Stewart  Taylor,  Uni- 
versity of  Colorado  School  of  Medicine,  4200  E.  9th,  Denver, 
Secy. 

American  Cancer  Society.  Dr.  L.  T.  Coggeshall,  Chicago,  Pres.;  M. 

R.  Runyon,  521  W.  57th,  New  York,  Executive  Vice-Pres. 
American  College  of  Allergists,  San  Francisco,  March  15-20.  1959. 

Dr.  Merle  W.  Moore,  Portland,  Ore.,  Pres.;  Dr.  M.  Coleman  Harris, 
450  Sutter  St.,  San  Francisco,  Secy. 

American  College  of  Chest  Physicians,  Atlantic  City,  June  3-7,  1959- 
Dr.  Donald  R.  McKay,  Buffalo.  Pies.;  Mr.  Murray  Kornfeld,  112 
E.  Chestnut,  Chicago  11,  Executive  Secy. 

American  College  of  Gastroenterology.  Dr.  C.  Wilmer  Wirts,  Phila- 
delphia, Pres.;  Mr.  Daniel  Weiss,  33  West  60th,  New  York  23. 
Executive  Director. 

American  College  of  Obstetricians  and  Gynecologists.  Atlantic  City, 
April  5-9,  1959.  Dr.  R.  Glen  Craig,  San  Francisco,  Pres.;  Dr. 
John  C.  Ullery,  15  S.  Clark  St.,  Chicago  3,  Secy. 

American  College  of  Physicians,  Chicago,  April  20-24,  1959.  Dr. 
Dwight  L.  Wilbur,  San  Francisco,  Pres.;  Mr.  E.  R.  Loveland,  4200 
Pine,  Philadelphia  4,  Secy. 

American  College  of  Surgeons.  Dr.  William  L.  Estes,  Bethlehem,  Pa., 
Pres.;  Dr.  Michael  L.  Mason,  40  E.  Erie,  Chicago  11.  Secy. 
American  Congress  of  Physical  Medicine  and  Rehabilitation,  Min- 
neapolis, Aug.  30-Sept.  4,  1959.  Dr.  Donald  L.  Rose,  Kansas  City. 
Kan.,  Pres.;  Frances  Baker,  One  Tilton,  San  Mateo,  Calif.,  Secy. 
American  Dermatological  Association,  Atlantic  City,  June  1-4,  1959- 
Dr.  J.  Lamar  Callaway,  Durham.  N.  C.,  Pres.;  Dr.  Wiley  M. 
Sams,  25  Southeast  2nd  Ave.,  Miami,  Secy. 

American  Gastroenterological  Association,  Atlantic  City.  June  5-6, 
1959.  Dr.  C.  J.  Barborka,  Chicago.  Pres.;  Dr.  F.  J.  Ingelfinger, 
65  E.  Newton,  Boston  18,  Secy. 

American  Gynecological  Society,  Hot  Springs,  Va.,  May  25-27,  1959- 
Dr.  Lewis  C.  Scheffey,  Philadelphia,  Pres.;  Dr.  A.  A.  Marchetti, 
3800  Reservoir  Rd.  N.W.,  Washington  7,  D.  C , Secy. 

American  Heart  Association.  Dr.  Robert  W.  Wilkins.  New  York, 
Pres.;  Mr.  John  D.  Brundage,  44  E.  23rd,  New  York  10,  Secy. 
American  Hospital  Association,  New  York,  Aug.  24-27,  1959-  Mr. 
Tol  Terrell,  San  Angelo,  Pres.;  Dr.  Edwin  L.  Crosby,  18  E. 
Division,  Chicago  10,  Executive  Direaor. 

American  Laryngological,  Rhinological,  and  Otological  Society,  Hot 
Springs,  Va.,  March  10-12,  1959-  Dr.  G.  D.  Hoople,  Syracuse, 
N.  Y.,  Pres.;  Dr.  C.  S.  Nash,  708  Medical  Arts  Bldg.,  Rochester, 
N.  Y.,  Secy. 

American  Neurological  Association,  Atlantic  City,  June  15-17,  1959. 
Dr.  Bernard  J.  Alpers,  Philadelphia,  Pres.;  Dr.  Charles  Rupp.  133 

S.  36th,  Philadelphia  4.  Secy. 

American  Ophthalmological  Society,  Hot  Springs.  Va.,  May  28-30, 
1959.  Dr.  Derrick  Vail,  Chicago.  Pres.;  Dr.  M.  C.  Wheeler.  30  W. 
59th,  New  York  19,  Secy. 

American  Orthopaedic  Association.  Lake  Placid.  N.  Y.,  June  15-18, 
1959.  Dr.  C.  Leslie  Mitchell,  Detroit,  Pres.;  Dr.  Lee  Ramsay 
Straub,  535  East  70th  St.,  New  York  21,  Secy. 

American  Pediatric  Society,  Buck  Hill  Falls,  Pa.,  May  6-8,  1959.  Dr. 
Joseph  Stokes,  Jr.,  Philadelphia.  Pres.;  Dr.  A.  C.  McGuinness,  Room 
1036,  2800  Quebec  St..  N.W.,  Washington  8,  D.  C.  Secy. 
American  Proaologic  Society,  Atlantic  City,  June  15-18,  1959.  Dr. 
Karl  Zimmerman.  Pittsburgh.  Pres.;  Dr.  Norman  D.  Nigro,  10 
Peterboro,  Detroit  1,  Secy. 

American  Psychiatric  Association,  Philadelphia,  April  26-May  1,  1959. 
Dr.  Francis  J.  Gerty,  Chicago,  Pres.;  Dr.  C.  H.  Hardin  Branch, 
156  Westminister  Ave.,  Salt  Lake  City.  Secy. 

American  Public  Health  Association.  Roy  J.  Morton,  Oak  Ridge, 
Tenn.,  Pres.;  Dr.  Berwyn  F.  Mattison,  1790  Broadway.  New 
York  19,  Executive  Secy. 

American  Society  of  Anesthesiologists.  Dr.  Ralph  S.  Sappenfield, 
Miami  37,  Pres.;  Dr.  J.  E.  Remlinger,  Jr..  188  W.  Randolph, 
Chicago  1,  Secy. 

American  Society  of  Clinical  Pathologists.  Dr.  Harry  P.  Smith,  New 
York.  Pres.;  Dr.  Clyde  G.  Culbertson,  1040  W.  Michigan,  Indi- 
anapolis 6.  Secy. 

American  Surgical  Association,  San  Francisco,  April  15-17,  1959. 
Dr.  I.  S.  Ravdin,  Philadelphi.a,  Pres.;  Dr.  William  Altemeier, 
Cincinnati  General  Hospital,  Cincinnati  29,  Secy. 
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American  Urological  Association,  Atlantic  City,  April  20-23,  1959. 
Dr.  Adolph  Kutamann,  Los  Angeles,  Pres.;  Dr.  Samuel  L.  Raines. 
188  S.  Bellevue  Blvd.,  Memphis,  Tenn.,  Secy. 

Association  of  American  Physicians  and  Surgeons,  Fort  Worth,  April 
2-4,  1959-  Dr.  Mai  Rumph,  Fort  Worth,  Pres.;  Mr.  Harry  E. 
Northam,  185  N.  Wabash  Ave.,  Chicago  1,  Executive  Secy. 
National  Tuberculosis  Association,  Chicago,  May  24-29,  1959.  Dr. 
Mario  M.  Fischer,  New  York,  Pres.;  Mrs.  Wallace  B.  White. 
1790  Broadway,  New  York  19.  Secy. 

Radiological  Society  of  North  America.  Dr.  Leo  G.  Rigler,  Los 
Angeles,  Pres.;  Dr.  Donald  S.  Childs,  713  E.  Genesee,  Syracuse 
2.  N Y..  Secy. 

Southern  Medical  Association,  Atlanta,  Ga.,  Nov.  16-19,  1959. 
Dr.  Milford  O.  Rouse,  Dallas,  Pres.;  Mr.  V.  O.  Foster,  2601 
Highland  Avenue,  Birmingham  5,  Executive  Secy. 

Southern  Psychiatric  Association.  Dr.  Frank  Luton,  Nashville.  Pres.; 

Dr.  Iverson  O.  Brownell,  Greenville,  S.  C.,  Secy. 

Southern  Surgical  Association.  Dr.  James  D.  Rives,  New  Orleans, 
Pres.;  Dr.  George  G.  Finney,  2947  St.  Paul,  Baltimore  18,  Secy. 
Southwest  Allergy  Forum.  Houston,  April  26-28,  1959.  Dr.  Richard 
L.  Etter,  Houston,  Pres.;  Dr.  Richard  H.  Jackson,  156  Hermann 
Professional  Building,  Houston,  Secy. 

Southwest  Regional  Cancer  Conference.  Dr.  O.  J.  Wollenman,  Fort 
Worth.  Chm.;  Mrs.  Ira  Frances  Ball.  264  W.  11th,  Fort  Worth, 
Secy. 

Southwestern  Medical  Association,  Roswell.  N.  Mex.,  Oct.-Nov., 
1959.  Dr.  A.  R.  Clausen,  Albuquerque,  Pres.;  Dr.  M.  D.  Thom- 
as, 1501  Arizona  St.,  12-D,  El  Paso,  Secy. 

Southwestern  Society  of  Nuclear  Medicine.  New  Orleans,  March 
14-15,  1959-  Dr.  Herbert  C.  Allen,  Jr.,  Houston,  Pres.;  E>r. 
J.  R.  Maxfield,  Jr.,  2711  Oak  Lawn  Avenue,  Dallas,  Secy. 
Southwestern  Surgical  Congress,  Denver,  Match  30-April  2,  1959.  Dr. 
Louis  M.  Overton,  Albuquerque,  Pres.;  Mary  O’Leary,  813  Medical 
Arts  Bldg.,  Oklahoma  City,  Exec.  Secy. 

Tri-State  Medical  Assembly.  Dr.  Jack  Guthrie.  Camden,  Ark.,  Pres.; 
Dr.  Jason  Sanders,  Sanders  Clinic.  Kings  Highway.  Shreveport, 
La.,  Secy. 

United  States-Mexico  Border  Public  Health  Association,  Brownsville 
and  Matamoros,  Tamaulipas,  Mexico.  March  30-April  3,  1959. 
Albert  O.  Irigoyen,  Mexico,  D.F.,  Pres.;  Dr.  Jorge  Roman,  243 
United  States  Court  House,  El  Paso,  Secy. 


State 

Private  Clinics  and  Hospitals  Association  of  Texas.  Dr.  Joe  Shep- 
perd,  Burnet,  Pres.;  Mr.  Henry  E.  Taylor,  Medical  Arts  Building, 
Dallas,  Executive  Secy. 

Texas  Academy  of  General  Practice,  Galveston,  Oct.  4-7,  1959- 
Dr.  Charles  E.  Oswalt,  Jr.,  Fort  Stockton,  Pres.;  Mr.  Donald  C. 
Jackson,  1905  N.  Lamar,  Austin,  Executive  Secy. 

Texas  Academy  of  Internal  Medicine,  San  Antonio,  Dec.  4-5,  1959. 
Dr.  Merton  M.  Minter,  San  Antonio.  Pres.;  Dr.  Hugo  T.  Engel- 
hardt,  1216  Main,  Houston,  Secy.  Meetings  restricted  to  members. 
Texas  Air-Medics  Association,  San  Antonio,  April,  1959-  Dr.  R.  Henry 
Harrison.  Bryan,  Pres.;  Dr.  C.  F.  Miller.  P.  O.  Box  1338,  Waco. 
Secy. 

Texas  Association  for  Mental  Health,  Fort  Worth.  March  12-14,  1959- 
Dr.  Frank  Schooner,  Fort  Worth,  Pres.;  Mr.  John  Lane.  2410  San 
Antonio.  Austin,  Executive  Director. 

Texas  Chapter,  American  Association  of  Public  Health  Physicians, 
San  Antonio,  April  19,  1959.  Dr.  David  M.  Cowgill,  San  Benito. 
Pres.;  Dr.  B.  M.  Primer,  2709  Rio  Grande,  Austin. 

Texas  Chapter,  American  College  of  Chest  Physicians.  San  Antonio. 
April  19,  1959  Dr.  J.  O.  Armstrong,  Dallas,  Pres.;  Dr.  Carlos  J. 
Quintanilla,,  Box  592.  Harlingen,  Secy. 

Texas  Club  of  Internists.  Dr.  D.  D.  Warren,  Waco,  Pres.;  Dr.  L.  C. 

Carter,  2600  Procter,  Port  Arthur,  Secy. 

Texas  Dermatological  Society,  San  Antonio,  April  20.  1959.  Dr.  Earl 
L.  Loftis,  Dallas.  Pres.;  Dr.  E.  N.  Walsh.  1410  Pruitt  St..  Fort 
Worth  4.  Secy. 

Texas  Diabetes  Association,  San  Antonio,  April  19.  1959.  Dr.  Merton 
Minter,  San  Antonio,  Pres.;  Dr.  Warren  W.  Moorman.  901  W. 
Leuda,  Fort  Worth,  Secy. 

Texas  Division,  American  Cancer  Society,  Austin,  Dec.,  1959. 
Dr.  John  A.  Wall,  Houston,  Pres.;  Mr.  Curt  W.  Reimann,  5014 
Bull  Creek  Rd..  Austin  3,  Executive  Director. 

Texas  Heart  Association,  San  Antonio,  April  19,  1959.  Dr.  William 
B.  Adamson,  Abilene,  Pres.;  Ernest  T.  Guy,  404  Jesse  H.  Jones 
Library  Bldg.,  Texas  Medical  Center,  Houston  25.  Executive  Director. 
Texas  Hospital  Association,  Houston.  May  11-14,  1959.  Mr.  W.  P. 
Earngey,  Jr.,  Fort  Worth,  Pres.;  Mr.  O.  Ray  Hurst,  2208  Main, 
Dallas,  Executive  Director. 

Texas  Industrial  Medical  Association,  San  Antonio,  April  19,  1959. 
Dr.  Wendell  H.  Hamrick.  Houston,  Pres.;  Dr.  Robert  A.  Wise, 
Box  2180,  Houston,  Secy. 

Texas  Neiuophychiatric  Association,  San  Antonio,  April  19,  1959.  Dr. 
Samuel  R.  Snodgrass,  Galveston.  Pres.;  Dr.  Clarence  S.  Hoekstra, 
8215  Westchester  Drive,  Dallas,  Secy. 


Texas  Ophthalmological  Association,  San  Antonio,  April  19,  1959. 
Dr.  Harold  Beasley.  Fort  Worth,  Pres.;  Dr.  James  Scruggs,  2223 
Austin,  Waco,  Secy. 

Texas  Orthopedic  Association,  San  Antonio,  April  20,  1959.  Dr.  Louis 
J.  Levy,  Fort  Worth,  Pres.;  Dr.  Margaret  Watkins.  3503  Fairmount, 
Dallas.  Secy. 

Texas  Pediatric  Society,  Fort  Worth,  Houston,  1959.  Dr.  Bruce  A. 
Knickerbocker,  Dallas,  Pres.;  Dr.  James  N.  Walker,  5216  W. 
Freeway,  Fort  Worth,  Secy. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  San  Antonio,  April 
19.  1959.  Dr.  Vann  S.  Taylor.  Dallas,  Pres.;  Dr.  Lewis  A.  Leavitt, 
Veterans  Administration  Hospital,  Houston,  Secy. 

Texas  Rheumatism  Association,  San  Antonio,  Dec.  4,  1959.  Dr. 
Warren  W.  Moorman,  Fort  Worth,  Pres.;  Dr.  J.  Morris  Horn, 
3707  Gaston,  Dallas,  Secy. 

Texas  Society  of  Aging.  Mr.  Herbert  Shore,  Dallas,  Pres.;  Mrs. 

William  B.  Ruggles,  3701  Stratford,  Dallas,  Secy.-Treas. 

Texas  Society  of  Anesthesiologists,  San  Antonio,  April  19.  1959.  Dr. 
M.  M.  Rosenzweig,  San  Antonio,  Pres.;  Dr.  M.  T.  Jenkins,  Park- 
land Hospital,  Dallas,  Secy. 

Texas  Society  of  Athletic  Team  Physicians.  San  Antonio,  April  18. 
1959.  Dr.  Edward  T.  Smith,  Houston,  Pres.;  Dr.  Jack  Brannon, 
2715  Fannin,  Houston.  Secy. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  San  Antonio, 
April  19.  1959-  Dr.  O.  P.  Griffin.  800  5th  Avenue,  Fort  Worth. 
Pres.;  Dr.  A.  C.  Broders,  Jr.,  Scott  and  White  Clinic  Hospital,  Tem- 
ple, Secy. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Fort  Worth. 
Dec.  4-5,  1959.  Dr.  James  T.  Robison,  Austin,  Pres.;  Dr.  Edwin 
G.  Grafton,  4319  Oak  Lawn,  Dallas,  Secy. 

Texas  Society  of  Plastic  Surgeons.  San  Antonio,  April  18.  1959.  Dr. 
Baron  Hardy.  Houston,  Pres.;  Dr.  Raymond  Brauer,  6615  Travis, 
Houston,  Secy. 

Texas  Surgical  Society,  Austin,  April  5-7,  1959-  Dr.  Albert  Hart- 
man, San  Antonio,  Pres.;  Dr.  G.  V.  Brindley,  Jr.,  Scott  and 
White  Clinic,  Temple,  Secy. 

Texas  Traumatic  Surgical  Society,  San  Antonio,  April  19,  1959-  Dr. 
G.  V.  Brindky,  Temple.  Pres.;  Dr.  W.  E.  Crump,  1300  Eighth, 
Wichita  Falls,  Secy. 

Texas  Tuberculosis  Association,  San  Antonio,  March  19-21,  1959.  Dr. 
John  W.  Middleton,  Galveston,  Pres.;  Miss  Pansy  Nichols,  P.  O. 
Box  6158,  Austin  21,  Executive  Director. 


District 


Second  District  Society,  Lamesa.  Dr.  J.  Vernon  McKay.  Lamesa,  Pres.; 

Dr.  Noble  L.  Rumbo,  Box  D.  O’Donnell,  Secy. 

Third  District  Society,  Plainview,  April  4.  1959.  Dr.  Robert  H. 
Mitchell,  Plainview,  Pres.;  Dr.  H.  Fred  Johnson,  2308  W.  Eighth, 
Amarillo,  Secy. 

Fourth  District  Society.  Dr.  W.  L.  Smith,  San  Angelo,  Pres.;  Dr. 

S.  Braswell  Locker,  1501  11th  St..  Brownwood,  Secy. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July  10-11,  1959. 
Dr.  O.  L.  Riley,  Corpus  Christi,  Pres.;  Dr.  ’Thelma  Frank,  1314 
16th  St.,  Corpus  Christi,  Secy. 

Seventh  District  Society.  Dr.  Robert  N.  Snider.  Austin,  Pres.;  Dr. 

Richard  Lucas,  502  W.  13.  Austin.  Secy. 

Eighth  District  Society.  Dr.  John  H.  Childers,  Galveston,  Pres.;  Dr. 

M.  Warren  Hardwick,  829  E.  Mulberry,  Angleton,  Secy. 

Ninth  District  Society,  Huntsville.  March  19,  1959.  Dr.  Lyman  C. 

Blair,  Houston,  Pres.;  Dr.  James  H.  Sammons,  Highlands,  Secy. 
Tenth  District  Society.  Dr.  B.  F.  Pace,  Beaumont,  Pres.;  Dr.  W.  J. 
Poshataske,  Siisbee,  Secy. 

Eleventh  District  Society,  May.  1959-  Dr.  Ben  Wilson,  Tyler,  Pres.; 

Dr.  Phillip  W.  Taylor,  833  S.  Beckham,  Tyler.  Secy. 

Thirteenth  Distria  Society,  Wichita  Falls,  1959.  Dr.  W.  R.  Sibley. 
Abilene,  Pres.;  Dr.  R.  D.  Moreton,  1217  W.  Cannon,  Fort  Worth, 
Secy. 

Fifteenth  District  Society.  Dr.  Charles  Wise,  Naples,  Pres.;  Dr.  George 
Bennett,  402  S.  Bolivar,  Marshall,  Secy. 


Clinics 


Blackford  Memorial  Cancer  Leaures.  Dr.  R.  G.  Gerard,  509  S. 
Mirick,  Denison,  Chm. 

Dallas  Southern  Clinical  Society,  Dallas,  March  23-25,  1959.  Dr.  C. 

D.  Bussey,  Dallas,  Pres.;  Millard  J.  Heath.  433  Medical  Arts  Bldg., 
Dallas  1,  Executive  Officer. 

New  Orleans  Graduate  Medical  Assembly.  New  Orleans,  March  2-5, 
1959.  Dr.  Eugene  H.  Countiss,  New  Orleans,  Pres.;  Dr.  Maurice 

E.  St.  Martin,  1430  Tulane  Ave.,  New  Orleans  12.  Secy. 
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Oklahoma  City  Clioical  Society  Conference.  Dr.  Herman  Fagin, 
Oklahoma  City,  Pres.;  Miss  Alma  F.  O’Donnell,  503  Medical 
Arts  Bldg.,  Oklahoma  City  2,  Executive  Secy. 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston,  July  20-22, 
1959.  Dr.  Herbert  H.  Harris,  Houston,  Pres.;  Dr.  C.  Forrest 
Jorns,  Secy.,  Exec.  Office,  412  Jesse  Jones  Library  Bldg., 
Houston  25. 

Board  Examinations 

Texas  State  Board  of  Examiners  in  Basic  Sciences,  April,  1959- 
Henry  B.  Hardt,  Ph.D.,  Fort  Worth,  Pres.;  Mrs.  Betty  J. 
Anderson,  Chief  Clerk,  303  East  Seventh,  Austin. 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  June  22-24, 
1959.  Dr.  M.  H.  Crabb,  Fort  Worth,  Secy.;  Mrs.  Luanna  Reddin, 
1714  Medical  Arts  Bldg.,  Fort  Worth,  Assistant  Secy. 


MEDICOLEGAL  NOTES 

Statutes  of  Limitations  Tell 
How  Long  to  Keep  Records 

How  long  shall  I keep  medical  histories,  tissue  reports, 
roentgenograms,  and  other  patient  data? 

These  are  questions  which  are  asked  numerous  • times 
throughout  the  year  by  the  physicians  of  Texas,  and  any 
answer  will  always  include  a reference  to  the  "statutes  of 
limitations.” 

•y 

What  are  "statutes  of  limitations”  and  what  are  the  pur- 
poses and  reasons  for  which  they  have  been  enacted? 
Stamtes  of  limitations  are  stamtes  enacted  by  the  legislamre 
of  the  state  involved  to  set  forth  the  period  of  time  in 
which  an  aggrieved  party  has  to  bring  an  action  for  re- 
dress; if  such  aaion  is  not  brought  within  this  period, 
thereafter  it  is  barred.  The  reasoning  behind  such  statutory 
enaaments  can  be  traced  to  the  desire  to  discourage  stale 
claims  and  to  give  a degree  of  certainty  as  to  what  acts 
for  which  a man  may  be  held  accountable. 

From  a physician’s  standpoint,  a primary  reason  for  re- 
taining certain  medical  data  is  in  the  event  of  malpractice 
litigation.  The  statutes  of  limitations  in  Texas  make  no 
express  reference  to  malpractice  suits,  but  the  court  in 
Thompson  v.  Barnard*  stated  that; 

There  is  no  special  statute  in  Texas  providing  for 
the  time  in  which  actions  for  malpractice  must  be 
brought.  We  conclude,  therefore,  that  the  provisions 
of  Article  5525  § 6,  which  declare  that  actions  for 
injury  done  to  the  person  of  another  shall  be  com- 
menced and  prosecuted  within  two  years  after  the 
cause  of  aaion  shall  have  accrued,  and  not  there- 
after, are  applicable  in  this  case.”  (Emphasis  sup>- 
plied.) 

The  decision  in  this  case  sets  forth  the  principle  that 
an  action  for  malpractice  must  be  brought  within  2 years 
of  the  time  that  the  cause  of  action  arose.  This  then  raises 
the  question  of  just  when  does  a cause  of  aaion  for  mal- 
praaice  arise.  Our  courts  on  numerous  occasions  have  held 
that  an  individual’s  cause  of  action  for  malpractice  com- 
mences as  of  the  date  on  which  the  alleged  injury  oc- 
curred. 'This  would  be  true  regardless  of  whether  or  not 
the  physician  continued  to  treat  the  patient  beyond  the  date 
of  the  aa  of  which  he  complains. 

The  next  point  pertains  to  what  action  on  the  part  of 
the  individual  is  necessary  to  constimte  a commencing  of 
an  action  for  malpraaice.  It  is  not  enough  for  a suit  to  be 


*rex.  Civ.  App.,  1940,  142  SW  2d  231. 


threatened;  there  must  be  an  aaual  filing  of  the  lawsuit 
and  the  issuance  of  summons.  Once  this  step  is  taken,  how- 
ever, the  statute  of  limitations  no  longer  is  applicable,  and 
the  period  of  time  between  the  filing  of  the  suit  and  its 
trial  before  the  court  has  no  bearing  whatsoever  on  the 
question  of  whether  or  not  the  aaion  has  been  barred. 

There  are  several  exceptions  to  the  statutes  of  limitations, 
however,  which  have  the  effea  of  "tolling  the  statute”  or 
retaining  the  stams  quo  until  the  condition  set  forth  in 
such  exception  has  terminated  or  been  removed.  These 
exceptions  are  as  follows:  (1)  minority,  (2)  insanity, 
(3)  imprisonment,  (4)  fraudulent  concealment,  and  (5) 
absence  from  the  state  of  the  defendant. 

In  the  event  one  of  these  exceptions  is  applicable,  the 
statutes  of  limitations  will  not  bar  a suit  until  the  expira- 
tion of  2 years  after  the  reason  for  such  exception  apply- 
ing no  longer  exists.  Of  the  exceptions  mentioned,  those 
pertaining  to  "minority”  and  "fraudulent  concealment”  are 
by  far  the  most  likely  to  be  confronted,  and  a brief  dis- 
cussion of  these  exceptions  should  be  beneficial. 

An  individual,  either  male  or  female,  is  considered  a 
minor  uptil  his  twenty-first  birthday.  As  a result  an  aaion 
for  malpraaice  involving  a minor  would  not  be  barred  by 
the  statute  of  limitations  until  the  expiration  of  2 years 
after  he  has  reached  21  years  of  age.  Should  the  minor 
marry  prior  to  his  twenty-first  birthday,  however,  this  re- 
moves the  disability  or  exception  as  to  minority.  "Then 
suit  would  have  to  be  brought  within  2 years  of  the  date  of 
the  marriage  or  thereafter  be  barred.  Also,  should  the 
minor  have  his  disabilities  of  minority  removed  by  judicial 
process,  the  exception  pertaining  to  minority  would  no 
longer  apply. 

The  issue  of  fraudulent  concealment  most  frequently 
arises  when  a malpraaice  suit  has  been  brought  after  the 
expiration  of  the  period  specified  in  the  statute  of  limita- 
tions. The  individual  bringing  the  suit  alleges  that  the 
fraudulent  concealment  by  the  physician  of  certain  aas  or 
faas  prevented  an  earlier  bringing  of  the  suit.  'The  posi- 
tion taken  by  our  courts  in  regard  to  this  issue  of  fraud- 
ulent concealment  is  revealed  in  the  following  statements 
made  by  the  courts  in  their  decisions: 

In  conducting  a surgical  operation  on  his  patient, 
and  in  respea  to  any  treatment  he  may  administer, 
a surgeon  is  under  the  duty  to  exercise  care.  His 
failure  to  discharge  this  duty  constimtes  negligence 
and  therefore  is  wrongful — but  the  faiilure  does  not, 
of  itself,  constimte  or  expose  the  surgeon  to  the 
imputation  of  fraudulent  concealment.  Among  the 
essential  ingredients,  a fraudulent  concealment  in 
cases  of  this  sort  includes,  first,  actual  knowledge  of 
the  fact  that  a wrong  has  occurred,  and  second,  a 
fixed  purpose  to  conceal  the  wrong  from  the  pa- 
tient.-f  (Emphasis  supplied.) 

In  Texas  and  most  jurisdiaions  the  stamte  mns 
from  the  time  when  the  fraud  is  discovered,  unless 
in  the  exercise  of  reasonable  diligence  it  might  have 
been  sooner  discovered.^ 

If  the  respective  doaors  knew  at  the  time  and 
continuously  after  the  incision  was  closed  that  gauze 
sponges  had  been  negligently  permitted  to  remain 
in  the  patient’s  abdomen,  and  continued  to  treat  her 
for  fifteen  days  thereafter  and  then  discharged  her 
as  sufficiently  recovered  from  the  operation  to  re- 


■\Denton  v.  Carr  ell,  Tex.  Civ.  App.,  1940,  138  SW  2d 
878,  Rev’d.  157  SW  2d  878. 

tMcGurney  v.  Daugherty,  Tex.  Civ.  App.,  1929,  19  SW 
2d  113.  :.i 
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turn  to  her  home  without  disclosing  such  situation 
and  without  suggestion  or  advice  as  to  further  treat- 
ment, it  would  seem  that  such  faas  were  pertinent 
in  determining  whether  a fraudulent  concealment 
had  begun. § 

Although  the  statute  of  limitations  safeguards  the  physi- 
cian to  the  extent  that  a patient  must  take  timely  steps  if 
he  wishes  to  seek  redress  for  allegedly  negligent  aas  of  the 
physician,  it  likewise  is  seen  that  there  are  numerous  ex- 
ceptions to  be  considered.  A better  understanding  of  the 
basic  principles  of  the  statute  of  limitations  and  its  ex- 
ceptions can  assist  the  physician  greatly  in  determining  how 
long  certain  records  or  medical  data  pertaining  to  his  pa- 
tients should  be  retained. 

— Philip  R.  Overton,  LL.B.,  Austin. 


DRUG  NOTES 

Cyclospasmol  Helpful  in  Treating 
Peripheral  Vascular  Disorders 

Cyclospasmol  (Ives-Cameron)  is  a peripheral  vaso- 
dilator useful  in  a wide  variety  of  peripheral  vascular  dis- 
orders such  as  arteriosclerosis  obliterans,  thromboangiitis 
obliterans,  senile  obliterative  arteritis,  and  Raynaud’s  dis- 
ease. The  generic  name  for  cyclospasmol  is  cyclandelate. 
Chemically  it  is  3,5,5-trimethylcyclohexylmandelate.  It  is 
also  known  as  spasmocyclone. 

This  agent  is  being  introduced  as  "new”  and  "unique” 
but  at  the  same  time  "has  been  widely  prescribed  in 
Europe  since  1952.” 

The  drug  atropine  is  conipKJsed  of  a tropic  acid  portion 
along  with  another  pan  called  tropine.  Successful  synthetic 
derivatives  have  been  made  utilning  mandelic  acid,  which 
is  very  similar  to  the  tropic  acid  portion.  A drug  similar 
in  this  respect  is  homatropine  and  its  salts.  Eucatropine,  the 
mydriatic,  is  a drug  even  more  closely  related  to  Cyclo- 
sjjasmol. 

Cyclospasmol  is  said  to  be  rapidly  and  orally  effective, 
the  action  lasting  4 to  6 hours.  The  effea  on  the  peripheral 
blood  vessel  musculature  is  thought  to  be  direct.  The  drug 
is  said  to  be  well  tolerated  and  to  have  only  minimal  side 
effeCTs.  Cyclosp>asmol  provides  both  spasmolysis  and  vaso- 
dilatation. 

A report,  accompanied  by  photographs,  covering  only  2 
patients  with  chronic  leg  ulcer  seems  impressive  enough  to 
warrant  use  of  the  drug  in  this  area.  Furacin  was  applied 
locally. 

The  tablets  are  supplied  in  100  mg.  size  and  are  usually 
given  1 to  2 four  times  a day.  Slight  flushing,  nausea, 
tingling,  or  headache  may  occur  with  the  larger  doses  but 
does  not  usually  require  stopping  the  treatment. 

Other  oral  diabetic  drugs  are  on  the  way.  DBI  may 
be  marketed  by  U.  S.  Vitamin  early  in  1959;  Lilly  is 
working  on  Metahexamide  (3-amino-4-methylben2ensulfo- 
nylcyclohexylurea ) . Upjohn  has  this  same  drug  as  Euglycin. 
All  of  these  are  similar  and  are  variations  of  carbutamide, 
the  drug  admirably  abandoned  by  Lilly  late  in  clinical 
trial,  Oaober,  1956. 

Lev  ANIL  (Upjohn)  is  a mild,  nonhabit  forming  tran- 
quilizer of  low  toxicity.  The  adult  dose  is  150  to  300  mg. 


^Thompson  v.  Barnard,  142  SW  2d  238,  Affd.  158  SW 
2d  486. 


three  or  four  times  a day.  Children  are  given  about  one-half 
the  adult  dose. 

The  generic  name  is  ectylurea  ( 2-ethyl-cis-crotonylurea ) . 
This  has  been  on  the  market  for  some  time  as  Nostyn  by 
the  Ames  Company. 

Caytine  (Lakeside),  is  a new  bronchodilator  useful  in 
asthma,  emphysema,  bronchitis,  bronchieaasis,  and  pul- 
monary fibrosis.  Chemically  it  is  N-[2-(3,4-methylenedi- 
oxyphenyl ) isopropyl]  norepinephrine  hydrochloride.  It  has 
been  under  clinical  investigation  as  JB-251  since  about 
1954. 

The  drug  is  supplied  as  an  inhalant  and  in  ampules  as 
well  as  in  plain  tablets  and  tablets  with  phenobarbital.  The 
dosage  is  1 or  2 tablets  three  times  a day  with  meals  and 
at  bedtime. 

Caytine  fits  the  class  of  vasoconstrictors  such  as  epene- 
phrine,  arterenol,  and  phenylephrine  more  closely  than  it 
does  the  ephedrine  type  such  as  Propadrine,  Nethacol,  or 
butanefrine.  However,  it  is  a new  molecule,  and  although 
related,  it  is  not  very  similar  to  any  bronchodilator  now 
being  used.  Its  closest  relative  is  Nylidrin  Hydrochloride 
(Arlidin — Ariington-Funk) , which  has  just  the  opposite 
aaion.  Arlidin  is  a vasodilator;  this  is  due  to  only  minor 
differences  in  chemical  structure. 

A new  tetracycline  is  being  investigated  at  Lederle  Lab- 
oratories; it  is  not  available  but  is  under  clinical  investi- 
gation. The  compound  demethylchlortetracycline  is  said  to 
produce  higher  and  better  sustained  levels  of  antibacterial 
aaivity  in  the  serum.  The  new  drug  is  said  to  have  a half- 
life  about  44  per  cent  greater  than  tetracycline.  Serum 
levels  in  8 patients  at  48  hours  were  only  slightly  less  than 
that  of  tetracycline  at  24  hours.  An  explanation  may  be 
that  the  new  drug  may  be  absorbed  more  slowly  than 
tetracycline.  Aaivities  were  still  detectable  after  96  hours. 

Humatin  (Parke-Davis  and  Comp>any)  is  an  oral  anti- 
biotic still  under  clinical  trial  reported  as  successful  against 
intestinal  amebiasis. 

Deronil  (Schering)  will  be  available  in  the  near  future. 
It  is  a hormone  corticoid  based  on  dexamethasone  (Deca- 
dron — Merck,  Sharp  and  Dohme)  and  said  to  be  more 
active  than  methylprednisolone  ( Meticortelone — Schering) 
or  triamcinolone  ( Aristocort — Lederle,  Kenacort — Squibb ) . 

— Herbert  Schwartz,  M.S.,  Austin. 


EDUCATION 

Caribbean  Medical  Cruise 
Provides  Postgraduate  Study 

The  second  annual  Texas  Medical  Cruise  in  the  Carib- 
bean aboard  the  Stella  Polaris  for  14  days  will  be  spon- 
sored by  the  University  of  Texas  Postgraduate  School  of 
Medicine,  May  5-18. 

A faculty  composed  of  five  teachers  in  the  fields  of 
medicine,  radiology,  surgery,  obstetrics  and  gynecology,  and 
pediatrics  will  provide  a comprehensive,  integrated  pro- 
gram. An  attractive  feature  of  the  cruise  will  be  the  inclu- 
sion of  a radiologist  who  will  present  diagnostic  feamres 
of  the  diseases  under  discussion,  as  well  as  safety  measures 
with  respect  to  the  use  of  radiologic  equipment. 

In  addition  to  regularly  scheduled  presentations  which 
will  comprise  25  hours,  elective  seminars  for  small  groups 
on  selected  topics  and  visits  to  the  medical  schools  in  Ha- 
vana and  Port-au-Prince  and  the  hospitals  in  Nassau  and 
Montego  Bay.  Entertainment  programs  have  been  planned 


TEXAS  State  Journal  of  Medicine,  JANUARY,  1959 


59 


along  with  recreational  activities  such  as  deck  sports  and 
swimming. 

Physicians  taking  the  cruise  will  be  registered  with  the 
University  of  Texas  Postgraduate  School  of  Medicine.  Tu- 
ition fee  is  $50.  For  additional  information,  physicians 
may  write  the  Postgraduate  School,  Texas  Medical  Center, 
Houston  25.  Registration  should  be  made  prior  to  Feb- 
ruary 1 . 

Foreign  Trained  Physicians 
Pass  Qualification  Exam 

Among  the  844  foreign  trained  physicians  taking  the 
first  worldwide  American  medical  qualification  examination 
held  September  23  in  30  United  States  examination  centers 
and  30  foreign  centers,  418  passed,  according  to  the  Edu- 
cation Council  for  Foreign  Medical  Graduates. 

These  physicians  are  certified  as  possessing  medical 
knowledge  reasonably  equivalent  to  that  expected  of  grad- 
uates of  approved  American  and  Canadian  medical  schools 
and  as  having  satisfactory  facility  in  the  English  language. 
The  examination  results  also  indicate  that  226  candidates 
came  sufficiently  close  to  passing,  in  spite  of  language 
difficulties,  to  earn  temporary  certificates.  They  are  qual- 
ified to  study  not  more  than  2 years  as  interns  or  residents 
in  United  States  hospitals  approved  for  internship  or  resi- 
dency training. 

The  1959  examinations  are  scheduled  for  February  17 
and  September  22.  To  be  admitted  to  these  examinations 
the  candidate  is  required  to  present,  3 months  in  advance, 
an  application  and  credentials  confirming  that  he  has  had 
18  years  or  more  of  formal  education  at  least  4 of  which 
have  been  in  a recognized  school  of  medicine.  Other  spon- 
soring organizations  of  the  examinations  are  the  Association 
of  American  Medical  Colleges,  American  Hospital  Associa- 
tion, American  Medical  Association,  and  Federation  of  State 
Medical  Boards  of  the  United  States.  For  further  informa- 
tion, those  interested  may  write  the  council  at  1710  Orring- 
ton  Avenue,  Evanston,  111. 


Postgraduat-e  Courses 

Ophthalmic  Pathology,  San  Antonio,  January  24-25. — A 
course  in  ophthalmic  pathology  will  be  presented  January 
24-25  from  9 a.m.  to  5 p.m.  in  the  Leaure  Room  of  the 
Robert  B.  Green  Memorial  Hospital  in  San  Antonio  by  the 
University  of  Texas  Postgraduate  School  of  Medicine. 

Pediatrics,  San  Antonio,  January  25. — A course  in  pedi- 
atrics will  be  offered  by  the  University  of  Texas  Postgrad- 
uate School  of  Medicine  January  25  from  9 a.m.  until 
5 p.m.  at  the  Gunter  Hotel  in  San  Antonio. 

Guest  speakers  will  be  Dr.  Harold  E.  Harrison,  Balti- 
more; Dr.  George  B.  Logan,  Rochester,  Minn.;  Dr.  Theo- 
dore C.  Panos,  Little  Rock;  Dr.  Mitchell  E.  Rubin,  New 
York;  and  Dr.  A.  Ashley  Weech,  Cincinnati.  The  course 
has  a 15  hour  credit  rating  for  members  of  the  Texas 
Academy  of  General  Praaice;  tuition  fee  is  $15. 

Radiological  Physics,  Houston,  February  2-March  28. — 
The  University  of  Texas  M.  D.  Anderson  Hospital  and 
Tumor  Institute  will  sponsor  a practical  course  in  radiologi- 
cal physics,  February  2-March  28  from  8 a.m.  until  12 
noon,  Monday  through  Friday  in  the  Texas  Medical  Center, 
Houston. 

Allergy,  Houston,  February  5-8. — The  course  will  be 
sponsored  by  the  University  of  Texas  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute,  February  5-8  at  the  Texas  Medi- 
cal Center  in  Houston. 


Disease  of  the  Chest,  San  Francisco,  February  16-20. — 
The  fourth  annual  postgraduate  course  on  diseases  of  the 
chest  will  be  presented  by  the  Council  on  Postgraduate 
Medical  Education  of  the  American  College  of  Chest 
Physicians  at  San  Francisco,  February  16-20. 

The  most  recent  advances  in  the  diagnosis  and  treatment 
of  heart  and  lung  diseases,  medical  and  surgical  aspects, 
will  be  presented.  Tuition  will  be  $100,  including  lunch- 
eon meetings.  Those  desiring  further  information  may  write 
to  the  Executive  Director,  American  College  of  Chest 
Physicians,  112  East  Chestnut  Street,  Chicago  11. 

Dermatology  and  Syphilology,  New  York,  February  16- 
20. — A seminar  in  dermatology  and  syphilology  will  be 
given  as  a full  time  intensive  course,  February  16-20  at 
the  New  York  University-Bellevue  Medical  Center  Post- 
Graduate  Medical  School,  New  York.  It  will  consist  of  il- 
lustrated lectures  and  demonstrations  'of  patients  and  meth- 
ods. Maximum  class  limit  is  20;  mition  is  $20.  For  fur- 
ther information,  those  interested  may  write  the  Associate 
Dean,  New  York  University  Post-Graduate  Medical  School, 
550  First  Avenue,  New  York  16. 

Anesthesiology,  Houston,  February  18-20. — ^The  Uni- 
versity of  Texas  M.  D.  Anderson  Hospital  and  Tumor  In- 
stitute will  sponsor  the  fourth  annual  course  in  anesthesi- 
ology, February  18-20  from  8 a.m.  until  5:15  p.m.  in  the 
Texas  Medical  Center,  Houston.  Tuition  fee  is  $45.  Twenty 
hours  will  be  given  those  desiring  credit  from  the  Ameri- 
can Academy  of  General  Praaice.  Faculty,  residents,  in- 
terns, and  members  of  the  armed  services  will  be  enrolled 
without  fee. 

Guest  lecturers  will  include  Dr.  John  Adrian!,  New  Or- 
leans; Dr.  Joseph  F.  Artusio,  Jr.,  New  York;  Harold  B. 
Crasilneck,  Ph.D.,  Dallas;  Dr.  D.  C.  Grosskreutz,  San  An- 
tonio; and  Dr.  M.  T.  Jenkins,  Dallas.  For  additional  in- 
formation and  application  forms,  those  interested  may 
write  the  University  of  Texas  Postgraduate  School  of  Medi- 
cine, Texas  Medical  Center,  Houston  25. 


University  of  Texas  Medical  Branch 

Dr.  George  C.  Kenny,  professor  of  geology.  University 
of  California  at  Los  Angeles,  gave  the  Sigma  Xi  lectures 
for  the  University  of  Texas  Medical  Branch  chapter  recent- 
ly in  Galveston. 

On  November  12,  a special  lecture  was  given  by  Dr. 
T.  T.  Odell,  Jr.,  of  the  Biology  Division,  Oak  Ridge  Na- 
tional Laboratory,  to  smdents  and  faculty  of  the  Medical 
Branch. 

Dr.  R.  M.  Moore,  Dr.  T.  G.  Blocker,  Jr.,  Dr.  Stephen 
R.  Lewis,  Dr.  J.  M.  Laughlin,  and  Dr.  Frank  Dunton,  all  of 
the  Medical  Branch,  participated  in  the  fourth  clinical 
congress  of  the  American  College  of  Surgeons  held  in 
Chicago,  Oaober  4-9.  Dr.  E.  B.  Evans  presented  a paper 
on  "Bone  and  Joint  Changes  Following  Burns.” 

Dr.  G.  W.  N.  Eggers,  Jr.,  was  guest  speaker  for  the 
Louisiana  Orthopiedic  Association  Oaober  15-19  in  New 
Orleans. 

Dr.  George  R.  Herrmann,  Dr.  E.  Peter  Garber,  Dr. 
Edward  Futch,  and  Dr.  John  Derrick  participated  in  the 
thirty-fourth  annual  meeting  of  the  American  Heart  As- 
sociation held  in  San  Francisco  in  October.  Dr.  James  V. 
Warren,  chairman.  Department  of  Medicine,  served  as 
meeting  chairman  of  the  scientific  sessions. 

Dr.  Patrick  Romanell,  professor  of  medical  philosophy, 
participated  in  the  University  of  Indiana’s  Conference  on 
Mexican  Culmre,  held  in  Bloomington,  November  17. 

Dr.  Edgar  A.  Blair  has  joined  the  staff  of  the  Depart- 
ment of  Physiology  at  the  Medical  Branch  as  associate  pro- 
fessor. 
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Baylor  University  College  of  Medicine 

Dr.  John  F.  Loutit,  director,  Radiobiological  Research 
Unit,  Atomic  Energy  Research  Establishment  of  Harwell, 
England,  spoke  on  "Lessons  in  Physiology  from  Radiation 
Chimaeras”  at  Baylor  University  College  of  Medicine  in 
Houston  recendy.  Dr.  Michael  G.  P.  Stoker  of  the  Depart- 
ment of  Pathology,  Cambridge  University,  England,  spoke 
before  the  weekly  seminar  of  the  Texas  Medical  Center 
Research  Society  November  5 on  "Studies  on  Growth  and 
Latency  with  Herpes  Virus.”  Dr.  William  H.  McMenemey 
of  Maidavale  Hospital,  London,  lectured  to  sophomore 
smdents  November  10. 


MEDICAL  MEETINGS 

New  Orleans  Medical  Assembly 
Features  18  Guest  Speakers 

The  twenty-second  annual  meeting  of  the  New  Orleans 
Graduate  Medical  Assembly  will  be  held  March  2-5  at 
the  Roosevelt  Hotel  in  New  Orleans. 

Guest  speakers  for  the  meeting  will  include  Dr.  Paul  R. 
Dumke,  Detroit;  Dr.  Otto  H.  Janton,  Philadelphia;  Dr. 
Carl  T.  Nelson,  New  York;  Dr.  Clifford  J.  Barborka,  Chi- 
cago; Dr.  Malcom  E.  Phelps,  El  Reno,  Okla.;  Dr.  Keith 
P.  Russell,  Los  Angeles;  Dr.  William  Dameshek,  Boston; 
Dr.  Howard  P.  Rome,  Rochester,  Minn.;  Dr.  R.  Gordon 
Douglas,  New  York;  Dr.  Maynard  C.  Wheeler,  New  York; 
Dr.  Lenox  D.  Baker,  Durham;  Dr.  Ben  H.  Senmria,  St. 
Louis;  Dr.  Francis  Bayless,  Cleveland;  Dr.  Lee  F.  Hill, 
Des  Moines;  Dr.  Roy  R.  Greening,  Philadelphia;  Dr.  John 
M.  Dorsey,  Evanston,  111.;  Dr.  F.  Henry  Ellis,  Jr.,  Roches- 
ter, Minn.;  and  Dr.  Fred  K.'  Garvey,  Winston-Salem,  N.  C. 

The  program  will  include  54  discussions  on  many  topics 
of  current  medical  interest,  in  addition  to  clinicopathologic 
conferences,  symposiums,  medical  motion  pictures,  round- 
table luncheons,  and  technical  exhibits. 

Following  the  meeting,  arrangements  have  been  made 
for  a clinical  tour  to  Mexico  City,  Cuernavaca,  Taxco,  Aca- 
pulco, and  San  Jose  Purua,  leaving  from  New  Orleans 
March  6 and  remrning  March  21.  Details  of  the  meeting 
and  clinical  tour  are  available  at  the  office  of  the  Assembly, 
Room  103,  1430  Tulane  Avenue,  New  Orleans  12. 

Psychiatry  and  Neurology  Institute 
Set  for  February  in  Arkansas 

The  eleventh  annual  Institute  in  Psychiatry  and  Neurol- 
ogy will  be  held  February  26-27  at  the  Veterans  Admin- 
istration Hospital  in  North  Little  Rock,  Ark. 

Special  conferences  in  clinical  psychology,  psychiatric 
social  work,  psychiatric  nursing,  and  psychiatric  aspects  of 
recreation  will  be  held.  Dr.  Leo  H.  Bartemeier,  Seton  Insti- 
mte,  Baltimore,  past  president  of  the  American  Psychiatric 
Association,  will  give  the  principal  address  at  the  evening 
dinner  session,  February  25. 

Participants  in  the  instimte  will  include  Dr.  Kenneth  E. 
Appel,  Ardmore,  Pa.;  Dr.  Dexter  M.  Bullard,  Rockville, 
Md.;  Dr.  Francis  J.  Gerty,  Chicago,  president,  American 
Psychiatric  Association;  Dr.  Bernard  I.  Kahn,  San  Fran- 
cisco; Dr.  Edith  M.  Lentz,  Minneapolis;  Dr.  G.  Wilse  Rob- 
inson, Kansas  City;  Dr.  Mathew  Ross,  Washington,  D.  C.; 
and  Dr.  Stewart  Wolf,  Oklahoma  City. 

All  interested  professional  personnel  are  invited  to  at- 
tend; registration  is  free. 


Cancer  Symposium  to  Be  Held 
At  M.  D.  Anderson  Hospital 

The  thirteenth  annual  Symposium  on  Fundamental  Can- 
cer Research  will  be  held  February  26-28  at  the  University 
of  Texas  M.  D.  Anderson  Hospital  and  Tumor  Institute  in 
Houston  for  all  interested  physicians. 

Co-sponsors  for  the  symposium  will  be  the  University 
of  Texas  Postgraduate  School  of  Medicine,  the  American 
Cancer  Society,  Texas  Division,  and  the  Texas  State  De- 
pjartment  of  Health. 

Among  the  major  topics  of  the  meeting  will  be  funda- 
mental aspeas  of  genetics  in  carcinogenesis,  gene  interac- 
tion in  neoplastic  growth,  genetic  basis  of  cell  resistance, 
and  heredity  and  human  cancer. 

In  addition  to  the  faculty  of  the  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tumor  Instimte,  guest 
speakers  from  the  United  States  and  several  foreign  coun- 
tries will  participate.  They  are  David  M.  Bonner,  Ph.D., 
New  Haven,  Conn.;  Alfred  E.  Mirsky,  Ph.D.,  New  York; 
Dr.  R.  Latarjet,  Paris,  France;  M.  Demerec,  Ph.D.,  New 
York;  C.  D.  Darlington,  D.S.,  Oxford;  Jack  Schultz,  Ph.D., 
Philadelphia;  Dr.  Elie  Wollman  and  Dr.  Francois  Jacob, 
Paris,  France;  Walter  E.  Heston,  Ph.D.,  Bethesda,  Md.;  Dr. 
George  Klein,  Stockholm;  Theodore  S.  Hauschka,  Ph.D., 
New  York;  James  F.  Crow,  Ph.D.,  Madison,  Wis.;  William 
J.  Schull,  Ph.D.,  Ann  Arbor;  Dr.  Newton  Morton,  Ph.D., 
Madison,  Wis.;  Dr.  Madge  Macklin,  Columbus,  Ohio;  and 
Howard  B.  Andervont,  D.S.,  Bethesda,  Md. 

A social  hour  and  dinner  will  be  held  February  27.  For 
further  information  and  registration  blanks,  those  interested 
may  write:  Symposium  Chairman,  University  of  Texas 
M.  D.  Anderson  Hospital,  Texas  Medical  Center,  Hous- 
ton 25. 


Texas  Physicians  Elected 
To  Cancer  Society  Positions 

More  than  300  delegates  and  members  from  188  county 
units  representing  100,000  volunteers  participated  in  the 
thirteenth  annual  meeting  of  the  Texas  Division  of  the 
American  Cancer  Society,  December  4,  in  Austin. 

At  the  meeting.  Dr.  David  A.  Todd,  San  Antonio,  was 
elected  vice-president  and  president-elert  and  Dr.  John  A. 
Wall,  Houston,  took  over  the  presidency.  Physicians  elected 
as  directors  include  Dr.  Porter  Brown,  Fort  Worth;  Dr.  E. 
Jackson  Giles,  Corpus  Christi;  Dr.  Stephen  Lewis,  Galves- 
ton; Dr.  Irving  M.  Richman,  Beaumont;  Dr.  Robert  L. 
Sewell,  Fort  Worth;  Dr.  John  D.  Weaver,  Austin;  and 
Dr.  Jarrett  E.  Williams,  Abilene. 

Elected  as  members  of  the  executive  committee  of  the 
Texas  Division  were  Dr.  G.  V.  Brindley,  Sr.,  Temple;  Dr. 
Wilbur  Q.  Budd,  Amarillo;  Dr.  John  H.  Childers,  Galves- 
ton; Dr.  R.  Lee  Clark,  Houston;  Dr.  J.  Layton  Cochran, 
San  Antonio;  Dr.  Edward  C.  Hinds,  Houston;  Dr.  May 
Owen,  Fort  Worth;  Dr.  Andrew  B.  Small,  Dallas;  Dr. 
Howard  O.  Smith,  Marlin;  Dr.  Grant  Taylor,  Houston; 
and  Dr.  John  F.  Thomas,  Austin. 

Charles  A.  Pomerat,  Ph.D.,  of  the  University  of  Texas 
Medical  Branch  in  Galveston  was  selected  to  receive  the 
1959  national  divisional  award  of  the  American  Cancer  So- 
ciety for  his  outstanding  contributions  as  a research  sci- 
entist in  the  field  of  cancer  control.  An  award  also  was 
presented  to  the  Texas  Division  from  the  national  society 
for  its  outstanding  work  in  developing  good  medical  re- 
lationships. 
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Physicians  and  Surgeons  Group 
Plans  Two  Meetings  in  1959 

Delegates  at  the  interim  meeting  of  the  Association  of 
American  Physicians  and  Surgeons,  held  in  Chicago,  Orto- 
ber  10-11,  adopted  a resolution  of  opposition  to  the 
corporate  praaice  of  medicine  by  a medical  college  or 
hospital. 

It  was  announced  that  the  annual  meeting  of  the  dele- 
gates and  assembly  will  be  held  in  the  fall  of  each  year. 
In  order  to  make  the  change  legally  and  to  avoid  the  task 
of  amending  the  by-laws,  it  will  be  necessary  to  hold  two 
annual  meetings  in  1959 — one  in  Fort  Worth,  April  2-4, 
at  the  Hilton  Hotel  and  a second  in  October  at  St.  Louis, 
the  date  to  be  announced  later.  Dr.  Louis  S.  Wegryn  of 
Eli2abeth,  N.  J.,  was  nominated  for  the  presidency  to 
succeed  Dr.  Mai  Rumph  of  Fort  Worth;  the  election  will 
be  held  in  April. 

At  the  banquet  on  October  10,  Thurman  Sensing,  execu- 
tive vice-president  of  the  Southern  States  Industrial  Council 
in  Nashville,  Tenn.,  gave  the  address.  Dr.  Rumph  spoke 
briefly  at  both  morning  sessions.  He  pointed  out  the  head- 
way which  the  Association  is  making  toward  its  objectives 
by  way  of  an  increasing  and  more  active  membership  and 
through  the  dedicated  efforts  of  more  workers.  Among  the 
committee  reports  given  were  those  by  Dr.  John  K.  Glen 
of  Houston  on  public  relations  and  Dr.  E.  E.  Anthony, 
Jr.,  Fort  Worth,  on  the  annual  meeting. 

Urological  Society  to  Meet 

All  physicians  are  invited  to  attend  the  Texas  Urological 
Society  meeting,  January  24-25,  at  the  Menger  Hotel  in 
San  Antonio.  Dr.  Rubin  Flocks  of  Iowa  City,  Iowa,  will 
be  guest  speaker.  A cocktail  party  and  buffet  will  be  held 
January  24.  Advance  registration  is  requested.  For  further 
details,  those  interested  may  write  Dr.  Charles  Hulse,  sec- 
retary-treasurer, 405  Medical  Professional  Building,  San 
Antonio. 


Harris  General  Practice  Academy 

Harris  County  Academy  of  General  Practice  elected  the 
following  new  officers  at  its  annual  business  meeting, 
November  10  in  Houston.  They  are  Dr.  Ben  Walpole, 
Houston,  president-elect;  Dr.  J.  Winston  Morrison,  Hous- 
ton, vice-president;  Dr.  Jack  D.  Gerdes,  Houston,  secretary; 
Dr.  Joseph  T.  Ainsworth,  Houston,  treasurer;  and  Dr. 
Homer  A.  Taylor,  member  of  the  board  of  direaors.  These 
doaors  will  take  office  on  January  1,  at  which  time  Dr. 
William  M.  Sherrill,  Houston,  will  become  president. 

OF  GENERAL  INTEREST 

Rehabilitation  Center's 
Outlook  Not  Yet  Definable 

The  outlook  for  the  Texas  Rehabilitation  Center  at 
Gonzales  is  still  not  clearly  definable  as  its  determined 
campaign  for  survival  neared  the  end  of  its  fourth  month, 
according  to  Walter  H.  Richter,  executive  dirertor. 

"We  still  have  a tough  job  ahead  of  us  even  though  we 
have  had  a fine  response  thus  far  from  many  friends  who 
are  concerned  that  these  unique  facilities  continue  to  be 
available,”  said  Mr.  Richter. 


The  center  is  in  the  process  of  setting  up  a permanent 
statewide  organization  which  the  center  hopes  will  enable 
it  to  meet  continuing  financial  needs,  while  at  the  same 
time  develop  important  liaison  between  the  center  and 
handicapped  individuals  in  each  community  who  need  its 
service. 


Texas  Institutions  Use 
March  of  Dimes  Funds 

Donations  from  the  January  March  of  Dimes  drive  are 
expected  to  strengthen  reserves  for  the  National  Founda- 
tion’s expanded  fight  against  arthritis,  birth  defects,  and 
poliomyelitis,  foundation  officials  report.  Two  Texas  insti- 
tutions recently  were  awarded  grants  from  these  funds; 
Texas  will  also  benefit  from  the  new  scholarship  program 
which  the  foundation  is  sponsoring. 

Baylor  University  College  of  Medicine  at  Houston  was 
awarded  two  grants,  one  for  $167,000  to  be  executed  by 
Dr.  Stanley  W.  Olson  and  another  for  $19,000  to  be  un- 
der the  direction  of  Dr.  Paul  R.  Harrington.  A third 
grant  for  $234,000  was  given  to  the  Southwestern  Polio- 
myelitis Respiratory  Center  at  the  Jefferson  Davis  Hospital 
in  Houston.  Executor  for  this  grant  is  Dr.  William  A. 
Spencer. 

In  an  effort  to  help  overcome  the  shortages  of  personnel 
in  the  health  field,  the  foundation  is  sponsoring  a multi- 
million dollar  scholarship  program  designed  to  assist  stu- 
dents of  medicine,  nursing,  physical  therapy,  occupational 
therapy,  and  medical  social  work.  Its  present  scholarship 
program  will  be  continued,  but  it  will  be  modified  and 
expanded  where  necessary. 

A minimum  of  505  health  scholarships  will  be  offered 
each  year  under  the  new  program.  They  will  be  made 
available  on  a geographic  basis  with  heavily  populated 
states  receiving  as  many  as  25.  Texas  will  receive  20  an- 
nual scholarships,  4 in  each  of  the  health  professions 
listed. 

Over  the  next  10  years,  this  scholarship  program  will 
cost  at  least  $12,000,000,  foundation  officials  estimate. 
Each  scholarship  awardee  will  receive  $500  a year  for  4 
years.  The  total  number  of  scholarships  each  year  will  cost 
more  than  $1,000,000. 

The  foundation’s  efforts  in  the  field  of  birth  defeas  are 
being  limited  to  those  caused  by  spina  bifida,  meningocele, 
and  hydrocephalus.  Its  work  with  rheumatoid  arthritis  in- 
cludes only  those  patients  up  to  age  18.  The  foundation’s 
responsibilities  with  regard  to  poliomyelitis  continue  as  in 
the  past. 

Personals 

Dr.  Odon  F.  von  W erssowetz,  medical  direaor  of  the 
Texas  Rehabilitation  Center  at  the  Gonzales  Warm  Springs 
Foundation  in  Gonzales,  spoke  at  the  meeting  of  the  Okla- 
homa Chapter  of  the  American  Physical  Therapy  Associa- 
tion held  November  8 at  the  University  of  Oklahoma.  Dr. 
von  Werssowetz’  topic  was  "Bracing  of  Upper  and  Lower 
Extremities.” 

Physicians  eleaed  to  offices  in  the  Southwest  District 
Heart  Association  included  Dr.  William  J.  Block,  San  An- 
tonio, president-elea;  Dr.  Fred  Frueholz,  Jr.,  New  Braun- 
fels, vice-president;  and  Dr.  Joe  Kopecky,  Sr.,  San  Antonio, 
medical  adviser.  Dr.  Harold  C.  Day,  Boerne,  is  the  associa- 
tion’s president. 

Dr.  Robert  A.  Murray  of  Temple  was  elected  president 
of  the  Texas  Society  for  Crippled  Children  and  Adults  at 


62 


TEXAS  State  Journal  of  Medicine,  JANUARY,  1959 


the  society’s  November  meeting  in  Dallas.  The  Texas  so- 
ciety met  in  conjunction  with  the  national  convention  of 
its  parent  organixation,  the  National  Society  for  Crippled 
Children  and  Adults.  Approximately  1,500  persons  at- 
tended the  Dallas  meeting. 

Two  speakers  at  the  November  meeting  of  the  Texas 
Nurse  Home  Association  held  in  Waco  were  Dr.  Howard 
O.  Smith  of  Marlin,  President  of  the  Texas  Medical  As- 
sociation, and  Dr.  Henry  A.  Holle,  Austin,  state  commis- 
sioner of  health. 

New  vice-chairman  for  the  Texas  Commission  on  Alco- 
holism is  Dr.  Walter  C.  Goddard  of  Austin.  Dr.  Goddard 
succeeds  W.  J.  Barnes  of  Houston. 

Dr.  Herman  1.  Kantor  of  Dallas  was  recently  elected 
chief  of  the  obstetrics  and  gynecology  service  at  St.  Paul’s 
Hospital  and  appointed  as  associate  clinical  professor  of 
obstetrics  and  gynecology  at  the  University  of  Texas  South- 
western Medical  School.  Dr.  Kantor  is  currently  president 
of  the  Dallas-Fort  Worth  Obstetrical  and  Gynecological  So- 
ciety. 

Officers  for  the  Houston  Pediatrics  Society  are  Dr.  Rob- 
ert D.  Lomas,  Houston,  president,  and  Dr.  Juanita  Hart, 
Bellaire,  vice-president. 

A daughter  was  born  Oaober  7 to  Dr.  and  Mrs.  Emmett 
N.  Wilson,  Jr.,  of  Pearsall. 

Amarillo  Hospital  District 
Approved  in  Constitution 

An  amendment  to  the  Texas  Constitution  allowing  the 
formation  of  an  Amarillo  hospital  distria  was  passed  No- 
vember 4 in  the  general  election. 

Two  city  and  county  votes  are  required  now — one  will 
be  to  accept  the  formation  of  the  hospital  district  and 
the  other  to  provide  funds  for  the  operation  of  district 
facilities.  If  the  vote  p>asses,  all  public  funds  now  spent  on 
hospitals  and  many  related  health  facilities  will  be  discon- 
tinued and  will  be  concentrated  in  the  distria  levy. 

Eventual  goal  of  those  sponsoring  the  hospital  district 
plan  is  a medical  center  which  will  be  planned  to  include 
a new  modern  hospital  including  a psychiatric  wing  and 
an  outpatient  clinic,  a rehabilitation  center,  a public 
health  center,  a medical  branch  of  the  University  of  Texas, 
a lower  cost  hospital  devoted  to  convalescent  care,  a nursing 
home  for  the  aged,  a residency  program  for  doctors  and 
interns,  a school  of  nursing,  quarters  for  the  Potter  County 
Memorial  Blood  Center,  quarters  for  voluntary  health 
agencies,  and  another  non-profit  hospital  financed  possibly 
by  a church  group. 


Contact  Lens  Technicians  Certified 

Thirteen  persons  have  been  granted  certification  as  con- 
taa  lens  technicians  by  the  Texas  Ophthalmological  As- 
sociation’s Council  on  Certification  and  Education  for  Oph- 
thalmic Technicians.  The  association  points  out  that  this 
is  the  first  time  medical  certification  has  been  provided  for 
contaa  lens  technicians  in  any  state  so  far  as  is  known. 
Certificates  were  issued  only  after  candidates  had  passed 
both  written  and  praaical  examinations. 

Application  for  candidates  for  examinations  in  1959  will 
be  accepted  prior  to  July  1.  Forms  can  be  obtained  from 
Dr.  Richard  Leigh,  Medical  Towers  Building,  Houston. 


Emergency  Hospitals  Available 
To  Civil  Defense  Directors 

Out  of  78  emergency  hospitals  allotted  Texas  to  be 
stored  by  local  civil  defense  officials  and  put  to  use  in  the 
event  of  enemy  attack  or  widespread  natural  disaster,  only 
18  have  been  placed,  according  to  Claude  Yaun,  Austin, 
operations  officer  of  the  state’s  Division  of  Defense  and 
Disaster  Relief. 

Civil  defense  direaors  in  each  community  are  encour- 
aged by  the  state  department  and  the  Texas  Medical  As- 
sociation’s Committee  on  National  Emergency  Medical  Serv- 
ice to  request  one  of  these  hospitals  for  their  community. 
"It  is  important,  first,  because  it  will  advance  a vital 
phase  of  this  state’s  disaster  preparedness  program  for  its 
people,”  Mr.  Yaun  said.  "Secondly,  we  fear  that  if  we  are 
laggard  or  apathetic  in  getting  the  hospitals  placed,  we 
stand  in  danger  of  losing  part  of  our  allotment  to  areas, 
particularly  in  the  Eastern  States,”  he  said. 

Texas  has  a larger  number  of  potential  enemy  bomb 
targets  than  any  other  state  in  the  nation,  according  to  Mr. 
Yaun.  Sixteen  of  our  cities  are  considered  probable  targets 
because  of  industrial  concentration;  14  because  of  nearby 
military  installations. 

Each  packaged  hospital  contains  equipment  for  wards 
with  200  beds,  three  operating  rooms,  triage  room,  phar- 
macy, x-ray  room,  clinical  laboratory,  sterilizing  room,  and 
central  supply  room.  It  can  be  set  up  within  a matter  of 
hours  and  has  been  done  in  praaice  sessions  in  55  minutes. 
There  is  no  cost  to  the  cities  receiving  the  hospitals  al- 
though the  total  cost  of  each  hospital  is  $21,316.11. 

The  local  civil  defense  director  must  request  the  hos- 
pital and  agree  to  be  responsible  for  it.  This  is  an  oppor- 
tunity for  a responsible  citizen  group,  particularly  the 
medical  societies,  could  perform  a public  service,  said  Mr. 
Yaun.  Local  officials  are  far  more  likely  to  take  the  neces- 
sary aaion  if  they  are  aware  of  a local  demand. 

Evenmal  goal,  according  to  Mr.  Yaun,  is  to  ring  the 
major  population  centers  with  stored  hospital  units  and 
spot  them  near  target  areas  over  the  rest  of  the  state.  The 
quota  is  based  on  one  hospital  unit  for  each  70,000  people 
in  a metropolitan  target  area. 

At  the  present  time  hospitals  have  been  approved  for 
storage  in  the  cities  of  Fredericksburg,  Springtown,  Weath- 
erford, Kemah,  Mercedes,  Brownsville,  West  Columbia, 
Alpine,  El  Campo,  Floresville,  Devine,  and  Stephenville.  In 
addition  hospitals  have  been  applied  for  by  the  cities  of 
Robstown,  Nacogdoches,  Keene,  and  Longview,  and  Jef- 
ferson County. 

Exams  Set  for  Commission 
To  Public  Health  Corps 

Competitive  examinations  for  physicians  desiring  appoint- 
ment to  the  commissioned  corps  of  the  United  States  Pub- 
lic Health  Service  will  be  held  throughout  the  nation  April 
21-24.  Application  for  these  examinations  must  be  filed 
with  the  Surgeon  General  no  later  than  March  6. 

'The  examinations  are  customarily  held  at  the  Public 
Health  Service  installation  nearest  the  applicant’s  home, 
school,  or  place  of  business.  Time  and  place  of  the  exam- 
inations will  be  announced  to  all  applicants  well  in  ad- 
vance of  the  examination  dates. 

To  be  eligible  for  appointment  to  the  regular  corps  of 
the  Public  Health  Service,  candidates  must  be  United  States 
citizens,  graduates  of  approved  schools,  and  at  least  21 
years  of  age.  Application  forms  and  further  information 
may  be  obtained  by  writing  to  the  Surgeon  General,  United 
States  Public  Health  Service,  Washington  25,  D.  C. 
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New  Advisory  Committee  Endorses 
Regional  Mental  Health  Centers 

Members  of  the  Medical  Advisory  Committee  of  the 
State  of  Texas  Department  of  Health’s  Division  of  Mental 
Health  met  in  Austin  November  8 to  endorse  strongly  the 
idea  of  regional  mental  health  centers  controlled  by  local 
authorities  under  minimum  standards  set  by  the  state  de- 
partment. 

The  committee  recommended  that  the  centers  be  flexible 
enough  to  encompass  all  phases  of  mental  health  and  be 
partially  supported  by  local  funds.  Such  procedure  would 
include  experimental  development  of  at  least  two  or  three 
regional  centers  in  the  next  2 years  and  a study  of  ways 
to  get  community  supported  mental  health  centers  located 
in  areas  of  greatest  need  throughout  the  state. 

Established  last  June  by  Dr.  Henry  A.  Holle,  commis- 
sioner of  health,  Austin,  the  committee  met  first  on  July  19 
and  voted  to  meet  three  times  a year.  Committee  members 
will  serve  for  3 year  terms.  To  get  the  3 year  rotation 
system  into  operation,  however,  some  of  the  original  mem- 
bers were  appointed  to  serve  terms  of  1 and  2 years. 

Members  of  the  committee  serving  3 year  terms  are  Dr. 
Eugene  C.  McDanald,  Jr.,  Galveston;  Dr.  J.  E.  Rorie,  Tex- 
arkana; Dr.  R.  L.  Smbblefield,  Dallas;  and  Dr.  Dorothy 
Wyvell,  Midland.  Those  serving  2 years  are  Dr.  Spencer 
Bayles,  Houston;  Dr.  Melvin  A.  Casberg,  Austin;  Dr.  W. 
R.  Metzger,  Corpus  Christi;  and  Dr.  Grant  Taylor,  Hous- 
ton; and  1 year  members  are  Dr.  Abe  Hauser,  Houston; 
Dr.  H.  M.  Little,  Houston;  and  Dr.  Andrew  S.  Tomb, 
Victoria. 

Among  the  duties  of  the  committee  are  to  inform  the 
State  Department  of  Health  of  interests  and  concerns  of 
physicians  in  community  mental  health;  to  consult  with  the 
staff  on  ways  and  means  of  increasing  particip>ation  and 
recognition  of  physicians  in  community  mental  health  ac- 
tivities; to  advise  the  staff  of  services  which  the  Division 
of  Mental  Health  might  make  available  to  physicians;  and 
to  help  guide  the  thinking  of  the  state  department  in  the 
development  of  any  plans  designed  to  increase  mental 
health  services  to  the  people  and  communities  of  Texas. 

In  addition  to  the  new  advisory  committee,  the  Division 
of  Mental  Health  of  the  State  Department  of  Health  has 
initiated  a quarterly  Newsletter  for  Texas  Psychiatric  Clin- 
ics, the  first  issue  of  which  was  distributed  in  November. 


Southwestern  Medical  Center 
Officially  Established 

The  Southwestern  Medical  Center  was  officially  estab- 
lished recently  at  a meeting  of  a council  composed  of 
representatives  from  the  Southwestern  Medical  Foundation, 
University  of  Texas,  Dallas  County  Hospital  District,  City 
of  Dallas,  Dallas  County,  St.  Paul  Hospital,  Dallas  Morn- 
ing News  and  Dallas  Times  Herald. 

Dr.  Melvin  A.  Casberg  of  Austin  was  elected  vice-chair- 
man of  the  council.  A propiosed  charter  for  the  organiza- 
tion now  is  being  smdied  by  the  eight  member  institution 
and  will  be  offered  for  adoption  at  the  next  meeting  of 
the  council. 

At  its  initial  meeting,  the  council  approved  in  principle 
the  broad  development  outlined  by  E.  A.  Salmon,  New 
York  planning  consultant.  The  plan  outlined  by  Mr.  Sal- 
mon envisions  the  following:  continued  expansion  of 
Southwestern  Medical  School  and  its  research  and  teaching 
facilities,  enlargement  of  Parkland  Memorial  Hospital  to 
an  evenmal  capacity  of  1,200  beds,  building  of  two  vol- 


untary hospitals  of  500  or  600  beds  with  an  expansion 
potential  of  at  least  100  more  beds,  and  development  of  a 
system  of  internal  roadways  to  integrate  the  medical  center 
with  external  streets  and  roads. 


Old  Photographs  Wanted 

The  Illinois  State  Medical  Society  would  like  to  borrow 
old  photographs  showing  physicians  at  the  wheels  of  cars 
of  1900-1910  vintage  for  an  exhibit  centered  around  an 
Illinois  Medical  Society  article  which  told  of  the  role  of 
physicians  in  the  development  of  the  automobile  in  the 
United  States  at  the  turn  of  the  century. 

The  society  asks  that  photographs  be  accompanied  by 
the  name  of  the  physician  pictured,  his  town,  whether 
living  or  deceased,  and  the  make  and  year  of  the  auto- 
mobile. Pictures  should  be  sent  to  John  A.  Mirt,  Illinois 
State  Medical  Society,  185  North  Wabash  Avenue,  Chicago 
1.  They  will  be  remrned  unharmed. 

Board  of  Vocational  Nurse  Examiners 

At  the  two  racent  meetings  of  the  Board  of  Vocational 
Nurses  on  August  23  and  October  25,  764  candidates 
passed  the  state  examination  and  were  issued  licenses,  re- 
ported Dr.  George  M.  Hilliard,  president  of  the  board. 

Including  the  approval  of  17  reciprocity  applications  at 
these  meetings,  there  have  been  a total  of  19,649  licenses 
issued  since  the  inception  of  the  Vocational  Nurse  Law  in 
September,  1951.  The  next  state  board  examination  is  set 
for  March  21  in  Austin.  Deadline  for  submitting  applica- 
tions for  this  examination  is  February  18.  For  further  in- 
formation, those  interested  may  write  to  the  board  at  904 
Lavaca  Street,  Austin  1. 


Mental  Health  Directories 

"Mental  Health  Services,  A Directory  for  Texas,”  has 
been  prepared  by  the  Texas  Association  for  Mental  Health 
and  the  Division  of  Mental  Health  of  the  Texas  State  De- 
partment of  Health  and  distributed  free  to  local  and  state 
agencies,  health  and  welfare  organizations,  and  professional 
praaitioners  in  the  field.  The  loose  leaf  booklet  may  be 
obtained  by  interested  lay  pieople  up>on  request  from  either 
agency. 

Board  of  Thoracic  Surgery 

Texans  certified  by  the  Board  of  Thoracic  Surgery  on 
October  5 were  Dr.  James  G.  Gabbard,  Corpus  Christi; 
Dr.  Robert  C.  Jackson,  Harlingen;  Dr.  Herbert  V.  Swin- 
dell, Lackland  Air  Force  Base;  and  Dr.  Charles  T.  Meadows, 
Wharton. 


Dallas  Foundation  Formed 

The  Timberlawn  Foundation,  headed  by  a group  of  Dal- 
las business  and  professional  men,  recently  has  been  formed 
to  foster  research  and  education  in  psychiatry.  The  founda- 
tion will  further  the  work  already  carried  on  at  Timber- 
lawn  Sanitarium,  which  is  said  to  be  the  oldest  private 
psychiatric  hospital  in  the  Southwest. 

Physicians  who  are  members  of  the  board  of  trustees 
are  Drs.  Jack  G.  Kerr,  Everett  C Fox,  Charles  L.  Bloss, 
Howard  M.  Burkett,  and  Perry  C.  Talkington,  all  of  Dallas. 
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Articles  by  Texas  Physicians 

The  following  articles  have  been  written  by  Texas  physi- 
cians and  are  available  at  the  Memorial  Library  of  the 
Texas  Medical  Association. 

Agnew,  Colvin  H. : Metastatic  Malignant  Melanoma  of  the 
Kidney  Simulating  a Primary  Neoplasm,  Am.  J.  Roentgenol. 
80:813-816  (Nov.)  1958. 

Arnold,  Jasper  H. : Approach  to  the  Capsule  of  the  Pros- 
tate by  Modified  Young  Technique,  J.  Urol.  80:151-154 
(Aug.)  1958. 

Beasley,  Harold:  Levator  Muscle  Surgery,  J.  Arkansas  M. 
Soc.  55:196-202  (Oct.)  1958.  * 

Bjerk,  E.  M.,  and  Hornisher,  J.  J. : Narcolepsy:  A Case 
Report  and  a Rebuttal,  Electroencephalog.  & Clin.  Neuro- 
physiol. 10:550-554  (Aug.)  1958. 

Blocker,  Truman  G.,  Jr.:  The  Care  of  Patients  with 
Burns,  Nursing  Outlook  6:382-383  (July)  1958. 

Bonte,  Frederick  J.,  and  Reynolds,  Jack:  Hydrocarbon 
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78:610-622  (Oa.)  1958. 
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DeBakey,  Michael  E.;  Cooley,  Denton  A.;  Crawford,  E. 
Stanley;  and  Morris,  Geroge  C,  Jr.:  Aneurysms  of  the 
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1958. 
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Dr.  T.  J.  Archer,  Jr.,  Austin,  87  journals. 

Board  for  Texas  State  Hospitals  and  Special  School,  Aus- 
tin, 1,739  journals. 

Dr.  Charles  H.  Brownlee,  Austin,  21  books. 

Dr.  Lee  Edenes,  Austin,  3 journals. 

Dr.  J.  E.  Johnston,  Austin,  5 journals,  16  reprints. 

Dr.  Samuel  N.  Key,  Jr.,  Austin,  10  journals. 

Dr.  R.  G.  McCorkle,  Austin,  2 books. 

Dr.  Morris  E.  Malakoff,  Laredo,  265  journals. 

Dr.  William  P.  Morgan,  Austin,  542  journals. 

Dr.  H.  W.  Newman,  Austin,  77  journals. 

Dr.  Morris  Polsky,  Austin,  21  journals. 
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Dr.  A.  A.  Tisdale,  Austin,  12  journals. 

Dr.  Edward  Zidd,  Austin,  350  journals. 


Motion  Pictures 


Bedside  Management  of  Fluid  Balance  Problems 

16  mm.,  color,  sound,  20  minutes,  1958. 

This  film  shows  the  simple  bedside  tests  for  blood  and 
urinary  elearolytes  that  are  now  available.  These  tests  per- 
mit the  physician  to  solve  complex  fluid-elearolyte  prob- 
lems promptly  and  without  the  facilities  of  a medical  cen- 
ter. A physician  is  followed  step  by  step  in  his  management 
of  a difficult  case,  using  these  bedside  techniques. 


The  Medicine  Man 

16  mm.,  black  and  white,  sound,  27  minutes,  1958. 

Millions  of  Americans  are  influenced  by  nutritional 
products  of  questionable  merit,  and  this  film  shows  what 
can  happen  to  one  family  if  its  members  fall  for  the  food 
fad  idea. 

Recognition  and  Management  of 
Respiratory  Acidosis 

16  mm.,  color,  sound,  30  minutes,  1958. 

The  course  of  a fatal  case  of  respiratory  acidosis  is  il- 
lustrated and  discussed  by  a panel.  The  etiology  and  symp- 
toms of  this  condition  are  examined  in  detail,  and  the 
importance  of  early  recognition  is  emphasized.  A suggested 
treatment  program,  including  emergency  treatment  of  acute 
cases,  is  outlined  fully.  The  use  of  various  types  of  pres- 
sure breathing  apparatus  is  demonstrated  with  patients. 


★ Books 


Books  Newly  Acquired 

Bettmann,  Otto  L.:  Pictorial  History  of  Medicine,  Spring- 
field,  111.,  Charles  C Thomas,  1956. 

Egerter,  B.  C. : Professional  Practice  Management,  New 
York,  Pageant  Press,  1957. 

Faust,  Ernest  Carroll:  Animal  Agents  and  Vectors  of 
Human  Disease,  Philadelphia,  Lea  and  Febiger,  1955. 

Marti-Ibanez,  Felix:  Men,  Molds,  and  History,  New 
York,  MD  Publications,  Inc.,  1958. 

Modell,  Walter,  and  Schwartz,  Doris  R. : Handbook  of 
Cardiology  for  Nurses,  ed.  3,  New  York,  Springer,  1958. 

Nasset,  Edmund  Sigurd:  Food  and  You,  ed.  2,  New 
York,  Barnes  and  Noble,  1958. 

Raven,  Ronald  W.:  Cancer,  vol.  4,  Clinical  Aspects,  Lon- 
don, Butterworth  and  Co.,  1958. 

Ravin,  Abe:  Auscultation  of  the  Heart,  Chicago,  Year 
Book  Publishers,  1958. 

Reese,  Dorothy  Erickson:  How  to  Be  a Nursing  Aid  in 
a Nursing  Home,  Washington,  American  Nursing  Home 
Association,  1958. 

Strean,  Lyon  P. : Birth  of  Normal  Babies,  New  York, 
Twayne  Publishers,  1958. 

United  States  Department  of  Defense:  Emergency  War 
Surgery,  U.  S.  Armed  Forces  issue  of  NATO  handbook  pre- 
pared for  use  by  the  medical  services  of  NATO  Nations, 
Washington,  D.  C.,  U.  S.  Government  Printing  Office, 
1958. 

Veirs,  Everett:  So  You  Have  Glaucoma,  New  York, 
Grune  and  Stratton,  1958. 


Book  Notes 

Surgeons  All 

Harvey  Graham,  M.D.,  foreword  by  Oliver  St.  John 
Gogarty.  459  pages.  $10.  New  York,  Philosophical  Library, 
1957. 

For  the  young  or  older  surgeon,  this  work  will  prove  to 
be  instruaive  and  entertaining.  For  the  older  surgeon  who 
wishes  to  look  back,  or  the  young  doctor  just  starting,  it 
is  an  excellent  introduction  to  the  history  of  surgery. 
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In  Dr.  Gogarty’s  introduction  he  says,  "This  is  the  best 
book  on  surgery  I have  ever  read  . . This  is  a story 
book — a story  of  surgery  itself  made  up  of  a thousand  and 
one  surgeons  who  helped  to  bring  the  surgical  art  to  its 
present  stage  of  development. 

Fundamentals  of  Clinical  Neurophysiology 

Paul  O.  Chatfield,  M.D.,  Formerly  Chief,  Section  of  Clin- 
ical Neurophysiology,  National  Institute  of  Neurological  Dis- 
eases and  Blindness,  National  Institutes  of  Health,  Bethesda, 
Md.;  Formerly  Assistant  Professor  of  Physiology,  Harvard 
Medical  School,  Boston.  392  pages.  $8.50.  Springfield,  111., 
Charles  C Thomas,  1957. 

The  author  presents  this  book  as  a one  man  exposition 
of  the  better  established  faas  of  neurophysiology.  The  ma- 
terial has  been  gathered  over  a period  of  years  of  teaching 
physiology'  at  Harvard  Medical  School.  The  author  explains 
the  unevenness  of  his  emphasis  on  the  various  subjects 
treated  as  the  result  of  his  unconsciously  treating  more 
thoroughly  those  aspeas  of  neurophysiology  in  which  he 
was  more  interested.  He  has  deliberately  omitted  the 
peripheral  autonomic  nervous  system  and  physiological 
psychology. 

The  author  begins  with  a general  introduaion  and  fol- 
lows with  a discussion  of  the  basic  mechanisms  of  the 
functioning  nervous  system.  The  fundamentals  are  presented 
in  a clear  and  concise  manner.  Each  chapter  begins  with  a 
list  of  topics  to  be  discussed  and  is  completed  with  an 
adequate  bibliography.  This  makes  it  of  particular  interest 
to  medical  students,  trainees  in  neurology  and  psychiatry, 
and  technical  personnel  who  have  just  entered  the  field. 

Surgery  in  World  War  II,  Orthopedic  Surgery 
In  the  Mediterranean  Theater  of  Operations 

Oscar  P.  Hampton,  Jr.,  M.D.,  F.A.C.S.,  Col.,  MC,  USAR, 
Assistant  Professor  of  Clinical  Orthopedic  Surgery,  Washing- 
ton University  School  of  Medicine,  St.  Louis;  John  B. 

“ Coates,  Jr.,  Col.,  MC,  Editor  in  Chief.  368  pages.  Wash- 
ington, Office  of  the  Surgeon  General,  Department  of  the 
Army,  1957. 

This  well  illustrated  book  on  orthopedic  surgery  in  the 
Mediterranean  theater  is  based  on  hard  experience  in  the 
field  under  trying  conditions  and  lays  down  principles  that 
will  save  many  lives  and  save  funaion  of  many  extremities 
in  any  future  aaions.  Because  of  the  reviewer’s  own  experi- 
ences, he  was  much  interested  in  the  historical  account  of 
the  development  of  the  consultant  system  and  the  laying 
down  in  rather  clear  and  concise  form  the  function,  duties, 
and  responsibilities  of  a consultant.  It  is  timely  reading  and 
would  be  of  interest  to  anyone  about  to  undertake  such 
duties  and  responsibilities. 

The  discussions  of  facilities,  wound  appraisal,  manage- 
ment of  compound  fractures,  and  fracture  management  in 
general  is  well  dealt  with.  The  analysis  of  cases  is  enlighten- 
ing, and  the  techniques  employed  reflect  the  resourcefulness 
of  our  medical  men  in  time  of  stress  and  need.  The  graphic 
p)ortrayal  and  the  well  selected  illustrations  emphasize  the 
gravity  and  importance  of  the  proper  management  and  treat- 
ment of  frartures  and  wounds. 

Space  does  not  permit  a complete  presentation  of  the 
many  helpful  ideas  incorporated  in  this  volume.  It  is  recom- 
mended reading  for  anyone  who  deals  with  severe  injuries 
of  the  skeletal  system. 

— Joe  C.  Rude,  M.D.,  Austin. 

And  Live  Alone;  The  Story 
Of  a Year  in  New  Hampshire 

Dorothy  Pitkin,  214  pages.  $3.50.  New  York,  Pantheon 
Books  Inc.,  1957. 


Pre-Employment  Disability  Evaluation 

William  A.  Kellogg,  M.D,,  F.A.C.S.,  Clinical  Professor  of 
Surgery,  New  York  Polyclinic  Post-Graduate  Medical  School, 
New  York.  Preface  by  H.  L.  Herschensohn,  M.D.,  Medical 
Director,  Douglas  Aircraft  Co.,  Inc.,  Santa  Monica,  Calif. 
$10.50.  155  pages.  Springfield,  111.,  Charles  C Thomas,  1957. 

This  book  is  described  as  a manual  for  reference  regard- 
ing preemployment  examination  and  is  a complete  manual 
of  its  type.  The  pages  are  perforated  and  punched  for  in- 
sertion in  a ring-binder  if  desired.  The  bound  volume  form 
in  which  it  is  presented  seems  practical  and  desirable. 

The  opening  chapter  deals  with  the  advantages  and 
purposes  of  a pre-employment  examination.  Some  may 
prefer  to  speak  of  the  examination  as  a preplacement  exam- 
ination. Where  the  diseased  and  disabled  are  considered 
for  employment,  preplacement  seems  a more  desirable  term. 
The  various  systems  are  considered  in  detail  by  chapters 
in  the  manual,  and  some  chapters  deal  with  diseases,  ex- 
ternal agents,  and  constitutional  conditions.  A special  chap- 
ter on  restriaions  is  of  interest,  and  various  restriaions 
and  disabilities  are  classified.  The  paragraphs  on  restric- 
tions are  referred  to  by  code  number  frequently  in  other 
chapters  of  the  manual.  The  application  of  restriaions  to 
an  examinee  as  a substitute  for  rejection  is  discussed.  'This 
type  of  handling  is,  at  times,  helpful,  for  the  personnel 
department  may  then  inform  the  applicant  that  there  is 
no  suitable  job  available,  and  the  applicant  is  spared  the 
label  of  "rejected.” 

The  medical  forms  oudined  are  of  interest,  but  it  should 
be  remembered  that  no  one  group  of  forms  is  suitable  to 
all  types  of  industry. 

State  compensation  laws,  as  applied  to  various  condi- 
tions aggravated  by  certain  types  of  work,  should  be  kept 
in  mind.  Also,  recognition  of  employee  insurance  plans 
should  be  considered  when  applicants  with  chronic  dis- 
eases are  employed  with  restrictions.  Some  medical  exam- 
iners for  industry  would  take  exception  to  the  author’s 
concept  of  "blood  pressure  170/100”  as  an  acceptable 
level  on  preemployment  examination. 

This  is  a complete  type  of  manual  on  the  subject,  and 
the  author  has  given  considerable  time  and  thought  in 
compiling  it.  It  would  be  of  value  as  a reference  to  many 
physicians  who  examine  applicants  for  employment  with 
industries  which  have  a wide  variety  of  jobs  and  which 
would  be  willing  and  able  to  utilize  the  abilities  of  the 
many  persons  who  are  productive,  though  handicapped. 

— H.  O.  Sappington,  M.D.,  Baytown. 

A Mental  Health  Handbook 

Ian  Skottowe,  M.D.,  M.R.C.P.,  D.P.M.,  Psychiatrist, 

Warneford  and  Park  Hospitals.  196  pages.  $5.50.  London, 
Edward  Arnold,  Ltd.,  1957. 

The  author  indicates  that  the  book  is  for  the  training  of 
people  in  the  mental  health  field  and  particularly  in  regard 
to  the  National  Health  Service  in  Great  Britain.  Much  of 
the  content  would  not  be  relevant  to  the  situation  in  the 
United  States  but  pertains,  rather,  to  English  mental  health 
legislation  and  situations.  Much  of  the  material  is  supver- 
ficial,  in  light  of  the  extent  of  present  day  knowledge.  More 
of  the  material  is  obsolete  or  is  overly  general. 

There  are  many  technical  points  which  are  controversial 
and  difficult  to  accept.  For  example,  on  page  144,  Dr. 
Skottowe  states  that  physical  anthropometry  of  all  school 
children  is  indicated  as  a reliable  way  of  indicating  the 
children  who  are  "constitutionally  vulnerable.”  There  are 
many  other  adverse  criticisms  which  could  be  made  in 
regard  to  the  book. 

— ^John  A.  Boston,  Jr.,  M.D.,  Austin. 
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Lens  Materials  in  the  Prevention  of  Eye  Injuries 

Arthur  Hail  Keeney,  M.D.,  D.Sc.,  Section  of  Ophthal- 
mology, University  of  Louisville  School  of  Medicine,  Louis- 
ville, Ky.  73  pages.  $3.50.  Springfield,  111.,  Charles  C 
Thomas,  1957. 

As  medicine  and  associated  sciences  are  engaged  in  pre- 
venting mechanical  eye  injuries,  this  small  book  assists  in 
a better  understanding  of  the  problems  confronted  in  the 
development  of  safety  lenses  and  a better  understanding  of 
the  best  lens  to  prevent  these  eye  injuries.  The  technical 
developement  begins  with  the  wire  gauze  and  plain  glass 
and  ends  with  the  current  lenses  processed  on  a compres- 
sion-tension ratio  basis.  Also,  there  are  examples  of  vari- 
ous fracture  patterns  and  the  part  that  lens  power  plans 
on  the  hardness  and  impact  resistance  of  the  safety  lens. 
Plastic  safety  lenses  are  also  included  along  with  the  ad- 
vantages and  disadvantages.  There  is  a concise  chapter 
which  will  be  of  great  practical  assistance  concerning  spe- 
cific indications  and  contraindications  for  the  various  lens 
materials  prescribed. 

This  book  should  be  read  by  all  ophthalmologists  be- 
cause the  scope  of  protective  eye  wear  extends  beyond 
industry  to  every  parent  and  child. 

— Bloyce  H.  Britton,  M.D.,  El  Paso. 

Expectant  Motherhood 

Nicholson  J.  Eastman,  M.D.,  Professor  of  Obstetrics, 
Johns  Hopkins  University.  198  pages,  ed.  3.  $1.75.  Boston, 
Little,  Brown  and  Co.,  1957. 

This  is  an  excellent  book  suitable  for  the  intelligent, 
prenatal  patient;  therefore,  I will  criticize  it  sharply.  It 
is  worth  saving — worth  improving! 

The  author  writes  authoratively  and  is  readable  but  ver- 
bose in  certain  areas,  particularly  in  embryology  and  di- 
etetics. The  modern  busy  housewife  with  a cake  in  the 
oven  could  be  spared  considerable  of  the  prose  without  loss 
of  information. 

In  the  chapter  on  weight  control,  the  psychiatric  aspects 
of  overweight,  namely  depression  and  boredom,  were  not 
emphasized.  The  imjxirtance  of  eating  only  at  the  table  with 
others  and  of  not  eating  after  the  evening  meal  was  omitted. 

The  author  does  not  recognize  that  the  edema  of  toxemia 
is  not  caused  by  sodium  retention,  is  not  prevented  by  low 
sodium  diet,  and,  I would  like  to  add,  not  prevented  or 
cured  by  Diuril. 

The  author  does  not  recognize  that  hemolytic  disease  of 
the  newborn  is  equally  frequent  in  the  Rh  positive  mother 
as  in  the  Rh  negative. 

In  the  care  of  the  nipples,  excessive  washing  and  all 
soap  should  be  avoided,  and  boric  acid  is  a poisoning  haz- 
ard that  should  be  deleted  entirely  from  the  nursery. 

Some  of  the  illustrations  are  excellent.  Today  we  ex- 
pect better  illustrations  in  full  color.  I did  not  get  the 
significance  of  the  cup  measure. 

— W.  E.  Lockhart,  M.D.,  Alpine. 

Chemistry  and  Biology  and  Mucopolysaccharides 

Ciba  Foundation  Symposium,  edited  by  G.E.W.  WOLSTEN- 
HOLME,  M.B.,  B.Ch.  and  Maeve  O'Connor,  B.A.  323 
pages.  $8.50.  Boston,  Little,  Brown  and  Company,  1958. 

Neomycin;  Its  Nature  and  Practical  Application 

Selman  a.  Waksman,  Editor;  Hubert  A.  Lechevalier  and 
Burton  A.  Waisbren,  Associate  Editors;  Robert  A.  Day,  As- 
sistant Editor.  412  pages.  $5.  Published  for  the  Institute  of 
Microbiology,  Rutgers  University.  Baltimore,  Williams  and 
Wilkins  Company,  1958. 


Texas 

^ Medical  Association 

Amendments  to  Constitution. 

Will  Be  Considered  in  April 

Several  constitutional  changes  introduced  at  the  1958 
annual  session  of  the  Texas  Medical  Association  will  be 
considered  for  final  action  by  the  1959  House  of  Delegates 
meeting  April  18-21  in  San  Antonio. 

The  Board  of  Councilors,  in  its  recommendations  on 
intern,  resident,  inaaive,  and  honorary  memberships,  asked 
for  the  following  change  in  paragraph  3,  section  1,  article 
II  of  the  Constitution: 

"It  is  also  provided  that  physicians  who  are  serving  in- 
ternships and  residencies  in  hospitals,  as  a p>art  of  their 
educational  qualifications,  and  who  are  not  in  private  prac- 
tice, may  be  elected  by  county  societies  when  the  hospital 
is  located  within  the  geographical  boundaries  of  said  county 
society  or  societies  as  'intern  members’  or  'resident  mem- 
bers,’ such  membership  to  terminate  with  the  completion 
of  the  internship  or  residency.  When  so  elected,  intern  or 
resident  members  shall  be  entitled  to  all  of  the  privileges 
of  membership  in  the  Association,  except  the  right  to  vote, 
hold  office,  endorse  applications  for  membership,  or  serve 
as  a delegate  or  alternate  delegate  to  the  Texas  Medical 
Association,  provided  that  they  p>ay  the  annual  dues  as 
required  in  the  By-Laws  and  that  their  names  are  duly 
reported  in  the  annual  repjorts  of  the  county  societies.” 

In  order  to  provide  a means  whereby  regular  members 
may  become  inactive  when  they  leave  the  private  practice 
of  medicine  for  further  training,  the  Board  of  Councilors 
recommended  that  the  following  jiaragraph  be  added  to 
seaion  1,  article  II  of  the  Constitution; 

"It  is  also  provided  that  county  medical  societies  may 
elect  to  tempxirary  inaaive  membership  those  physician 
members  who  leave  the  aaive  praaice  of  medicine  for 
further  training  by  serving  internships  or  residencies  in 
hospitals  for  a proposed  period  of  one  year  or  more.  Such 
membership  will  terminate  with  the  completion  of  the 
training,  and  the  member  will  return  to  regular  member- 
ship.” 

In  clarifying  the  qualifications  for  honorary  member- 
ship, the  Board  of  Councilors  asked  that  paragraph  1,  line 
10  of  seaion  1,  article  II  of  the  Constitution  should  end 
with  the  word  "association,”  and  that  the  remainder  of  the 
paragraph,  rewritten  as  paragraph  2,  should  be  changed  as 
follows : 

"It  is  provided  that  the  House  of  Delegates,  upon  nomi- 
nation of  component  county  societies,  may  elea  to  honor- 
ary membership  those  physician  members  of  honorable 
standing  who,  because  of  age  or  other  laudable  reasons, 
have  reached  a point  of  comparative  inaaivity  in  the  prac- 
tice of  medicine,  and  who  have  been  members  of  organized 
medicine  for  a period  of  at  least  forty  years  or  who  have 
contributed  notably  to  the  advance  of  ethical  medicine. 
When  so  nominated  and  eleaed,  said  honorary  members 
shall  be  entitled  to  all  of  the  privileges  of  membership  as 


ORGANIZATION^ 


agCTlON  "n 


68 


TEXAS  State  Journal  of  Medicine,  JANUARY,  1959 


set  out  in  this  Constitution  and  By-Laws;  provided  that 
county  society  secretaries  shall  include  all  such  honorary 
members  in  their  respective  annual  reports,  with  such  no- 
tation thereon  as  will  at  once  declare  their  stams.” 

Other  changes  which  will  be  considered  include  Resolu- 
tion 18i,  which  was  presented  in  1958  by  Dr.  E.  P.  Hall  of 
Fort  Worth.  This  resolution  will  provide  that  "In  case  of 
a vacancy  in  any  elective  office  of  the  Texas  Medical  As- 
sociation, this  vacancy  can  only  be  filled  by  vote  of  the 
House  of  Delegates  either  in  regular  or  special  session.” 

Also  presented  by  Dr.  Hall  was  resolution  18j,  which 
calls  for  an  increase  of  the  members  of  the  Board  of 
Trustees  to  nine. 

The  Travis  County  Medical  Society  presented  Resolution 
18q  calling  for  a new  classification  of  membership  and 
dues  for  physicians  who  are  associated  with  state  elee- 
mosynary instimtions,  the  State  Department  of  Health,  the 
veterans  hospitals,  and  similar  groups. 

Another  resolution  which  will  be  considered  is  Resolu- 
tion 181,  presented  by  the  Hidalgo-Starr  Counties  Medical 
Society,  which  requires  American  citizenship  as  part  of  the 
eligibility  of  applicants  for  membership  in  the  Texas  Medi- 
cal Association. 


Scientific  Exhibits  Being  Readied 

Displays  for  the  scientific  exhibit  of  the  Texas  Medical 
Association  are  being  prepared  for  a triple  purpose  this 
year,  Dr.  J.  Edward  Johnson  of  Austin,  chairman  of  the 
Committee  on  Scientific  Exhibits,  says. 

First,  the  exhibits  will  serve  as  a "showcase  of  Texas 
medicine”  to  let  visitors  at  the  session  learn  new  techniques 
and  special  studies  that  have  been  developed  by  their  pro- 
fessional colleagues.  SeconJ,  the  exhibits  will  be  eligible — 
as  in  previous  years — for  official  awards  in  individual, 
group,  institutional,  and  educational-promotional  categories. 
Third,  for  the  first  time  this  year,  an  unofficial  "popularity 
poll”  will  permit  viewers  to  cast  their  ballots  for  their 
choices  of  displays  which  to  them  are  of  greatest  interest 
and  value,  and  the  results  of  this  poll  wLU  be  announced 
along  with  the  official  awards  granted  by  a judging  com- 
mittee appointed  by  the  President. 

Applications  for  scientific  exhibit  space  are  being  ac- 
cepted now,  and  inquiries  should  be  addressed  to  Dr. 
Johnson  at  1801  North  Lamar  Boulevard,  Austin.  The 
deadline  for  applications  is  January  25.  Although  efforts 
will  be  made  to  provide  space  for  exhibits  thereafter,  no 
assurance  exists  that  they  can  be  accepted,  nor,  if  accepted, 
that  information  about  them  can  be  included  in  the  printed 
program. 

Most  exhibits  will  be  housed  on  the  mezzanine  floor  of 
the  Hilton  Hotel  in  San  Antonio,  headquarters  for  the 
annual  session  April  18-21. 


Accreditation  Institute  for  Hospitals  Set 

An  accreditation  institute  sponsored  jointly  by  the  Texas 
Hospital  Association,  Texas  Medical  Association,  Private 
Clinics  and  Hospitals  Association,  and  Texas  Association  of 
Medical  Record  Librarians  is  scheduled  February  19-20  at 
the  Roosevelt  Hotel  in  Waco.  Theme  for  the  institute  is 
"Responsibility  for  Accreditation.” 

Fee  for  the  institute  is  $10  per  hospital,  which  entitles 
the  hospital  to  an  unlimited  number  of  registrants.  Appli- 
cation may  be  made  to  the  Texas  Hospital  Association, 
2208  Main  Street,  Dallas  1. 


^ County  Societies 


Medical  Good  Will  Comes  Via 
Bowling  Alley,  Weight  Scales 

A bowling  league,  a campaign  to  measure  the  waistline, 
a conventional  dinner  party — these  and  a variety  of  other 
projeas  have  been  employed  by  county  medical  societies 
throughout  Texas  in  establishing  better  public  relations  for 
the  medical  profession.  In  one  instance,  results  of  a com- 
munity project  were  so  successful  that  the  projea  was  given 
statewide  as  well  as  national  recognition. 

From  the  building  of  closer  relationships  within  each 
society  to  working  with  the  community  as  a whole  or  with 
other  professional  groups,  county  societies  have  covered  dif- 
ferent phases  of  public  relations  in  their  efforts.  In  each 
case,  however,  better  understanding  with  the  working  group 
was  accomplished  and  the  feeling  toward  doctors  was  im- 
proved. 

Start  at  Home 

With  the  thought  that  public  relations  often  begins  best 
when  it  begins  at  home  physicians  from  Guadalupe,  Co- 
mal, and  Hays  Counties  pooled  their  efforts  in  establishing 
a Tri-County  Medical  Assembly,  an  idea  which  physicians 
from  these  counties  think  could  be  employed  satisfactorily 
by  other  counties  where  the  number  of  doctors  is  small. 
The  assembly,  which  meets  quarterly,  is  an  informal  re- 
lationship which  does  not  infringe  on  the  respective  regu- 
lar county  organizations.  It  brings  physicians  together  who 
are  related  from  a geographical  and  patient  praaice  stand- 
point. Programs  for  the  assembly  usually  include  a social 
hour  and  dinner  followed  by  a talk  on  some  scientific 
subject.  The  establishment  of  the  assembly  has  enabled  bet- 
ter professional  education  and  better  social  relationships 
to  be  developed,  doaors  of  these  communities  say. 

Community  Comes  Next 

Having  the  youth  of  the  community  in  mind,  members 
of  the  Webb-Zapata-Jim  Hogg  Counties  Medical  Society 
have  undertaken  different  projeas  during  the  past  2 years. 
The  society  sponsored  a regulation  banning  the  use  and 
sale  of  fireworks,  reducing  the  injuries  from  firecracker 
explosions.  They  also  submitted  an  ordinance  to  the  city 
council  prohibiting  the  abandonment  of  empty  ice  boxes 
and  cabinets  in  vacant  lots  and  backyards  within  the  city 
limits  to  prevent  children  from  entering  these  boxes  and 
cabinets  and  dying  of  asphyxia.  Members  of  the  society 
also  gave  free  physical  examinations  for  members  of  the 
Boy  Scouts  and  other  youth  groups  and  gave  demonstra- 
tions of  methods  of  artificial  respiration  at  local  swimming 
pools.  Two  physicians  are  always  in  attendance  at  golden 
glove  fights,  ready  to  administer  first  aid  or  give  complete 
physical  examinations  to  the  boys  before  they  enter  the 
ring.  The  society  sponsored  a Babe  Ruth  League  baseball 
team  called  the  "Medics,”  which  was  publicized  through 
the  newspapers,  radio,  and  television.  Every  year,  they 
sponsor  a racer  at  the  local  soap-box  derby.  The  society 
is  now  working  with  the  school  distria  in  developing  a 
compulsory  driver  training  course  for  all  high  school 
students. 

Many  times,  a general  opinion  of  one  doaor  and  con- 
sequently of  the  entire  medical  profession  may  be  formed 
as  a result  of  a single  unpleasant  incident.  And  many  times 
the  availability  of  a physician  at  the  time  of  emergency  can 
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sway  the  public  mind.  Acting  on  this  concept,  physicians 
of  the  Ellis  County  Medical  Society,  like  other  societies  in 
the  state,  improved  their  standing  in  the  community  by 
developing  a rotating  system  in  the  local  hospital  emer- 
gency room.  By  all  physicians  taking  mrns  doing  a week 
of  emergency  room  work,  a doctor  is  available  at  all  times 
and  patients  whose  own  physicians  are  not  available  or 
who  do  not  have  a preference  for  any  doctor  do  not  suffer 
from  lack  of  immediate  medical  care. 

In  the  idea  stage  yet,  but  probably  to  become  an  aaive 
projea  in  1959,  is  the  plan  of  members  of  the  Brazoria 
County  Medical  Society  of  organizing  an  education  program 
of  motion  picture  showing  to  lay  groups,  at  the  same  time 
providing  the  services  of  one  of  the  society’s  members  for 
comments  and  to  answer  questions.  Thus  far,  films  have 
been  reviewed;  a list  of  lay  organizations  holding  meetings 
which  have  need  for  program  material  is  being  compiled. 
Equipment  for  the  showings  is  to  be  furnished  by  the 
society. 

Ideas  with  Multiple  Results 

Public  relations  projects  can  be  geared  to  produce  multi- 
ple results.  This  has  been  the  case  with  several  of  the 
societies,  whose  projects  have  affeaed  community  as  well 
as  interprofessional  relations.  Working  in  cooperation  with 
the  Dallas  Times  Herald,  the  Dallas  Pharmaceutical  As- 
sociation, and  Smith,  Kline,  and  French  Laboratories,  the 
Dallas  County  Medical  Society  sponsored  a “Dallas  Fights 
Its  Waistline”  week  in  January,  1958.  The  projea,  which 
received  statewide  and  national  publicity,  was  undertaken 
as  a public  service  health  education  program  aimed  at 
urging  overweight  citizens  to  consult  with  their  physicians 
about  their  weight  problems.  Coverage  was  given  to  the 
campaign  through  the  news  and  advertising  columns,  radio 
and  television  stations,  billboards,  paper  posters  on  trucks, 
newsstands,  and  buses,  and  leaflets  and  bookets.  A film  on 
overweight  was  shown  to  different  groups  in  the  com- 
munity and  an  exhibit  was  set  up  in  the  Dallas  Health 
Museum.  Scale  booths  were  placed  in  banks,  hotels,  a 
medical  office  building,  and  department  stores.  A 1 hour 
television  panel  show  of  physicians  who  answered  viewers’ 
questions  on  weight  climaxed  aaivities  for  the  week. 

Newspaper  people,  officials  of  the  Potter-Randall  Coun- 
ties Medical  Society  say,  evenmally  learn  of  every  action  in 
their  community,  and  rumor  or  irresponsible  talk  can 
create  a story  with  a wrong  slant.  To  avoid  such  a situa- 
tion, members  of  the  society  worked  out  a successful  and 
friendly  relationship  with  the  local  press,  through  which 
a newspapier  reporter  is  present  at  the  meetings  of  the 
society  to  learn  firsthand  what  goes  on.  Projeas  and  other 
aaivities  of  the  society  have  received  a considerable  amount 
of  publicity,  and  misunderstandings  have  been  avoided  by 
going  to  the  reporter  beforehand  and  explaining  the  situa- 
tion. A weekly  health  column  is  also  published  in  one  of 
the  newspapers.  ’Through  the  efforts  of  the  physicians  in 
these  counties  and  of  other  leading  citizens,  work  toward 
obtaining  a proposed  Amarillo  Medical  Center  has  pro- 
gressed rapidly.  'The  center,  which  is  estimated  to  cost 
from  $30,000,000  to  $50,000,000,  will  include  among 
other  things,  an  800  bed  hospital,  a school  of  nursing, 
medical  school  buildings  (if  one  is  built  in  the  Amarillo 
area) , a public  health  center,  a blood  center,  a nursing 
home  for  the  aged,  a medical  library,  and  a headquarters 
building  for  the  county  medical  society. 

The  Harris  County  Medical  Society  has  found  that  ob- 
servance of  Medical  Education  Week  can  be  advantageous. 
Working  with  the  Professional  Pharmaceutical  Representa- 
tives of  Harris  County,  Baylor  University  College  of  Medi- 
cine, University  of  Texas  Postgraduate  School  of  Medicine, 


M.  D.  Anderson  Hospital  and  Tumor  Institute,  and  the 
local  press,  the  society’s  members  focused  attention  on  the 
ever  increasing  contribution  of  medicine  to  American  life 
and  on  the  basic  significance  of  medical  education.  One  of 
the  phases  of  the  project  was  setting  up  a speakers  bureau 
through  which  civic  clubs  could  obtain  a p>anel  of  three 
spieakers  for  their  meetings.  The  panels  discussed  the  un- 
dergraduate, graduate,  and  continuing  asp)eas  of  education 
and  were  composed  of  a representative  from  Baylor,  the 
postgraduate  school,  and  the  society.  Another  phase  was 
the  presentation  of  a half  hour  television  program  entitled 
"The  Eternal  Smdent.”  The  movie  carried  the  viewer 
through  the  aaivities  of  the  Harris  Q)unty  medical  com- 
munity and  medical  center,  a typical  medical  convention, 
and  showed  the  various  phases  of  medical  education  at 
Baylor  University  College  of  Medicine,  the  University  of 
Texas  Postgraduate  School  of  Medicine,  and  M.  D.  Ander- 
son Hospital  and  Tumor  Instimte. 

Among  Other  Professions 

The  promotion  of  good  will  among  other  professional 
groups  was  made  pjossible  by  the  Bexar  County  Medical 
Society  in  sponsoring  the  organization  of  a bowling  league 
this  past  year.  Eight  teams  were  formed  by  doaors,  dentists, 
druggists,  and  detailmen.  Ten  teams  are  being  planned  for 
1959.  Getting  together  on  this  informal  basis  has  made  it 
possible  for  better  relationshipj  to  be  developed,  a repre- 
sentative of  the  society  said.  The  teams  have  proved  to  be 
popular  among  the  physicians,  and  a number  of  men  were 
not  placed  on  teams  because  of  limited  sp>ace. 

Members  of  the  Denton  County  Medical  Society  im- 
proved their  professional  relations  by  inviting  representac 
tives  of  the  local  dental,  bar,  and  ministerial  associations  to 
speak  at  several  of  their  monthly  meetings.  These  meetings 
were  so  successful  that  later  the  entire  dental  society  and 


Dr.  Joe  A.  DeGasperi,  Son  Antonio,  is  vice-president 
of  the  Professional  Medical  Bowling  League  of  doctors, 
dentists,  druggists,  and  detailmen  in  Bexar  County.  Rich- 
ard Teniente  and  Homer  Lamey,  both  pharmacists,  are 
president  and  secretary-treasurer. 
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their  wives  were  guests  of  the  society  at  cocktails  and 
dinner.  A similar  function  was  held  with  the  local  bar 
association.  The  most  recent  event  was  a banquet  honoring 
the  officers  of  local  state  welfare  offices,  city  and  county 
school  nurses,  lay  officers  of  the  local  cancer,  heart,  mber- 
culosis,  and  poliomyelitis  associations,  and  representatives  of 
the  news  and  radio  services. 

Whether  from  large  or  small  communities,  most  physi- 
cians agree  that  concepts  such  as  "doaors  are  snobs,”  "doc- 
tors don’t  like  outsiders  in  their  immediate  circles,”  and 
"doctors  are  difficult  to  work  with”  often  stem  from  a 
lack  of  understanding.  But  usually  a little  effort  on  the  part 
of  the  physician,  either  working  individually  or  with  the 
county  medical  society  as  a whole,  these  doctors  observe, 
will  pay  off  many  times  over  in  the  amount  of  under- 
standing and  good  will  that  results  and  in  the  amount  of 
cooperation  that  comes  with  such  a relationship. 


County  Societies  Elect  Officers 

County  medical  societies  in  Texas  have  announced  the 
following  officers  for  1959: 

Austin-Waller. — President-elect,  Dr.  Winston  B.  Nealy, 
Bellville;  vice-president.  Dr.  Virgil  Gordon,  Sealy;  secre- 
tary-treasurer, Dr.  M.  G.  Bolton,  Hempstead;  and  delegate. 
Dr.  H.  E.  Roensch,  Bellville.  Dr.  Dallas  D.  Miles  of  Wal- 
ler became  president. 

Bastrop-Lee. — President,  Dr.  Robert  W.  Loveless,  Bas- 
trop; vice-president.  Dr.  Roy  H.  Morris,  Elgin;  secretary- 
treasurer,  Dr.  Alford  R.  Hazzard,  Giddings;  and  delegate. 
Dr.  James  W.  Thomas,  Smithville. 

Bexar. — President-elect,  Dr.  J.  J.  Hinchey;  vice-president, 
Dr.  Leon  C.  Kopecky;  secretary.  Dr.  Mary  M.  Henry; 
treasurer.  Dr.  Dan  A.  RusseU,  Jr.;  and  delegates.  Dr.  J.  L. 
Cochran,  Dr.  Jack  B.  Lee,  Dr.  A.  F.  Clark,  Jr.,  Dr.  Arthur 
C.  Ressmann,  Dr.  Jack  M.  Partain,  and  Dr.  John  H.  Bohm- 
falk,  all  of  San  Antonio.  Dr.  Walter  Walthall  took  over 
as  president. 

Bosque-Hamilton. — President-elect,  Dr.  Russell  D.  Holt, 
Meridian;  secretary-treasurer.  Dr.  Robert  A.  Kooken,  Ham- 
ilton; and  delegate.  Dr.  Van  D.  Goodall,  Clifton.  Dr. 
Charles  C.  Qeveland,  Hamilton,  took  over  the  presidency. 

Brown-Comanche-Mills-San  Saba. — President,  Dr.  Lee  K. 
Ory,  Comanche;  vice-president.  Dr.  Henry  L.  Lobstein, 
Brownwood;  secretary.  Dr.  Patrick  T.  McGowan,  Brown- 
wood;  and  delegate.  Dr.  S.  Braswell  Locker,  Brownwood. 

Caldwell. — President,  Dr.  William  G.  Robertson,  Jr., 
Luling;  secretary-treasurer.  Dr.  P.  A.  Wales,  Lockhart;  and 
delegate.  Dr.  Otho  K.  DuBoise,  Lockhart. 

Dallas. — President-elect,  Dr.  Lester  H.  Quinn;  vice-presi- 
dent, Dr.  Charles  M.  Cole;  secretary.  Dr.  Willard  C.  Sell- 
man,  Jr.,  Dallas;  treasurer.  Dr.  George  N.  Aldredge,  Jr., 
Dallas;  and  delegates.  Dr.  Barton  E.  Park,  Dr.  George  V. 
Launey,  Dr.  John  S.  Chapman,  Dr.  Arnott  DeLange,  Dr. 
Glenn  D.  Carlson,  Dr.  Guy  T.  Denton,  Jr.,  Dr.  Ridings  E. 
Lee,  Dr.  David  W.  Carter,  Jr.,  Dr.  Frank  H.  Kidd,  Jr.,  Dr. 
George  M.  Jones,  and  Dr.  Oscar  M.  Marchman,  Jr.,  all  of 
Dallas.  Dr.  Floyd  A.  Norman,  Dallas,  became  president. 

Dallam-Hartley-Sherman-Moore. — President,  Dr.  O.  J. 
Richardson,  Dumas;  vice-president.  Dr.  Fred  A.  Elston, 
Sunray;  secretary-treasurer.  Dr.  Jim  E.  Wheeler;  and  dele- 
gate, Dr.  Byron  W.  Wright,  Dumas. 

Grayson. — President,  Dr.  John  M.  Hardy,  Sherman;  vice- 
president,  Dr.  Stanley  L.  Clayton,  Denison;  secretary-treas- 
urer, Dr.  A.  M.  Boyd,  Sherman;  and  delegate.  Dr.  Rene  G. 
Gerard,  Denison. 

Harris. — President-elect,  Dr.  Donald  M.  Gready;  vice- 
president,  Dr.  William  E.  Sharp,  Houston;  secretary.  Dr. 


William  H.  Moorhead,  Houston;  treasurer.  Dr.  Calvin  A. 
Calhoun,  Houston;  and  delegates.  Dr.  William  E.  Sharp, 
Dr.  S.  W.  Thorn,  Dr.  W.  H.  Hamrick,  Dr.  George  W. 
Waldron,  Dr.  C.  Forrest  Jorns,  Dr.  J.  Stanley  Oliver,  Dr. 
Bill  Robins,  Dr.  T.  J.  Vanzant,  Dr.  T.  P.  Kennerly,  Dr. 
H.  T.  Barkley,  Dr.  William  F.  Renfrow,  Dr.  J.  G.  Heard, 
Dr.  Thomas  L.  Royce,  and  Dr.  Charles  D.  Reece,  all  of 
Houston. 

Hunt. — President-elect  and  vice-president.  Dr.  Robert  F. 
Jones,  Commerce;  secretary-treasurer.  Dr.  Henry  E.  Meh- 
mert,  Greenville;  delegate.  Dr.  Lowell  H.  Leberman,  Com- 
merce. Dr.  Richard  H.  Fair,  Greenville,  became  president. 

Jefferson. — President-elect,  Louian  C.  Carter,  Port  Ar- 
thur; vice-president.  Dr.  H.  Grady  Bevil,  Beaumont;  secre- 
tary-treasurer, Dr.  John  M.  Travis,  Jr.,  Beaumont;  and 
delegates.  Dr.  Carter  and  Dr.  James  B.  Ivers,  Beaumont;  and 
Dr.  John  M.  White,  Jr.,  Port  Arthur. 

Kerr-Kendall-Gillespie-Bandera. — President,  Dr.  George 
D.  Meador,  Bandera;  secretary.  Dr.  Luise  C.  Brandenstein, 
Kerrville;  treasurer.  Dr.  Dan  W.  Bacon,  Kerrville;  and 
delegate.  Dr.  D.  R.  Knapp,  Kerrville. 

Lamb-Bailey-Hockley-Cochran. — President,  Dr.  Fredric  B. 
Faust,  Earth;  vice-president.  Dr.  Ralph  E.  Maurer,  Little- 
field; secretary-treasurer.  Dr.  Andrew  L.  Walsh,  Levelland; 
and  delegate.  Dr.  1.  T.  Shotwell,  Littlefield. 

Medina-Uvalde-Maverick-Val  Verde-Edwards-Real-Kirmey- 
Terrell-Zavala. — President,  Dr.  George  M.  Allison,  Uvalde; 
vice-president.  Dr.  John  C.  Spencer,  Crystal  City;  secretary- 
treasurer,  Dr.  George  H.  Herrmann,  Del  Rio;  delegate.  Dr. 
Dean  P.  Dimmitt,  Uvalde. 

Nacogdoches. — President,  Dr.  James  1.  Allen,  Nacog- 
doches; vice-president.  Dr.  Eugene  S.  Rogers,  Nacogdoches; 
secretary-treasurer.  Dr.  Matthew  J.  Buchele,  San  Augustine; 
and  delegate.  Dr.  J.  Frank  Beall,  Nacogdoches. 

Orange. — President,  Dr.  Wilson  E.  James;  vice-president. 
Dr.  Robert  A.  Ingram;  and  secretary-treasurer.  Dr.  Robert 
F.  Minkus,  all  of  Orange. 

Pecos-Jeff  Davis-Presidio-Brewster. — President,  Dr.  George 
P.  Hoffman,  Fort  Stockton;  vice-president.  Dr.  John  W. 
Pate,  Alpine;  secretary.  Dr.  John  C.  Hundley,  Fort  Stock- 
ton;  Dr.  Charles  E.  Oswalt,  Jr.,  Fort  Stockton;  and  delegate. 
Dr.  D.  J.  Sibley,  Jr.,  Fort  Stockton. 

Washington-Burleson. — President,  Dr.  Joel  H.  Johnson, 
Brenham;  vice-president.  Dr.  George  V.  Pazdral,  Somer- 
ville; secretary-treasurer.  Dr.  C.  E.  Southern,  Brenham; 
and  delegate.  Dr.  Pazdral. 


District  Societies 


Twelfth  District  Society 
Sponsors  Symposium  on  Trauma 

The  Twelfth  District  Medical  Society  held  a symposium 
on  trauma  at  its  fall-winter  meeting,  January  13,  in  Mar- 
lin. Presentations  were  given  by  the  faculty  of  Baylor 
University  College  of  Medicine,  Houston. 

The  program  included  the  following  subjects:  care  of 
patient  with  multiple  injuries,  craniocerebral  injuries, 
chest  trauma,  trauma  to  the  upper  extremity,  neck,  and 
back,  hand  injuries,  lower  extremity  trauma,  post-traumatic 
renal  insufficiency,  cardiovascular  trauma,  burns,  spinal 
cord  injuries,  and  abdominal  trauma. 

Mrs.  John  D.  Gleckler,  Denison,  President,  Woman’s 
Auxiliary  to  the  Texas  Medical  Association,  was  guest 
speaker  for  a meeting  of  district  auxiliary. 
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Woman’s  Auxiliary 


Fairs  Sfimulaf'e  Interest 
In  Science  Careers 

Scientists  and  engineers  are  essential  for  a nation’s  pro- 
gress and  survival  in  an  atomic  age.  Aggressive  and  com- 
petitive countries  are  doing  an  effective  job  of  training 
scientists  at  an  almost  feverish  pace.  Yet  the  report  of  a 
survey  made  by  the  Educational  Branch  of  the  American 
Museum  of  Atomic  Energy,  Oak  Ridge,  Tenn.,  reveals 
that  since  1950  the  number  of  college  graduates  qualified 
to  teach  science  and  mathematics  in  the  United  States  has 
decreased  53  per  cent  and  the  present  need  for  new  science 
teachers  exceeds  7,000. 

To  provide  an  opportunity  for  the  scholarly  student  to 
receive  recognition  and  gain  prestige  and  to  dramatize  and 
glamorize  science — including  biological  and  medical  sci- 
ence— for  students  about  to  select  careers,  national  and 
state  science  fairs  are  being  conducted.  The  Woman’s  Auxil- 
iary to  the  Texas  Medical  Association,  with  the  approval  of 
the  Association,  is  helping  to  promote  such  fairs. 

Science  Clubs  of  America  of  Washington,  D.  C.,  has 
conduCTed  nine  annual  national  science  fairs  for  winners  of 
state  fairs.  In  1950  the  first  state  fair  for  science  in  Texas 
was  held  in  Fort  Worth.  There  were  only  20  entrants  then. 
The  top  winner  of  that  fair  is  now  in  Wisconsin  on  a 
special  grant. 

Students  and  educators  are  directly  concerned  with 
science  fairs,  but  all  members  of  a community  can  be 
involved.  The  fairs  have  public  relations  value  for  the 
doctor  who  takes  an  interest.  He  may  assist  students  by 
guiding  them  in  their  research  and  transmitting  some  of 
his  own  enthusiasm  for  medicine  and  science  while  work- 
ing with  them.  He  also  can  serve  as  a science  fair  judge. 
By  its  support,  the  Auxiliary  can  become  identified  with  a 
worth-while  community  project  and  perhaps  thereby  par- 
ents and  educators  may  become  aware  of  the  Auxiliary  for 
the  first  time  and  develop  a new  appreciation  of  its  work. 

In  many  states  industry,  insurance,  newspapers,  radio,  and 
banking  are  cooperative  in  fair  planning  for  American 
youth.  From  the  first  the  American  Medical  Association 
has  awarded  honors  at  the  national  level  to  students  pre- 
paring for  careers  in  science,  and  last  year  the  Navy,  Air 
Force  Association,  and  Army  awarded  honors  to  the  na- 
tional winners,  "rhe  national  science  fair  offers  four  first 
awards  valued  at  $125  each,  four  second  awards  at  $75 
each,  four  third  awards  at  $50  each,  and  fourth  awards  at 
$25  each  for  up  to  25  per  cent  of  remaining  finalists. 

The  science  fairs  are  not  an  end  in  themselves.  The  aim 
is  to  stimulate  better  teaching  and  attract  more  students 


Officers  of  the  Woman’s  Auxiliary  to  the  Texas  Medical 
Association  for  1958-1959:  President,  Mrs.  John  D. 
Gleckler,  Denison;  President-Elect,  Mrs.  Haskell  D.  Hatfield, 
El  Paso;  First  Vice-President,  Mrs.  William  D.  Nicholson, 
Freeport;  Second  Vice-President,  Mrs.  G.  G.  Passmore,  San 
Antonio;  Third  Vice-President,  Mrs.  Ralph  B.  Payne,  Ama- 
rillo; Fourth  Vice-President,  Mrs.  G.  V.  Brindley,  Jr.,  Temple; 
Fifth  Vice-President,  Mrs.  George  M.  Hilliard,  Jacksonville; 
Treasurer,  Mrs.  Andrew  J.  Magliolo,  Dickinson;  Recording 
Secretary,  Mrs.  Thomas  J.  Vanzant,  Houston;  Corresponding 
Secretary,  Mrs.  Rene  G.  Gerard,  Denison;  Publicity  Secretary, 
Mrs.  James  M.  Coleman,  Austin;  Parliamentarian,  Mrs.  Tru- 
man C.  Terrell,  Fort  Worth;  Executive  Secretary,  Miss  Hazel 
Casler,  Austin. 


to  become  science  majors.  Exhibits  promote  exchange  of 
materials  and  ideas  as  well  as  reward  p>articipants  for  work 
well  done. 

Medical  societies  or  auxiliaries  can  initiate  a local  fair 
after  obtaining  a handbook  from  Educational  Seaion,  Amer- 
ican Museum  of  Atomic  Energy,  P.  O.  Box  117,  Oak 
Ridge,  Tenn.  Wayne  Taylor,  Ph.D.,  of  the  Division  of  Ex- 
tension of  the  University  of  Texas,  Austin,  may  be  con- 
sulted concerning  plans  for  a science  fair  in  any  county. 


I RECE^ 


EATHS  I 


DR.  J.  H.  BLACK 

Dr.  James  Harvey  Black,  practicing  allergist  and  profes- 
sor of  clinical  medicine  at  University  of  Texas  Southwestern 
Medical  School,  Dallas,  died  November  30,  1958,  after  a 
heart  attack  at  Highland  Park  Presbyterian  Church. 

Born  in  Huntington,  W.  Va.,  on  March  27,  1884,  he 
was  the  son  of  John  Adam  and  Mary  Nancy  (Murphy) 
Black.  Doing  undergraduate  work  at  Southwestern  Uni- 
versity in  Georgetown,  he  later  attended  the  College  of 
Physicians  and  Surgeons  in  Atlanta,  Ga.,  and  was  graduated 
from  the  Southern  Methodist  University  Medical  School  at 
Dallas  in  1907.  He  served  an  internship  at  St.  Paul’s  Hos- 
pital in  Dallas  and  did  postgraduate  work  at  Montreal 
General  Hospital,  Montreal,  Canada;  at  the  research  lab- 
oratory of  the  New  York  Board  of  Health,  New  York;  and 
at  the  Philadelphia  General  Hospital,  Philadelphia. 

From  1907  to  1915  he  was  professor  of  baaeriology  and 
pathology  at  the  Southern  Methodist  University  Medical 
School  and  was  dean  of  that  school  in  1914  and  1915.  He 
was  professor  of  bacteriology  and  pathology,  preventive 
medicine,  and  clinical  medicine  at  Baylor  University  Col- 
lege of  Medicine,  then  in  Dallas,  from  1915  to  1942. 
Since  1942  he  had  been  a professor  at  Southwestern  Medi- 
cal School.  Dr.  Black  also  maintained  a private  praaice  in 
clinical  pathology  from  1907  until  1932,  when  he  limited 
his  practice  to  allergies. 

A member  of  the  Texas  Medical  Association  through  the 
Dallas  County  Medical  Society,  Dr.  Black  was  chairman  of 
the  Section  on  Clinical  Pathology  for  the  Association  in 
1938.  Dr.  Black  was  president  of  the  American  Society  of 
Qinical  Pathologists  in  1929-1930  and  of  the  National 
Association  for  the  Smdy  of  Allergy  in  1934.  A fellow  of 
the  American  College  of  Physicians,  he  was  a member  of 
the  American  Academy  of  Allergy,  serving  as  president  for 
that  organization  in  1934-1935.  He  was  certified  in  allergy 
by  the  American  Board  of  Internal  Medicine.  Dr.  Black 
was  a member  of  the  American  Medical  Association  and 
was  chairman  of  the  Sertion  on  Pathology  and  Physiology 
for  that  group  in  1931-1932.  Since  1945  he  had  been 
editor  of  the  Allergy  and  Biological  Abstracts  section  of  the 
Journal  of  Allergy,  and  during  his  professional  career  had 
written  approximately  70  medical  papers  for  various  jour- 
nals. He  was  the  co-author  of  "Practice  of  Allergy”  and 
"Primer  of  Allergy.”  He  also  belonged  to  the  Southern 
Medical  Association,  Texas  Society  of  Pathologists,  Texas 
Academy  of  Internal  Medicine,  Southwest  Allergy  Forum, 
and  New  York  Academy  of  Science. 


72 


TEXAS  State  Journal  of  Medicine.  JANUARY,  1959 


DR.  J.  H.  BLACK 


He  held  memberships  in  the  Doctors  Luncheon  Club, 
Rotary  Qub,  Masons,  Town  and  Gown  Club,  Dallas  Coun- 
cil on  World  Affairs,  Dallas  Chamber  of  Commerce,  Better 
Business  Bureau,  Kappa  Alpha  fraternity.  Theta  Kappa  Psi 
fraternity,  Dallas  Athletic  Club,  and  Texas  Philosophical 
Society.  He  was  an  elder  of  the  Highland  Park  Presbyterian 
Church  and  teacher  of  the  Westminster  Sunday  School 
Class. 

Dr.  Black  and  the  former  Miss  Alleen  Marie  Patton  of 
Catlettsburg,  Ky.,  were  married  in  September,  1913.  She 
survives  as  do  two  daughters,  Mrs.  Armand  Garguilo  of 
New  York  and  Mrs.  J.  W.  Crosland,  Jr.,  of  Dallas;  two 
sisters,  Mrs.  Virgil  Gillespie  and  Miss  Annette  Black,  both 
of  Dallas;  and  three  grandchildren. 


DR.  HERMAN  W.  JOHNSON 

Dr.  Herman  W.  Johnson,  professor  emeritus  of  obstet- 
rics and  gynecology  at  Baylor  University  College  of  Medi- 
cine in  Houston,  died  of  eneurysm  and  pneumonia  on  No- 
vember 14,  1958,  in  Buffalo,  N.  Y.,  where  he  had  lived 
since  his  retirement  2 years  ago. 

Born  in  Andover,  Vt.,  in  1883,  he  was  reared  in  Go- 
wanda,  N.  Y.,  and  received  his  degree  of  doctor  of  medi- 
cine from  the  University  of  Buffalo  College  of  Medicine 
in  1905.  He  interned  at  Danemora  State  Hospital  for  In- 
sane Convicts  and  practiced  at  Gowanda  for  12  years  be- 
fore joining  the  United  States  Army  in  World  War  I. 
After  finishing  his  military  service,  Dr.  Johnson  went  to 
Houston  in  1920  and  before  his  retirement  had  been  on 
the  staff  of  every  hospital  in  that  city,  delivering  more 
than  15,000  babies  while  in  medical  practice.  Dr.  Johnson 
served  as  chairman  of  the  Department  of  Obstetrics  and 
Gynecology  at  the  Baylor  medical  school  and  was  nationally 
known  for  his  work  in  the  field  of  obstetrics.  He  was  the 
author  of  the  book,  "Reminiscences  of  a Male  Midwife,” 
and  his  hobby  was  fishing. 

A member  of  the  Harris  County  Medical  Society,  and 
the  American  Medical  Association,  he  was  eleaed  to  hon- 
orary membership  in  the  Texas  Medical  Association  in 
1953.  He  was  a diplomate  of  the  American  Board  of  Ob- 
stetrics and  Gynecology,  a fellow  of  the  American  College 


of  Surgeons,  and  a member  of  the  American  Association 
of  Obstetricians  and  Gynecologists  and  of  Alpha  Omega 
Alpha  medical  fraternity.  Dr.  Johnson  belonged  to  the 
Episcopyal  Church. 

Dr.  Johnson  and  the  former  Miss  Myrtle  Rhea  Howard 
were  married  in  1912.  She  died  in  1954  and  Dr.  Johnson 
later  married  the  former  Mrs.  Susan  Mead  Wallace.  The 
second  Mrs.  Johnson  survives. 


DR.  GEORGE  Y.  SWICKARD 

Dr.  George  Yeagley  Swickard,  Jr.,  specialist  in  industrial 
medicine,  died  November  22,  1958,  in  Orange  as  a result 
of  lung  cancer. 

Originally  from  Steubenville,  Ohio,  Dr.  Swickard  was 
born  April  10,  1906,  the  son  of  George  and  Ruth  Swickard. 
Receiving  his  preliminary  education  in  Steubenville  and  at 
Ohio  Wesleyan  University  in  Delaware,  Ohio,  he  was 
graduated  in  1931  from  the  Ohio  State  University  School 
of  Medicine  at  Columbus.  He  was  an  extern  at  Columbus 
State  Hospital  at  Columbus  and  an  intern  at  Lucas  County 
Hospital  at  Toledo,  doing  postgraduate  work  at  the  Cook 
County  Hospital  at  Chicago  in  surgery  and  radiology.  Be- 
fore establishing  an  obstetrics,  gynecology,  and  surgery 
praaice  in  Orange,  Dr.  Swickard  had  worked  on  the  medi- 
cal staffs  of  industrial  plants  in  Caretta,  W.  Va.;  Tulsa  and 
Pryor,  Okla.;  St.  Paul,  Minn.;  Knoxville,  Tenn.;  and  Pasco, 
Wis.  He  had  also  practiced  at  Sunbury  and  at  Oberlin, 


DR.  GEORGE  Y.  SWICKARD 


Ohio.  During  World  War  II,  he  worked  as  a medical 
supervisor  with  E.  1.  Du  Pont  de  Nemours  and  Company 
at  various  locations  including  atomic  research  projects  at 
Oak  Ridge,  Tenn.,  and  at  Hanford,  Wash.  In  1945,  Dr. 
Swickard  was  transferred  to  the  Du  Pont  plant  in  Orange. 

A founder  of  the  Southwestern  Surgical  Congress  and 
a diplomate  of  the  American  Board  of  Industrial  Medicine, 
Dr.  Swickard  was  a member  of  the  Texas  Medical  Associa- 
tion and  the  Orange  County  Medical  Society,  serving  as 
secretary  for  the  county  society  in  1942-1943.  He  also  be- 
longed to  the  American  Medical  Association,  Phi  Chi  medi- 
cal fraternity,  American  Society  of  Industrial  Physicians 
and  Surgeons,  and  Midwestern  Society  of  Industrial  Physi- 
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dans  and  Surgeons.  A member  of  the  Methodist  Church, 
he  was  also  a member  of  the  Masonic  Lodge  and  Pi  Kappa 
Phi  social  fraternity. 

Surviving  Dr.  Swickard  are  his  wife,  the  former  Miss 
Lucille  Stockdale  of  Westerville,  Ohio,  whom  he  married 
in  1932;  a daughter,  Mrs.  Charles  E.  Myres  of  Lubbock;  a 
son,  George  Y.  Swickard  111,  a student  at  Duke  University, 
Durham,  N.  C.;  his  father  and  stepmother,  Mr.  and  Mrs. 
George  L.  Swickard  of  Steubenville,  Ohio;  a brother,  He- 
bert Swickard  of  Cleveland,  Ohio;  and  three  sisters,  Miss 
Sara  Swickard  of  Kalamazoo,  Mich.,  and  Mrs.  Barbara  Jean 
Travis  and  Mrs.  Margaret  Ann  Horner,  both  of  Steuben- 
ville, Ohio. 


DR.  J.  C.  LOVELESS 

Dr.  James  Clark  Loveless,  Lamesa  specialist  in  eye,  ear, 
nose,  and  throat,  died  November  29,  1958. 

The  son  of  Mr.  and  Mrs.  Elbert  W.  Loveless,  he  was 
born  December  31,  1877,  at  Hillsboro.  He  attended  the 
University  of  Texas  School  of  Medicine  at  Galveston,  where 
he  received  his  doctor  of  medicine  degree  in  1906.  He  took 
postgraduate  work  at  Tulane  University  College  of  Medi- 
cine at  New  Orleans  and  also  at  Chicago. 

Following  his  graduation,  Dr.  Loveless  practiced  for  a 
short  period  at  Hillsboro  before  entering  general  practice 
in  Roscoe,  where  he  stayed  until  1912.  Going  to  Lamesa, 
he  continued  his  general  practice  there  until  1945,  when 
he  began  to  specialize  in  eye,  ear,  nose,  and  throat.  Dr. 
Loveless  was  instrumental  in  the  building  of  the  Loveless- 
Bennett  Hospital  (now  the  Lamesa  General  Hospital)  and 
at  one  time  was  recognized  as  the  "Most  Useful  Citizen  of 
Dawson  County”  for  his  interest  and  participation  in 
various  activities  for  the  betterment  of  his  community.  For 
his  work  with  the  Boy  Scouts,  he  was  presented  with  the 
silver  beaver  award  for  "distinguished  service  to  boyhood.” 

A member  of  the  Dawson-Terry-Lynn-Gaines-Yoakum 
Counties  Medical  Society,  he  was  president  of  that  society 
in  1934  and  secretary  in  1939.  At  other  times,  he  had  held 
membership  in  the  Hill  County  Medical  Society,  the  Nolan 
County  Medical  Society,  and  the  Ector-Midland  Counties 
Medical  Society.  Dr.  Loveless  also  belonged  to  the  Ameri- 


DR.  J.  C.  LOVELESS 


can  Medical  Association  and  held  honorary  membership  in 
the  Texas  Medical  Association.  A member  of  Masonic 
Lodge,  he  was  also  a member  of  the  First  Methodist 
Church,  where  he  served  as  a member  of  the  board  of 
stewards.  He  was  a charter  member  of  the  Lamesa  Rotary 
Club. 

Dr.  Loveless  and  the  former  Miss  Winona  Lowry  were 
married  at  Mertens  on  September  5,  1905.  She  survives  as 
do  two  sons,  Dr.  Robert  Wells  Loveless  of  Bastrop  and 
Lowry  Loveless  of  Irving. 


DR.  WALTER  VAN  SWERINGEN 

Dr.  Walter  Van  Sweringen,  Amarillo  radiologist,  died 
November  16,  1958,  of  an  acute  coronary  occlusion. 

A native  of  Frederick,  Md.,  Dr.  Van  Sweringen  was 
born  August  20,  1880.  Receiving  his  preliminary  educa- 
tion at  Frederick  Academy  in  Frederick,  Md.,  he  was  later 
graduated  from  the  University  of  Maryland  School  of 
Medicine  and  took  postgraduate  work  in  radiology  there. 
He  practiced  radiology  in  Baltimore  and  Washington,  D.  C., 
before  entering  the  United  States  Army  Medical  Corps  in 
1917  with  the  rank  of  major.  In  1920  he  established  a 
practice  at  Amarillo,  becoming  the  first  radiologist  to  prac- 
tice in  the  Panhandle  area  and  there  he  practiced  until  his 
death.  He  served  as  chief  of  radiology  at  Northwest  Texas 
Hospital  and  St.  Anthony’s  Hospital. 


DR.  WALTER  VAN  SWERINGEN 


Dr.  Van  Sweringen  belonged  to  the  Texas  Medical  As- 
sociation through  the  Potter  County  Medical  Society.  He 
served  as  vice-president  of  this  county  medical  society  in 
1935  and  as  member  of  its  board  of  censors  from  1937  to 
1939.  He  also  belonged  to  the  American  Medical  Associa- 
tion, the  Texas  Radiological  Society,  and  the  Radiological 
Society  of  North  America,  and  District  3 Medical  Society. 
He  was  a communicant  at  St.  Andrew’s  Episcopal  Church 
and  a member  of  the  Masonic  Lodge. 

Membets  of  the  family  who  survive  include  his  wife,  the 
former  Miss  Opal  Bird,  a daughter,  Mrs.  Evelyn  Stelzer  of 
Long  Beach,  Calif.,  and  a half-brother,  William  S.  Levy  of 
Baltimore. 
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Cancer  of  the  Colon: 

Detection  or  Prevention 

There  is  no  question  but  that  cancer  detection  clinics 
over  the  country  have  made  great  contributions  to  the  pre- 
vention and  cure  of  cancer.  Were  the  name  changed  to 
"Cancer  Prevention  Clinic,”  it  is  probable  that  more  patients 
with  vague  symptoms  might  seek  help  before  it  is  too  late. 
The  average  patient  lives  in  fear  of  cancer  and  is  certainly 
more  interested  in  prevention  than  he  is  in  detection  of  can- 
cer, no  matter  how  early  the  latter  is  found.  It  has  been 
stated  many  times  that  each  doctor’s  office  should  be  a can- 
cer detection  clinic.  Here  again,  the  term  "cancer  preven- 
tion” might  be  employed. 

It  generally  is  agreed  that  cancer  of  the  colon  and  rec- 
tum develops  in  benign  lesions  such  as  adenomas  and  papil- 
lomas that  have  been  present  for  an  undetermined  length 
of  time.  How  much  better  to  locate  and  destroy  such  lesions 
early  before  they  become  malignant?  To  this  end  there  are 
two  simple  methods  available  to  the  physician — the  proc- 
toscope in  his  office  and  referral  to  his  colleague,  the  roent- 
genologist. 

There  is  nothing  mysterious  or  difficult  about  the  proc- 
^ toscope  or  sigmoidoscope.  It  is  one  of  the  simplest  of  the 
"scopes.”  The  busy  physician  might  say  that  he  does  not 
have  the  time  or  equipment.  Certainly,  he  is  busy,  but  with 
a little  practice  the  examination  can  be  accomplished  easily 
in  60  seconds.  He  can  surely  afford  that  much  time  when 
the  patient’s  life  might  be  at  stake.  Certainly  he  does  not 
have  a trick  "upside-down”  examining  table  that  some,  but 
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not  all,  of  the  specialists  use.  The  knee-chest 
position  on  any  examining  table  or  bed  is  just 
as  good  and  may  be  better  in  some  cases.  Knee- 
chest  means  just  that  (not  knees  and  elbows) 
with  the  thighs  perpendicular  to  the  table  and 
the  back  "swayed  in”  as  much  as  possible. 
Previous  cleansing  enemas  facilitate  the  exami- 
nation. 

Digital  examination  always,  without  fail, 
should  precede  a proctoscopic  examination. 
After  passing  the  anorectal  muscular  ring  (eas- 
ily felt),  the  obmrator  is  withdrawn  and  the 
instrument  advanced  under  direct  vision.  Lo- 
cation and  destruction  by  fulguration  of  a small 
polyp  should  give  one  a keen  sense  of  person- 
al satisfaaion  that  he  has  probably  prevented 
a cancer  and  that  the  patient  has  received  a 
fair  "shake”  for  his  time  and  trouble.  Many 
the  patient  who  has  made  the  fatal  mistake  of 
assuming  that  blood  or  other  symptoms  were 
due  to  hemorrhoids  when  cancer  was  present. 
Large  hemorrhoids  may  be  present  and  obvious 
to  the  physician,  but  the  proctoscope  can  pre- 
vent the  physician  from  making  the  same  mis- 
take as  the  patient.  The  busy  practitioner  might 
have  a rule  about  whom  to  examine  by  proc- 
toscope: (1)  new  adult  patients  as  part  of  a 
routine  physical,  (2)  adults  who  have  had  a 
polyp  or  those  without  symptoms  every  1 or  2 
years,  and  (3)  patients  of  any  age  with  rectal 
bleeding  or  other  rectal  complaints. 

Roentgen  examination  of  the  colon  is  neces- 
sary for  the  location  of  lesions  above  the  reach 
of  the  proaoscope.  The  roentgenologist  thus 
becomes  an  invaluable  member  of  the  cancer 
prevention  team.  He  locates  small  lesions  that 
can  be  excised  before  they  become  malignant. 
Air  contrast  smdies  are  considered  necessary  in 
the  identification  of  small  polyps  and  always 
should  be  requested. 

The  busy  physician  might  have  a rule  to  re- 
quest colon  roentgenograms  for  all  patients 
with  one  of  the  following:  (1)  a history  of 
blood  mixed  with  or  smeared  on  the  stool,  no 
matter  the  anorectal  lesions  present,  (2)  even 
one  small  rectal  polyp,  (3)  blood  smeared  on 


the  rectal  wall,  (4)  blood  on  bits  of  stool  in 
the  rectum,  and  (5)  cancer  of  the  rectum 
(multiple  lesions  may  be  present).  A personal 
smdy  of  the  roentgenograms  at  a conference 
with  the  roentgenologist  will  prove  invaluable. 

Thus,  the  family  physician  has  the  leading 
role  in  cancer  prevention.  The  average  patient 
wants  to  be  examined  and  appreciates  a thor- 
ough examination.  Hearing  a complaint  and 
dismissing  a patient  with  a .prescription  should 
not  be  sufficient.  Only  by  more  and  better  ex- 
aminations will  we  be  able  to  accomplish  much 
towards  cancer  prevention  and  detection. 

— Harry  B.  Burr,  M.D.,  Houston. 

Partnership  at  Work 

"Partnership  at  Work” — this  is  how  one 
might  sum  up  the  activities  undertaken  by 
heart  associations  throughout  the  United  States 
to  serve  the  people  of  their  communities. 

This  partnership,  of  course,  is  that  formed  a 
decade  ago  by  physicians  and  laymen  when  they 
reorganized  the  American  Heart  Association  as 
a voluntary  health  agency.  Today  it  finds  con- 
crete expression  in  the  community  service  pro- 
grams developed  jointly  by  the  lay  and  profes- 
sional members  of  all  heart  associations. 

The  strength  of  these  programs  is  the  mu- 
tual understanding  by  doctor  and  layman  of 
the  role  each  plays  in  this  effort.  The  physician 
is  aware  that  the  total  needs  of  heart  patients 
usually  go  far  beyond  medical  care.  Yet  he  can- 
not tackle  singlehanded  the  many  economic, 
social,  and  personal  problems  heart  disease  cre- 
ates for  almost  all  its  sufferers.  He  knows  also 
that  advances  toward  prevention  can  neither 
be  achieved  nor  universally  applied  without 
broad  public  sympathy  and  support. 

On  his  side,  the  layman  is  conscious  that  the 
physician’s  guidance  and  participation  are  in- 
dispensable to  the  soundness  of  programs  that 
deal  with  problems  primarily  medical  in  origin. 
Combining  forces  in  the  Heart  Association,  lay- 
man and  doctor  mutually  enhance  their  indi- 
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vidual  contribution  to  the  well-being  of  pa- 
tients and  the  health  of  the  community. 

During  the  past  10  years  this  "partnership 
at  work”  has  set  in  motion  activities  as  diverse 
and  numerous  as  the  people  they  serve. 

Although  physicians  participate  in  the  heart 
associations,  the  partnership  has  been  carried 
a step  further  in  Texas,  where  the  Texas  Medi- 
cal Association’s  Committee  on  Cardiovascular 
Diseases  and  the  Texas  Heart  Association  have 
worked  closely  for  the  benefit  of  profession 
and  public  alike.  The  Texas  Heart  Association 
long  has  been  meeting  in  conjunction  with  the 
Texas  Medical  Association’s  annual  session, 
bringing  distinguished  speakers  for  the  benefit 
of  all  members  of  the  medical  organization.  An 
educational  page  for  readers  of  the  Texas  State 
Journal  of  Medicine  appears  monthly  under 
joint  auspices  of  the  two  groups,  and  they  col- 
laborate in  providing  a speakers  bureau  for 
county  medical  societies  and  hospital  staffs  de- 
siring information  on  latest  advances  in  cardio- 
vascular conditions. 

Throughout  Texas  - and  the  United  States, 
during  the  month  of  February,  physicians  and 
laymen  again  become  partners  to  raise  funds 
which  will  be  used  in  research,  education,  and 
community  heart  programs. 

What  of  the  future?  It  is  bright  with  prom- 
ise and  hope.  If  the  past  offers  a reliable  guide 
to  the  future,  we  may  anticipate  new  and  sig- 
nificant developmerits  in  the  control  of  heart 
and  circulatory  diseases — more  often  than  not 
accompanied  by  the  explanation  that  the  sci- 
entists’ work  was  supported  by  a Heart  Associ- 
ation grant.  We  shall  continue  to  advance  and 
to  accumulate  new  knowledge  that  concerns 
prevention,  treatment,  diagnosis,  and  cure.  One 
some  not-too-distant  day,  the  components  of  a 
vast  and  highly  complex  jigsaw  puzzle  will  fall 
into  recognizable  pattern,  and  we  shall  then 
know  the  underlying  causes  of  atherosclerosis 
and  hypertension.  On  that  day  medical  science 
will  stand  on  the  threshold  of  the  greatest  vic- 
tory of  all  time. 

— George  E.  Clark,  Jr.,  M.D.  Austin. 


A Good  Service 
For  a Wise  Society 

One  of  the  most  effeaive  public  relations 
activities  of  the  Texas  Medical  Association  is 
the  work  of  its  Speakers’  Bureau,  which  pre- 
sents the  vital  story  of  medicine  to  Texans  of 
all  professions  across  the  state. 

"The  Best  Medical  Care  for  All  Texans”  is 
a snappy,  24-minute  address  illustrated  with 
flip  cards  which  has  been  especially  prepared 
for  presentation  before  men’s  or  women’s  civic 
groups.  It  covers  such  points  as  medicine’s  posi- 
tive programs  for  providing  high  quality  medi- 
cal care,  dangers  of  federal  encroachment,  and 
advantages  of  maintaining  private,  personal 
medical  attention. 

Whenever  C.  Lincoln  Williston,  Executive 
Secretary,  or  Donald  M.  Anderson,  Assistant 
Executive  Secretary  of  the  Texas  Medical  As- 
sociation, are  invited  to  visit  county  medical 
societies,  they  urge  these  societies  to  arrange  a 
second  talk  on  the  same  day,  or  the  following 
one,  before  the  local  Rotary,  Kiwanis,  Lions, 
Optimist,  or  similar  group,  an  effective  and 
economical  way  of  reaching  many  people  in 
one  trip. 

Through  this  talk — given  many  times  in 
many  cities — the  Texas  Medical  Association 
contacted  33  civic  clubs  and  3,500  civic  leaders 
in  1958.  On  February  1,  1959,  some  25  such 
talks  had  already  been  given  this  year  or  sched- 
uled for  weeks  to  come. 

Hand  in  hand  with  this  program  for  lay  peo- 
ple, of  course,  goes  the  important  Association 
service  of  providing  speakers  for  county  medi- 
cal society  meetings  themselves.  Through  this 
service,  any  society  may  request  speakers  on 
socio-economic  topics  of  interest  to  the  profes- 
sion or  scientific  talks  by  physician-specialist  in 
such  fields  as  heart,  cancer,  tuberculosis,  or 
chest. 

It  is  a wise  county  medical  society  which 
avails  itself  of  both  these  services. 
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Never  have  the  advances  in  medicine  been 
more  challenging  to  the  doctor,  and  never  has 
the  medical  profession  had  a greater  need  to 
tell  the  public  the  true  story  of  medical  care. 

Holding  the  Line 

When  there  are  many  areas  in  which  tax- 
payers are  being  called  on  to  foot  the  bills  for 
health  care  which  individuals  should  provide 
for  themselves,  it  is  a cheering  note  to  find 
such  groups  as  the  Texas  Commission  on  High- 
er Education  and  the  University  of  Texas  Com- 
mittee of  75  holding  the  line  against  such 
trends. 

The  Commission  on  Higher  Education, 
called  on  to  review  budget  requests  of  the  col- 
leges and  universities  fully  supported  by  the 
state,  specifically  recommended  "that  no  Gen- 
eral Revenue  funds  be  used  to  support  student 
health  services  at  any  of  the  eighteen  institu- 
tions.” The  commission  recognized  that  the 
type  of  health  service  rendered  students  on  var- 
ious campuses  varies  considerably  and  that 
varying  amounts  of  tax  monies  have  been  ex- 
pended for  health  programs  at  different 
schools.  Furthermore,  underlying  its  recom- 
mendation was  the  thought  that  anything  ex- 
cept emergency  care,  perhaps,  should  be  the 
responsibility  of  the  student  and  his  family.  To 
this  end,  the  commission  further  recommended 
that  "legislative  action  authorizing  additional 
fees  will  be  necessary  in  some  instances  if  the 
financing  of  these  activities  is  to  be  effected 
through  smdent  fees”  and  that  "the  legislature 
give  favorable  consideration  to  institutional  re- 
quests for  this  authority.” 

In  its  report  on  the  University  of  Texas,  is- 
sued in  December,  the  Committee  of  75  em- 
phasized that  "The  University  should  not  . . . 
extend  the  scope  of  personal  service  to  students 
to  include  health  care  beyond  that  essential  for 
protection  or  other  welfare  activities  which  are 
the  responsibility  of  parents  and  the  individual 
student.” 


★ Current  Editorial  Comment 


Medical  Education  — 

Texas  and  Taxes 

Traditionally,  logically,  and  sociologically 
medical  education  has  long  been  a primary 
responsibility  and  dedication  of  the  medical 
profession.  It  is  of  the  utmost  importance  that 
it  always  remain  so. 

By  its  very  nature  medical  education  is 
fundamentally  apprenticeship  training.  Neither 
can  a student  learn  the  art  and  science  of  medi- 
cine without  the  closest  association  with  his 
faculty  preceptors,  nor  can  any  examination  be 
devised  in  medical  education  comparable  as 
an  estimate  of  performance  to  the  preceptor’s 
personal  knowledge  of  the  medical  student. 

The  extraordinary  advances  of  medical 
knowledge  in  the  past  half  century  have  ap- 
peared to  many  to  obscure  these  truisms,  and 
indeed  have  effectively  erected  unnatural  walls 
between  the  practicing  profession  and  faculties 
of  medicine.  Advances  in  medical  education 
have  been  sensitive  to  advances  in  medical 
knowledge  and,  until  recently,  somewhat  iso- 
lated from  equally  fundamental  changes  in  the 
economic  and  social  patterns  of  living  wherein 
physicians  practice  the  art  and  science  they 
learned  in  the  "ivory  tower.” 

These  statements,  of  course,  are  generaliza- 
tions to  which  there  are  numerous  exceptions. 
One  cannot  deny,  however,  that  they  are  widely 
held  today.  The  significant  fact  is  that  an  in- 
creasing number  of  academic  physicians  and 
practicing  physicians  realize  how  essential 
medical  education  and  medical  practice  are  to 
each  other.  The  curious  thing  is  that  this  mu- 
mal  essentiality  is  apparent  in  all  four  of 
the  major  components  of  our  common  respon- 
sibility: cost  of  medical  education,  quality  of 
faculty,  quality  of  students,  and  excellence  of 
professional  service. 

Medical  education  is  the  most  expensive  of 
all  courses  of  training,  both  to  the  institution 
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and  to  the  student  himself.  Nationally  it  is 
estimated  that  for  every  tuition-dollar  paid  by 
a medical  student  for  his  course  of  instruction, 
at  least  $5  is  invested  in  him  from  other 
sources.  Two  aspects  of  this  matter  are  of  vital 
importance  to  the  medical  profession  as  a 
whole;  justification  for  the  high  cost  and  iden- 
tity of  the  source  of  "the  other  $5.”  Medical 
educators  in  this  state  are  wrestling  with  these 
problems  daily. 

Three  major  factors  are  responsible  for  the 
high  cost  per  student  of  education  in  medicine. 
Qualified  personnel  for  clinical  and  biological 
science  teaching  are  in  great  demand  and  there 
is  a relatively  short  supply.  Programs  in  re- 
search (as  essential  for  the  recruitment  of  able 
faculty  as  for  the  advancement  of  medical 
knowledge)  are  expensive,  developing  new 
forms  and  refinements  every  year.  Medical 
service  in  the  form  of  hospital  affiliations  is 
involved  fundamentally  with  medical  educa- 
tion. No  one  can  deny  that  teaching  programs 
raise  the  cost  of  hospital  care.  Who  pays  the 
bills? 

For  us  in  medicine,  the  identity  of  the  source 
of  funds  necessary  to  support  our  programs  is 
of  the  utmost  importance.  Tuition  charges,  at 
least  nationally,  are  close  to  the  samration 
point.  Half  of  the  nation’s  82  schools  are  tax 
supported;  half  are  private.  An  increasingly 
alarming  number  of  medical  schools — both 
private  and  state  supported — are  leaning  heav- 
ily on  the  federal  government  for  essential 
teaching,  research,  and  construction  needs. 

Although  medical  educators  nationally  have 
been  virtually  unanimous  in  their  expressions 
of  confidence  and  satisfaction  in  the  lack  of 
control  features  in  the  huge  total  of  federal 
funds  being  poured  into  medical  education,  we 
cannot  base  our  program  in  Texas  on  this  ob- 
servation of  experience  over  so  few  years.  The 
narrower  the  distance  between  the  source  of 
the  tax  dollar  and  the  site  of  its  expenditure, 
and  the  more  we  can  still  remain  dependent 
upon  the  philanthropy  and  generosity  of  free 
citizens,  the  sounder  will  be  our  educational 


freedom  and  basis  for  growth  and  develop- 
ment. Our  stake  in  this  is  to  arouse  our  citizens 
to  a statewide  effort  before  it  is  too  late. 

Money  alone  is  of  course  no  answer.  Quality 
of  faculty  is  as  important  to  the  profession  as 
to  the  students.  Adequate  salaries  are  only  a 
first  requirement.  Others  more  subtle  and  more 
complex  relate  to  the  medical  profession’s  ap- 
preciation that  the  teachers  and  investigators 
among  us  deserve  ( 1 ) an  academic  environ- 
ment encouraging  these  talents  and  (2)  an 
educational  and  professional  consultationship 
involvement  in  our  responsibility  to  make 
available  to  the  sick  the  most  modern  skills 
and  most  experienced  arts  of  our  profession. 
This  latter  need  never  be  in  the  nature  of  com- 
petitive practice  if  academic  salaries  are  real- 
istic and  if  we  all  sit  down  together  and  work 
the  rest  of  it  out. 

Quality  of  students  is  presently  a serious 
problem  nationally  as  well  as  in  Texas.  There 
apparently  is  a negative  recruitment  by  physi- 
cians within  their  own  families  and  friends,  as 
well  as  an  ever  increasing  number  of  chal- 
lenging careers  in  engineering,  electronics,  and 
the  physical  sciences.  Also,  there  is  the  relative 
length  and  expense  of  the  medical  course  in  a 
period  when  more  than  50  per  cent  of  our 
students  are  married. 

Our  medical  schools  in  Texas  need  the  un- 
derstanding support  of  the  medical  profession. 
Education  itself  requires  special  talents  and 
training,  but  we  are  all  members  of  the  great 
tradition.  Society  places  reasonable,  and  some- 
times unreasonable,  demands  upon  us.  Let  us 
together  assert  that  such  "unreasonableness”  is 
more  amenable  to  enlightenment  through  sym- 
pathetic persuasion,  education,  and  evidence  of 
united  efforts  in  consideration  of  the  patient, 
than  to  postures  of  paranoia  and  defiance. 

In  the  last  analysis,  good  medical  care  de- 
pends upon  the  skill  of  the  physician  and  the 
confidence  of  the  patient  in  our  best  efforts. 

— John  B.  Truslow,  M.D.,  Galveston. 

^ Dr.  Truslow,  Dean  of  Medicine  and  Director,  University 
of  Texas  Medical  Branch,  Galveston. 
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“Pne^ieteM^ 

SAN  ANTONIO  BECKONS 

In  a few  short  days  the  Texas  Medical  Associa- 
tion annual  session  for  1959  will  be  under  way  in 
San  Antonio.  April  18-21  may  seem  far  in  the 
future,  but  it  is  high  time  anybody  wanting  to  take 
advantage  of  the  fine  program  shaping  up  for  the 
session  (full  details  of  which  will  be  printed  in  the 
Journal  next  month)  get  busy  with  hotel  reserva- 
tions and  plans  to  clear  the  calendar  for  himself 
and  his  family  to  attend  this  Fiesta-charged  event. 

Although  they  are  not  new  in  1959,  the  fact  that  a slate  of  ex- 
ceptionally fine  guest  speakers  (25  official  ones  plus  another  half 
dozen  or  more  special  participants  from  out  of  state)  will  be  on  hand, 
strong  refresher  courses  and  general  meetings  and  section  programs 
are  scheduled,  about  20  specialty  societies  will  convene — these  will 
mean  a splendid  meeting.  Furthermore,  an  orientation  program  for 
new  and  transfer  members  and  deliberations  of  the  House  of  Dele- 
gates, while  the  particular  responsibility  of  a few,  will  be  of  signifi- 
cance to  all  and  will  be  open  to  any  member  of  the  Association. 

Then  look  at  some  of  the  specials  for  1959: 

1.  A series  of  three  symposiums  sponsored  by  Association  commit- 
tees to  make  Saturday  a day  worth  while  for  any  physician.  Beginning 
with  a look  at  cancer  in  Texas  today  during  the  morning,  lunching 
in  a combined  group  sponsored  by  the  Committee  on  Cancer  and  the 
Committee  on  Nuclear  and  Atomic  Medicine,  continuing  in  the  after- 
noon with  information  on  clinical  aspects  of  nuclear  accidents,  and 
then  on  some  of  the  problems  of  occupational  and  industrial  health, 
and  concluding  with  a dinner  emphasizing  this  latter  subject,  a doctor 
can  be  brought  up  to  date  in  three  areas  of  special  concern  currently. 
Guest  speakers  as  well  as  Texans  will  participate  in  these  discussions. 

2.  Memorial  services  at  the  Alamo.  Tribute  to  physicians  and 
their  wives  deceased  during  the  past  year  will  be  paid  in  a setting 
hallowed  by  the  blood  of  gallant  men,  including  some  physicians  who 
served  with  Travis.  Dignified,  reverent,  and  of  comfort  to  relatives  and 
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close  friends,  these  services  should  attraa  all  of  those  who  have  ar- 
rived Sunday  afternoon  for  the  convention. 

3.  River  Parade  and  entertainment,  San  Antonio  style.  Planned 
especially  with  dates  to  permit  visitors  to  enjoy  Fiesta  events,  this  an- 
nual session  includes  in  its  schedule  time  for  witnessing  the  spectacular 
River  Parade  Monday  evening  after  alumni  banquets.  Too,  Mexican 
music  and  floor  show  will  highlight  the  entertainment  at  the  Presi- 
dent’s Party  Tuesday  evening.  I hope  to  see  many  of  my  friends  at  this 
dinner-dance,  which  will  follow  fraternity  parties.  More  information 
about  these  festivities  is  given  elsewhere  in  this  Jotirnal 

4.  A popularity  poll  for  scientific  exhibits.  A new  twist  will  be 
the  oppormnity  for  every  doctor  to  vote  for  the  scientific  exhibits  he 
thinks  most  valuable.  Not  only  will  the  results  give  popular  recogni- 
tion to  some  of  the  exhibitors,  but  the  reaction  of  viewers  to  the 
various  exhibits  will  be  helpful  to  the  Committee  on  Scientific  Ex- 
hibits in  arranging  for  exhibits  in  the  fumre.  Official  awards  based  on 
judging  by  a special  committee  will  be  continued.  Although  space 
for  scientific  exhibits  appears  now  to  be  inadequate  to  permit  all  ap- 
plicants to  display  their  exhibits,  that  very  fact  should  assure  a high 
quality  for  all  of  the  35  or  40  that  can  be  accommodated.  These  plus 
the  array  of  commercial  exhibits  already  contracted  for  will  warrant 
careful  attention. 

5.  A train  and  a newspaper.  Through  the  cooperation  of  friends 
of  the  Association,  conventioneers  may  be  transported  from  place  to 
place  in  holiday  style  via  a jeep  powered  "train”  which  will  run  on 
schedule  from  hotel  to  hotel  during  the  session.  Other  friends  will 
underwrite  a daily  bulletin  for  distribution  to  all  registrants.  Both  of 
these  services  will  add  much  to  the  pleasure  of  the  occasion. 

The  annual  session  completing  his  term  of  office  is  always  a 
source  of  pride  to  a president,  but  I feel  confident  that  the  1959 
session,  now  rapidly  approaching,  will  give  value  received  to  every 
Texas  physician  who  is  able  to  attend.  There  will  be  moments  of 
fun,  much  information  of  practical  value,  and  time  for  renewing 
friendships.  Why  not  act  now  to  be  among  those  present? 
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Resection 
Of  Colon 

JAMES  D.  RIVES,  M.D 

iVcir  Orleans,  Louisiana 


Resection  oe  the  colon  is  one  of  the 

most  challenging  problems  that  confronts  the 
surgeon. 

The  operation  is  associated  with  a high  mortality 
and  morbidity  because  ( 1 ) the  wall  of  the  bowel  is 
thin,  having  only  one  muscular  coat;  ( 2 ) it  is  partial- 
ly covered  by  subperitoneal  fat  which  interferes  with 
the  accurate  approximation  of  the  bowel  wall  in  the 
suture  line;  (3)  its  circulation  is  relatively  scanty 
and  is  segmental  with  few  and  variable  anastomoses 
between  the  segments;  and  (4)  its  contents,  which 
are  at  once  solid,  liquid,  and  gaseous,  harbor  in- 
numerable pathogenic  bacteria. 

On  the  other  hand,  there  are  several  facts  that 
make  the  colon  peculiarly  well  suited  for  surgical 
attack : ( 1 ) The  organ  is  completely  dispensable 
without  impairment  of  the  health  of  the  patient; 
(2)  it  can  be  mobilized  readily  and  completely  so 
that  resection  of  any  part  or  all  of  it  is  relatively 
easy;  ( 3 ) its  lymphatic  drainage  is  also  segmental 
to  a degree  so  a good  cancer  operation  is  feasible 
in  most  areas;  and  (4)  it  lends  itself  well  to  accurate 
diagnostic  methods. 


DEVELOPMENT  OF  TECHNIQUES 

Previous  to  the  introduction  of  anesthesia  and 
asepsis  the  difficulties  enumerated  made  colon  sur- 
gery almost  impossible,  but  the  desperate  state  of 
patients  with  obstructive  lesions  led  many  bold  sur- 
geons to  attempt  it.  In  1833,  9 years  before  the 
first  general  anesthesia  and  32  years  before  Lister 
first  used  antisepsis  in  surgery,  Reybard  de  Coisiat 
reported  the  successful  resection  of  a cancer  of  the 
sigmoid  colon  with  primary  end-to-end  anastomosis 
using  silk  sutures.  The  Royal  Academy  was  under- 
standably skeptical  of  this  report,  but  it  was  con- 
firmed by  a committee  of  four  appointed  for  that 


purpose.  The  patient  survived  for  more  than  10 
months. 

This  case  seems  to  have  been  the  only  successful 
one  before  the  advent  of  anesthesia  and  antisepsis, 
but  by  1880  there  had  been  10  resections  done  with 
7 deaths.  The  operative  mortality  from  that  time  on 
continued  to  be  about  50  per  cent  until  the  intro- 
duction of  the  exteriorization  procedures  which  were 
perfected  and  popularized  by  Mikulicz.  It  is  diffi- 
cult to  say  who  first  performed  this  type  of  opera- 
tion, but  according  to  Mikulicz,  it  had  been  done 
during  the  1870’s  by  many  surgeons  under  the  stress 
of  circumstances.  He  credits  the  first  planned  pro- 
cedure of  this  type  to  Block  of  Copenhagen  in  1892. 
Apparently  all  surgeons  had  exteriorized  the  bowel 
and  resected  it  at  a second  operation  until  Paul  in 
1893  (reported  1895)  removed  it  during  the  first 
procedure  and  inserted  large  glass  mbes  into  each 
end  ( fig.  1 ) . This  was  a distinct  improvement  in 
the  operation  and  was  the  legitimate  ancestor  of  the 
obstructive  resection  of  Rankin  (1930).  According 
to  Rankin,  Hochenegg  was  the  first  to  make  an 
attempt  to  remove  the  regional  lymph  nodes. 

Many,  if  not  most,  surgeons  think  of  this  type  of 
resection  as  Mikulicz’s  operation  and  with  some 
justice  because  he  undoubtedly  improved  it  and 
sold  it  to  the  profession  in  1903.  His  procedure  has 
been  criticized  on  the  grounds  that  he  did  not  resect 
the  mesentery  and  regional  lymph  nodes  and  that 
delayed  removal  of  the  exteriorized  loop  led  to  im- 
plantation of  the  tumor  in  the  abdominal  wound. 
These  criticisms  can  be  explained  only  on  the 
grounds  that  his  critics  have  not  read  his  article  be- 


Dr.  James  D.  Rives,  head  of  the 
Department  of  Surgery,  Louisi- 
ana State  University  School  of 
Medicine,  presented  this  article 
for  the  Section  on  Surgery  at 
the  Texas  Medical  Association 
annual  session,  April  21,  1958, 
in  Houston. 

Preoperative  preparation  of  the  bowel  by  mechanical,  chem- 
ical, and  antibiotic  means;  improved  preoperative  and  post- 
operative care;  and  improved  techniques  have  made  certain 
procedures  relating  to  resection  of  the  colon  almost  unnec- 
essary. Nevertheless,  such  methods  as  exteriorization,  proximal 
colostomy,  and  aseptic  anastomosis — developed  through  years 
of  effort — occasionally  have  value  and  should  be  familiar  to 
every  surgeon. 
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RESECTION  OF  COLON  — Rives  — continued 

cause  he  clearly  stated  in  his  first  report  that  the 
mesentery  and  regional  nodes  were  removed  and 
that  after  his  first  few  cases  he  had  routinely 
removed  the  bowel  and  inserted  a tube  into  the 
proximal  end.  Thus  he  incorporated  the  ideas  of 
both  Hochenegg  and  Paul  into  his  procedure  al- 
though he  was  apparently  unaware  of  Paul’s  re- 
port. Following  his  adoption  of  this  technique,  his 
mortality  dropped  from  42.9  to  12.5  per  cent.  The 
generally  reported  mortality  at  that  time  was  about 
45  per  cent  so  Mikulicz’s  widely  publicized  report 
caused  a revolution  in  colon  surgery  throughout  the 
world. 

For  those  who  wonder  why  I am  devoting  so 
much  attention  to  what  is  now  widely  considered 
an  obsolete  procedure,  let  me  remind  that  as  late 
as  1943  Jones  reported  that  he  had  tried  the  ob- 
structive resection  in  77  cases  after  having  used  pri- 
mary anastomosis  for  many  years  and  had  reduced 
his  mortality  from  14  to  6.5  per  cent.  In  a less 
extensive  experience  I have  never  lost  a patient  on 
whom  I used  the  Paul  or  Rankin  method.  It  elimi- 
nates the  danger  of  leakage  at  the  anastomotic  site, 
which,  although  much  reduced,  is  still  significant. 

One  of  the  reasons  for  the  high  mortality  in  colon 
surgery  during  this  early  period  was  that,  since 
roentgen-ray  examination  was  not  available,  the  diag- 


Fig.  1.  Exteriorization  resection  of  colon  with  gloss 
tubes  inserted.  (After  Paul,  F.  T.:  Colectomy.  Brit.  Med. 
J.  1:1136-1139,  1895.) 
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nosis  was  rarely  made  before  obstruction  occurred 
and  that  even  then  localization  of  the  lesion  was 
difficult  or  impossible.  Both  Paul  and  Mikulicz  ad- 
vised against  resection,  even  by  the  two  stage  meth- 
od, in  the  presence  of  acute  obstruction,  and  sur- 
geons today  regretfully  admit  that  this  advice  is  still 
good  in  most  instances.  The  mortality  in  acute  colon 
obstruction  at  Charity  Hospital  in  New  Orleans  is 
still  about  30  per  cent,  which  is  disgraceful,  but  it 
is  widely  reported  to  be  from  9.5  to  30  per  cent. 
Most  authorities  still  agree  with  Mikulicz  that  proxi- 
mal colostomy  should  precede  resection  in  all  cases 
of  acute  obstruction  of  the  colon  when  the  definitive 
operation  will  require  colon  to  colon  anastomosis. 
There  is  considerable  difference  of  opinion  as  to 
whether  cecostomy  or  a double  barrelled  defunaion- 
alizing  colostomy  is  preferable,  but  no  doubt  each 
has  its  place.  The  New  Orleans  Charity  Hospital 
mortality  reported  by  Becker  (30  per  cent)  is  ac- 
counted for  by  the  fact  that  his  cases  included  only 
acute  total  obstruction  and  many  cases  were  seen 
very  late. 

Colostomy  is  an  ancient  operation,  and  no  doubt 
the  earliest  ones  were  accidental.  According  to  Ran- 
kin, deliberate  colostomy  was  first  proposed  by 
Littre  in  1710  for  the  treatment  of  imperforate  anus 
and  first  performed  in  an  adult  by  Pillore  in  1776. 
Time  will  not  permit  a review  of  the  history  of  this 
procedure.  Suffice  it  to  say  that  it  was  at  first  purely 
a palliative  procedure  used  for  cancer  or  imperforate 
anus,  and  a lumbar  approach  was  preferred  to  re- 
duce the  danger  of  peritonitis.  After  rhe  development 
of  aseptic  technique,  the  anterior  approach  became 
popular.  In  1884  Pollisson  proposed  the  use  of 
temporary  colostomy  preliminary  to  resection  of  the 
colon,  and  in  1887  Schede  first  put  it  into  practice. 
However,  closure  of  the  colostomy  entailed  a pro- 
hibitive risk  until  Paul  and  later  Mikulicz  revived 
the  spur  crushing  method  of  anastomosis  devised  by 
Dupuytren  in  1828  (fig.  2),  which  made  extra- 
peritoneal  closure  of  the  colostomy  practicable.  This 
was  another  landmark  in  the  development  of  colon 
surgery,  but  it  could  not  then  and  cannot  now  com- 
pletely overcome  the  consequences  of  prolonged 
neglect  of  colonic  obstruction. 

Improvements  in  technical  methods,  preoperative 
and  postoperative  supportive  treatment  of  the  pa- 
tient, preoperative  and  postoperative  care  of  the  bow- 
el, and  the  use  of  antibacterial  drugs  have  made  two 
stage  operations  for  unobstructed  lesions  almost  ob- 
solete, but  they  were  a tremendous  step  forward  and, 
as  I shall  indicate  later,  still  can  be  used  to  advan- 
tage under  certain  circumstances. 

The  next  significant  advance  was  the  development 
of  the  closed  or  aseptic  anastomosis.  Halsted  prob- 
ably deserves  rhe  credit  for  rhis  concept,  but  the 
basting  stitch  technique  reported  by  Parker  and 
Kerr  in  1908  was  the  first  really  satisfactory  method 
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and  is  the  prototype  of  all  the  methods  later  devised 
by  Stone,  Rankin,  Furniss,  Wangensteen,  and  others. 
It  should  be  mentioned  that  all  methods  now  used 
in  intestinal  anastomosis  employ  the  Lembert  su- 
mre  ( 1826)  which  in  turn  was  based  upon  the  prin- 
ciple of  the  ready  agglutination  of  serosal  surfaces 
enunciated  by  Lanfranc  in  1796  and  reaffirmed  in 
1812  by  Promess. 

The  aseptic  anastomosis  was  a great  advance  in 
colon  surgery,  but  peritonitis  remained  a serious 
hazard  in  primary  colon  anastomosis  until  means  were 
found  to  empty  the  colon  and  reduce  its  bacterial 
flora  prior  to  operation.  No  one  man  is  entitled  to 
the  credit  for  the  systematic  cleansing  of  the  colon 
before  surgery,  but  most  of  my  generation  learned 
it  from  Miles,  who  taught  us  to  do  it  by  means  of 
a low  residue  diet,  saline  laxatives,  and  enemas  or 
flushes.  The  younger  surgeons  are  probably  not 
aware  of  the  fact  that  by  this  regimen  the  colon  can 
be  cleansed  to  the  point  that  it  contains  almost  no 
feces  and  so  little  gas  that  the  odor  is  not  noticeable 
when  the  bowel  is  opened.  Furthermore  this  can  be 
done  in  the  presence  of  a moderate  degree  of  chronic 
obstruction.  This,  however,  does  not  reduce  the  num- 
ber of  pathogenic  bacteria  per  unit  of  colon  con- 
tent, so  the  introduction  of  intestinal  antisepsis  with 
relatively  nonabsorbable  sulfonamides  by  Firor  and 
Jonas  (1940)  was  another  important  advance,  es- 
pecially in  those  cases  in  which  the  bowel  cannot 


be  adequately  emptied.  Since  that  time  investigators, 
too  numerous  to  mention,  have  developed  methods 
of  colonic  antisepsis  using  various  antibiotics,  with 
or  without  sulfonamides,  singly  or  in  combination, 
that  accomplish  the  desired  effect  better  and  faster. 
Poth,  who  collaborated  with  Firor  in  his  early  studies, 
has  been  the  acknowledged  leader  in  this  field  and 
deserves  more  credit  than  any  other  individual,  al- 
though I believe  that  he  has  developed  a degree  of 
confidence  in  the  antibiotics  that,  in  the  hands  of 
most  surgeons,  will  prove  to  be  dangerous. 

Cohn  has  devised  a simple  and  effective  method 
of  continuing  the  antibiotic  protection  of  the  anas- 
tomosis during  the  critical  period  of  healing.  He 
also  has  established  by  carefully  controlled  animal 
experimentation  that  leakage  at  or  disruption  of  the 
anastomosis  is  usually  due  to  infeaion  rather  than 
technical  errors  and  that  this  can  be  prevented  even 
in  ischemic  bowel  by  postoperative  antibiotic  ther- 
apy delivered  at  the  anastomotic  site.  Since  leakage 
into  the  peritoneal  cavity  rather  than  contamination 
at  the  time  of  operation  is  the  usual  cause  of  peri- 
tonitis, his  observations  are  of  paramount  importance. 
He  also  has  demonstrated,  under  experimental  con- 
ditions, that  all  three  methods  of  colon  protection, 
mechanical  cleansing,  preoperative  antisepsis,  and 
postoperative  antisepsis,  are  of  significant  value. 

All  of  these  procedures  are  directed  to  the  care 
of  the  colon,  but  the  greatest  advances  in  surgery  of 
the  past  two  decades  have  to  do  with  the  care  of  the 
patient.  No  one  can  say  how  much  of  the  improve- 


Fig.  2.  Spur  crushing  enterotome  with  method  of  oppli-  methode  nouvelle  pour  troiter  les  onus  occidentels,  Mem. 

cation.  (After  Dupuytren,  G.  B.;  Memoire  sur  une  ocod.  royole  med.,  Paris  1:259-316,  1828.) 
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merit  in  the  results  of  colon  surgery  are  due  to  such 
advances.  A few  factors  include  (1)  better  under- 
standing of  fluid  and  elearolyte  balance  and  its 
surgical  significance,  much  of  which  was  elucidated 
by  Moyer  while  at  Dallas;  (2)  recognition  of  the 
importance  of  serum  proteins  in  wound  healing  as 
well  as  in  other  phases  of  convalescence  (Ravdin 
and  associates);  (3)  recognition  of  the  role  of 
vitamin  C in  wound  healing;  (4)  appreciation  of 
the  importance  of  the  reduced  blood  volume  in 
chronically  ill  patients  and  its  correction  primarily 
by  blood  transfusion  ( Lyons ) ; and  ( 5 ) availability 
of  blood  banks. 

I hope  I have  made  it  clear  that  the  relative  safety 
of  modern  colon  surgery  is  the  result  of  knowledge 
accumulated  through  the  ages.  Attention  can  now 
be  directed  primarily  to  increasing  its  effectiveness 
in  the  cure  of  diseases. 

Following  the  trend  toward  supraradical  surgery, 
several  men,  notably  Wangensteen,  Smyth,  and  Rosi, 
advocate  resection  of  the  entire  left  colon  for  malig- 
nant lesions  anywhere  in  this  segment  as  has  been 
accepted  practice  in  right  colon  lesions  for  many 
years.  Since  such  a resection  produces  no  serious 
physiological  derangement  nor  any  apparent  deform- 
ity this  is  an  entirely  acceptable  extension  of  the 
operation  provided  we  evaluate  it  on  a rational 
basis.  Carcinoma  of  the  colon  does  not  spread  widely 
in  the  bowel  wall  so  any  advantage  of  the  extended 
operation  must  be  in  the  increased  amount  of  the 
lymphatic  bed  that  can  be  removed.  One  must  sac- 
rifice 3 feet  of  colon  to  gain  4 or  5 inches  of 
lymphatics.  This  also  is  entirely  acceptable  if  we 
face  the  fact  that  this  entails  mobilization  of  the 
splenic  flexure  which,  in  the  hands  of  most  sur- 
geons, adds  significantly  to  the  mortality  and  mor- 
bidity of  the  operation  in  aged  and  debilitated  pa- 
tients (CattelF®). 

It  has  been  noted  that  implantation  of  carcinoma 
at  the  anastomotic  site  is  not  uncommon  and  that 
it  seems  to  have  increased  in  frequency  since  anti- 
biotic preparation  of  the  colon  has  become  routine 
praaice.  Cole  recommends  that  the  bowel  be  ligated 
on  both  sides  of  the  lesion  before  it  is  mobilized  to 
minimize  this  danger.  1 have  never  observed  this 
disastrous  complication,  and  1 suspect  that  it  is 
usually  due  to  implantation  of  carcinoma  on  the 
peritoneal  surface  rather  than  from  the  lumen  of 
the  bowel;  but  there  is  no  valid  objection  to  Cole’s 
procedure,  and  it  may  prove  to  be  of  real  value. 

Blood  borne  metastasis  is  equally  as  important  as 
lymphatic  spread  and  is  much  less  amenable  to  treat- 
ment. According  to  Engell,  cancer  cells  were  dem- 
onstrated in  the  circulating  blood  in  patients  with 
advanced  cancer  as  early  as  1869.  This  observation 
was  confirmed  in  1934  by  Pool  and  Dunlap,  and 


interest  in  the  subject  was  revived  by  Engell  in 
1955.  Fisher  and  Turnbull  have  shown  that  the 
number  of  malignant  cells  in  the  circulating  blood  is 
doubled  after  handling  of  the  lesion.  It  is  also 
reasonable  to  suppose  that  anticancer  drugs  may  re- 
duce the  viability  of  these  cells  and  lessen  the 
likelihood  of  their  implantation  in  the  liver  or  else- 
where. There  is  now  in  progress  a nationwide  trial 
of  this  idea  under  the  direction  of  Dr.  George  Moore 
of  Buffalo.  It  may  well  be  that  this  will  prove  to 
be  an  important  adjunct  to  the  surgical  treatment 
of  cancer. 


USEFUL  PROCEDURES 

It  is  evident  that  we  have  a heritage  of  well  tried 
procedures  and  a promise  of  new  ones  with  which 
to  combat  surgical  lesions  of  the  colon.  Unlike  many 
surgeons  I believe  that  most  of  the  old  ones  are 
stiU  useful  and  should  be  mastered  by  every  general 
surgeon. 

Exteriorization  resection,  now  considered  obsolete 
by  many  surgeons,  is  still  valuable. 

1.  It  is  the  best  method  of  handling  severely 
traumatized  segments  of  the  colon.  There  is  no  point 
to  leaving  nonviable  bowel  upon  the  abdominal  wall 
to  act  as  a culmre  medium  for  pathogenic  bacteria. 

2.  It  is  the  simplest  and  safest  method  of  handling 
gangrenous  volvulus  of  the  sigmoid. 

3.  It  is  a very  useful  expedient  when  one  finds 
at  operation  that  the  bowel  proximal  to  a partial 
chronic  obstruction  is  still  stuffed  with  feces. 

4.  In  the  presence  of  local  nonsuppurative  infec- 
tion in  diverticulitis  or  carcinoma  it  is  often  safe  to 
resect  the  bowel  by  exteriorization  rather  than  to  do 
a proximal  colostomy — a two  stage  procedure  in- 
stead of  a three  stage  one. 

5.  When  the  condition  of  the  patient  demands  a 
quick  and  simple  procedure,  it  is  invaluable. 

If  any  degree  of  obstruction  is  present,  I prefer 
the  Paul  type  of  resection.  If  not,  the  Rankin  type 
is  preferable. 

The  usual  criticisms  of  these  operations  are  that 
they  do  not  permit  adequate  removal  of  bowel 
mesentery  and  lymphatics  and  that  they  increase 
the  hospital  stay  days.  The  first  criticism  arises  from 
a failure  to  understand  the  procedures.  One  can  and 
should  proceed  exactly  as  if  a primary  anastomosis 
is  to  be  done,  but  when  that  point  is  reached  the 
cut  ends  of  the  gut  are  brought  through  the  wound 
to  the  skin  level  or  above.  Any  or  all  of  the  colon 
can  be  removed  with  appropriate  portions  of  the 
mesentery  and  lymphatic  strucmres.  The  patient  is 
relieved  of  aU  danger  of  leakage  or  malfunction  of 
the  anastomosis  which  may,  in  a poor  risk  patient, 
make  the  difference  between  life  and  death.  Insofar 
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as  the  hospital  expense  is  concerned,  let  me  remind 
that  funerals  are  also  expensive. 

Proximal  colostomy  before  or  at  the  time  of  re- 
section, infrequently  employed  in  recent  years,  is 
also  invaluable  under  certain  circumstances. 

1.  Of  course  it  is  generally  agreed  that  in  the 
presence  of  acute  peritonitis  associated  with  the 
lesion  or  of  fistulas  to  the  skin  surface  or  to  an 
adjacent  viscus  the  proximal  colostomy  is  almost 
always  essential. 

2.  When  a colon  to  rectum  anastomosis  is  made 
deep  in  the  pelvis  in  a fat  patient,  I occasionally 
feel  that  it  is  insecure  and  prefer  to  make  a proximal 
colostomy  at  the  same  time,  but  I have  not  actually 
done  so  since  I adopted  Cohn’s  postoperative  anti- 
biotic protection  of  the  anastomosis. 

3.  I still  believe  that  in  acute  obstruction  distal 
to  the  hepatic  flexure,  cecostomy  or  transverse  col- 
ostomy always  should  precede  resection.  The  proxi- 
mal bowel  is  distended  with  highly  septic  material, 
its  wall  is  ischemic  due  to  stretching  and  often  in- 
fected, and  the  patient  is  often  too  ill  to  stand  ex- 
tensive surgery.  I am  aware  of  the  fact  that  Poth  has 
obtained  good  results  with  primary  anastomosis  under 
these  circumstances  by  emptying  the  distended  loop 
so  far  as  possible  into  the  segment  to  be  resected 
and  introducing  appropriate  antibiotics  into  the  site 
of  anastomosis,  but  I believe  that  this  method  is 
dangerous  in  most  hands  including  my  own.  The 
condition  of  such  patients  is  often  very  poor,  per- 
istalsis may  not  be  active  enough  to  empty  the 
bowel  through  the  rigid  anastomosis  for  several  days, 
and  when  it  does  the  antibiotics  will  be  carried  into 
the  distal  loop  which  does  not  need  them  leaving 
the  septic  contents  of  the  proximal  loop  to  bathe 
the  anastomosis. 

I agree  that  in  right  colon  lesions,  even  in  the 
presence  of  obstruction,  primary  resection  can  and 
usually  should  be  done,  for  the  contents  of  the 
ilium  are  liquid,  the  anastomosis  is  in  effect  a small 
bowel  one,  and  the  proximal  bowel  can  be  decom- 
pressed if  necessary  by  a long  rube.  Even  in  these 
cases,  however,  if  the  patient  is  in  poor  condition 
from  dehydration,  electrolyte  imbalance,  or  other 
causes,  I prefer  to  do  an  ileocolostomy  at  the  ap- 
propriate site  and  defer  the  resection  until  suitable 
supportive  treatment  can  be  carried  out  and  until 
the  anastomosis  is  functioning. 

Aseptic  or  closed  anastomoses  have  been  made 
unnecessary  by  improved  preparation  of  the  bowel 
and  of  the  patient,  but  they  are  elegant  procedures 
and  have  a strong  appeal  to  fastidious  operators. 
Many  surgeons  still  use  one  or  the  other  of  these 
techniques,  and  it  seems  probable  that  they  always 
will  be  used  to  some  degree. 


PREPARATION  OF  BOWEL 

Cohn  has  demonstrated  to  my  satisfaction  that 
mechanical  cleansing  of  the  bowel  is  still  an  impor- 
tant part  of  bowel  preparation.  No  matter  how  ef- 
fective the  sulfonamides  or  antibiotics  may  be  in 
sterilizing  liquid  feces,  they  cannot  affect  the  bac- 
teria in  solid  masses  of  feces,  so  I do  not  consider 
any  regimen  satisfactory  that  does  not  include  emp- 
tying the  colon.  The  sulfonamides  have  been  super- 
seded by  the  antibiotics  because  of  their  much  quick- 
er action,  but  since  some  patients  cannot  tolerate  the 
antibiotics  it  is  well  to  keep  the  sulfas  in  mind  and 
to  remember  the  debt  that  we  owe  to  Poth  and 
Firor. 

It  is  well  to  remember  that  pseudomembranous 
ileocolitis  rarely  if  ever  follows  sulfonamide  therapy 
whereas  it  does  occasionally  occur  after  broad  spec- 
trum antibiotic  preparation  of  the  colon,  and  in  my 
experience  moderate  degrees  of  diarrhea  have  been 
fairly  common.  It  is  difficult  to  determine  the  etiol- 
ogy of  these  complications  because  yeast  forms  over- 
grow the  cultures  so  rapidly,  but  in  my  hands  the 
mild  forms  have  responded  so  rapidly  to  erythro- 
mycin it  seems  probable  that  resistant  Staphylococci 
rather  than  yeasts  are  responsible.  I am  considering 
the  routine  use  of  this  or  a similar  antibiotic  during 
the  immediate  postoperative  period.  Cohn  has  found 
thar  nystatin  combined  with  his  preoperative  anti- 
biotic formula  will  inhibit  the  yeasts  but  prefers  to 
hold  it  in  reserve  for  those  patients  who  exhibit 
postoperative  diarrhea.  In  any  event,  one  should  bear 
in  mind  that  a wise  man  does  not  lightly  tamper 
with  the  delicate  microbiotic  balance  of  the  colonic 
flora. 

The  correction  of  the  physiological  disturbances 
associated  with  diseases  of  the  colon  treated  by  sur- 
gery is  not  old,  and  we  should  bear  in  mind  the 
fact  that  if  the  men  who  bequeathed  to  us  the  tech- 
nical procedures  that  we  use  so  unthinkingly  had  had 
blood  banks,  a knowledge  of  blood  volume  and  of 
fluid  and  electrolyte  disturbances,  and  a battery  of 
antibacterial  drugs,  they  might  well  have  obtained 
results  as  good  as  or  better  than  oirrs. 

CONCLUSIONS 

Methods  of  resecting  the  colon  have  reached  such 
a state  of  perfection  that  when  acute  obstruction  is 
not  present  the  operation  is  relatively  safe.  This  has 
come  about  slowly  over  a period  of  almost  a century 
during  which  countless  thousands  of  patients  have 
died  who  could  now  be  saved.  Every  significant  ad- 
vance was  arrived  at  after  years  of  trial  and  error 
or  after  thorough  laboratory  and  clinical  investiga- 
tion. They  have  been  tried  in  the  fire  by  hundreds 
of  surgeons,  and  each  of  them  has  proven  valuable 
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under  some  circumstances.  It  is,  therefore,  imperative 
that  a competent  colon  surgeon  know  how  and  when 
to  use  them  all.  None  of  them  should  be  forgotten 
and  none  should  be  abandoned  until  alternate  meth- 
ods have  been  proven  to  be  better. 

The  problem  of  long  standing  acute  obstruction  of 
the  colon  has  not  been  solved  and  probably  never 
will  be  so  our  efforts  should  be  directed  toward  its 
prevention  and  early  recognition. 
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The  maternal  mortality  rate  in  this  county  has  declined 
93  per  cent  in  the  last  four  decades.  Health  Information 
Foundation  points  out.  One  maternal  death  occurs  in  ap- 
proximately 2,300  live  births  today,  compared  with  1 
maternal  death  for  each  165  live  births  in  1915. 
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Polyps  of  Colon 
And  Rectum 

ROBERT  A.  McGregor,  M.D.,  and 
CURTICE  ROSSER,  M.D. 

Dallas,  Texas 

Early  detection  and  treatment  of  malig- 
nant disease  is  a great  challange  to  the  medical 
profession,  but  the  ultimate  ideal  is  the  diagnosis 
and  proper  treatment  of  potentially  malignant  pro- 
cesses before  invasive  malignancy  has  occurred.  Ade- 
nomatous polyps  of  the  recmm  and  the  colon  offer 
one  of  the  few  opportunities  encountered  in  medicine 
today  to  eradicate  a potentially  malignant  disease 
before  it  has  become  frank  cancer.  The  management 
of  adenomatous  polyps  of  the  rectum  and  the  colon 
is  currently  receiving  considerable  space  in  the  lit- 
erature, and  the  proper  surgical  therapy  is  a much 
debated  and  controversial  question  to  which  no  defi- 
nite answer  has  been  found.  It  is  our  purpose  to  re- 
view a personal  series  of  cases  and  attempt  to  find 
the  most  logical  manner  of  therapy  in  the  light  of 
our  present  knowledge  of  this  disease. 

The  relationship  of  adenomatous  polyps  of  the 
rectum  and  the  colon  to  carcinoma  of  these  organs 
is  now  well  documented  by  many  observers  and  is 
generally  accepted.  It  has  been  pointed  out  by  sev- 
eral authors  that  the  percentage  distribution  of 
polyps  and  cancer  of  the  rectum  and  the  colon  is  al- 
most identical;  that  the  incidence  of  polyps  and  can- 
cer varies  proportionately  in  the  two  sexes  and  various 
races;  and  that  there  is  a definite  time  lag  between 
the  formation  of  adenomatous  polyps  and  the  de- 
velopment of  frank  carcinoma  of  the  recmm  and  the 
colon.  There  is  abundant  histologic  and  cytologic 
evidence  showing  that  adenomatous  polyps  may  un- 
dergo malignant  change  and  that  most,  if  not  all, 
cancers  of  the  rectum  and  the  colon  originate  in  a 
preexisting  polyp.  Histologically,  there  is  no  cellular 
difference  between  the  solitary  and  the  multiple 
adenomatous  polyp  and  those  found  in  familial  poly- 
posis. Some  observers  feel  that  all  polyps,  therefore, 
should  not  be  considered  benign  or  premalignant 
lesions  but  instead,  true  malignancies  at  a very  early 
stage  of  development.  This  concept,  combined  with 
the  high  incidence  of  multiplicity  of  p>olyps,  has  led 


TEXAS  State  Journal  of  Medicine,  FEBRUARY,  7959 


87 


POLYPS  OF  COLON  — McGregor  & Rosser — continued 

Dr,  Robert  A.  McGregor  is  clin- 
ical instructor  in  proctology, 
his  co-Quthor  clinical  professor 
of  proctology,  at  the  University 
of  Texas  Southwestern  Medical 
School.  The  paper  was  given 
before  the  Texas  Society  of 
Gastroenterologists  and  Proc- 
tologists in  Houston,  April  20, 
1958. 

A review  of  100  consecutive  patients  with  adenomatous 
polyps  of  rectum  and  colon  suggests  that  all  such  polyps 
should  be  removed.  For  polyps  above  the  peritoneal  reflec- 
tion, total  exploration  with  coloscopy  should  be  done.  Evidence 
of  invasive  carcinoma,  broad  based  large  suspicious  tumors 
above  the  peritoneal  reflection,  and  clusters  of  polyps  should 
be  resected.  Patients  should  be  followed  closely  the  rest  of 
their  lives. 

some  surgeons  to  advocate  extensive  and  radical  sur- 
gical procedures  such  as  subtotal  colectomy  for  single 
colonic  polyps.  Others  have  taken  the  opposite  stand 
and  advocate  the  most  minimal  procedures  unless 
frank  invasive  cancer  is  present. 

The  exact  incidence  of  adenomatous  polyps  in  the 
general  population  is,  of  course,  unknown;  however, 
the  increasing  practice  of  the  large  clinics  and  medi- 
cal centers  of  including  proctosigmoidoscopy  in  the 
routine  physical  examination  of  all  patients  is  pro- 
viding more  information.  Generally  it  is  stated  that 
3 to  10  per  cent  of  the  general  population  will  be 
found  to  have  polyps  of  the  rectum  or  the  colon; 
however,  it  was  recently  reported  that  11.5  per  cent 
of  7,608  patients  examined  at  the  Cancer  Detection 
Center  of  the  University  of  Minnesota  were  found 
to  have  polyps  on  their  initial  examination  and  an 
additional  7.7  per  cent  were  found  to  have  polyps 
on  subsequent  examinations;  thus  19.2  per  cent  of 
patients  exhibited  polyps  on  at  least  one  examina- 
tion. These  patients  were  45  years  of  age  or  older.^ 
Similar  reports  from  the  Mayo  Clinic  have  indicated 
an  incidence  of  12  per  cent  and  10  per  cent  in  pa- 
tients of  this  age  group. ® 

Multiplicity  of  adenomatous  polyps  is  an  impor- 
tant faaor  in  the  management,  and  it  is  becoming 
apparent  that  the  incidence  of  multiplicity  is  greater 
than  previously  appreciated.  In  the  series  of  patients 
with  polyps  from  the  University  of  Minnesota  38 
per  cent  were  found  to  have  2 or  more  lesions  on  one 
or  more  examinations.  Deddish  and  Hertz  have 
reported  additional  lesions  undetected  by  roentgen 
ray  in  46.6  per  cent  of  patients  with  polyps.^  Bacon 
found  33  per  cent  of  200  patients  undergoing  ex- 
ploration for  colonic  polyps  to  have  multiple  polyps.^ 
Probably  the  most  important  single  factor  in  the 
management  of  adenomatous  polyps  of  the  rectum 
and  colon  is  the  incidence  of  carcinoma.  There  are 


wide  variations  in  the  reported  incidence  of  malig- 
nant change.  In  the  series  reported  from  the  Uni- 
versity of  Minnesota  454  lesions  were  subjected  to 
biopsy  using  the  proctoscope.  Of  these  only  3 were 
diagnosed  adenoma  with  malignant  change,  without 
invasion,  and  12  were  adenoma  with  malignant 
change,  with  invasion,  or  frank  adenocarcinoma.  Ba- 
con has  reported  an  incidence  of  3.4  per  cent  of  in- 
vasive carcinoma  and  11  per  cent  of  carcinoma  in 
sim.  Scarborough  and  Klein  reported  a similar  inci- 
dence of  11  per  cent,^  and  Castro,  Ault,  and  Smith, 
an  incidence  of  45  per  cent.^ 

The  villous  type  of  adenonjas  presents  a somewhat 
different  picture  from  the  pedunculated  adenoma 
when  the  incidence  of  malignant  change  is  consid- 
ered in  the  villous  type  alone.  Ewing®  has  found 
from  10  to  20  per  cent  of  villous  rumors  to  have 
malignant  degeneration;  Welch,  McKittrick,  and 
Behringer  have  shown  that  malignancy  is  demon- 
strable in  22  per  cent  of  papillary  villous  tumors  as 
compared  with  17  per  cent  in  pedunculated  ade- 
nomas.^ ^ Bacon  found  35.7  per  cent  of  villous  tumors 
to  have  either  focal  adenocarcinoma  or  proliferating 
areas  of  well  differentiated  papillary  adenocarcinoma 
without  gross  or  preopverative  evidence  of  malignancy 
including  biopsy.^  Sunderland  and  Binkley  reported 
their  findings  of  malignant  degeneration  in  68  per 
cent  of  villous  tumors.^® 

The  malignant  potential  of  diffuse  adenomatous 
polyposis  or  familial  polyposis  of  the  colon  has  long 
been  recognized.  The  high  incidence  of  frank  carci- 
noma present  at  initial  exploration  usually  places 
these  cases  in  the  frank  cancer  category.  Bacon  has 
found  carcinoma  in  82.7  per  cent  of  his  cases  of 
diffuse  adenomatosis,  and  it  is  generally  conceded 
that  if  left  long  enough,  100  per  cent  of  these  cases 
will  develop  carcinoma.  Colectomy  is  the  accepted 
treatment;  however,  some  controversy  exists  in  the 
management  of  the  rectal  segment,  that  is,  whether 
total  colectomy  with  proctectomy  or  colectomy  with 
ileoproctostomy  should  be  done.  Much  space  in  the 
literature  has  been  devoted  to  this  problem;  how- 
ever, it  is  not  within  the  scope  of  this  paper. 


CLINICAL  STUDY 

The  material  for  this  review  is  obtained  from  100 
consecutive  patients  with  adenomatous  polyps  of  the 
reaum  and  colon.  Excluded  from  this  group  are  all 
patients  with  small  polyps  which  were  fulgurated 
without  biopsy,  satellite  polyps  removed  with  carci- 
nomas, adenomatous  polyps  which  were  grossly  al- 
tered by  malignant  invasion  so  that  the  architecture 
of  a polyp  was  not  retained,  and  other  polypoid 
lesions  such  as  carcinoids,  leiomyomas,  and  lymphoid 
hyperplasias.  In  each  instance,  whether  single  or 
multiple,  the  polyps  were  considered  to  be  grossly 
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and  clinically  benign.  The  method  of  treatment 
chosen  in  each  case  was  based  on  that  assumption. 

The  gross  pathology  encountered  in  this  series  is 
basically  of  two  types:  that  is,  the  simple  adeno- 
matous polyp  with  or  without  a smooth  pedicle,  and 
the  broad  based,  soft  velvety  villous  type  adenoma 
or  villous  papilloma.  Each  polyp  was  reasonably  soft, 
flat  or  pedunculated,  movable,  and  nonulcerated  ex- 
cept possibly  for  small  areas  of  erosion  on  the  sur- 
face of  the  head  of  the  polyp.  The  microscopic  diag- 
noses include  benign  adenomatous  polyp  or  ade- 
noma; benign  adenoma  with  atypism,  which  we  have 
included  with  the  benign  group;  adenomatous  polyp 
with  adenocarcinoma;  adenoma  with  carcinoma  in 
sim;  noninvasive  adenocarcinoma;  benign  villous 
adenoma  or  papilloma;  and  villous  adenoma  with 
adenocarcinoma;  also  polyp  or  villous  papilloma  with 
invasive  carcinoma  usually  designated  as  grade  2 
adenocarcinoma.  In  this  series  we  have  included  in 
the  group  of  "malignant  polyps”  all  polyps  having 
any  area  of  adenocarcinoma;  however,  special  men- 
tion will  be  made  of  those  having  invasive  carci- 
noma. 

DISTRIBUTION 

In  this  series  of  100  cases  there  were  '61  females 
and  39  males.  The  ages  ranged  from  3 years  to  74 
years;  the  average  age  was  51.5  years. 

The  distribution  was  58  cases  with  rectal  polyps 
and  42  with  colonic  polyps.  The  sigmoid  was  the 
segment  of  colon  most  often  involved,  with  33  of 
the  42  cases.  There  were  5 with  involvement  of  the 
descending  colon,  3 of  the  transverse  colon,  and  1 
case  in  which  all  segments  of  the  colon  were  in- 
volved. 

Multiple  polyps  were  found  in  29  of  the  100  pa- 
tients. Multiple  rectal  polyps  were  found  in  18  of 
the  29  patients,  and  11  patients  had  multiple  polyps 
involving  either  the  colon  alone  or  the  colon  and 
the  rectum. 

Separating  the  benign  group  into  simple  adeno- 
mas and  villous  adenomas,  we  found  simple  benign 
adenomas  of  the  rectum  in  33  cases,  sigmoid  20, 
descending  colon  3,  transverse  colon  3,  and  all  seg- 
ments of  the  colon  contained  benign  polyps  in  1 
patient.  This  is  an  unusual  case  and  probably  repre- 
sents a rare  instance  of  diffuse  adenomatous  poly- 
posis before  malignancy  has  occurred.  There  were  4 
benign  villous  adenomas  of  the  rectum  and  3 of  the 
sigmoid.  Thus,  of  the  total  100  cases,  60  revealed  no 
evidence  of  malignancy. 

Polyps  demonstrating  malignant  change  were 
found  in  40  of  the  100  cases.  Simple  or  pedunculated 
polyps  were  present  in  33  cases  and  villous  types  in 
7 cases.  All  of  the  7 villous  adenomas  with  carci- 
noma were  found  in  the  rectum.  Of  the  33  simple 


polyps  18  occurred  in  the  rectum,  13  in  the  sigmoid, 
and  2 in  the  descending  colon.  The  youngest  pa- 
tient in  the  group  having  malignant  polyps  was  16 
years  of  age. 

Of  the  25  lesions  exhibiting  malignancy  in  the 
reaum,  6 had  invasive  carcinoma.  Three  of  these 
were  the  villous  type.  In  the  colon  4 of  the  15  ma- 
lignant polyps  contained  invasion  of  the  pedicle. 
Thus,  a total  of  10  cases  of  the  100  demonstrated 
invasive  carcinoma. 

TREATMENT  AND  RESULTS 

For  discussion  of  the  management  of  adenomatous 
polyps  of  the  rectum  and  the  colon  we  may  divide 
them  into  two  large  groups:  those  which  lie  below 
the  peritoneal  reflection,  that  is,  distal  to  the  upper 
rectum,  and  those  lying  above  the  peritoneal  reflec- 
tion or  in  the  abdominal  portion  of  the  colon.  These 
groups  may  then  be  divided  into  simple  polyps  and 
villous  adenomas. 

Rectal  Polyps. — There  were  47  cases  of  simple 
polyps  lying  below  the  peritoneal  reflection.  In  all 
of  these  cases  the  polyps  were  totally  excised  by 
snare  or  biopsy  forceps  followed  by  fulguration. 
Eighteen  of  these  polyps  contained  carcinoma,  and 
3 of  the  18  had  invasion  of  the  pedicle.  Of  the  15 
without  invasion  there  was  1 patient  who  developed 
a carcinoma  of  the  recmm  4 years  after  local  exci- 
sion. This  patient  died  postoperatively  after  a com- 
bined abdominoperineal  excision.  There  has  been 
no  evidence  of  recurrence  in  any  of  the  other  non- 
invasive cases.  One  of  the  3 patients  with  invasion 
of  carcinoma  in  the  pedicle  had  a local  recurrence 
about  4 months  after  excision  and  fulguration.  Her 
general  condition  was  poor,  and  further  surgery  was 
not  recommended.  She  died  shortly  thereafter  from 
other  causes.  The  other  2 patients  with  pedicle  in- 
vasion have  had  no  evidence  of  recurrence  2 and 
3 years  after  local  excision. 

Rectal  Villous  Adenomas. — Villous  adenomas  were 
found  below  the  peritoneal  reflection  in  11  patients. 
In  all  of  these  excisional  biopsy  and  fulguration  was 
done.  Four  were  benign.  Each  of  these  was  totally 
excised  and  fulgurated  locally,  usually  under  anes- 
thesia in  the  hospital.  There  has  been  no  recurrence. 
Of  the  7 villous  tumors  exhibiting  malignancy,  3 
were  considered  invasive.  One  of  these  had  local 
excision  with  fulguration.  Eight  years  later  a small 
recurrence  was  fulgurated,  and  this  patient  has  now 
been  clear  for  6 years.  The  second  had  an  initial 
local  excision  with  fulguration  and  has  shown  no 
evidence  of  recurrence  for  7 years.  The  third  refused 
further  treatment  after  the  first  initial  biopsy;  6 
months  later  this  patient  suffered  intestinal  obstruc- 
tion and  a combined  abdominoperineal  excision  was 
done.  There  were  regional  node  metastases.  There 
was  local  recurrence  in  6 months,  and  the  patient 
subsequently  died.  Of  the  4 patients  with  noninva- 
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sive  malignant  villous  tumors,  1 had  an  initial  com- 
bined abdominoperineal  excision  because  of  the  size 
of  the  tumor.  This  patient  has  been  well  for  16 
years.  Each  of  the  other  3 patients  had  initial  local 
excision  and  fulguration.  One  of  these  had  a recur- 
rence 5 years  later;  the  biopsy  diagnosis  was  adeno- 
carcinoma and  a combined  abdominoperineal  exci- 
sion was  performed.  There  has  been  no  evidence  of 
recurrence  for  9 years.  Another  patient  had  a local 
recurrence  10  years  after  the  initial  excision  and 
fulguration.  Biopsy  of  this  recurrence  was  reported 
benign  villous  papilloma,  and  complete  fulguration 
was  carried  out.  There  has  been  no  recurrence  for  12 
years.  The  third  had  local  excision  and  fulguration 
and  was  lost  to  follow-up  2 years  later. 

Colonic  Adenomas  and  Villo-us  Tumors. — The  sur- 
gical treatment  of  adenomatous  polyps  lying  above 
the  peritoneal  reflection  or  within  the  abdomen 
requires  an  exploration  of  the  peritoneal  cavity  and 
a full  major  preoperative  preparation.  The  bowel 
must  be  cleansed  and  sterilized  in  the  usual  man- 
ner, and  the  surgeon  must  be  prepared  to  carry  out 
an  extensive  and  radical  procedure  if  unsuspected  or 
undiagnosed  cancer  is  found.  In  all  instances  the 
abdomen  is  opened  widely  and  the  entire  colon  is 
examined  by  palpation  and  inspection.  If  a grossly 
malignant  lesion  is  found,  the  proper  resection  is 
carried  our.  If  not,  it  is  our  policy  to  do  total  col- 
oscopy  using  a sterile  sigmoidoscope  through  2 or 
more  colotomy  incisions. 

In  this  series  there  were  3 villous  tumors  of  the 
colon,  all  in  the  sigmoid.  Because  of  the  broad 
bases  and  radiographic  evidence  of  irregular  surfaces, 
primary  resections  were  performed.  There  have  been 
no  recurrences. 

There  were  39  patients  with  adenomatous  polyps 
of  the  colon.  Twenty-four  of  these  had  the  histologic 
diagnosis  of  benign  adenomatous  polyp,  and  15  had 
carcinoma  present.  Four  of  these  15  had  invasion  of 
the  pedicle. 

In  31  of  the  39  patients  initial  colotomy  and 
polypectomy  was  performed.  Of  the  31  cases,  22 
were  benign  and  9 were  malignant.  One  of  these 
malignant  polyps  was  diagnosed  carcinoma  in  situ. 
Two  years  later,  however,  there  was  recurrence  with 
frank  carcinoma  for  which  resection  was  done.  Two 
of  the  9 malignant  polyps  had  evidence  of  invasion 
on  permanent  sections.  These  2 were  subjeaed  to 
resection  about  8 days  after  the  initial  surgery.  One 
patient  had  invasive  carcinoma  found  in  a sigmoidal 
polyp  which  had  been  excised  through  the  sigmoid- 
oscope. Sigmoid  resection  was  performed.  The  fourth 
case  of  invasive  carcinoma  was  that  found  in  a very 
large  sigmoidal  polyp  which  was  producing  obstruc- 
tion by  its  size.  Resection  was  performed  in  two 
stages.  Primary  resections  were  carried  out  in  6 


additional  patients  with  adenomatous  polyps.  Two 
of  these  were  benign.  In  1 a preoperative  biopsy 
through  the  sigmoidoscope  was  reported  carcinoma, 
but  the  postoperative  specimen  was  benign.  The 
other  was  the  case  of  benign  multiple  polyposis  in 
which  total  colectomy  was  performed.  Four  of  the 
patients  having  primary  resections  had  polyps  dem- 
onstrating noninvasive  carcinoma.  Two  had  pre- 
operative sigmoidoscopic  biopsy  reports  of  carcinoma 
but  postoperative  pathologic  diagnosis  of  carcinoma 
in  siui;  1 patient  had  2 adjacent  polyps,  1 peduncu- 
lated but  rather  firm  and  the  other  a small  sessile 
polyp.  The  final  patient  had  a polyp  with  noninva- 
sive carcinoma  in  a segment'  of  diverticulitis  of  the 
sigmoid  for  which  resection  was  performed. 

In  none  of  the  cases  of  polyps  of  the  colon  has 
there  been  evidence  of  recurrence. 


CONCLUSIONS 

With  this  review  in  mind  we  have  formulated 
what  we  believe  to  be  a sound  and  logical  approach 
to  the  management  of  adenomatous  polyps  of  the 
rectum  and  the  colon  consistent  with  our  present 
knowledge  of  this  disease  process: 

1.  All  polyps  of  the  rectum  and  colon  should  be 
removed. 

2.  Adenomatous  polyps,  including  villous  adeno- 
mas, below  the  peritoneal  reflection  may  be  excised 
locally  by  snare  or  biopsy  forceps  and  electrodessi- 
cared.  If  invasive  carcinoma  is  found  in  the  base  of 
any  polyp,  a cancer  operation  should  be  performed. 

3.  For  adenomatous  polyps  above  the  peritoneal 
reflection,  total  exploration  with  coloscopy  should 
be  carried  our.  Pedunculated  polyps  should  be  ex- 
cised. If  possible,  frozen  secrions  of  the  pedicle 
should  be  obtained,  and  if  invasive  carcinoma  is 
found,  immediate  resection  should  be  carried  out. 
The  same  is  true  if  invasive  carcinoma  is  found  in 
the  permanent  sections,  that  is,  subsequent  resection 
should  be  performed. 

4.  Broad  based  large  suspicious  mmors  above  the 
peritoneal  reflection  should  be  treated  primarily  as 
cancer. 

5.  Segmental  resection  should  be  performed  for 
small  clusters  of  polyps  or  several  polyps  in  the 
same  area. 

6.  Postoperatively  all  patients  should  be  followed 
closely  for  the  remainder  of  their  lives  with  routine 
proaosigmoidoscopic  examinations  and  radiograph- 
ic smdies  of  the  colon. 
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ARCINOMA  of  the  prostate  is  a slowly  grow- 
ing but  surely  progressive  disease  most  com- 
mon in  men  past  50  years  of  age.  The  United  States 
Public  Health  Service  reports  a 38  per  cent  increased 
incidence  of  carcinoma  of  the  prostate  as  cause  of 
death  for  the  10  years  from  1938  to  1948.  In  1952, 
in  the  areas  surveyed,  it  ranked  second  as  cause  of 
male  cancer  deaths,  accounting  for  16  per  cent  of 
such  deaths.  Incidence  of  carcinoma  of  the  prostate 
reaches  its  peak  10  years  later  than  carcinomas  else- 
where. It  is  a disease  rarely  seen  before  40  and 
most  prevalent  in  the  two  decades  after  60  years  of 
age. 

As  vital  statistics  indicate  that  the  Texas  popula- 
tion 65  years  of  age  and  over  has  doubled  since 
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Early  prostatic  cancer  has  no  clinical  symptoms  nor 
cystoscopic  signs,  but  frequent  periodic  rectal  examinations 
help  in  discovery  of  such  cancer  in  an  operable  stage.  Fifty- 
three  of  54  chairmen  of  departments  of  urology  of  medical 
schools  treat  early  prostatic  cancer  by  radical  surgery.  Routes 
of  dissemination  of  malignancy  and  techniques  of  operation 
are  described. 

1940  and  nearly  tripled  since  1930,  the  doctors  of 
the  state  may  well  pay  increased  attention  to  the 
condition.  From  1950  to  1956  there  were  411  re- 
ported deaths  from  this  disease  in  Houston  and 
3,641  in  Texas,  with  numerous  cases  undoubtedly 
being  unreported.  At  Jefferson  Davis  Hospital  in 
Houston,  for  the  same  period,  1,038  cases  of  benign 
prostatic  hypertrophy  were  admitted  along  with  185 
cases  of  prostatic  carcinoma,  an  incidence  of  18  per 
cent.  Flocks  of  Iowa  has  reported  an  incidence  of 
20  to  25  per  cent  of  carcinoma  in  the  benign  hyper- 
trophies there;  Deming  at  Yale,  a 25  per  cent  inci- 
dence. Johns  Hopkins  Hospital  has  reported  a 21 
per  cent  incidence.  Autopsy  figures  supplied  by 
Rich,  Muir,  Gaynor,  Moore,  Kahler,  Baron  and 
Angrist,  and  others  indicate  that  20  per  cent  or 
more  of  men  over  50  have  histological  evidence  of 
carcinoma  in  their  prostate  glands.  The  disparity 
between  this  figure  and  actual  recorded  causes  of 
death  has  led  many  to  believe  that  this  so-called 
latent  carcinoma  is  different  from  clinical  carcinoma, 
but  the  increasing  incidence  of  prostatic  carcinoma 
as  the  cause  of  death  and  the  failure  to  find  any 
histological  evidence  that  the  two  conditions  are 
not  the  same  tends  to  lend  support  to  Hudson’s 
statement  that  "the  latent  prostatic  carcinomas  of 
1950  are  the  metastasizing  carcinomas  of  I960.” 

Early  clinical  carcinoma  is  characterized  by  no 
urinary  disturbance  nor  cystoscopic  signs.  It  is  com- 
pletely without  symptoms,  arising  as  it  does,  in  80 
per  cent  of  the  cases,  in  the  posterior  lamella  of 
the  gland  (fig.  1).  Only  in  advanced  cases  is  uri- 
nary obstruction  encountered,  and  roentgen-ray  evi- 
dence and  elevation  of  the  serum  acid  phosphatase 
levels  occur  only  after  metastases.  Thirty-five  per 
cent  of  cases  with  metastases,  however,  do  not  show 
alterations  in  the  acid  phosphatase. 

Early  prostatic  carcinoma  can  be  cured  surgically. 
Palliation  is  all  that  can  be  offered  to  the  patient 
with  metastases.  Diagnosis  of  prostatic  carcinoma 
while  it  is  still  in  the  operable  stage  depends  on 
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SEMIMAL  VESICLE  j 


Fig.  1.  Prostate  showing  why  early  cancer,  in  80  per 
cent  of  cases  arising  in  the  posterior  lamella  of  the 
gland,  causes  no  clinical  symptoms. 
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Fig.  3.  Comparative  expected  life  span  and  actual  life 
span  of  44  men  of  various  ages  with  prostatic  carcinoma 
treated  by  palliative  means.  [After  Flocks,  R.  H.,  and 
Prendergast,  L.  J.:  Treatment  of  Carcinoma  of  Prostate, 
Geriatrics  10:52-58  (Feb.)  1955.] 


Fig.  2.  Percentage  of  deaths  occurring  within  5 years 
in  1,818  cases  of  carcinoma  of  the  prostate  from  14 
clinics  untreated  and  treated  with  endocrines  and  trans- 
urethral resection  in  various  combinations.  [After  Nesbit, 
R.  M.,  and  Baum,  W.  C.:  Endocrine  Control  of  Prostatic 
Carcinoma:  Clinical  and  Statistical  Survey  of  1,818 
Cases,  J.A.M.A.  143:1317-1320  (Aug.  12)  1950.] 

recognition  of  the  indurated  area  at  rectal  examina- 
tion before  widespread  extension  occurs.  Colby,  Mc- 
Heffey,  Hudson,  Deming,  Colston,  and  others  find 
diagnosis,  based  on  rectal  examination  alone,  is  75  to 
85  per  cent  correct.  Histological  confirmation  is  de- 
sirable and  may  be  obtained  by  needle  or  open 
biopsy,  using  either  frozen  or  paraffin  sections.  Dem- 
ing has  claimed  needle  biopsy  to  be  63  per  cent 
correct  in  early  cases,  Colby  71  per  cent,  Kauffman 
6l  per  cent.  The  accuracy  of  the  needle  biopsy  nears 
100  per  cent  in  advanced  cases.  Papanicolaou  smears 
are  not  popular  nor  very  accurate  in  this  disease. 
Transurethral  biopsy  is  not  useful  in  early  cases. 

The  oft  quoted  work  of  Nesbit  and  Baum  ( 1951) 
reporting  on  figures  from  14  clinics  and  1,818  pa- 
tients is  summarized  in  figure  2,  which  shows  the 
death  rate  in  untreated  carcinoma  of  the  prostate 
cases  in  comparison  with  those  receiving  palliative 


treatment  consisting  of  endocrines  and  transurethral 
resection  in  various  combinations.  However,  there 
is  serious  disagreement  with  these  findings  by  other 
investigators  who  find  the  figures  of  Nesbit  and 
Baum  too  optimistic,  compiled  as  they  were  soon 
after  the  discovery  of  the  endocrine  treatment  of 
prostatic  cancer.  Flocks  has  stated  that,  at  Iowa, 
endocrine  therapy  used  for  palliation  alone  does  not 
cure  the  disease  nor  retard  it  sufficiently  to  keep 
patients  from  dying  of  the  disease  in  appreciable 
numbers.  Figure  3 graphically  indicates  his  com- 
parative findings  between  the  expeaed  life  span  and 
the  acmal  life  span  of  44  men  of  various  ages 
with  prostatic  carcinoma  treated  by  palliative  means. 

Smith  and  Woodruff,  Melik  and  Naryka,  Glanton, 
Fitzpatrick,  Orr  and  Hayward,  and  others  have  con- 
cluded separately  on  the  basis  of  extensive  statistical 
material  that  while  palliative  therapy  unquestion- 
ably brings  marked  relief  from  pain  and  often  from 
obstruction,  there  is  no  basis  for  stating  that  it  pro- 

Table  1. — Survival  rates  following  various  methods  of 
treating  carcinoma  of  the  prostate. 


Treatment  / — Survival  ( % ) — \ 

3 yr.  5 yr.  10  yr. 

No  treatment  22  10 

(Nesbit  and  Baum) 

Palliative  treatment,  endocrine  and 

transurethral  resection  66  44 

(Nesbit  and  Baum) 

Palliative  treatment  24 

(Staublitz,  Oberlike,  and  Lent) 

Radical  surgery  with  endocrines ...  84 

(Winfield  Scott) 

Radical  surgery  52 

(Jewett) 

Radical  surgery 49 

( Colston ) 
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longs  life.  Sewell  has  stated  that  conservative  therapy 
for  carcinoma  of  the  prostate  in  men  65  to  70  will 
lead  to  a death  rate  in  5 years  of  80  to  90  per  cent, 
whereas  the  normal  death  rate  in  this  age  group  is 
40  to  60  per  cent.  A number  of  urologists  find  that 
radical  surgery  with  and  without  endocrines  signifi- 
cantly lengthens  life  and  reduces  symptoms.  Figures 
comparing  the  results  of  endocrine  therapy  with 
radical  surgery  are  given  in  table  1.  Note  the  ad- 
vantage attained  by  early  diagnosis  making  radical 
surgery  possible. 

TREATMENT  OF  OPERABLE 
PROSTATIC  CANCER 

The  chairmen  of  the  departments  of  urology  in 
every  medical  school  in  the  nation  were  questioned 
by  circular  on  their  method  of  handling  operable 
carcinoma  of  the  prostate  with  and  without  ob- 
struction. Fifty-four  replied  indicating  their  prefer- 
ence for  treating  operable  prostatic  cancer  as  fol- 
lows: transurethral  resection  and  endocrines  1,  supra- 
pubic prostatectomy  0,  radical  retropubic  prostatec- 
tomy 8,  radical  perineal  prostatectomy  45. 

Of  the  8 reporting  chairmen  who  prefer  radical 
retropubic  prostatectomy  for  their  surgical  manage- 
ment of  prostatic  carcinoma,  4 would  combine  en- 
docrine therapy  with  the  operation  and  4 would  re- 
serve it  for  subsequent  use  if  needed  as  palliation. 
For  confirmatory  tissue  diagnosis  3 would  rely  on 
frozen  sections  and  5 demand  paraffin  seaions.  Of 
the  3 relying  on  frozen  sections,  1 would  use  open 
retropubic  approach  and  2 would  secure  the  tissue 
by  perineal  punch.  Of  the  5 demanding  permanent 
sections,  4 would  obtain  the  tissue  by  perineal  punch 
and  1 by  transreaal  biopsy. 

Of  the  45  chairmen  preferring  the  radical  perineal 
prostateaomy,  15  combine  endocrine  therapy  with 
the  operation  and  30  would  reserve  it.  Forty-two  of 
the  45  urologists  depend  on  frozen  sections  for  their 
tissue  diagnosis,  39  utilize  open  perineal  exposure 
followed  immediately  by  radical  surgery  if  biopsy 
is  positive,  2 obtain  the  tissue  by  perineal  punch, 
and  1 by  transrectal  needle.  Only  3 men  in  this 
group  demand  permanent  sections.  Two  of  these 
obtain  the  tissue  at  open  perineal  operation  and  one 
by  perineal  punch. 

Of  the  reporting  chairmen,  53  to  1 prefer  radical 
open  surgery  in  operable  carcinoma  of  the  prostate. 
It  is  therefore  apparent  that,  at  summit  level,  there 
is  little  disagreement  as  to  the  handling  of  these 
cases.  The  classical  prerequisites  indicating  a gland 
to  be  suitable  for  radical  removal  are  as  follows: 

(1)  the  indurated  area  be  localized  to  the  prostate, 

(2)  there  be  no  fixation  of  the  gland,  (3)  no 


metastases  by  roentgen  examination,  (4)  serum  acid 
phosphatase  be  normal,  ( 5 ) an  adequate  life  expect- 
ancy. 

At  Johns  Hopkins  Hospital  23  per  cent  of  the 
prostatic  cancers  seen  have  been  considered  operable. 
At  Walter  Reed  Hospital  54  per  cent  have  been 
successfully  treated  with  radical  surgery.  But  among 
the  urological  surgeons  at  large,  the  figure  falls 
closer  to  5 per  cent.  There  are  two  reasons  for  this. 
The  first  is  that  the  general  male  population  is  not 
receiving  the  repeated  rectal  examinations  necessary 
to  achieve  the  figures  comparable  to  those  emanat- 
ing from  Johns  Hopkins  and  Walter  Reed.  A sec- 
ond factor  is  that  the  surgeon  who  does  not  operate 
on  at  least  some  of  his  benign  prostatic  hypertrophies 
by  eirher  the  retropubic  or  perineal  route  is  not  in 
a strong  position  to  achieve  successful  radical  surgery 
by  either  of  these  methods  when  the  comparatively 
rare  occasion  calling  for  such  approach  presents  it- 
self. It  is  not  therefore  surprising  that  urologists 
who  do  not  employ  the  retropubic  or  perineal  ap- 
proach for  their  conservative  enucleations  find  few 
indications  for  the  radical  procedure  in  treating  the 
less  often  encountered  patient  with  prostatic  car- 
cinoma. 


TECHNIQUE 

It  seems  appropriate  at  this  time  to  say  a few 
words  of  explanation  concerning  the  technique  of 
various  types  of  prostatic  surgery. 

The  suprapubic  operation  is  the  open  operative 
procedure  with  which  the  nonurologist  is  probably 
the  most  familiar.  Classically  this  operation  consists 
of  the  enucleation  of  an  adenomatous  obstruction 
within  peripherally  compressed  normal  prostatic 
components  forming  a surgical  capsule  (fig.  4). 
Thus  the  suprapubic  prostatectomy  is  an  adenomec- 
tomy or  a subtotal  prostatectomy.  The  transurethral 
reseaion  (fig.  4)  is  designed  to  accomplish  the  same 
result  removing  prostatic  tissue  a chip  at  a time, 
working  through  the  urethra  with  an  endoscopic 
operating  instrument.  A total  or  radical  prostatec- 
tomy is  impossible  by  either  of  these  two  methods 
except  as  a surgical  accident. 

In  cancer  of  the  prostate,  whether  it  is  or  is  not 
associated  with  a benign  adenoma,  curative  surgical 
treatment  envisages,  as  a minimum,  the  removal  of 
the  whole  gland,  including  the  surgical  capsule,  and 
an  anastomosis  of  urethra  to  bladder.  This  can  be 
accomplished  only  by  perineal  or  retropubic  ap- 
proach. Figure  5 (left)  indicates  the  area  of  most 
occurrences  of  prostatic  carcinoma,  80  per  cent  orig- 
inating in  the  posterior  lamella  of  the  gland. 

By  the  perineal  or  the  retropubic  approach  either 
subtotal  or  total  prostatectomy  can  be  accomplished 
with  extremely  low  mortality  and  with  good  func- 
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tional  results.  The  lines  of  incision  in  total  prostatec- 
tomy are  indicated  in  figure  5 (left).  The  total 
removal  of  the  prostate  gland  plus  removal  of  the 
seminal  vesicles  is  called  radical  prostatectomy.  If 
the  subtotal  operation  is  desired,  instead  of  using  the 
lines  of  incision  (or  excision)  pictured  for  radical 
prostatectomy,  the  capsule  is  opened  and  the  ade- 
noma enucleated.  Removal  of  the  seminal  vesicles 
in  most  cancers  of  the  prostate  is  necessary  if  cure  is 
to  be  accomplished,  as  the  predilection  for  extension 


is  along  the  fascial  planes  exteriorly  covering  the 
seminal  vesicles. 

Invasion  of  the  wall  and  lumen  of  the  seminal 
vesicles  is  a late  occurrence  although  extension  of 
malignant  cells  along  fascial  planes  immediately  ex- 
ternal and  posterior  to  the  seminal  vesicles  may  oc- 
cur relatively  early.  Nevertheless,  the  fascia  of 
Denonvilliers  proteas  the  recmm  from  local  metas- 
tases,  and  the  rectum  is  seldom  invaded  from  cancer 
of  the  prostate  even  in  advanced  cases  (fig.  5,  right). 
Prior  to  invasion  of  the  wails  and  lumen  of  the 
seminal  vesicles,  these  structures  afford  protection 


Fig.  4.  Drawings  showing  the  surgical  approaches  to 
suprapubic  prostatectomy  and  transurethral  resection. 


Fig.  5.  Drawings  showing  the  lines  of  incision  tor  total  prostatectomy 
and  the  usual  sites  for  early  prostatic  carcinoma  and  local  metastasis. 
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to  the  bladder  from  direct  early  metastases.  Thus, 
complete  excision  of  the  tissues  containing  malignant 
cells  is  facilitated,  making  early  radical  prostatec- 
tomy the  successful  operation  it  is. 

Patients  with  indurated  prostate  glands  fulfilling 
the  classical  criteria  for  radical  prostatectomy  ad- 
mittedly make  up  a small  percentage  of  all  cases 
of  prostatic  carcinoma  diagnosed  at  present.  How- 
ever, the  experience  at  Walter  Reed  Hospital,  re- 
flecting the  repeated,  careful  rectal  examinations 
done  on  men  in  the  Armed  Services,  proves  that 
diligent  diagnostic  efforts  applied  to  the  problem 
can  significantly  alter  these  figures.  It  may  be  that 
other  factors  also  may  alter  the  figures.  Prostatic 
cancer  may  be  divided  into  three  groups  on  the 
basis  of  degree  of  extension  of  the  malignant  pro- 
cess. At  one  end  of  the  scale  are  those  patients 
with  carcinomas  which  might  be  considered  operable 
by  the  classical  criteria — ^perhaps  5 to  10  per  cent. 
At  the  far  end  of  the  scale  are  those  with  distant 
metastases  making  them,  of  course,  candidates  for 
palliation  only. 

In  the  middle  however,  are  found  an  important 
group  of  patients.  This  group  includes  those  pa- 
tients with  glands  which  do  not  strictly  conform  to 
the  classical  criteria  in  that  the  malignant  process  is 
not  entirely  confined . within  the  prostate,  but  in 
whom  there  is  only  local  spread  without  distant 
metastases.  It  is  my  belief  that  Kimbrough  at  Walter 
Reed  Hospital  has  dipped  into  this  group  to  achieve 
his  figure  of  54  per  cent  operability.  Colston  and 
Brendler,  Winfield  Scott,  Parlow,  Vallett,  and  others 
have  reported  acmally  doing  this.  Colston  has  re- 
ported, with  good  results,  of  administering  estro- 
gens for  6 months  to  shrink  the  gland  before  doing 
radical  surgery  on  patients  who  fall  into  this  group. 
I agree  with  this  management  in  selected  cases. 
Experience  indicates  that  at  the  operating  table  the 
malignant  process  may  be  either  less  extensive  or 
further  advanced  than  indicated  by  previous  rectal 
examination.  When  further  advanced  than  expected, 
the  case  often  may  be,  perforce,  removed  from  the 
category  of  classical  operability  to  one  not  classically 
operable.  If  the  local  extension  is  not  too  widespread, 
however,  excellent  clinical  results  may  be  obtained 
by  completing  the  radical  extirpation.  This  is  tme 
even  if  malignant  cells  may  be  left  at  the  upper 
ends  of  the  seminal  vesicles  or  in  pelvic  lymph 
nodes,  because,  as  Colston,  Scott,  and  others  have 
pointed  out,  though  falling  short  of  a complete 
cure,  this  procedure  relieves  obstmaion  perma- 
nently, prevents  a recurrence  of  urinary  distress,  and 
the  high-lying  isolated  malignant  residue  may  be  so 
slow  growing  that,  with  proper  management,  the 
patient’s  progress  may  resemble  that  of  one  in  whom 
complete  cure  has  been  accomplished. 


In  conclusion,  let  it  be  emphasized  that  trans- 
urethral resection,  endocrine  therapy  including  ad- 
ministration of  estrogens  and  cortisone,  orchiectomy, 
adrenalectomy,  hypophyseaomy,  radiation  to  the  m- 
mor  by  radiogold,  chromic  phosphate,  or  other  iso- 
topes or  other  alpha  or  gamma  ray  emitters  including 
radium  and  roentgen  ray  are  all  palliative.  Radical 
surgery  itself  falls  into  this  category  when  it  fails, 
as  it  occasionally  may,  to  extirpate  all  the  neoplastic 
tissue.  Experience  indicates,  however,  that  in  selected 
cases  radical  surgery  offers  the  patient  the  most 
number  of  years  with  freedom  from  painful  urinary 
symptoms  afforded  by  no  other  management. 

SUMMARY 

Cancer  of  the  prostate  is  on  absolute,  as  well  as 
relative,  increase  in  the  United  States  with  carcinoma 
being  found  in  one-fourth  of  hypertrophied  glands. 

Early  prostatic  cancer  is  characterized  by  no  clini- 
cal symptoms  nor  cystoscopic  signs. 

Endocrine  therapy  is  only  palliative,  but  early 
surgery  is  curative. 

Where  frequent  periodic  rectal  examinations  are 
carried  out,  the  frequency  of  discovery  of  cancer  of 
the  prostate  in  an  operable  stage  is  10  times  that 
found  in  the  nation  as  a whole. 

A survey  of  the  chairmen  of  departments  of  urol- 
ogy in  the  nation’s  medical  schools  herein  reported 
indicates  53  out  of  54  treat  early  prostatic  cancer 
by  radical  surgery. 

Routes  of  dissemination  of  malignant  process  are 
described,  as  are  techniques  of  operations. 

CONCLUSION 

If  we  are  to  provide  the  best  in  medical  care  it 
is  imperative  that  more  frequent  rectal  examinations 
on  men  be  carried  out  and  that  all  suspicious  lesions 
be  subjected  promptly  to  biopsy  so  that  radical  sur- 
gical treatment  may  be  carried  out  when  indicated. 
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Extraordinary  progress  in  the  control  of  acute  diseases 
has  resulted  in  steadily  growing  importance  of  chronic 
diseases  as  causes  of  death  in  the  United  States,  according 
to  statisticians  of  the  Metropolitan  Life  Insurance  Company. 
Although  those  diseases  developing  rapidly  or  coming 
speedily  to  a crisis,  as  pneumonia,  accounted  for  more 
than  40  per  cent  of  the  deaths  at  the  turn  of  the  cen- 
tury, currently  the  proportion  is  not  quite  10  per  cent. 
The  major  cardiovascular-renal  diseases  and  cancer  account 
for  70  per  cent  of  the  total  mortality. 
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Carcinoma  of  the 
Renal  Cortex 

Pathology  and  Prognosis 

JOHN  H.  CHILDERS,  M.D. 

Galveston,  Texas 

A LARGE  NUMBER  of  publications  have  re- 
corded the  experiences  of  various  individuals 
or  groups  with  neoplasms  of  the  kidney.  An  at- 
tempt will  not  be  made  to  summarize  the  entire 
literature  nor  to  introduce  a different  classification. 
The  total  experience  with  carcinoma  of  the  renal 
cortex  during  a 10  year  period  will  be  related.  No 
selection  of  cases  was  contemplated  at  the  beginning 
of  the  smdy,  and  all  cases  admitted  to  the  University 
of  Texas  Medical  Branch  Hospitals  with  a diagnosis 
of  carcinoma  of  the  renal  cortex  have  been  reviewed. 
The  purposes  of  this  review  are  to  evaluate  gross  and 
microscopic  findings,  decide  which  of  these  findings 
are  of  prognostic  significance,  and  learn  more  about 
the  biological  behavior  of  this  disease.  This  presen- 
tation is  primarily  concerned  with  a restricted  scope 
of  a larger  project  which  includes  a study  of  all  renal 
neoplasms. 

Included  in  the  category  of  carcinoma  are  all 
malignant,  epithelial  neoplasms  that  arise  primarily 
in  the  renal  cortex.  Consecutive  cases  studied  at  the 
University  of  Texas  Medical  Branch  from  January, 
1945,  through  December,  1954,  have  been  reviewed 
with  follow-up  information  being  secured  through 
the  Tumor  Clinic. 

During  the  period  of  time  referred  to,  a total  of 
90  malignant  neoplasms  of  renal  origin  were  acces- 
sioned in  the  Tumor  Clinic  records.  Of  these  cases 
52  were  listed  as  carcinoma  of  the  renal  cortex.  Five 
cases  were  eliminated  from  this  smdy  for  the  fol- 
lowing reasons:  no  operative  procedure  or  autopsy 
was  performed,  2;  no  tissue  was  secured  for  biopsy 
at  the  time  of  operation,  2;  tissue  excised  for  biopsy 
was  not  conclusive  as  to  the  exact  site  of  origin  of 
malignancy,  1.  Exclusion  of  these  cases  leaves  a total 
of  47  patients  with  adequate  histological  studies.  The 
average  age  of  these  patients  was  56.8  years.  Thirty- 
one  cases  occurred  in  males  and  16  in  females  (ra- 
tio of  males  to  females  of  1.9:1).  The  right  kidney 
was  the  primary  site  of  origin  in  32  cases  and  the 
left  kidney  was  the  primary  site  of  origin  in  15 
patients.  There  was  no  significant  difference  in  an- 
atomical location  in  the  two  sexes.  The  distribution 


of  the  disease  according  to  race  corresponds  with  the 
ratio  of  white  to  Negro  hospital  population  during 
this  time.  Incidence  of  carcinoma  according  to  age 
is  shown  in  table  1.  The  youngest  patient  was  29 
years  old  and  the  oldest  was  76  years. 


Table  1. — Incidence  of  Carcinoma  of  Renal  Cortex  by  Age. 


Age  in  Years 

Number  of  Cases 

20-29 

1 

30-39 

1 

40-49 

10 

50-59 

20 

60-69 

6 

70-79 

9 

The  material  available  for  gross  examination  and 
histological  smdy  from  these  47  patients  was  secured 
in  the  following  manner:  nephrectomy,  25;  nephrec- 
tomy and  autopsy,  8;  autopsy,  6;  excision  of  tissue 
for  biopsy  only,  8. 

Thirty-nine  of  these  cases  would  be  suitable  for 
detailed  study,  since  the  8 patients  who  were  diag- 
nosed by  histological  study  of  tissue  removed  for 
biopsy  did  not  subsequently  have  a nephrectomy  or 
autopsy.  In  each  of  these  8 cases  radiological  and 
clinical  smdies  confirmed  the  diagnosis  of  carcinoma 
of  the  kidney.  Tissue  was  excised  from  the  primary 
neoplasm  in  the  kidney  in  3 cases,  from  an  osseous 
metastasis  in  3 cases,  from  the  right  lower  lobe  of 
the  lung  in  1 case,  and  from  the  brain  in  1 case. 


GROSS  PATHOLOGY 

In  reviewing  the  39  surgical  and  autopsy  cases, 
the  size,  location,  position  within  the  kidney,  weight 
of  the  kidney,  involvement  of  renal  vein,  extension 
through  renal  capsule,  and  extension  into  the  pelvis 
were  recorded.  The  size  of  each  mass  was  recorded 
at  its  greatest  diameter  in  centimeters.  The  alloca- 
tion of  38  cases  in  which  size  of  mass  was  recorded 
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resulted  in  the  following  distribution:  less  than  5 
cm.,  4;  5 to  10  cm.,  22;  more  than  10  cm.,  12. 

The  relative  incidence  of  involvement  of  the  right 
and  left  kidney  has  been  referred  to  previously.  Fur- 
ther localization  of  the  site  of  origin  was  attempted 
on  gross  examination  by  evaluating  the  portion  of 
the  kidney  in  which  the  major  part  of  the  mass  was 
located.  This  was  demonstrated  to  be  the  upper 
pole  in  16  cases,  the  midportion  in  1 case,  lower 
pole  in  7 cases,  and  replacement  of  the  major  por- 
tion of  the  kidney  in  11  cases.  Multiple  nodules  of 
approximately  the  same  size  were  noted  throughout 
the  kidney  in  2 of  the  cases  in  the  latter  category. 

In  30  cases  in  which  the  weight  of  the  involved 
organ  was  determined,  the  kidney  weighed  200  to 
399  Gm.  in  12  cases,  400  to  599  Gm.  in  7 cases, 
600  to  999  Gm.  in  4 cases,  and  1,000  Gm.  or  more 
in  7 cases.  Gross  extension  to  involve  the  vein  in 
the  hilus  of  the  kidney  was  noted  in  10  patients.  In 
1 case  there  was  gross  extension  through  the  renal 
vein  to  involve  the  renal  and  adrenal  veins  of  the 
opposite  side.  Extension  through  the  capsule  was 
observed  in  29,  while  the  pelvis  was  infiltrated  in 
22  cases.  Other  coexisting  gross  changes  noted  in 
the  kidney  included  bilateral  renal  calculi  in  2 pa- 
tients and  double  ureter  in  1 case. 


HISTOLOGICAL  STUDY 


Multiple  sections  were  studied  from  each  neo- 
plasm tO'  determine  the  predominant  cell  type,  grade 
of  the  neoplasm,  extension,  and  vascular  involve- 
ment. No  detailed  subdivisions  based  on  a combina- 
tion of  acinar,  papillary,  and  cytological  patterns 
were  determined.  CytologicaUy  there  were  three 
groups — clear  cell  type,  granular  cell  type,  and  mixed 
granular  and  clear  cell  type.  Twenty  cases  were 
classed  as  clear  cell  type,  11  as  granular  cell  type, 
and  8 as  mixed  type.  Grading  according  to  the  sys- 
tem applied  by  Hand  and  Broders^  resulted  in  7 
cases  being  listed  as  grade  I,  17  cases  as  grade  II, 


Table  2. — Dutrihution  of  Metastases  in  10  Autopsies 
Following  Nephrectomy  for  Carcinoma  of  the  Kidney. 


Anatomical  Site 


Number  of  Cases 


Lungs  6 

Bone  5 

Liver  4 

Adrenal  gland 5 

Lymph  node  3 

Colon  2 

Stomach  2 

Kidney  1 

Pancreas  1 

Heart 1 

Brain  1 

Skin  1 


14  cases  as  grade  III,  and  1 case  as  grade  IV.  Sections 
taken  at  the  hilar  region  of  the  kidney  confirmed  the 
gross  observations  of  vein  invasion  in  10  instances 
and  demonstrated  microscopic  areas  of  vascular  in- 
vasion in  10  additional  cases.  Microscopic  evidence 
of  vein  involvement  was  present  in  20  patients. 

An  autopsy  has  been  performed  on  14  of  the  29 
patients  that  are  known  to  be  dead  and  having  a 
histological  diagnosis  of  carcinoma  of  the  kidney. 
In  4 autopsies  performed  of  patients  having  had  a 
nephrectomy,  there  was  no  evidence  of  neoplastic 
disease.  Two  of  these  patients  survived  26  and  27 
months  following  their  nephrectomy  and  died  of 
hypertensive  heart  disease.  The  distribution  of  metas- 
tases and  the  incidence  of  involvement  of  various 
tissues  in  the  remaining  10  cases  studied  at  autopsy 
are  outlined  in  table  2. 


CORRELATION  OF  OBSERVATIONS 

Follow-up  information  was  obtained  early  in  1958 
in  regard  to  the  present  status  of  8 living  patients 
in  this  series.  Thirty-seven  patients  were  known  then 
to  be  dead.  Follow-up  studies  were  incomplete  in 
2 cases. 

The  8 survivors  were  98,  58,  49,  44,  44,  41,  80, 
and  96  months  postoperative.  Two  of  these  patients 
had  radiological  evidence  of  metastatic  pulmonary 
disease,  although  they  had  survived  98  months  and 
44  months. 

A favorable  prognosis  as  seen  in  these  8 patients 
could  not  be  correlated  with  age,  sex,  race,  size  of 
the  mass,  ulceration  of  the  pelvis,  extension  through 
the  capsule,  histological  grade,  association  with 
renal  calculi,  hemorrhage,  or  necrosis.  The  presence 
of  gross  areas  of  calcification  in  the  cut  sections  of 
the  neoplasm  was  mentioned  in  6 cases.  Three  of 
the  patients  with  this  gross  finding  were  alive  and 
had  an  average  survival  of  63  months  at  time  of 
follow-up.  Areas  of  necrosis  and  leukocytic  response 
were  considered  to  be  a manifestation  of  local  areas 
of  circulatory  embarrassment  and  not  a unique  fea- 
mre  of  response  of  the  host  to  the  neoplasm.  The 
presence  of  metastases  when  first  seen  is  an  un- 
favorable prognostic  sign.  Demonstration  of  vascu- 
lar invasion  has  sinister  significance  but  should  not 
be  construed  as  a hopeless  sign  as  demonstrated  by 
the  findings  of  vascular  invasion  in  3 patients  who 
survived  an  average  of  58  months  following  nephrec- 
tomy. In  2 of  these  cases  there  was  gross  involvement 
of  the  renal  vein  which  was  confirmed  by  micro- 
scopic sectioning.  This  correlation  has  been  referred 
to  by  McDonald,^  Lucke,^  and  others. 

Of  the  8 living  patients,  4 had  neoplasms  com- 
posed of  clear  cells  and  4 were  of  the  mixed,  clear, 
and  granular  cell  variety.  When  the  average  sur- 
vival of  all  39  patients  was  calculated  from  the  date 
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of  histological  diagnosis  to  the  date  of  death  or  until 
the  date  of  this  study,  the  average  survival  for  the 
clear  and  granular  cell  mixed  type  was  shown  to 
be  40  months.  The  average  survival  for  cases  of 
clear  cell  type  was  20  months,  and  the  survival  for 
those  with  a granular  cell  type  carcinoma  was  8.4 
months.  This  observation  confirms  the  report  of 
Foot^  that  clear  cell  carcinomas  behave  more  favor- 
ably. Grading  of  carcinoma  of  the  renal  cortex  is 
impractical.  Five  of  the  living  patients  were  graded 
as  grade  III,  1 as  grade  I,  and  2 as  grade  II. 

SUMMARY  AND  CONCLUSIONS 

A review  of  the  pathology  of  47  cases  of  carci- 
noma of  the  renal  cortex  indicates  that  this  is  one 
of  the  most  treacherous  neoplasms  encountered  in 
human  pathology.  Surgical  specimens  and/or  autopsy 
studies  were  reviewed  in  39  cases  in  which  material 
was  available.  The  most  common  histological  type 
of  carcinoma  observed  was  the  clear  cell  type.  Hem- 
orrhage, necrosis,  size  of  the  mass,  or  position  of 
the  mmor  within  the  kidney  could  not  be  correlated 
with  survival.  The  grade  of  the  tumor  could  not  be 
used  as  an  indication  of  biological  course  of  the  neo- 
plasm. Factors  demonstrated  to  indicate  a more 
favorable  prognosis  were  absence  of  vein  invasion 
and  a histological  type  composed  entirely  or  pre- 
dominantly of  clear  cells. 
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ABSTRACT  OF  DISCUSSION 

Dr.  Charles  A.  Hooks,  Galveston:  Dr.  Childers’  an- 
alysis is  done  with  characteristic  thoroughness  and  atten- 
tion to  detail.  His  conclusion  that  clear  cell  renal  cortical 
tumors  offer  better  prognosis  should  be  generally  ac- 
cepted although  some  reports  have  indicated  that  the 
histologic  appearance  does  not  affect  survival  rates.  The 
observation  that  vascular  invasion  need  not  be  construed 
as  hopeless  is  stimulating,  for  perhaps  improved  sugical 
techniques  may  render  this  more  significant. 

We  are  sometimes  disappointed  to  find  massive  venous 
emboli  even  though  the  tumor  mass  may  be  relatively 
small.  Occurrence  of  metastatic  lesions  is  unpredictable  and 
may  indeed  be  the  only  clue  to  presence  of  a renal  neo- 
plasm regardless  of  its  size.  In  the  pyelogram  of  1 case 


there  was  a suggestive  deformity  of  the  lower  calyx  of  the 
left  kidney.  The  exposed  organ  looked  grossly  normal, 
and  incision  of  the  lower  pole  was  necessary  to  disclose 
the  small  tumor.  We  thought  the  prognosis  good,  but 
within  2 to  3 months  pulmonary  metastases  were  obvious 
and  the  patient  died  shortly  thereafter.  In  another  patient, 
a flank  mass  was  known  to  be  present  for  7 years  prior 
to  urographic  demonstration  of  a renal  mmor.  Nephrectomy 
was  done.  The  specimen,  a clear  cell  carcinoma,  weighed 
1,770  Gm.  Thirty-three  months  later  there  was  still  no 
evidence  of  recurrence  or  metastases.  Unfortunately,  this 
patient  was  lost  to  subsequent  follow-up. 

The  over-all  clinical  picmre  remains  a gloomy  one  de- 
spite recognition  of  some  favorable  prognostic  signs.  Pre- 
operative  diagnostic  methods  are  as  yet  imperfect,  and 
overt  evidence  of  a renal  neoplasm'  is  often  too  long  de- 
layed. Even  when  a lesion  is  discovered,  the  unpredictable 
behavior  is  frequently  fmstrating  for  those  who  attempt  to 
control  and  eradicate  it.  However,  it  seems  likely  that  con- 
clusions drawn  from  well  screened  data  in  mmor  clinics 
may  provide  the  clinician  with  more  effective  means  for 
control  of  these  treacherous  neoplasms. 


Ureteral  Colic 

ABEL  J.  LEADER,  M.D. 

Houston,  Texas 

The  patient  who  develops  a colic  due  to  the 
passage  of  a stone  from  the  kidney  into  the 
ureter  is  usually  a man  from  20  to  50  years  of  age 
who  has  been  in  good  health  previously.  The  sud- 
denness of  the  attack  and  the  severe  pain  that  re- 
sults from  hyperperistalsis,  spasm,  and  stretching  of 
the  ureter  and  pelvis  above  the  point  of  obstruction 
by  the  stone  may  be  of  such  intensity  that  the  pa- 
tient is  prostrated.  His  condition  may  approximate 
a state  of  mild  shock.  The  patient  or  the  relatives 
who  bring  him  to  the  physician  are  insistent  in  their 
demands  for  immediate  relief  from  the  pain.  In  the 
great  majority  of  cases,  the  physician  is  able  to 
provide  effective  symptomatic  relief  by  the  admin- 
istration of  morphine  or  some  less  spasmogenic  nar- 
cotic such  as  Demerol.  Recurrence  of  the  pain  in 
the  immediate  period  after  the  patient  first  comes  to 
the  doctor  or  is  first  hospitalized  may  require  addi- 
tional doses  of  the  narcotic  as  well  as  of  atropine, 
possibly  in  increased  dosage. 

Possibly  as  a result  in  the  change  of  the  polarity 
of  the  stone  within  the  ureter,  releasing  the  renal 
blockade  to  some  extent,  the  pain  diminishes  or 
disappears.  It  is  possible  for  the  stone  to  pass  spon- 
taneously into  the  bladder  at  this  time.  It  is  also 
possible  that  although  the  stone  makes  no  appreci- 
able progress  in  its  downward  course,  the  pain  will 
subside  because  of  the  reduced  excretion  of  urine 
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by  the  blocked  kidney,  so  that  there  is  an  accommo- 
dation of  the  renal  collecting  system  to  the  increased 
hydrostatic  pressure  which  now  levels  off. 

Recovery  of  the  stone  in  the  voided  urine,  which 
should  be  strained  routinely  after  an  attack  of  ure- 
teral colic,  eliminates  the  patient’s  immediate  prob- 
lem. Even  so,  it  is  always  well  to  order  an  excretory 
pyelographic  study  before  the  patient  is  discharged, 
since  there  exists  the  very  real  possibility  that  he  is 
harboring  additional  renal  or  ureteral  calculi.  In 
such  evenr,  another  attack  of  colic  may  be  antici- 
pated and  will  come  as  no  surprise  either  to  the  pa- 
tient or  to  the  physician.  The  identification  of  etio- 
logical factors  responsible  for  the  formation  of  the 
stone  is  an  added  benefit  that  may  accrue  from  this 
smdy.  If  eliminated,  recurrence  of  stone  formation 
and  progressive  renal  destruction  may  be  avoided. 
This  smdy  therefore  must  not  be  omitted.  Most 
often,  the  patient  will  require  no  additional  care  and 
may  be  dismissed  with  such  advice  as  may  be 
thought  helpful  in  prophylaxis  against  recurrence. 


SUBSTANTIATION  OF  DIAGNOSIS 

When  rhe  diagnosis  of  ureteral  colic  is  made  clin- 
ically and  the  pain  persists  or  increases,  or  if  the 
patient  develops  a temperature  elevation,  additional 
measures  are  necessary.  Of  primary  importance  is  the 
substantiation  of  the  diagnosis,  since  many  acute 
pathological  intra-abdominal  processes  may  be  mani- 
fesred  by  symptoms  simulating  those  of  ureteral 
colic.  Examination  of  the  urine  is  of  some  help, 
since  only  rarely  does  the  stone  produce  a blockade 
of  such  high  degree  that  red  blood  cells  do  nor  ap- 
pear in  the  voided  or  catheterized  urine.  There  is, 
however,  no  single  investigative  procedure  which 
approximares  the  value  of  the  excretory  pyelogram 
in  establishing  the  diagnosis  beyond  doubt. 
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Management  of  the  patient  with  ureteral  colic  due  to  cal- 
culus involves  three  steps:  (1)  Immediate  relief  of  pain 
usually  can  be  achieved  by  Demerol  and  atropine.  (2)  Diag- 
nosis can  be  verified  by  excretory  urography,  which  also  gives 
information  about  size,  location,  and  degree  of  renal  block- 
ade. (3)  Treatment  may  merely  encourage  spontaneous  pass- 
ing of  the  stone  or  may  require  ureterolithotomy. 


Reliance  on  the  abdominal  scout  film  for  diag- 
nosis is  unwise,  for  it  is  of  restricted  usefulness. 
From  3 to  5 per  cent  of  all  ureteral  calculi  are  com- 
posed of  urates,  and  as  such  cast  no  shadow  on  the 
x-ray  film.  Many  more  stones  are  of  such  slight  cal- 
cific density  that  they,  too,  cannot  be  identified. 
Most  radiologists  acknowledge  that  as  many  as  25 
per  cent  of  all  ureteral  stones  may  be  missed  if  one 
has  only  the  abdominal  scout  film  to  rely  upon.  The 
excretory  urogram  overcomes  such  handicaps  and 
will  demonstrate  the  degree  of  obstruction  and  the 
level  of  the  block  even  though  the  stone  itself  casts 
no  discrete  shadow.  Two  points  with  respect  to  this 
study  are  worrh  special  emphasis  in  connection  with 
its  use  in  the  diagnosis  of  ureteral  calculus  colic.  The 
first  is  that  the  procedure  can  and  should  be  used 
as  an  emergency  procedure  at  the  time  its  usefulness 
first  becomes  apparent.  Although  the  symptoms  in 
both  patients  simulated  those  of  ureteral  stone  colic, 
normal  excretory  urograms  obrained  immediately 
after  admission  to  the  hospital  brought  2 patients 
with  dissecting  aortic  aneurysms  to  the  operating 
table  hours  sooner  than  might  have  been  possible 
otherwise. 

In  general,  the  quality  of  the  films  is  usually  ex- 
cellent and  permits  a positive  diagnosis  in  the  great 
majority  of  cases. 

The  second  point  to  be  emphasized  in  connection 
with  the  use  of  emergency  excretory  urograms  in 
this  condition  is  that  although  the  conventional 
series  of  films  may  not  delineate  either  the  stone  or 
the  renal  collecting  system  of  the  involved  side,  "de- 
layed films”  taken  at  the  end  of  1,  2,  4,  or  more 
hours  after  the  injection  of  the  contrast  substance 
usually  will  accomplish  these  objectives.  It  has  been 
a common  experience  with  me  that  although  the 
last  film  in  the  conventional  series  (usually  taken  30 
minutes  after  the  injection  of  the  contrast  substance) 
has  permitted  oniy  the  diagnosis  of  a "nonfunction- 
ing kidney,”  at  the  end  of  1 or  more  hours  a pro- 
gressive opacification  of  the  involved  kidney  be- 
comes apparent,  resulting  from  the  increasing  col- 
lection of  the  organic  iodide  in  the  renal  tubules 
(usually  referred  to  as  a "nephrogram”).  With  the 
further  passage  of  time,  the  dilated  pelvis  and  cal- 
yces come  into  view,  and  the  dye  begins  to  filter 
down  into  the  ureter,  becoming  admixed  with  the 
retained  urine  in  that  struaure. 

Delayed  films  taken  as  long  as  24  to  36  hours 
after  the  intravenous  injection  of  the  contrast  sub- 
stance which  show  the  degree  of  obstruction,  the 
level  of  the  block,  and  the  nature  of  the  blocking 
agent  are  not  rare,  and  the  value  of  such  films  should 
be  borne  in  mind.  They  may  be  of  considerable  value 
in  determining  the  patient’s  course  of  management. 
At  any  event,  such  films  will  result  in  a marked  re- 
duction in  the  number  of  times  that  a diagnosis  of 
"nonfunctioning  kidney”  remains  valid. 
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MANAGEMENT 

In  the  study  of  the  roentgenograms,  identification 
of  the  stone  and  its  size  and  location  are  important 
elements  to  be  considered.  A stone  of  small  size, 
usually  0.5  cm.  or  less  in  its  greatest  diameter,  and 
located  in  the  lower  third  of  the  ureter  which  is 
causing  only  a moderate  degree  of  obstruction  may 
be  expected  to  pass  into  the  bladder  spontaneously. 
Sufficient  time  should  be  allowed  for  this  to  happen, 
especially  if  the  patient  can  be  kept  comfortable 
and  if  he  remains  afebrile.  Usually,  only  supportive 
treatment  is  indicated  in  such  cases.  The  patient  is 
treated  with  adequate  doses  of  narcotics,  exercise, 
antispasmodics,  and  overhydration.  Most  often,  after 
the  initial  attack  of  pain  has  subsided,  the  patient 
will  require  only  minimal  amounts  of  narcotics,  if 
any. 

Calculi  of  small  size  located  in  the  upper  and 
mid-thirds  of  the  ureter  also  may  be  treated  with 
such  watchful  expectancy  when  the  degree  of  ob- 
struction as  demonstrated  by  the  excretory  urogram 
is  minimal,  the  pain  mild  or  absent,  and  the  patient 
free  of  fever.  But  should  the  patient  develop  chills 
and  fever,  indicating  suppurative  pyelonephritis  and 
septicemia,  more  aggressive  treatment  is  indicated, 
even  if  the  stone  appears  to  be  small  enough  to  pass 
into  the  bladder  evenmally  without  difficulty.  The 
passage  of  ureteral  catheters  beyond  the  level  of  the 
stone  to  effect  drainage  of  the  involved  kidney 
should  not  be  too  long  delayed.  In  the  presence  of 
severe  infection,  failure  to  by-pass  the  stone  usually 
makes  immediate  surgery  mandatory.  Such  surgery 
may  be  directed  at  the  removal  of  the  offending 
calculus,  or  may  have  as  its  purpose  the  diversion  of 
retained  infected  urine  under  pressure  by  either 
pyelostomy  or  nephrostomy. 

As  a general  rule,  stones  of  a size  larger  than  1 
cm.  in  greatest  diameter  are  best  managed  by  ure- 
terolithotomy. This  is  especially  true  when  the  de- 
gree of  obstruction  is  severe,  when  pain  is  persistent, 
and  when  it  becomes  apparent  that  the  kidney  is 
endangered  by  the  development  of  a spiking  or 
"uroseptic”  type  of  fever.  Here  again,  if  for  some 
reason  immediate  surgery  is  neither  advisable  nor 
feasible,  drainage  of  the  blocked  kidney  by  cysto- 
scopically  placed  indwelling  ureteral  catheters  may 
serve  a useful  purpose.  In  addition,  such  catheters 
also  serve  to  dilate  the  ureter,  permitting  an  easier 
spontaneous  passage  of  the  stone  into  the  bladder 
after  their  removal  some  48  to  72  hours  or  more 
after  the  temperamre  of  the  patient  has  returned  to 
normal.  If  possible,  at  least  2 catheters  should  be 
used  to  by-pass  the  calculus:  even  if  the  lumens  of 
both  catheters  become  blocked  subsequent  to  their 
placement,  the  urine  can  still  drain  into  the  blad- 


der around  the  entwined  catheters.  As  stated  above, 
failure  to  by-pass  the  stone  with  ureteral  catheters 
commits  the  surgeon  to  inunediate  ureterolithotomy, 
since  the  unsuccessful  cystoscopic  manipulation  is 
not  without  its  real  dangers  in  introducing  infection 
via  the  ureteral  lymphatics  into  a kidney  already 
seriously  compromised. 

Although  many  large  stones  will  pass  eventually 
into  the  bladder  from  the  lower  third  of  the  ureter, 
the  anatomic  narrowings  of  the  ureter  in  this  re- 
gion may  delay  this  for  a considerable  time  at  the 
expense  of  prolonged  physical  disability  and  eco- 
nomic hardship  for  the  patient.  The  surgical  re- 
moval of  these  stones  is  therefore  warranted  on  such 
grounds  in  many  cases.  Rapid  convalescence  without 
complications  is  the  rule  in  such  event,  and  makes 
it  the  treatment  of  choice. 

Some  urologists  develop  a high  degree  of  facil- 
ity with  cystoscopic  instruments  devised  to  extract 
ureteral  calculi  from  the  lower  third  of  the  ureter. 
Even  the  more  enthusiastic  of  such  urologists  are 
unanimous  in  their  agreement  that  the  extraction  of 
calculi  from  the  upper  and  mid-thirds  of  the  ureter 
is  attended  by  too  many  dangers  and  complications 
to  justify  such  instrumentation.  Since  the  ureter  in 
these  regions  is  almost  devoid  of  attachments,  the 
degree  of  force  necessary  to  bring  a stone  down  in 
a basket,  spiral,  or  loop  catheter  extractor  may  read- 
ily result  in  a severance  of  the  ureter.  Such  was  tlie 
case  in  1 patient  with  a stone  in  the  mid-third  of 
the  ureter  subjected  to  basket  extraction  by  a resi- 
dent on  one  of  the  indigent  urological  services.  Nor 
only  did  the  basket  instrument  remove  the  stone,  but 
a 10  cm.  length  of  the  inverted  ureter  as  well.  Such 
an  accident  constitutes  a major  disaster  and  sooner 
or  later  requires  the  removal  of  the  kidney  on  that 
side.  In  a recent  review  of  456  patients  admitted  to 
the  Baylor  Affiliated  Hospitals  in  a 3 year  period 
with  ureteral  calculous  colic,  it  was  found  that  the 
cystoscopic  manipulation  and  extraction  of  ureteral 
calculi  from  the  lower  third  of  the  ureter,  whether 
successful  or  not,  was  attended  by  an  18.9  per  cent 
incidence  of  major  complications.  The  calculated 
incidence  of  complications  attendant  upon  the  at- 
tempted extraction  of  stones  from  the  middle  and 
lower  thirds  of  the  ureter  was  24  per  cent.^  Such 
complications  included  ureteral  rupmre,  postoperative 
pyelonephritis,  stricmres  of  the  ureter,  subsequent 
nephrectomy,  pulmonary  embolism,  and  the  incar- 
ceration of  the  extractor  necessitating  its  removal  by 
ureterotomy.  At  the  very  least,  it  is  evident  from 
this  high  rate  of  complications  that  the  procedure 
of  cystoscopic  manipulation  and  extraction  of  ure- 
teral calculi  is  not  one  for  novices.  In  the  light  of 
equivalent  experiences,  it  is  interesting  to  speculate 
on  how  many  urologists  would  willingly  submit 
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themselves  to  such  a procedure  in  preference  to  some 
alternate  method  of  management  for  their  ureteral 
calculus. 


SUMMARY 

The  management  of  the  patient  with  ureteral  colic 
due  to  calculus  is  concerned  with  (1)  the  immedi- 
ate relief  of  pain,  ( 2 ) the  establishment  of  the  diag- 
nosis by  excretory  urography,  and  ( 3 ) the  definitive 
treatment,  which  is  directed  at  the  removal  of  the 
offending  calculus. 

For  the  relief  of  pain,  the  administration  of  nar- 
cotics together  with  atropine  will  usually  suffice. 
The  synthetic  narcotics  such  as  Demerol  are  prefer- 
able to  morphine  and  other  opium  derivatives  be- 
cause they  lack  the  spasmogenic  properties  of  the 
latter. 

The  diagnosis  may  be  substantiated  by  excretory 
urography,  and  one  should  not  hesitate  to  employ 
this  as  an  emergency  study  without  prior  prepara- 
tion of  the  patient.  Even  a negative  smdy  is  of  value, 
since  it  rules  out  ureteral  stone  colic  as  the  cause 
of  symptoms  which  may  be  due  to  a major  intra- 
abdominal catastrophe  and  for  which  operative  in- 
tervention is  immediately  imperative.  Delayed  films, 
taken  at  intervals  of  1,  2,  or  more  hours  after  com- 
pletion of  the  conventionally  timed  series  of  pyelo- 
grams  will  furnish  valuable  information  concerning 
the  size,  location,  and  degree  of  renal  blockade 
produced  by  the  stone.  Such  information  is  indis- 
pensable to  the  physician  in  his  planning  of  the 
definitive  therapy. 

Stones  of  small  size  may  be  expected  to  pass 
spontaneously  into  the  bladder  to  be  subsequently 
voided  without  discomfort  by  the  patient.  For  such 
cases,  only  supportive  therapy  is  indicated,  and  con- 
sists of  narcotics  in  dosage  adequate  to  control  pain, 
overhydration,  antispasmodics,  and  exercise.  Stones 
of  larger  size  that  become  arrested  in  their  descent 
by  one  of  the  anatomic  narrowings  of  the  ureter  or 
which  cause  persistent  pain  and  severe  obstruction 
of  the  kidney  above  are  best  removed  by  ureterolith- 
otomy. This  is  especially  true  if  the  stones  are  located 
in  the  upper  two-thirds  of  the  ureter.  It  is  a com- 
mon experience  that  even  large  stones  will  eventual- 
ly pass  into  the  bladder  from  the  lower  third  of 
the  ureter  if  sufficient  patience  is  exercised.  Eco- 
nomic factors  and  continued  physical  disability  may 
make  the  surgical  removal  of  such  stones  advisable, 
since  the  convalescence  from  such  surgery  is  usually 
bland  and  devoid  of  complications. 

In  the  presence  of  sepsis,  more  aggressive  action 
is  usually  required.  By-passing  the  stone  with  one  or 
more  ureteral  catheters  introduced  cystoscopically 


will  avoid  the  immediate  necessity  for  surgical  inter- 
vention, since  it  will  drain  the  blocked  kidney  and 
prevent  further  renal  damage.  In  addition,  such  cath- 
eters will  act  to  dilate  the  ureter,  permitting  the 
spontaneous  passage  of  the  stone  after  the  catheters 
are  removed. 

The  cystoscopic  manipulation  and  extraction  of 
ureteral  calculi  is  attended  by  a high  incidence  of 
complications  that  seriously  limits  the  value  of  the 
procedure  in  the  hands  of  most  urologists.  The  pro- 
cedure is  not  adaptable  to  the  management  of  stones 
in  the  ureter  at  levels  higher  than  the  pelvic  brim, 
nor  is  it  a procedure  for  the  occasional  operator. 
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Radical 

Mastectomy? 

Review  of  130  Cases 

T.  H.  THOMASON,  M.D.,  F.A.C.S. 

Fort  Worth,  Texas 

ANCER  OF  THE  BREAST  remains  one  of  the 
most  baffling  and  devastating  diseases  with 
which  the  medical  profession  is  confronted  today. 
In  the  60  years  that  have  elapsed  since  Halsted  and 
Willy  Meyer  established  the  definitive  surgical  at- 
tack by  radical  mastectomy  this  treatment  has  been 
weighed  in  the  balance  and  too  often  found  wanting. 
And  in  the  15  year  period  that  spans  the  rise  of  the 
American  Cancer  Society  the  widespread  publicity 
devoted  to  the  idea  of  early  diagnosis  has  had  time 
to  bear  fruit  which  can  hardly  be  referred  to  as 
abundant  or  outstanding. 

Disturbing  doubts  have  been  raised  as  to  whether 
or  not  the  radical  operation  is  ever  indicated,  and 
we  find  McWhirter®  presenting  rather  convincing 
evidence  that  the  results  of  simple  removal  of  the 
breast  followed  by  irradiation  of  the  axiUary  lymph 
nodes  compare  favorably  with  those  achieved  by  the 
Halsted  operation.  Deaton^  in  a review  of  808  pa- 
tients treated  by  simple  masteaomy  found  the  5 
year  survival  rate  to  be  5 per  cent  higher  than  that 
following  radical  mastectomy.  In  a series  of  142 
cases  reported  by  Meyer  and  Smith®  it  was  8 per 
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cent  higher.  Park  and  Lees^*^  summarized  an  ex- 
haustive article  on  "Absolute  Curability  of  Cancer  of 
the  Breast”: 

a.  It  has  not  been  proved  that  the  survival  rate  of  can- 
cer of  the  breast,  using  the  5 year  survival  rate  as  an  in- 
dex, is  affected  by  treatment  at  all. 

b.  The  evidence  strongly  suggests  that  treatment  is  quite 
ineffecmal  in  reducing  the  incidence  of  death  from  meta- 
static spread. 

c.  If  treatment  is  in  any  way  effective,  the  effectiveness 
cannot  be  greater  than  that  required  to  increase  the  overall 
5 year  survival  rate  by  more  than  5 to  10  per  cent. 

Crile-  in  a thought  provoking  article  leans 
heavily  on  the  doctrine  of  biological  predeterminism, 
that  is,  the  resistance  of  the  host  and  the  aggressive- 
ness of  the  mmor,  as  having  more  to  do  with  sur- 
vival than  any  method  of  treatment  yet  devised.  He 
advances  the  idea  that  radical  surgery — or  any  sur- 
gery— may  disseminate  the  malignant  elements  and 
so  cut  short  a life  that  might,  if  left  to  the  benign 
influences  of  the  "vis  medicatrix  namrae,”  have  been 
active  and  useful  for  months  or  years  longer. 

Approach  to  the  cancer  problem  has  been  based 
on  the  assumption  that  cancer  in  its  beginnings  is 
for  a time  a local  disease — a small  tumor,  removal 
of  which  results  in  cure.  Sooner  or  later  this  growth 
invades  the  lymph  channels  setting  up  branch  estab- 
lishments first  in  the  regional  nodes  and  ultimately 
in  remote  organs  of  the  body.  So  we  thought,  and  in 
the  absence  of  demonstrable  distant  metastasis  we 
have  advised  routinely  radical  mastectomy  in  the 
hope  that  we  could  intercept  the  advance  of  wild 
cells  before  they  had  penetrated  the  cordon  of  axil- 
lary lymphatics. 

Experience  has  shown  that  the  picmre  is  not  so 
simple  as  that.  Cancer  of  the  breast  spreads  also  by 
the  blood  stream,  and  this  spread,  whether  by  blood 
vessels  or  by  lymphatic  channels,  may  take  place 
long  before  the  lump  in  the  breast  becomes  appar- 
ent to  patient  or  doctor.  Too  often  we  are  licked 
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A survey  of  literature  on  carcinoma  of  the  breast  plus  a 
review  of  130  cases  treated  surgically  leads  to  the  conclusion 
that  breast  cancer  without  clinical  evidence  of  regional 
lymphatic  involvement  or  distant  spread  should  be  treated  by 
radical  mastectomy.  Other  lesions  should  be  critically  studied 
before  treatment,  and  surgery,  irradiation,  and  hormone 
therapy  used  if  indicated. 


from  the  start,  and  the  tragedy  of  the  simation  is 
that  in  our  present  state  of  ignorance  we  have  no 
means  of  knowing — in  such  a case — the  futility  of 
any  treatment. 

More  and  more  we  fall  back  on  the  principle  of 
biological  predeterminism  first  enunciated  by  Ian 
McDonald:®  ".  . . the  outcome  of  the  preclinical 
struggle  for  power,  between  a developing  neoplasm 
and  the  enigmatic  defensive  reaaions  of  the  host, 
is  of  greater  prognostic  importance  than  the  time  or 
type  of  treatment.”  Applied  to  cancer  pf  the  breast, 
predeterminism  means  that  "for  every  100  patients 
about  20  will  present  dilatory  lesions  still  limited  to 
the  breast  three  or  more  years  after  onset;  some  55 
will  have  developed  distant  dissemination  in  the  oc- 
cult or  preclinical  phase;  in  25  there  is  a sequential 
time-space  relationship,  and  for  these  women  prompt 
diagnosis  and  treatment  may  be  life  saving.” 

We  come  then  to  the  question,  "Is  radical  ampu- 
tation of  the  breast  worth  the  trouble?”  Shall  we 
advise  this  patient  who  trusts  us  to  undergo  a 3 or 
4 hour  mutilating  ordeal  which  we  have  no  assur- 
ance will  effect  a cure?  If  cure  is  illusory  arid  un- 
certain, will  radical  surgery  make  matters  worse  and 
hasten  the  inevitable? 

After  much  thought  and  soul  searching  the  an- 
swer, as  I see  it,  is  this:  The  lump  in  the  breast 
diagnosed  by  the  pathologist  as  carcinoma  may  be 
already  out  of  bounds  or  it  may  not.  If  we  assume 
that  fortuitously  metastasis  has  not  yet  occurred,  the 
wide  surgical  excision  that  is  radical  mastectomy 
offers  the  one  best  chance  of  extirpation  of  the  dis- 
ease. As  such  it  is  worth  while.  To  quote  McDonald 
again,®  "all  of  these  ordinarily  lethal  forms  of  can- 
cer include  some  fraction  in  which  the  struggle  be- 
tween host  and  neoplasm  has  eventuated  in  confine- 
ment of  the  invader  to  an  anatomic  beachhead,  from 
which  it  may  be  dislodged  permanently  by  a single, 
sweeping  (our  de  force”  (such  as  radical  mastec- 
tomy ) . This  fraction  he  estimates  ( above ) may 
be  under  the  best  of  circumstances  as  much  as  45 
per  cent.  The  possibility  that  regional  and  distant 
spread  may  be  already  under  way  or  that  surgery  will 
disseminate  ceU  implants  is  a calculated  risk.  It  be- 
hooves us  as  surgeons  to  minimize  this  risk  of  in- 
dulging in  a futile  and  expensive  surgical  exercise 
by  the  thoughtful  application  to  each  individual 
case  of  certain  criteria  of  operability  so  well  out- 
lined by  J.  J.  McDonald,  Haagensen,  and  Stout.^  In 
brief  cancer  of  the  breast  is  operable  unless  there 
is  evidence  of: 

1.  Edema  of  the  skin — extensive — more  than  one-third 
of  breast. 

2.  Satellite  nodules  in  the  skin  of  the  breast. 

3.  Inflammatory  carcinoma. 

4.  Any  two  or  more  of  the  following: 

a.  Ulceration  of  skin. 

b.  Edema  of  skin  (less  than  one-third  of  skin  over 
breast ) . 
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c.  Fixation  of  tumor  to  chest  wall. 

d.  Axillary  nodes  of  2.5  cm.  or  more  in  diameter. 

e.  Fixation  of  axillary  nodes  to  skin  or  deeper 
structures. 

5.  Edema  of  the  arm. 

6.  Metastasis  to  supraclavicular  nodes. 

7.  Metastasis  to  internal  mammary  nodes. 

8.  Skeletal  metastasis  or  pain  suggestive  of  such  in  back 
or  pelvis. 

9.  Metastasis  to  lungs. 

10.  Enlargement  of  the  liver,  suggestive  of  metastasis. 

"Triple  biopsy”  is  offered  by  McDonald,  Haagen- 
sen,  and  Stout'^  to  settle  the  question  of  operability 
where  suspicion  of  6 and  7 (above)  exists.  It  in- 
cludes biopsy  of  the  primary  lesion  in  the  breast, 
biopsy  of  the  internal  mammary  nodes  in  the  upper 
three  interspaces,  and  supraclavicular  node  dissection. 
It  is  indicated  in  patients  in  whom  there  is  clinical 
evidence  of  axillary  metastasis,  also  in  large  tumors 
of  the  center  of  the  breast,  in  tumors  of  the  inner 
half,  and  in  aU  cases  of  doubtful  operability.  Prac- 
tical support  for  triple  biopsy  is  found  in  a discour- 
aging report  by  Wyatt,  Sugarbaker,  and  Stanton^- 
of  104  patients  in  whom  such  exploration  was  car- 
ried out.  In  32  the  internal  mammary  chain  was 
involved.  In  15  only  the  internal  mammary  nodes 
were  positive.  In  more  than  50  per  cent  of  medial 
and  subareolar  lesions  the  internal  mammary  nodes 
contained  tumor,  but  in  less  than  15  per  cent  was 
there  axillary  metastasis.  The  inescapable  conclusion, 
which  explains  most  survival  statistics,  is  that  at 
least  one-third  of  operations  by  the  Halsted  method 
are  doomed  to  failure. 

Simple  mastectomy — which  is  not  always  simple — 
has  long  been  employed  by  surgeons  in  situations 
not  amenable  to  treatment  by  the  more  formidable 
radical  mastectomy.  With  careful  consideration  of 
the  criteria  of  operability  outlined  previously  and 
with  less  reluctance  to  go  to  the  trouble  of  "triple 
biopsy”  surgeons  in  future  likely  will  perform  more 
simple  mastectomies  or  settle  more  often  for  excision 
biopsy.  As  a palliative  "social  operation”  removal  of 
an  offensive  ulcerating  breast  may  greatly  lessen  the 
misery  of  a hopeless  case.  Tumors  of  the  inner  half 
of  the  breast  most  of  which  have  invaded  the  in- 
ternal mammary  nodes  when  first  seen  might  just 
as  well  be  treated  by  simple  mastectomy  (to  remove 
a potentially  messy  lesion ) , unless  exploration  of 
these  nodes  demonstrates  no  evidence  of  such  in- 
vasion. Another  indication  for  simple  mastectomy  is 
carcinoma  in  sim,  of  which  this  series  contains  1 
case. 

The  trend  toward  the  philosophy  of  McWhirter,® 
who  has  advocated  the  treatment  of  all  cases  of  can- 
cer of  the  breast  by  simple  mastectomy  and  irradia- 
tion, has  probably  been  stalled  by  Ackerman^  in  a 
thorough  review  of  the  records  of  cases  treated  by 
Robert  McWhirter  at  the  Royal  Infirmary  of  the 


University  of  Edinburgh  from  1941  to  1947.  Of 
1,882  patients  treated  by  simple  mastectomy  fol- 
lowed by  irradiation  786  were  alive  5 years  later. 
Seven  hundred  nineteen  of  these  cases  were  reviewed 
by  Ackerman.  A significant  observation  was  the  high 
incidence  of  persistent  lymph  node  involvement  fol- 
lowing irradiation.  There  was  much  irradiation  mor- 
bidity which  was  severe  in  47.  In  3 cases  amputation 
of  the  arm  was  necessary.  Ackerman’s  conclusions 
were  to  the  effect  that  simple  mastectomy  by  cutting 
across  the  main  paths  of  lymphatic  drainage  may  be 
more  apt  to  spread  cancer  cells  than  is  a well  planned 
radical  operation,  which  should  remain  the  standard 
treatment  for  operable  cancer  of  the  breast.  In  cases 
of  doubtful  operability  the  McWhirter  treatment 
may  be  as  good  or  as  bad  as  any  other. 

REVIEW  OF  130  CASES 

Man  learns  best  by  experience — his  own  experi- 
ence. He  is  impressed  more  by  what  he  himself  has 
seen  and  heard  than  by  what  someone  else  has  writ- 
ten or  described.  So  it  occurs  to  this  reviewer  that  a 
critical  appraisal  of  his  own  results  in  the  treatment 
of  breast  cancer  might  help  to  crystallize  his  thinking 
on  this  rather  fluid  subject  and  perhaps  point  out 
the  direction  of  fumre  endeavor. 

Records  of  130  cases  of  cancer  of  the  breast 
treated  surgically  from  1929  to  1958  were  reviewed. 
Eleven  were  lost  to  follow-up,  leaving  119  whose 
careers  are  known.  Of  these  59  are  living  (2  with 
metastasis)  and  60  are  dead.  Fifty-four  died  of  their 
disease  and  6 of  causes  not  related  to  it.  Twenty-one 
were  operated  on  less  than  5 years  ago  and  of  these 

4 are  dead  of  cancer.  Of  98  who  were  operated  upon 

5 or  more  years  ago  42  are  living  (2  with  metas- 
tasis) and  56  are  dead.  This  figure  is  not  far  from 
the  45  per  cent  mentioned  by  McDonald.  The  5 
year  survival  rate  was  63.2  per  cent.  Of  the  62  who 
lived  5 or  more  years  30  lived  on  past  10  years,  21 
carried  on  for  15  years,  and  9 for  more  than  20 
years.  All  of  these  had  been  subjected  to  radical 
masteaomy.  Compare  these  figures  with  a series  of 
208  cases  similarly  treated  in  the  Johns  Hopkins 
Hospital  reviewed  by  Lewison.®  The  5 year  survival 
rate  was  47.9  per  cent  (stage  I,  64.1  per  cent  and 
stage  II,  31.7  per  cent) ; 29.1  per  cent  lived  10  years. 
Survival  rate  (5  year)  for  patients  without  axillary 
metastasis  was  64.1  per  cent.  Of  48  such  patients 
in  my  5 year  series  of  98,  39  or  81  per  cent  lived 
5 years. 

In  the  total  series  of  130  here  reported  the  oldest 
patient  was  85  and  the  youngest  23.  The  shortest 
survival  time  was  5 months  and  the  longest  to  date 
26  years.  The  3 patients  having  cancer  in  both 
breasts  ( separate  tumors? ) at  operation  died  within 
3 years.  Cancer  of  the  remaining  breast  occurred  in 
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5,  of  whom  3 survived  5 plus  years  with  2 now 
living.  Malignancy  involving  other  organs  showed 
up  in  9,  of  whom  1 had  lost  both  breasts  from 
carcinoma.  Lesions  of  the  inner  half  were  noted  in 
21;  of  the  10  dead  2 succumbed  to  unrelated  dis- 
ease. Exploration  of  the  internal  mammary  chain  in 
the  second  interspace  was  performed  in  3 medially 
placed  lesions.  In  none  was  mmor  found,  and  the 
subsequent  course  of  these  patients  has  been  in  keep- 
ing with  this  negative  finding.  Pregnancy  subse- 
quendy  occurred  in  4 patients,  2 of  whom  had 
therapeutic  hysterotomies  and  remain  well.  The 
youngest  patient  in  the  series  had  2 children  after 
5 years  and  is  well  in  her  twelfth  year.  The  fourth 
elected  to  have  her  baby  and  has  just  completed  that 
chore  uneventfully. 

Simple  mastectomy  was  performed  on  12  patients: 
3 for  large  medially  placed  lesions,  7 for  inoperable 
or  ulcerating  mmors  and  advanced  age,  and  2 for 
lowgrade  lesions — carcinoma  in  situ  and  intraductal 
stage  1 cancer. 

Patients  were  classified  according  to  pathology 
into  stage  I (tumor  confined  to  the  breast),  stage 

II  (moderate  involvement  of  the  axilla),  and  stage 

III  (extensive  involvement  of  the  axilla,  large  me- 
dial lesions,  lesions  involving  the  skin,  cancer  in  both 
breasts  at  original  operation,  and  inflammatory  car- 
cinoma). Of  119  cases  followed  54  were  in  stage  I 
(17  dead),  43  were  in  stage  II  (29  dead),  and  22 
were  in  stage  III  ( 14  dead). 

Local  recurrence  was  noted  in  9.  In  7 of  these  it 
was  part  of  the  picmre  of  general  metastasis.  In  2 
the  recurrent  growth  was  excised  one  or  more  times, 
and  both  remain  well  and  vigorous  after  more  than 
20  years. 

Minimal  swelling  of  the  arm  happened  more 
often  than  not,  but  was  never  painful  or  disabling. 
It  has  seemed  less  apt  to  happen  in  patients  having 
a transverse  incision. 

In  retrospect  many  of  the  patients  who  died  less 
than  5 years  after  operation  were  of  very  doubtful 
operability  and  might  have  done  as  well  or  better 
under  other  than  radical  surgical  treatment.  "Triple 
biopsy”  might  have  eliminated  most  of  them.  But 
triple  biopsy  itself  is  a formidable  procedure.  Para- 
doxically enough  it  would  have  denied  operation  to 
the  patient  who  is  still  well  23  years  after  she  was 
first  seen  with  supraclavicular  extension.  Extensive 
skin  involvement — another  of  the  criteria  of  inop- 
erability— would  have  ruled  out  a patient  who  lived 
11  years.  Both  of  these  may  be  considered  examples 
of  the  principle  of  biological  predeterminism,  that 
is,  indolent  tumor  opposed  by  good  host  resistance. 
Had  the  second  patient  been  seen  much  earlier  she 
might  have  had  a chance  to  be  well.  The  patient 
with  the  shortest  survival  of  the  series  had  a barely 


detectable  thickening  that  could  hardly  be  called  a 
tumor,  but  died  of  extensive  local  and  general  metas- 
tasis in  5 months.  Clinically  operable,  she  had  long 
since  lost  the  fight,  and  her  end  was  undoubtedly 
hastened  by  well  intentioned  but  futile  therapeutic 
effort. 


CONCLUSIONS 

Myself  when  young  did  eagerly  frequent 

Doctor  and  Saint,  and  heard  great  argument 
About  it  and  about:  but  evermore 
Came  out  by  the  same  door  wherein  I went. 

— Omar  Khayyam : Rubaiyat. 

Carcinoma  of  the  breast  without  clinical  evidence 
of  regional  lymphatic  involvement  or  distant  spread 
should  be  treated  by  radical  mastectomy.  It  offers 
the  only  chance  of  eradicating  the  cancer.  It  is  per- 
haps less  likely  to  disseminate  malignant  implants 
than  is  simple  mastectomy.  Where  extension  to  the 
axilla  is  apparent  on  first  examination  and  in  lesions 
of  the  inner  half,  biopsy  of  the  supraclavicular  or  of 
the  internal  mammary  lymphatics  may  demonstrate 
the  futility  of  the  radical  operation.  For  practical 
purposes  exploration  of  the  internal  mammary 
lymphatics  in  the  second  interspace  is  adequate,  since 
tumor  is  present  in  this  area  in  most  of  those  cases 
where  involvement  of  any  part  of  the  internal  mam- 
mary chain  has  been  demonstrated.^’ 

Lesions  of  doubtful  operability  should  be  care- 
fully and  critically  studied  before  being  subjected  to 
axillary  dissection  and  removal  of  pectoral  muscles. 
The  "social  operation”  is  commendable.  Irradiation 
and  hormone  therapy  may  be  of  much  comfort. 

Malignancy  in  both  breasts  at  original  surgery  is 
not  likely  to  be  helped  by  radical  mastectomy. 

Prophylaaic  removal  of  the  other  breast  is  not 
indicated.  The  patient  is  just  as  apt  to  develop  can- 
cer in  some  other  organ,  and  much  more  apt  to 
die  of  her  original  tumor  than  to  get  it  in  the  other 
breast. 

Prophylactic  removal  of  the  ovaries  to  defer  pos- 
sible recurrence  was  not  tried  in  any  of  the  cases  re- 
ported here.  In  my  opinion  it  is  a gesmre  of  defeat, 
adds  to  the  misery,  and  cures  nothing. 

Pregnancy  following  radical  mastectomy  is  not 
to  be  encouraged  but  need  not  be  fatal.  If  the  can- 
cer has  been  removed,  it  will  not  bring  on  a new 
one;  it  can  revive  one  that  has  been  temporarily 
suppressed. 

Local  recurrence  (6  per  cenr  in  most  series)  does 
not  occur  often  enough  in  operable  cases  to  justify 
too  zealous  removal  of  skin  of  chest  wall  or  axilla. 
The  mmor  is  much  more  apt  to  hit  back  in  remote 
areas  such  as  the  spine. 

Adrenalectomy  and  hypophysectomy  are  experi- 
ments which  have  their  place  in  the  investigative 
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efforts  of  research  institutions,  but  are  of  doubtful 
value  in  private  surgical  practice.  Why  compound 
the  misery? 

Irradiation  is  in  itself  a major  operation — expen- 
sive, wearing,  and  sometimes  painful  and  disabling. 
It  should  rarely  be  used  after  a properly  planned 
radical  mastectomy.  It  is  invaluable  in  the  treatment 
of  metastasis  to  bone.  It  is  of  little  help  where  there 
is  metastasis  to  the  liver  or  the  brain. 

"The  challenge  to  surgeons  is  to  preserve  the  good 
of  prompt  and  radical  surgery,  to  use  it  where  it  is 
effective,  and  to  find  a way  to  avoid  operations  that 
are  useless  and  do  nothing  but  harm.”^ 


SUMMARY 


Emergency 
Management  of 
The  Severely 
Traumatized 
Patient 


MORTON  H.  LEONARD,  M.D.,  F.A.C.S. 

El  Paso,  Texas 


An  attempt  has  been  made  to  erase  the  question 
mark  that  has  been  attached  to  radical  mastectomy. 
Results  of  surgical  treatment  of  130  cases  of  breast 
cancer  have  been  reviewed.  Nothing  has  been  said 
about  the  management  of  situations  to  which  surgery 
for  other  than  diagnostic  purposes  is  not  applicable. 
Here  in  the  supporting  role  of  the  good  physician 
we  must  stand  by  to  aid  and  comfort,  reflecting  on 
the  words  of  the  prophet  Isaiah:  "...  a man  shall  be 
as  an  hiding  place  from  the  wind,  and  a covert 
from  the  tempest;  as  rivers  of  water  in  a dry  place, 
as  the  shadow  of  a great  rock  in  a weary  land.” 
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The  principles  of  treatment  of  the  severely 
traumatized  patient  are  well  known  to  the  prac- 
ticing physician.  However,  to  review  a schedule  of 
these  rules  is  useful. 

The  management  of  the  severely  injured  begins 
when  the  ambulance  attendant  arrives  at  the  scene 
of  the  accident.  The  first-aid  man  should  relieve 
anoxia  and  splint  the  victim’s  fractures.  Treatment 
is  continued  at  a hospital  by  the  physician  with 
evaluation  of  the  state  of  the  head,  thorax,  abdomen, 
and  pelvis.  The  examination  of  the  neuromusculo- 
skeletal  system  follows.  Movement  of  the  patient 
should  be  minimized.  Anoxia  and  other  conditions 
dismrbing  the  general  physiologic  state  of  the  pa- 
tient must  be  treated  first. 


FIRST  AID 

The  emergency  treatment  of  the  severely  trauma- 
tized patient  starts  at  the  time  that  the  person  is 
picked  up  by  the  ambulance  attendant.  When  the 
patient  is  seen,  first  in  order  is  to  restore  an  airway 
and  give  artificial  respiration.  Pulling  the  victim’s 
tongue  out  of  his  throat  may  save  his  life.  Nursing 
the  patient  on  his  side  and  sucking  out  secretions 
can  alleviate  anoxia.  Oxygen  in  many  instances 
should  be  given.  Bleeding  should  be  stopped  by  the 
application  of  pressure  dressings  to  open  wounds. 
To  prevent  further  shock  and  to  help  prevent  fat 
embolism  the  person  should  be  splinted  where  he 
lies.  This,  of  course,  is  cliche  but  is  frequently  not 
done.  'The  axial  skeleton  can  be  splinted  by  carrying 
the  patient  on  a firm  surface.  The  upper  arm  and 
shoulder  girdle  are  adequately  immobilized  by  the 
application  of  a sling  and  swathe.  A folded  news- 
paper, a board  well  padded,  or  similar  device  can 
immobilize  the  forearm  and  hand.  A Thomas  splint 
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or  modification  thereof  is  best  to  immobilize  the 
thigh,  but  a padded  board  is  better  than  nothing. 
The  leg  and  foot  can  be  immobilized  with  padded 
aluminum  splints,  padded  Kramer  wire,  or  pillow 
splint. 

The  relief  of  pain  by  ambulance  drivers  through 
the  use  of  opiates  is  dangerous.  The  administration 
of  opiates  in  the  presence  of  head  or  abdominal 
injury  may  obfuscate  the  diagnosis  and  depress  res- 
piration. In  cases  of  cardiopulmonary  injury  or  in 
maxillofacial  and  neck  injuries  where  anoxia  is  pres- 
ent this  anoxia  may  be  aggravated  by  the  use  of 
morphine.  Demerol  causes  less  depression  of  the 
respiratory  center  than  morphine.  Ideally,  the  drug 
should  be  given  intravenously  since,  if  the  patient  is 
in  shock,  when  peripheral  circulation  is  restored  a 
delayed  reaction  from  the  absorption  of  the  drug 
from  a subcutaneous  or  intramuscular  depot  may  oc- 
cur. On  the  other  hand  the  use  of  doses  of  Demerol, 
intramuscularly,  helps  to  relieve  pain  and  thereby  to 
minimize  the  degree  of  shock. 


CARE  BY  PHYSICIAN 

The  second  line  in  the  emergency  care  of  a severe- 
ly traumatized  patient  is  held  by  the  physician.  The 
victim  usually  comes  under  the  doctor’s  care  at  a 
hospital.  The  history  is  important  but  usually  diffi- 
cult to  obtain.  The  injured  patient  who  has  been  in 
an  automobile  accident  or  a witness  to  the  accident 
can  regale  the  physician  with  the  exact  details  of 
how  fast  the  other  car  was  going,  whose  fault  it  was; 
but  the  information  derived  is  usually  of  little  use 
in  the  victim’s  emergency  care.  Of  importance  in 
the  history  is  to  ascertain  any  past  illnesses,  par- 
ticularly diabetes,  blood  abnormalities,  and  today, 
whether  or  not  the  patient  has  recently  received  any 
corticosteroids. 

The  physical  examination  is  of  utmost  importance. 


Dr,  Morton  H.  Leonard,  a mem- 
ber of  the  El  Paso  Orthopaedic 
Surgery  Group,  presented  this 
material  for  the  University  of 
Texas  Postgraduate  School  of 
Medicine,  San  Angelo  Division, 
November  17,  1957. 


First-aid  measures  for  the  severely  traumatized  patient 
should  relieve  anoxia,  stop  bleeding,  and  splint  fractures.  The 
physician  should  make  a thorough  physical  examination  with- 
out causing  further  trauma.  Injuries  which  have  disturbed 
the  patient's  general  physiologic  state  must  be  cared  for  first; 
then  definitive  therapy  can  be  carried  out. 


I think  that  the  prime  principle  in  the  treatment  of 
the  severely  traumatized  patient  is  “Look  and  you 
shall  find,”  or  to  restate  this;  “Look  without  disturb- 
ing the  patient  and  you  shall  find.” 

As  a pilot  uses  his  check  list  prior  to  take-off,  so 
should  the  physician  automatically  have  a check  list 
to  prevent  missing  an  important  sign  or  symptom 
under  the  stress  of  emergency  ( table  1 ) . 


Table  1. — Check  List  for  Examination  of  Severely 
Traumatized  Patient. 


1.  Vital  signs. 

9.  Chest. 

a.  Blood  pressure. 

g.  Equal  expansion. 

b.  Pulse. 

b.  Apex  shift. 

c.  Equal  breath  sounds. 

c.  Respiration. 

10.  Abdomen. 

2.  Color. 

a.  Bowel  sounds. 

3.  State  of  consciousness. 

b.  Tympany. 

4.  Pupils  (alcohol,  opiates? ) 

c.  Distention. 

5.  Ears  (blood). 

11.  Blood  in  urine  on  void- 

6.  Nose  (cerebrospinal- 

ing  or  catheterization. 

rhinorrhea) . 

12.  Motion  of  hands  and  feet. 

7.  Airway  patent. 

13.  Deep  reflexes. 

8.  Trachea  in  midline. 

14.  Sensation. 

If  after  this  survey  it  is  thought  that  it  can  be 
done  without  causing  further  damage,  the  physician 
should  roll  the  patient  on  his  side  and  go  over  the 
back  for  points  of  local  tenderness  indicating  a pos- 
sible spinal  fracture. 

Radiographic  study  may  follow  if  the  patient’s 
condition  permits.  One  must  not  be  in  a hurry  to 
get  radiograms.  It  is  necessary  to  treat  the  patient, 
not  an  obvious,  sensational  injury.  Our  attention  is 
all  too  frequently  drawn  to  a dramatic  pathologic 
condition  such  as  a bone  sticking  out  through  the 
skin  whereas  the  patient  may  have  a lethal  patho- 
logic condition  in  the  form  of  a ruptured  spleen. 
The  physician  must  treat  the  patient  and  not  the 
injury.  First  things  should  be  treated  first. 

Usually  bleeding  has  been  stopped  by  the  applica- 
tion of  a pressure  dressing.  However,  the  combatting 
of  anoxia  must  be  continued.  A portion  of  the  syn- 
drome of  surgical  shock  is  due  to  cerebral  anoxia. 
Oxygen  should  be  given,  but  one  must  be  sure  that 
the  oxygen  can  be  utilized.  The  patient  must  have  a 
patent  airway.  Tracheostomy,  if  there  is  a maxillo- 
facial injury,  often  wiU  greatly  facilitate  care. 

When  the  patient  does  not  respond  to  the  usual 
antishock  therapy,  it  should  be  considered  that  a 
quart  of  circulating  blood  may  be  lost  into  the  frac- 
mre  hematoma  of  a femur.  Also,  the  physician  should 
look  for  causes  of  shock  other  than  diminished  cir- 
culating blood  volume:  tension  pneumothorax,  car- 
diac contusion,  and  fat  embolization.  Embolization, 
particularly  fat  embolism,  can  cause  shock  which  does 
not  respond  to  the  usual  measures.  Pipkin  has  ex- 
pressed the  belief  that  the  use  of  5 per  cent  alcohol 
in  glucose  is  of  benefit  in  the  prevention  and  treat- 
ment of  fat  embolism.  If  fluids  are  given,  one  500 
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cc.  dose  should  be  5 per  cent  alcohol  in  glucose. 
'This  should  be  repeated  at  12  hour  intervals  two 
or  three  times.^ 

Other  abnormalities  of  the  respiratory  system 
should  be  corrected.  Tension  pneumothorax  must  be 
alleviated.  With  the  presence  of  a tension  pneumo- 
thorax the  lungs  are  compressed,  diminishing  their 
functional  capacity.  Even  more  important,  there  is 
a mediastinal  shift  with  kinking  of  the  great  ves- 
sels and  decreased  venous  return.  These  two  faaors 
result  in  anoxia.  An  impression  of  a tension  pneu- 
mothorax can  be  verified  by  taking  a radiograph 
with  the  cassette  over  the  front  of  the  patient  and 
shooting  the  beam  through  the  mattress.^  Thoracos- 
tomy with  underwater  seal  can  be  done;  or,  if  ur- 
gent, putting  a large  needle  through  an  anterior 
interspace,  removing  the  finger  from  the  end  of 
the  needle  when  the  patient  exhales,  replacing  it 
when  the  patient  inhales,  should  relieve  the  tension 
until  more  definitive  measures  can  be  carried  out. 
In  the  presence  of  a flail  chest,  tracheostomy  will 
decrease  the  dead  space  and  help  the  patient  to 
breathe.  Towel  clips  spaced  around  the  ribs  and  held 
out  in  balanced  traction  on  a Balkan  frame  will 
stabilize  the  chest.  "Patients  who  are  breathing  do 
much  better.” 

Marked  tympany  or  distention  of  the  proximal 
end  of  the  abdomen  may  indicate  a gastric  dilatation 
which  can  be  proven  by  a radiograph  made  through 
the  mattress  or  stretcher.  It  is  treated  by  nasogastric 
suction.  Ileus  of  the  bowel  following  severe  trauma, 
particularly  to  the  back  and  pelvis,  is  common.  It 
takes  expert  knowledge  to  be  sure  there  is  not  a 
concomitant  abdominal  condition  requiring  surgery. 

In  the  evaluation  of  the  injured  a urinalysis  is 
important.  If  the  patient  can  void  and  no  gross  blood 
is  seen,  no  immediate  danger  is  present.  If  he  can- 
not void,  it  is  advisable  to  try  to  pass  a soft  rubber 
catheter.  If  it  cannot  be  passed,  one  should  suspect 
a rupture  of  the  urethra.  If  the  catheter  is  passed  and 
blood  is  obtained,  a cystogram  should  be  made 
(%  !)• 

Microscopic  blood  is  frequently  found  in  the  urine 
of  the  severely  traumatized.  This  hematuria  is  usually 
self-limited  and  probably  due  to  renal  anoxia  second- 
ary to  shock.  The  phenomenon  of  microscopic  hema- 
turia secondary  to  trauma  is  more  marked  and  more 
frequent  in  children  than  in  adults. 

When  injuries  which  may  take  life  have  been 
treated,  attention  is  turned  to  the  musculoskeletal 
system.  Any  covered  wounded  areas  are  left  con- 
cealed, and  the  parts  which  are  open  are  examined. 
The  pulses,  sensation,  motor  power,  and  reflexes 
should  be  tested.  Peripheral  motor  innervation  can 
be  tested  without  disturbing  the  patient.  The  radial 
nerve  is  checked  by  asking  the  patient  to  extend 


the  interphalangeal  joint  of  the  thumb.  The  minor 
fingers  can  be  extended  by  the  intrinsics,  and  the 
ability  to  extend  these  digits  does  not  indicate  an 
intact  radial  nerve.  The  median  nerve  is  evaluated 
by  asking  the  patient  to  oppose  the  thumb,  and  the 
ulnar  nerve  by  testing  the  intrinsics  by  holding  the 
metacarpophalangeal  joints  in  extension  and  asking 
the  patient  to  extend  the  interphalangeal  joints  of 
the  minor  fingers.  In  the  lower  extremities  dorsi- 
flexion  of  the  toes  indicates  that  the  peroneal  nerve 
is  intact.  Flexion  of  the  toes  shows  that  the  posterior 
tibial  nerve  is  working. 

The  definitive  care  of  compound  wounds  should 
be  carried  out  in  the  operating  room  at  such  rime  as 
the  patient’s  general  condition  permits. 

Radiographic  studies  should  be  useful,  not  lethal. 
A severely  traumatized  person,  particularly  one  with 
a head  injury,  should  not  be  thrown  on  an  x-ray 
table,  turned  from  side  to  side,  and  have  roentgeno- 
grams made  from  every  quarter.  Films  of  the  extremi- 
ties can  be  obtained  with  very  little  moving  of  the 
patient.  Lateral  roentgenograms  of  the  spine  can  be 
made  without  moving  the  patient.  The  pelvis,  ab- 
domen, and  spine  can  be  radiographed  in  the  pos- 
teroanterior  projection  with  the  patient  on  the 
stretcher,  the  cassette  being  held  in  front  of  the  pa- 
tient (fig.  2). 

In  the  emergency  treatment  of  the  badly  injured 
person  with  open  wounds,  the  question  of  immuni- 
zation for  tetanus  arises.  Those  people  who  have  had 
toxoid  in  the  past  who  do  not  have  multiple,  grossly 
contaminated  injuries  with  much  devitalized  tissue 
can  be  protected  by  a booster  of  tetanus  toxoid.  If 
there  is  a marked  amount  of  devitalized  tissue  and 
the  injury  has  been  incurred  in  a place  where  there 
are  likely  to  have  been  tetanus  spores,  the  patient 
should  be  given  antitoxin.  Fifteen  hundred  units  is 
nor  enough;  5,000  units  is  the  dose.  The  patient 
should  be  protected  by  an  antihistamine  given  prior 
to  the  antitoxin  but  after  skin  test.  If  the  patient 
has  not  received  previous  immunization  with  toxoid. 


Fig.  1.  Normal  cystogram. 
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Fig.  2.  Radiograph  of  pekis  made  without  moving  the 
patient  from  his  bed. 


he  can  be  given  his  first  dose  of  toxoid  and  his 
tetanus  immunization  at  one  time  in  different  sites 
of  the  body.  This  is  important  to  obviate  the  neces- 
sity of  repeated  injections  of  tetanus  antitoxin  if  a 
reconstmaive  surgical  operation  has  to  be  done. 

Antitoxin  should  be  given  in  adequate  doses  when 
it  is  indicated,  but  should  not  be  given  as  a routine 
affair  for  every  simple  scratch.  A wound  incurred 
where  tetanus  spores  are  probably  absent,  if  thor- 
oughly cleansed  and  left  open  to  the  air,  is  unlikely 
to  give  the  patient  tetanus.  On  the  other  hand,  the 
antitoxin  is  likely  to  cause  a sick  patient.  Bovine 
antitoxin  can  be  substituted  in  those  patients  who 
are  sensitive  to  horse  serum. 

The  severely  traumatized  patient  who  has  open 
wounds  needs  the  protection  of  antibiotics.  These 
can  be  started  intramuscularly  or  intravenously  until 
such  time  as  the  patient  can  take  drugs  by  mouth. 

X 

ILLUSTRATIVE  CASES 

The  following  examples  of  care  given  to  severely 
traumatized  persons  amplify  the  preceding. 

Case  1. — This  6l  year  old  white  woman  was  involved 
in  an  automobile  accident  during  the  early  morning  hours 
of  November  10,  1955,  in  a town  located  about  125  miles 
from  El  Paso.  The  patient  arrived  in  El  Paso  unsplinted  and 
in  poor  condition  at  about  9 a.  m.  that  day. 

Survey  on  admission  revealed  pinpoint  pupils,  absence  of 
pulse,  and  no  measurable  blood  pressure.  The  skin  was  cold, 
clammy,  and  ashen.  Breath  sounds  were  present  in  both 
bases;  the  apex  beat  was  in  its  proper  location.  The  trachea 
was  not  displaced.  The  proximal  end  of  the  abdomen  was 
distended  and  showed  marked  tympany.  The  patient  was 
unable  to  void  and  a catheter  was  passed.  Gross  blood  was 
found. 

The  red  blood  count  was  4,700,000  per  cubic  millimeter 
with  16  Gm.  of  hemoglobin  per  100  cc.  The  white  blood 


count  was  24,500.  The  differential  blood  count  showed 
92  per  cent  polymorphonuclears  with  80  per  cent  segmented 
forms,  2 per  cent  eosinophils,  4 per  cent  lymphocytes,  and 
2 per  cent  monocytes.  The  hematocrit  was  47  per  cent. 
This  indicated  marked  dehydration  and  probably  plasma- 
pheresis. The  patient  was  in  shock. 

The  blood  sample  for  the  preceding  study  was  obtained 
when  the  immediate  cutdown  was  done  through  which  the 
patient  was  given  2 pints  of  blood.  When  the  blood  pres- 
sure had  come  up  to  110/70  it  was  felt  that  the  source 
of  the  genitourinary  bleeding  must  be  discovered.  Accord- 
ingly, through  the  sanie  catheter  originally  passed  a cysto- 
gram  was  done.  This  was  followed  by  a retrograde  pyelo- 
gram  which  showed  that  the  bleeding  came  from  the  right 
kidney.  The  roentgenograms  made  when  the  retrograde 
pyelogram  was  done  verified  the  impression  of  a gastric 
dilatation  (fig.  3).  A nasogastric  tube  was  passed. 

It  was  obvious  that  the  patient’s  left  arm  and  forearm 
were  fraaured.  The  pulses  were  satisfactory  and  the  pe- 
ripheral nerves  intact.  Nothing  more  was  done  than  to 
immobilize  the  arm  and  forearm  with  a posterior  molded 
splint  made  of  a well  padded  plaster  and  to  put  the  patient 
to  bed. 

Later  investigation  revealed  multiple  fractured  ribs  on 
the  left,  a fracture  of  the  left  humerus,  a fracture  of  both 
bones  of  the  left  forearm,  and  a diaphragmatic  hernia. 

It  was  more  than  a month  before-  it  was  possible  to 
operate  on  the  patient’s  forearm.  Operation  on  the  humerus 
was  performed  on  December  29,  1953. 

This  patient  was  last  seen  in  March,  1956,  complaining 
of  the  screws  which  had  been  used  to  fasten  the  bone 
graft  to  her  radius.  She  was  in  good  health. 

If  this  patient’s  gastric  dilatation  had  not  been  re- 
lieved and  if  an  immediate  attempt  had  been  made 
to  reduce  the  fractures  of  her  left  upper  extremity, 
I do  not  believe  that  she  would  have  been  alive  in 
March,  1956. 

Case  2. — This  33  year  old  woman  was  in  an  automobile 
accident  on  the  morning  of  July  28,  1957,  in  a town  85 
miles  from  El  Paso.  She  was  hospitalized  at  that  community 


Fig.  3.  Case  1 . Gastric  dilatation  and  deformity  of  the 
pelvis  of  the  right  kidney. 
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and  was  then  transferred  to  El  Paso,  where  she  arrived 
shortly  after  midnight  July  29-  The  patient’s  condition  on 
arrival  was  believed  to  be  satisfactory.  She  complained  of 
marked  pain  in  her  chest,  but  a roentgenogram  of  her 
chest  which  had  been  made  at  the  time  of  her  first  hos- 
pitalization showed  no  evidence  of  parenchymal  damage, 
although  a fracture  through  the  body  and  pedicles  of  the 
eleventh  thoracic  vertebra  with  avulsion  of  the  root  of 
the  eleventh  rib  on  the  left  was  noted  (fig.  4).  With  the 
injury  to  the  root  of  the  eleventh  rib  on  the  left,  it  was 
thought  that  a repeat  roentgenogram  should  be  made.  This 
radiograph,  made  on  July  30,  showed  a hemothorax  (fig. 
5 ) . Accordingly,  a thoracostomy  was  done,  and  the  patient’s 
severely  comminuted  fracture  of  the  left  ankle  was  treated 


Fig.  4.  Case  2.  The  body  and  pedicles  of  the  eleventh 
thoracic  vertebra  are  split,  and  the  root  of  the  eleventh 
rib  on  the  left  is  avulsed  (July  28,  1957). 


Fig.  5,  Case  2.  Posteroanterior  roentgenogram  of  the 
chest  made  July  30,  1957,  showing  hemothorax  on  the 
left. 


by  applying  a pin  through  the  heel  with  the  patient  under 
local  anesthesia  and  putting  the  limb  in  traction.  The  origi- 
nal plan  had  been  to  open  the  ankle. 

Most  fractures  are  not  emergencies.  The  patient’s 
general  condition  should  be  treated  first. 

Case  3. — A 64  year  old  man  with  nephritis  was  struck 
by  an  automobile  on  February  18,  1953.  The  man  sus- 
tained a severe  laceration  of  the  left  frontal  region,  bi- 
lateral compound  fraaures  of  both  bones  of  the  legs,  and 
a marked  avulsion  of  the  skin  on  the  dorsum  of  the  right 
forearm.  On  admission  to  the  hospital  he  was  pulseless. 
The  red  blood  count  was  3,000,000  with  10  Gm.  of 
hemoglobin.  'The  hematocrit  was  30  per  cent.  Urinalysis 
showed  a 3 plus  albumin,  3 plus  sugar,  5 to  10  white  blood 
cells,  5 to  180  red  blood  cells  per  high  powered  field,  and 
granular  casts. 

Upon  admission  no  radiographs  were  made.  Rather  the 
patient  was  examined,  administration  of  oxygen  and  plasma 
was  started,  and  the  legs  were  splinted.  Demerol  was  given. 
The  patient  received  1 unit  of  plasma  and  3 pints  of  blood. 

The  man  was  admitted  to  the  hospital  at  5 p.m.  By 
9 p.m.  we  thought  that  we  could  radiograph  his  legs,  and 
by  10  p.m.  that  evening  his  condition  was  satisfactory 
enough  to  cleanse  and  close  the  leg  wounds  with  the  pa- 
tient under  a low  spinal  anesthetic.  The  legs  were  then  put 
in  traction.  If  the  lapse  in  time  between  the  injury  and 
closure  of  the  leg  wounds  had  been  longer,  secondary  clos- 
ure would  have  been  used. 

The  laceration  on  the  dorsum  of  the  forearm  was  re- 
paired the  following  day.  The  man  survived,  and  w'e  re- 
cently treated  him  for  a fracture  of  his  right  hip- 

There  is  a balance  between  the  desirability  of  clos- 
ing open  wounds  and  the  patient’s  general  condition. 

CONCLUSIONS 

The  severely  traumatized  person  frequently  will 
have  a sensational  injury  such  as  a compound  frac- 
ture with  the  bone  protruding  through  the  skin.  One 
must  make  a concerted  effort  to  treat  the  patient 
rather  than  to  treat  a portion  of  the  patient.  Those 
injuries  which  have  disturbed  his  general  physiologic 
state  must  be  cared  for  first.  The  victim  should  be 
handled  with  gentleness  to  avoid  further  trauma. 
When  the  general  physiologic  state  is  satisfactory, 
definitive  therapy  can  be  carried  out. 
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According  to  Health  Information  Foundation,  at  least 
94  per  cent  of  all  live  births  in  this  country  now  occur  in 
hospitals,  and  97  per  cent  of  all  births  come  with  a 
physician  in  attendance. 
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New  Oral 
Hypoglycemic 
Drugs  in  Diabetes 

Clinical  Experiences 

ROBERT  S.  RADDING,  M.D. 

Houston,  Texas 

Long  has  there  been  harbored  the  hope 

that  some  day  there  would  be  an  effective  oral 
therapy  for  diabetes  mellitus.  With  the  advent  of 
insulin  in  1921,  many  attempts  have  been  made  to 
provide  this  form  of  treatment  by  mouth.  To  date 
all  reported  attempts  have  been  unsuccessful  from  a 
practical  standpoint.®  The  effective  oral  doses  have 
been  many  times  the  subcutaneous  dose.  Other  than 
parenteral  routes,  all  of  the  various  methods  of  in- 
troduction of  insulin  have  failed  of  clinical  useful- 
ness because  of  large  amounts  of  insulin  required 
to  produce  a variable  or  minimal  effect  on  the 
blood  sugar. 

In  1926  Frank  and  his  colleagues®  reported  fully 
on  the  hypoglycemic  effects  of  Synthalin  A or  de- 
camethylendiguanidin,  and  for  a short  time  this  sub- 
stance was  employed  in  the  treatment  of  diabetes. 
Because  of  its  suspeaed  toxicity,  Synthalin  A is  not 
used  any  more.  It  was  demonstrated  in  earlier  studies 
that  severe  liver  damage  with  subsequent  depletion 
of  glycogen  followed  the  use  of  Synthalin  A. 

As  reported  by  Loubatieres,'^  the  first  observation 
of  the  hypoglycemic  effects  of  the  sulfonamide  de- 
rivatives was  made  by  Janbon  and  his  co-workers  in 
1942.  It  was  found  that  certain  of  the  patients  to 
whom  was  administered  the  isopropyl  thiodiazole 
derivative  of  sulfanilamide  demonstrated  the  signs 
and  symptoms  of  hypoglycemia. 

As  a result  of  this  work,  Loubatieres  began  in 
1942  to  investigate  the  hypoglycemic  effeas  of  the 
sulfonamide  derivatives.  He  likewise  determined 
that  in  depancreatized  dogs,  this  manifestation  was 
absent.  There  followed  much  clinical  and  experi- 
mental smdy  which  was  finally  climaxed  in  this 
country  by  the  commercial  introduaion  of  tolbuta- 
mide in  1957. 

The  sulfonylureas  have  undergone  an  extensive 
battery  of  experimental  studies  in  the  past  5 years. 
The  initial  studies  of  the  mechanism  of  the  hypo- 
glycemic sulfonamides  were  instituted  by  Louba- 


tieres, who  concluded  that  there  was  stimulation  of 
the  functional  apparams  of  the  pancreas;  thus, 
these  compounds  were  considered  to  be  pancreatropic 
in  action.  In  actuality  a multitude  of  conclusions  and 
counter  conclusions  have  been  made.  In  an  editorial 
published  in  January,  1958,  Stadie^^  could  conclude 
only  that  "the  preponderance  of  evidence  supports 
the  pancreatropic  hypothesis  of  the  action  of  arylsul- 
fonylureas  ...  As  is  usual  in  instances  of  this  sort, 
one  must  close  with  the  statement  that  judgment 
is  reserved  until  further  evidence  is  available.” 

The  conclusion  that  this  class  of  drugs  is  pancre- 
atropic is  based  primarily  on  the  observations  that 
the  sulfonamides  will  not  cause  hypoglycemia  in 
the  face  of  complete  alloxanization  of  experimental 
animals  as  brought  out  by  Houssay.®  In  addition 
there  is  evidence  to  support  another  conclusion;  that 
of  decreased  hepatic  output  of  glucose  following  the 
use  of  tolbutamide  as  shown  by  Recant  and  Fischer.^® 
Parodoxically,  however,  Elrick  and  PurnelF  demon- 
strated that  tolbutamide  did  not  increase  peripheral 
uptake  of  glucose  as  did  insulin.  This  has  also  been 
concluded  by  other  investigators.^’  ® Thus  from  the 
battery  of  reports  it  is  believed  that  the  sulfonyl- 
ureas cause  an  increased  uptake  of  glucose  by  the 
liver  with  an  associated  decrease  in  hepatic  output, 
but  only  in  accompaniment  with  endogenous  insulin. 
The  methods  of  determining  the  degree  of  insulin- 
like aaivity  in  the  plasma  are  inefficient,  and  there- 
fore no  proof  of  increased  pancreatic  function  has 
been  demonstrated.  This  is  particularly  so  in  view  of 
the  differing  character  of  sulfonamide  induced  and 
insulin  induced  hypoglycemias. 

A limited  amount  of  experimental  information  is 
available  concerning  the  mechanism  of  another  group 
of  hypoglycemic  agents,  namely,  the  diguanides.  Un- 
der clinical  and  experimental  investigation  at  the 
present  time  is  phenethyldiguanide.  As  previously 
mentioned,  the  earliest  of  this  group  of  compounds 
was  Synthalin  A,  which  is  still  used  in  experimental 
studies.  Contrary  to  the  action  of  insulin,  Synthalin 
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Chlorpropamide,  a sulfonylurea,  proved  an  effective  hypo- 
glycemic agent  in  6 diabetic  patients  to  whom  it  was  given, 
without  causing  notable  side  effects  or  pathologically  de- 
pressing the  white  blood  count.  It  was  not  effective  in  2 
other  potients.  Phenethyldiguanide  (DBI)  permitted  reduction 
in  amounts  of  insulin  necessary  to  manage  7 "brittle"  dia- 
betic patients,  but  with  a common  side  effect  of  nausea. 


no 


TEXAS  State  Journal  of  Medicine,  FEBRUARY,  1959 


ORAL  DRUGS  IN  DIABETES  — Radding  — continued 

A does  not  promote  glycogen  deposition.  There  is 
the  formation  of  lactic  acid  as  a result  of  anaerobic 
glycolysis,  and  Synthalin  A will  lower  the  blood 
sugar  level  in  the  depancreatized  dog.^  Phenethyldi- 
guanide  has  the  hypoglycemogenic  properties  of  the 
diguanidin  compounds  without  proven  systemic  tox- 
icides. It  was  not  found  to  cause  "significant  or 
durable”  depletion  of  glycogen.^"  In  clinical  trials 
Nielsen  and  co-workers®  found  increased  amounts 
of  lactic  acid  which  substantiated  the  conclusion  of 
increased  glycolysis;  they  also  found  decreased  hepat- 
ic output  of  glucose.  Reports  of  further  experimental 
studies  will  appear  in  future  literature. 

It  is  therefore  the  purpose  of  the  present  paper 
to  describe  preliminary  clinical  experiences  in  the 
treatment  of  diabetes  with  two  new  hypoglycemic 
drugs,  namely,  chlorpropamide,  a sulfonylurea,  and 
DBI,  a phenethyldiguanide. 


prandial  control  of  the  patient  was  obtained  with 
chlorpropamide  in  varying  doses.  Two  patients,  not 
tabulated,  failed  to  respond  satisfactorily.  The  first 
was  an  unstable  diabetic  who  developed  ketonuria 
and  glycosuria  with  chlorpropamide  and  gradually  de- 
creasing amounts  of  insulin.  With  the  other  patient, 
a 76  year  old  woman  taking  37  units  of  insulin  daily, 
there  was  a decrease  in  the  daily  requirement  of  in- 
sulin to  27  units,  but  there  was  the  development  of 
vertigo,  staggering,  and  extreme  weakness.  These 
were  considered  to  be  side  effects  of  the  drug,  and 
chlorpropamide  was  discontinued.  These  symptoms 
gradually  disappeared  over  the  succeeding  4 days. 

Case  1. — B.T.,  a 21  year  old  mother  was  discovered  to 
be  diabetic  with  mild  acidosis  during  pregnancy  in  her 
twentieth  year.  Thirty-six  units  of  insulin  were  required  to 
control  the  problem  for  the  duration  of  the  pregnancy 
with  a reduction  to  12  units  following  cesarean  section. 
Tolbutamide  was  substituted  for  insulin  4 months  post- 
partum, and  the  response  was  satisfactory.  Tolbutamide  was 


Table  1. — Blood  Sugar  Levels  Following  Administration  of  Chlorpropamide. 


Pt. 

Age 

(yr.) 

Duration 
of  Disease 

Postprandial  Levels  of  Blood  Glucose  (mg./lOOcc. ) on 

Tolbutamide  Chlorpropamide 

Dose  of 
Chlorprop- 
amide 

1 wk. 

2 wk. 

3 wk. 

6 wk. 

10  wk. 

14  wk. 

D.B. 

40 

10  mo. 

145 

135 

142 

165 

135 

147 

97 

500  mg./b.i.d. 

B.T. 

21 

15  mo. 

162 

150 

177 

175 

147 

135 

122 

97 

500  mg./b.i.d. 

H.C. 

64 

Just  diag. 

117 

150 

132 

122 

122 

117 

147 

95 

500  mg./d. 

T.S. 

55 

4 yr. 

160 

147 

85 

160 

92 

120 

500  mg./d. 

C.L. 

65 

'5  yr. 

170 

157 

135 

no 

115 

142 

132 

110 

500  mg./d. 

s.v. 

65 

Just  diag. 

FBS 

137 

125 

140 

95 

500  mg./d. 

CHLORPROPAMIDE 

Six  patients  were  selected  for  a trial  with  chlor- 
propamide.* These  were  all  persons  who  had  stable 
diabetes  of  the  adult  type  and  who  could  not  be 
controlled  by  dietary  management  alone.  Four  pa- 
tients had  demonstrated  previously  a primary  or 
secondary  failure  to  the  administration  of  tolbuta- 
mide. All  were  treated  as  outpatients,  and  laboratory 
smdies,  which  included  white  blood  counts  and  true 
blood  glucose  levels  by  the  method  of  Benedict,^ 
were  performed  at  varying  intervals.  Chlorpropamide 
was  administered  initially  in  the  dosage  of  250  mg. 
twice  daily  with  subsequent  increases  in  dosage  as 
indicated.  It  was  attempted  to  maintain  control  at 
a postprandial  level  of  blood  glucose  of  150  mg.  per 
100  cc.  or  less.  The  dose  of  tolbutamide  in  all  cases 
prior  to  the  use  of  chlorpropamide  was  standard  at 
500  mg.  twice  daily.  The  results  obtained  from  ad- 
ministration of  chlorpropamide  in  this  group  of  pa- 
tients is  shown  in  table  1. 

It  can  be  seen  that  in  all  cases  satisfactory  post- 

* Chlorpropamide  was  obtained  through  the  generosity  of 
Chas.  Pfizer  & Company,  Inc.,  New  York. 


discontinued  following  the  occurrence  of  an  unremitting 
pharyngitis,  and  a subsequent  level  of  the  blood  sugar 
was  satisfactory.  Following  2 months  of  dietary  indiscretion, 
the  blood  level  of  glucose  was  185  mg.  per  100  cc.,  and 
1.0  Gm.  of  tolbutamide  was  readministered  daily.  The  re- 
sponse was  not  considered  satisfactory.  Chlorpropamide  was 
substituted,  and  the  response  is  noted  in  table  1. 

Chlorpropamide  has  been  an  effective  hypo- 
glycemic agent  in  the  6 patients  referred  to  in  table 
1.  In  none  of  these  cases  has  there  been  a patho- 
logical depression  of  the  white  blood  count.  Like- 
wise there  have  not  been  any  notable  side  effects.  It 
may  be  said  in  conclusion  that  chlorpropamide  may 
be  substituted  for  tolbutamide,  and  the  dosage  of 
chlorpropamide  is  less  than  that  of  tolbutamide. 

PHENETHYLDIGUANIDE 

The  patients  who  were  chosen  for  the  initial 
evaluation  of  the  effects  of  phenethyldiguanide,*  or 
DBI,  were  all  severe  and  unstable  diabetics.  They 

* Phenethyldiguanide  was  generously  donated  by  the  U.  S. 
Vitamin  Corporation,  Arlington-Funk  Laboratories  Division, 
New  York. 
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would  all  be  classified  as  having  diabetes  of  the 
juvenile  type  and  were  selected  because  of  the  lack 
of  responsiveness  of  this  type  of  patient  to  the  sul- 
fonylureas.  The  duration  of  the  disease  varied  from 
8 to  32  years,  so  that  all  could  be  said  to  have  be- 
come completely  diabetic.  The  control  of  all  patients 
were  characterized  by  intermittent  gyrations  of  the 
blood  sugar.  These  patients  were  all  extremely  sensi- 
tive to  small  changes  in  the  dosage  of  insulin  and, 
with  relative  ease,  could  demonstrate  hypoglycemia 
on  the  one  hand  and  acidotic  hyperglycemia  on  the 
other. 

All  7 patients  were  hospitalized  for  the  initial 
phase  of  this  observation  and  were  prescribed  a 
weighed  diet  between  1,800  and  2,100  calories  daily 
depending  upon  the  need.  Qualitative  tests  of  the 
urine  for  sugar  and  acetone  were  performed  and 
recorded  four  times  daily.  Any  routine  medications 
were  continued.  DBI  was  instituted  initially  in  the 
oral  dose  of  75  mg.  daily  in  three  divided  doses 
combined  with  a reduction  of  the  total  insulin  dos- 
age in  daily  decrements  of  10  per  cent.  In  the  first 
3 patients  the  dosage  of  DBI  was  increased  every 
other  day,  but  because  of  the  side  effects  apparently 
due  to  the  drug,  later  patients  continued  to  receive 
the  initial  dose  of  DBI  for  2 weeks  before  any  in- 
crease was  administered. 

Three  case  histories  follow: 

Case  2. — J.  L.,  a 27  year  old  brick  mason,  was  found 
to  have  diabetes  in  December,  1950,  following  a spontan- 
eous and  symptomatic  onset.  The  course  of  the  disease  was 
chatacterized  by  frequent  episodes  of  hypoglycemia — mild 


or  severe — and  the  patient  had  considerable  apprehension 
about  the  occurrence  of  insulin  reactions  late  in  the  after- 
noon while  at  work.  Moderately  well  controlled  on  50  units 
of  Lente  insulin  daily,  the  patient  was  hospitalized,  and 
DBI  was  administered  in  the  dose  of  75  mg.  per  day 
(fig.  1).  It  can  be  seen  that  the  daily  requirement  of  in- 
sulin decreased  to  35  units  daily,  and  at  the  present  time 
the  patient  requires  only  23  units  of  insulin  to  maintain 
an  aglycosuric  state.  Present  total  dosage  of  DBI  is  125 
mg.  daily.  Sixty  Gm.  of  extra  carbohydrate  were  added  to 
the  diet  when  the  patient  complained  of  extreme  weakness 
on  one  occasion. 

Case  3. — J.  V.,  a 48  year  old  restaurant  manager,  with 
diabetes  mellitus  of  23  years’  duration,  had  experienced 
episodes  of  hypoglycemia  which  on  one  occasion  had  caused 
him  to  be  incarcerated  as  a suspected  case  of  driving  while 
intoxicated.  His  course  in  the  hospital  is  depicted  in  figure 
2.  The  original  requirement  of  Lente  insulin  was  42  units 
daily.  After  7 days  of  increasing  doses  of  DBI  and  de- 
creasing amounts  of  insulin,  the  patient  experienced  "heart 
burn”  followed  the  next  morning  by  severe  nausea,  glyco- 
suria, and  ketonuria.  It  was  necessary  to  administer  1,500 
cc.  of  glucose  solution  and  75  extra  units  of  insulin. 

The  dosage  of  DBI  was  reduced  to  a total  of  75  mg. 
daily,  and  30  units  of  Lente  insulin  were  given  following 
this  episode.  After  the  patient’s  discharge  from  the  hos- 
pital, DBI  was  gradually  increased  to  150  mg.  per  day  and 
then  reduced  to  100  mg.  Course  of  the  case  has  been 
uneventful  and  predominantly  aglycosuric  with  only  a few 
very  mild  hypoglycemic  reactions. 

Case  4. — E.  B.,  a 34  year  mother,  with  32V^  years  of 
diabetes  mellitus,  had  experienced  infrequent  but  severe 
reactions  to  insulin.  Taking  divided  amounts  of  insulin 
totalling  23  units  daily,  this  patient  was  hospitalized,  and 
DBI  was  administered  in  the  total  dose  of  75  mg.  daily 
accompanied  by  a gradual  reduction  of  insulin  to  15  units 
daily.  Mild  nausea  experienced  in  the  hospital  was  relieved 
by  promazine.  With  gradual  increases  of  DBI  to  150  mg. 
daily,  insulin  was  further  reduced  to  13  units  following 
discharge  from  the  hospital. 


Fig.  1.  Chart  showing  the  reduction  in  requirement  of  insulin  of  a patient  taking  DBI. 
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Fig.  2.  Chart  showing  the  reduction  in  insulin  dosage  in  a patient  taking  DBI. 


All  of  the  conclusions  and  impressions  from  rhis 
preliminary  study  cannot  be  expressed  in  objective 
terms.  There  is  little  question  that  DBI  is  a potent 
hypoglycemic  agent.  This  is  shown  by  figures  1 and 
2 as  well  as  by  the  graph  which  depicts  the  chang- 
ing insulin  requirements  in  all  patients  (fig.  3). 
Table  2 shows  in  addition  the  percentage  of  de- 
crease in  the  dosage  of  insulin. 

The  points  of  increase  in  insulin  dosage,  shown  in 


Fig.  3.  Comparative  doses  of  insulin  required  following 
administration  of  phenethyidiguanide. 

TEXAS  State  Journal  of  Medicine,  FEBRUARY,  1959 


figure  3,  are  due  to  ketoacidosis  secondary  to  nausea 
and/or  vomiting. 

Added  to  the  reduction  in  amounts  of  insulin, 
with  DBI  the  problem  of  control  has  been  generally 
less  nerve  wracking.  Although  reactions  have  oc- 
curred, rhese  have  been  very  slow  in  onset  with  the 
presence  of  only  mild  symptoms.  This  allows  ample 
time  for  the  ingestion  of  extra  carbohydrate.  The 
level  of  blood  glucose  can  become  very  depressed, 
but  the  mildness  of  the  symptomatology  speaks  for 
the  slowness  at  which  this  level  is  reached.  Control 
thus  has  been  smoother  and  easier  to  obtain. 

The  most  common  side  effect  of  DBI,  nausea 
and/or  vomiting,  can  be  partially  alleviated  by  cau- 
tious and  patient  administration  and  by  restrained 
increases  in  dosage.  Ketonuria  occurs  readily  even 
with  aglycosuria,  but  its  cause  is  not  completely  un- 
derstood. It  may  be  due  to  the  effect  of  "starvation” 
or  electrolytic  changes  which,  as  yet,  are  unidentified. 
An  increase  in  ketonuria  usually  will  precede  the 
occurrence  of  emesis,  and  on  several  occasions  emesis 
was  initiated  by  an  over-reduction  of  insulin. 

Table  2. — Hypoglycemic  Effects  of  DBI  (expressed  in 
percentage  of  reduction  in  dosage  of  insulin). 


Initial  / — After  2 Weeks  — \ t — After  4 Weeks 


Pt. 

Insulin 

(units) 

Insulin 
( units ) 

DBI 

(mg.) 

% 

Change 

Insulin 

(units) 

DBI 

(mg.) 

% 

Change 

E.B. 

23 

14 

100 

—39.0 

13 

150 

—43.0 

J.L. 

45 

26 

100 

— 42.0 

23 

125 

—49.0 

T.C 

24 

16 

75 

—33.0 

discontinued 

J.V. 

42 

30 

150 

—28.0 

30 

100 

—28.0 

V.F. 

50 

38 

75 

—24.0 

38 

125 

—24.0 

P.H. 

43 

28 

75 

—35.0 

36 

100 

—16.0 
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DBI  is  a substance  which  probably  reaches  a 
peak  of  action  at  specific  blood  levels.  The  level 
is  unidentified  at  this  time.  However,  3 to  5 days 
are  usually  required  before  the  ultimate  response  is 
reached  at  any  given  dosage  of  DBI. 

Finally  it  can  be  said  that  DBI  is  an  effective 
agent  for  supplementing  the  effect  of  insulin  in  the 
care  of  the  "brittle”  diabetic  patient.  At  no  time  is 
it  intended  as  a replacement  for  insulin  in  this  type 
of  problem!  It  is  effective  in  doses  as  small  as  75 
mg.  per  day  in  divided  doses,  and  care  must  be 
exercised  in  the  gradual  addition  of  greater  amounts 
of  the  drug  over  a period  of  many  days.  It  must 
be  kept  in  mind  that  the  inclusion  of  DBI  in  the 
therapeutic  regimen  of  these  cases  does  not  elimi- 
nate the  necessity  of  close  surveillance  of  these  pa- 
tients. The  laissez-faire  attimde  of  the  physician  to- 
ward the  patient,  which  often  characterizes  the  use 
of  oral  therapy  in  other  types  of  diabetes,  is  not 
permissible  with  the  addition  of  DBI  to  the  therapy 
of  unstable  diabetes.  Recognizing  these  factors,  the 
physician  has  a valuable  adjunct  to  the  treatment  of 
"brittle”  diabetes. 

ADDENDUM 

Since  this  report  was  submitted,  chlorpropamide  has  been 
discontinued  in  2 patients  because  of  occurrence  of  derma- 
titis. 
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Dr.  Frank  Schooner,  Fort  Worth,  Pres.;  Mr.  John  Lane,  2410  San 
Antonio,  Austin,  Executive  Director. 

Texas  Tuberculosis  Association,  San  Antonio,  Match  19-21,  1959.  Dr. 
John  W.  Middleton,  Galveston,  Pres.;  Miss  Pansy  Nichols,  P.  O. 
Box  6158,  Austin  21,  Executive  Direaor. 

Ninth  District  Society,  Huntsville,  March  19,  1959-  Dr.  Lyman  C. 
Blair,  Houston,  Pres.;  Dr.  James  H.  Sammons,  111  San  Jacinto 
St,,  Highlands.  Secy. 

Thineenth  District  Society,  Wichita  Falls,  March  7,  1959.  Dr. 
W.  R,  Sibley.  Abilene,  Pres.;  Dr.  R.  D.  Moreton,  1217  W. 
Cannon,  Fort  Worth,  Secy. 
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Dallas  Southern  Clinical  Society,  Dallas.  March  23-25,  1959-  Dr.  C. 
D.  Bussey,  Dallas,  Pres.;  Millard  J.  Heath,  433  Medical  Arts  Bldg., 
Dallas  1,  Executive  Officer. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  2-5, 
1959.  Dr.  Jo  Weilbaecher,  New  Orleans,  Pres.;  Dr.  Maurice  E. 
St.  Martin,  1430  Tulane  Ave.,  New  Orleans  12,  Secy. 


National  and  Regional 

American  Academy  of  Dermatology  and  Syphilology.  Chicago,  Dec. 
5-10,  1959-  Dr.  A.  C.  Cipollaro,  New  York,  Pres.;  Dr.  Stanley 
E.  Huff,  636  Church  St,,  Evanston,  111.,  Secy. 

American  Academy  of  General  Practice,  San  Francisco.  April  6-9,  1959- 
Dr.  Holland  T.  Jackson,  Fort  Worth,  Pres.;  Mr.  Mac  F.  Cahal, 
Volker  Blvd.  at  Brookside,  Kansas  City  12,  Executive  Secy. 
American  Academy  of  Ophthalmology  and  Otolaryngology.  Dr.  Le- 
Roy  A.  Schall.  Boston,  Pres.;  Dr.  W.  L.  Benedict,  15  Second  St. 
S.W.,  Rochester,  Minn.,  Secy. 

American  Academy  of  Pediatrics,  Chicago,  Oct.  20-23.  1959-  Dr.  Stew- 
art H.  Clifford,  Brookline,  Mass.,  Pres.;  Dr.  E.  H.  Christopherson, 
1801  Hinman  Ave.,  Evanston,  111.,  Secy. 

American  Association  for  Maternal  and  Infant  Health,  I960.  Mr. 
Howard  I.  Wells.  Jr.,  116  S.  Michigan  Ave.,  Chicago  3,  Executive 
Secy. 

American  Association  for  Thoracic  Surgery,  Eos  Angeles,  April  21-23, 
1959.  Dr.  Michael  E.  DeBakey,  Houston,  Pres.;  Dr.  Hiram  T. 
Langston,  7730  Corondelet  Ave.,  St.  Louis  5,  Secy. 

American  Association  of  Genito-Urinary  Surgeons,  Absecon,  N.  J., 
April  15-17,  1959.  Dr.  John  A.  Taylor,  New  York,  Pres.;  Dr. 
W.  J.  Engel,  2020  E.  93rd  St.,  Cleveland  6.  Secy. 

American  Association  of  Obstetricians  and  Gynecologists.  Dr.  Wil- 
liam F.  Mengert,  Chicago.  Pres.;  Dr.  E.  Stewart  Taylor,  Uni- 
versity of  Colorado  School  of  Medicine,  4200  E.  9th,  Denver, 
Secy. 

American  Cancer  Society,  New  York,  Oct.  28-29,  1959-  Dr.  Eu- 
gene P.  Pendergrass,  Philadelphia,  Pres.;  M.  R.  Runyon,  521  W. 
57th,  New  York,  Executive  Vice-Pres. 

American  College  of  Chest  Physicians,  Atlantic  City,  June  3-7,  1959. 
Dr.  Donald  R.  McKay.  Buffalo,  Pies.;  Mr.  Murray  Kornfeld,  112 
E.  Chestnut,  Chicago  11,  Executive  Secy. 

American  College  of  Gastroenterology,  Los  Angeles,  Sept.  20-26, 
1959.  Dr.  Frank  L.  Borrelli,  New  York,  Pres.;  Mr.  Daniel 
Weiss,  33  West  60th,  New  York  23,  Executive  Director. 
American  College  of  Obstetricians  and  Gynecologists,  Atlantic  City. 
April  5-9,  1959.  Dr.  R.  Glen  Craig,  San  Francisco,  Pres.;  Dr. 
John  C.  Ullery,  15  S.  Clark  St.,  Chicago  3.  Secy. 

American  College  of  Physicians,  Chicago,  April  20-24,  1959.  Dr. 
Dwight  L.  Wilbur.  San  Francisco,  Pres.;  Mr.  E.  R.  Loveland,  4200 
Pine,  Philadelphia  4,  Secy. 

American  College  of  Surgeons,  Atlantic  City,  Sept.  28-Oct.  2, 

1959-  Dr.  Newell  W.  Philpott,  Montreal,  Pres.;  Dr.  Michael  L. 
Mason,  40  E.  Erie,  Chicago  11,  Secy. 

American  Congress  of  Physical  Medicine  and  Rehabilitation,  Min- 
neapolis, Aug.  30-Sept.  4.  1959-  Dr.  Donald  L.  Rose,  Kansas  City, 
Kan.,  Pres.;  Frances  Baker,  One  Tilton,  San  Mateo,  Calif.,  Secy. 
American  Dermatological  Association,  Atlantic  City,  June  1-4,  1959- 
Dr.  J.  Lamar  Callaway,  Durham,  N.  C..  Pres.;  Dr.  Wiley  M. 
Sams,  25  Southeast  2nd  Ave.,  Miami,  Secy. 

American  Gastroenterological  Association,  Atlantic  City,  June  5-6, 
1959.  Dr.  C.  J.  Barborka,  Chicago,  Pres.;  Dr.  F.  J.  Ingelfinger, 
65  E.  Newton,  Boston  18,  Secy. 

American  Gynecological  Society,  Hot  Springs,  Va.,  May  25-27,  1959- 
Dr.  Lewis  C.  Scheffey,  Philadelphia,  Pres.;  Dr.  A.  A.  Marchetti, 
3800  Reservoir  Rd.  N.W.,  Washington  7,  D.  C , Secy. 

American  Heart  Association.  Dr.  Robert  W.  Wilkins,  New  York. 

Pres.;  Mr.  John  D.  Brundage,  44  E.  23rd,  New  York  10,  Secy. 
American  Hospital  Association,  New  York,  Aug.  24-27,  1959-  Mr. 
Tol  Terrell,  San  Angelo,  Pres.;  Dr.  Edwin  L.  Crosby.  18  E. 
Division,  Chicago  10,  Executive  Director. 

American  Neurological  Association.  Adantic  City,  June  15-17,  1959. 
Dr.  Bernard  J.  Alpers,  Philadelphia.  Pres.;  Dr.  Charles  Rupp.  133 
S.  36th,  Philadelphia  4,  Secy. 

American  Ophthalmological  Society,  Hot  Springs.  Va..  May  28-30, 
1959.  Dr.  Derrick  Vail,  Chicago.  Pres.;  Dr.  M.  C.  Wheeler,  30  W. 
59th,  New  York  19.  Secy. 

American  Orthopaedic  Association,  Lake  Placid,  N.  Y.,  June  15-18, 
1959.  Dr.  C.  Leslie  Mitchell.  Detroit,  Pres.;  Dr.  Lee  Ramsay 
Straub,  535  East  70th  St.,  New  York  21,  Secy. 

American  Pediatric  Society,  Buck  Hill  Falls,  Pa.,  May  6-8,  1959.  Dr. 
Joseph  Stokes.  Jr..  Philadelphia,  Pres.;  Dr.  A.  C.  McGuinness,  Room 
1036.  2800  Quebec  St.,  N.W.,  Washington  8,  D.  C,  Secy. 
American  Proaologic  Society,  Adantic  City,  June  15-18,  1959.  Dr. 
Karl  Zimmerman,  Pittsburgh.  Pres.;  Dr.  Norman  D.  Nigro,  10 
Peterboro,  Detroit  1 . Secy. 

American  Psychiatric  Association,  Philadelphia,  April  26-May  1,  1959. 
Dr.  Francis  J.  Gerty,  Chicago,  Pres.;  Dr.  C.  H.  Hardin  Branch, 
156  Westminister  Ave.,  Salt  Lake  City,  Secy. 


American  Public  Health  Association,  Adantic  City,  Oct.  19-23, 
1959.  Dr.  Leona  Baumgartner,  New  York,  Pres.;  Dr.  Berwyn  F. 
Mattison,  1790  Broadway,  New  York  19,  Executive  Secy. 
American  Society  of  Anesthesiologists,  Bal  Harbour,  Fla.,  Oct.  5-9. 
1959-  Dr.  Daniel  C.  Moore,  Seatde,  Pres.;  Dr.  J.  E.  Remlinger, 
Jr.,  188  W.  Randolph,  Chicago  1,  Secy. 

American  Society  of  Clinical  Pathologists,  Chicago,  Sept.  7-11, 
1959-  Dr.  Edward  L.  Burns,  Toledo,  Pres.;  Dr.  Coye  C.  Mason, 
2052  N.  Orleans  St.,  Chicago  14,  Secy. 

American  Surgical  Association,  San  Francisco,  April  15-17.  1959. 
Dr.  I.  S.  Ravdin,  Philadelphia,  Pres.;  Dr.  William  Altemeier, 
Cincinnad  General  Hospital,  Cincitinad  29.  Secy. 

American  Urological  Association,  Adantic  City,  April  20-23.  1959- 
Dr.  Adolph  Kutzmann,  Los  Angeles,  Pres.;  Dr.  Samuel  L.  Raines, 
188  S.  Bellevue  Blvd.,  Memphis,  Tenn.,  Secy. 

Association  of  American  Physicians  and  Surgeons,  Fort  Worth,  April 
2-4,  1959-  Dr.  Mai  Rumph,  Fort  Worth,  Pres.;  Mr.  Harry  E. 
Northam,  185  N.  Wabash  Ave.,  Chicago  1,  Executive  Secy. 
International  College  of  Surgeons,  U.  S.  Chapter.  Dr.  Curtice  Rosser, 
Dallas,  Pres.;  Dr.  Karl  Meyer,  1516  Lake  Shore  Dr.,  Chicago, 
Secy. 

National  Tuberculosis  Association,  Chicago,  May  24-29,  1959.  Dr. 
Mario  M.  Fischer,  New  York,  Pres.;  Mrs.  Wallace  B.  White, 
1790  Broadway,  New  York  19.  Secy. 

Radiological  Society  of  North  America,  Chicago,  Nov.  15-20,  1959- 
Dr.  Lawrence  L.  Robbins,  Boston,  Pres.;  Dr.  Donald  S.  Childs, 
713  E.  Genesee,  Syracuse  2,  N.Y.,  Secy. 

Southern  Medical  Association,  Atlanta,  Ga.,  Nov.  16-19,  1959. 
Dr.  Milford  O.  Rouse,  Dallas,  Pres.;  Mr.  V.  O.  Foster,  2601 
Highland  Avenue,  Birmingham  5,  Executive  Secy. 

Southern  Psychiatric  Assoication.  Dr.  J.  L.  Knapp,  Dallas,  Pres.; 

Dr.  Richard  Proctor,  Winston-Salem,  N.  C.,  Secy. 

Southern  Surgical  Association,  Hot  Springs,  Va.,  Dec.  8-10,  1959- 
Dr.  George  C.  Finney,  Baltimore,  Pres.;  Dr.  John  D.  Martin,  Jr., 
Emory  University,  Ga.,  Secy. 

Southwest  Allergy  Forum,  Houston,  April  26-28,  1959.  Dr.  Richard 
L.  Etter,  Houston,  Pres.;  Dr.  Richard  H.  Jackson,  156  Hermann 
Professional  Building,  Houston,  Secy. 

Southwest  Regional  Cancer  Conference.  Dr.  O.  J.  Wollenman,  Fort 
Worth,  Chm.;  Mrs.  Ira  Frances  Ball,  264  W.  11th,  Fort  Worth, 
Secy. 

Southwestern  Medical  Association,  Roswell,  N.  Mex.,  Oct.-Nov., 
1959-  Dr.  A.  R.  Clausen,  Albuquerque,  Pres.;  Dr.  M.  D.  Thom- 
as, 1501  Arizona  St.,  12-D,  El  Paso,  Secy. 

Tri-State  Medical  Assembly.  Dr.  Jack  Guthrie,  Camden,  Ark.,  Pres.; 
Dr.  Jason  Sanders,  Sanders  Clinic,  Kings  Highway,  Shreveport, 
La.,  Secy. 


State 

Private  Clinics  and  Hospitals  Association  of  Texas.  Dr.  Jack  S. 
Maxfield,  Dallas,  Pres.;  Mr.  Henry  E.  Taylor,  Medical  Arts 
Building,  Dallas,  Executive  Secy. 

Texas  Academy  of  General  Practice,  Galveston,  Oct.  4-7,  1959- 
Dr.  Charles  E.  Oswalt,  Jr.,  Fort  Stockton,  Pres.;  Mr.  Donald  C. 
Jackson,  1905  N.  Lamar,  Austin,  Executive  Secy. 

Texas  Academy  of  Internal  Medicine,  San  Antonio,  Dec.  4-5,  1959. 
Dr.  Merton  M.  Minter,  San  Antonio,  Pres.;  Dr.  Hugo  T.  Engel- 
hard!, 1216  Main,  Houston,  Secy.  Meetings  restricted  to  members. 
Texas  Air-Medics  Association,  San  Antonio,  April,  1959-  Dr.  R.  Henry 
Harrison,  Bryan,  Pres.;  Dr.  C.  F.  Miller,  P.  O.  Box  1338,  Waco, 
Secy. 

Texas  Chapter,  American  Association  of  Public  Health  Physicians, 
San  Antonio,  April  19.  1959-  Dr.  David  M.  Cowgill,  San  Benito, 
Pres.;  Dr.  B.  M.  Primer,  2709  Rio  Grande,  Austin. 

Texas  Chapter,  American  CoUege  of  Chest  Physicians,  San  Antonio, 
April  19.  1959.  Dr.  J.  O.  Armstrong.  Dallas,  Pres.;  Dr.  Carlos  J. 
Quintanilla,,  Box  592,  Harlingen,  Secy. 

Texas  Club  of  Internists.  Dr.  D.  D.  Warren.  Waco.  Pres.;  Dr.  L.  C. 

Carter,  2600  Proaer,  Port  Arthur.  Secy. 

Texas  Dermatological  Society,  San  Antonio,  April  20,  1959.  Dr.  Earl 
L.  Loftis,  Dallas,  Pres.;  Dr.  E.  N.  Walsh,  1410  Pruitt  St..  Fort 
Worth  4,  Secy. 

Texas  Diabetes  Association,  San  Antonio,  April  19.  1959.  Dr.  Merton 
Minter.  San  Antonio.  Pres.;  Dr.  Warren  W.  Moorman.  901  W. 
Leuda.  Fort  Worth,  Secy. 

Texas  Division,  American  Cancer  Society,  Austin,  Dec.,  1959- 
Dr.  John  A.  Wall,  Houston,  Pres.;  Mr.  Curt  W.  Reimann,  5014 
Bull  Creek  Rd.,  Austin  3,  Executive  Director. 

Texas  Heart  Association,  San  Antonio,  April  19.  1959-  Dr.  William 
B.  Adamson,  Abilene,  Pres.;  Ernest  T.  Guy,  404  Jesse  H.  Jones 
Library  Bldg.,  Texas  Medical  Center,  Houston  25,  Executive  Director. 
Texas  Hospital  Association.  Houston,  May  11-14,  1959.  Mr.  W.  P. 
Earngey,  Jr..  Fort  Worth,  Pres.;  Mr.  O.  Ray  Hurst.  2208  Main, 
Dallas,  Executive  Direaor. 

‘ Texas  Industrial  Medical  Association,  San  Antonio,  April  19,  1959. 
Dr.  Wendell  H.  Hamrick,  Houston,  Pres.;  Dr.  Robert  A.  Wise, 
Box  2180,  Houston,  Secy. 
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Texas  Neurophychiatric  Association,  San  Antonio,  April  19,  1959.  Dr. 
Samuel  R.  Snodgrass,  Galveston,  Pres.;  Dr.  Clarence  S.  Hoekstra, 
8215  Westchester  Drive,  Dallas,  Secy. 

Texas  Ophthalmological  Association,  San  Antonio,  April  19.  1959. 
Dr.  Harold  Beasley,  Fort  Worth,  Pres.;  Dr.  James  Scruggs,  2223 
Austin,  Waco,  Secy. 

Texas  Orthopedic  Association,  San  Antonio,  April  20,  1959.  Dr.  Louis 
J.  Levy,  Fort  Worth,  Pres.;  Dr.  Margaret  Watkins,  3503  Fairmount, 
Dallas,  Secy. 

Texas  Pediatric  Society,  Fort  Worth,  Houston,  1959.  Dr.  Bruce  A. 
Knickerbocker,  Dallas.  Pres.;  Dr.  James  N.  Walker,  5216  W. 
Freeway,  Fort  Worth,  Secy. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  San  Antonio,  April 
19.  1959.  Dr.  Vann  S.  Taylor,  Dallas,  Pres.;  Dr.  Lewis  A.  Leavitt. 
Veterans  Administration  Hospital,  Houston,  Secy. 

Texas  Radiological  Society,  Houston,  January,  I960.  Dr.  Herman 
C.  Sehested,  Fort  Worth,  Pres.;  Dr.  R.  P.  O’Bannon,  1216 
Pennsylvania,  Fort  Worth,  Secy. 

Texas  Rheumatism  Association,  San  Antonio.  Dec.  4,  1959-  Dr. 
Warren  W.  Moorman,  Fort  Worth,  Pres.;  Dr.  J.  Morris  Horn, 
3707  Gaston,  Dallas,  Secy. 

Texas  Society  of  Aging.  Mr.  Herbert  Shore,  Dallas,  Pres.;  Mrs. 

William  B.  Ruggles,  3701  Stratford,  Dallas,  Secy.-Tteas. 

Texas  Society  of  Anesthesiologists.  San  Antonio.  April  19,  1959.  Dr. 
M.  M.  Rosenzweig,  San  Antonio,  Pres.;  Dr.  M.  T.  Jenkins.  Park- 
land Hospital,  Dallas,  Secy. 

Texas  Society  of  Athletic  Team  Physicians,  San  Antonio,  April  18. 
1959.  Dr.  Edward  T.  Smith,  Houston,  Pres.;  Dr.  Jack  Brannon, 
2715  Fannin,  Houston.  Secy. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  San  Antonio, 
April  19,  1959.  Dr.  O.  P.  Griffin,  800  5th  Avenue,  Fort  Worth, 
Pres.;  Dr.  A.  C.  Broders,  Jr.,  Scott  and  White  Clinic  Hospital,  Tem- 
ple, Secy. 

Texas  Society  of  Ophthalmology  and  Otolaryngology.  Fort  Worth, 
Dec.  4-5,  1959.  Dr.  James  T.  Robison,  Austin,  Pres.;  Dr.  Edwin 
G.  Grafton,  4319  Oak  Lawn,  Dallas,  Secy. 

Texas  Society  of  Pathologists.  Dr.  Jarrett  Williams,  Abilene,  Pres.; 

Dr.  Sylvia  Johns,  414  Navarro  St.,  San  Antonio,  Secy. 

Texas  Society  of  Plastic  Surgeons,  San  Antonio,  April  18,  1959.  Dr. 
Baron  Hardy,  Houston.  Pres.;  Dr.  Raymond  Brauer,  6615  Travis, 
Houston,  Secy. 

Texas  Surgical  Society,  Austin,  April  5-7,  1959-  Dr.  Albert  Hart- 
man, San  Antonio,  Pres.;  Dr.  G.  V.  Brindley,  Jr.,  Scott  and 
White  Clinic,  Temple,  Secy. 

Texas  Traumatic  Surgical  Society,  San  Antonio,  April  19,  1959-  Dr. 
G.  V.  Brindley,  Temple,  Pres.;  Dr.  W.  E.  Crump,  1300  Eighth. 
Wichita  Falls,  Secy. 

Texas  Urological  Society.  Dr.  Charles  Hooks,  Galveston,  Pres.;  Dr. 
Charles  Hulse,  405  Medical  Professional  Building,  San  Antonio, 
Secy. 


District 


Second  District  Society,  Lamesa.  Dr.  Oscar  E.  Rhode,  Colorado  City, 
Pres.;  Dr.  John  H.  Chinn,  Jr.,  Colorado  City,  Secy. 

Third  District  Society,  Plainview,  April  4,  1959.  Dr.  Robert  H. 
Mitchell,  Plainview,  Pres.;  Dr.  H.  Fred  Johnson,  2308  W.  Eighth, 
Amarillo,  Secy. 

Fourth  District  Society.  Dr.  W.  L.  Smith,  San  Angelo,  Pres.;  Dr. 

S.  Braswell  Locker,  1501  11th  St.,  Brownwood,  Secy. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July  10-11,  1959- 
Dr.  O.  L.  Riley,  Corpus  Christi,  Pres.;  Dr.  Thelma  Frank,  1314 
16th  St.,  Corpus  Christi,  Secy. 

Seventh  District  Society.  Dr.  Robert  N.  Snider,  Austin,  Pres.;  Dr. 

Richard  Lucas,  502  W.  13,  Austin,  Secy. 

Eighth  District  Society.  Dr.  John  H.  Childers,  Galveston,  Pres.;  Dr. 

M.  Warren  Hardwick,  829  E.  Mulberry,  Angleton,  Secy. 

Tenth  District  Society.  Dr.  Albert  L.  Delaney,  Liberty,  Pres.;  Dr. 

Irving  M.  Richraan,  3280  Fannin  St.,  Beaumont,  Secy. 

Eleventh  District  Society,  May,  1959-  Dr.  Ben  Wilson,  Tyler,  Pres.; 

Dr.  Phillip  W.  Taylor,  833  S.  Beckham,  Tyler.  S^. 

Twelfth  District  Society.  Dr.  Paul  Mitchell,  Corsicana,  Pres.;  Dr. 

Mitchell  Brown,  Torbett  Clinic,  Marlin,  Secy. 

Fifteenth  District  Society.  Dr.  Charles  Wise.  Naples,  Pres.;  Dr.  George 
Bennett,  402  S.  Bolivar,  Marshall,  Secy. 


Clinics 


Blackford  Memorial  Cancer  Lectures,  Denison,  Nov.  3,  1959  (tenta- 
tive). Dr.  R.  G.  Gerard,  509  S.  Mirick,  Denison,  Chm. 
International  Medical  Assembly  of  Southwest  Texas,  San  Antonio. 
Dr.  Lawrence  B.  Reppert,  817  South  Texas  Bldg.,  San  Antonio, 
Secy.;  S.  E.  Cockrell,  202  W.  French  Place,  San  Antonio,  Exec. 
Secy. 


North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  Frank 
J.  Lee,  1300  8th,  Wichita  Falls,  Chm. 

Oklahoma  City  Clinical  Society  Conference,  Oklahoma  City,  Oct. 
26-28,  1959-  Dr.  Ralph  A.  Smith,  Oklahoma  City,  Pres.;  Miss 
Alma  F.  O’Donnell,  503  Medical  Arts  Bldg.,  Oklahoma  City  2, 
Executive  Secy. 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston,  July  20-22, 
1959.  Dr.  Herbert  H.  Harris.  Houston,  Pres.;  Dr.  C.  Forrest 
Jorns,  Secy.,  Exec.  Office,  412  Jesse  Jones  Library  Bldg., 
Houston  25. 

Board  Examinations 

Texas  State  Board  of  Examiners  in  Basic  Sciences,  April,  1959- 
Henry  B.  Hardt,  Ph.D.,  Fort  Worth,  Pres.;  Mrs.  ^tty  J. 
Anderson,  Chief  Clerk,  303  East  Seventh,  Austin. 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  June  22-24, 
1959-  Dr.  M.  H.  Crabb,  Fort  Worth,  Secy.;  Mrs.  Luanna  Reddin, 
1714  Medical  Arts  Bldg.,  Fort  Worth,  Assistant  Secy. 


MEDICOLEGAL  NOTES 

State  Legislation 
Of  Medical  Interest 

Bills  to  create  a state  medical  examiner  system,  recodify 
existing  statutes  relating  to  tuberculosis,  license  hospitals, 
and  bring  the  50  year  old  food  and  drug  act  up  to  date  are 
among  the  measures  of  medical  interest  which  will  be  con- 
sidered by  the  current  Texas  Legislamre.  The  Council  on 
Medical  Jurisprudence  of  the  Texas  Medical  Association 
has  evaluated  these  measures  and  recommended  support  of 
most  of  them.  The  Executive  Council  ratified  the  action 
of  the  council  January  25. 

Approval  has  been  given  the  following  legislation; 

Medical  Examiner  Bill  (S.  B.  28). — ^This  act  would 
create  a state  medical  examiner  commission  and  provide 
for  a chief  medical  examiner  and  appointed  regional  med- 
ical examiners  upon  request  of  commissioners  courts.  Cer- 
tain specified  duties  heretofore  vested  in  the  justices  of 
peace  as  to  death  investigations  would  be  vested  in  the 
commission,  chief  medical  examiner,  and  regional  medical 
examiners. 

Tissue  Bill. — This  legislation  has  not,  as  yet,  been  in- 
troduced, but  if  it  is,  it  would  provide  for  the  donation 
and  bequest  of  human  bodies  and  organs,  members  and 
parts  thereof,  for  the  purpose  of  advancing  medical  science 
or  for  the  replacement  or  rehabilitation  of  diseased  or 
worn-out  organs  of  living  humans. 

Texas  Tuberculosis  Code. — This  bill  when  introduced 
will  recodify  existing  statutes  pertaining  to  the  care  and 
treatment  of  persons  afflicted  with  tuberculosis.  It  also 
makes  provision  for  the  care  of  indigent  persons  having 
tuberculosis,  as  well  as  those  individuals  refusing  care  and 
treatment. 

Narcotic  Law  Amendments. — This  legislation  when  intro- 
duced will  bring  certain  drugs,  including  paregoric,  under 
the  professional  control  of  pharmacists  and  physicians  and 
will  eliminate  unauthorized  outlets  for  dispensing  certain 
drugs. 

Dangerous  Drug  Act. — ^This  proposed  legislation  will 
regulate  and  control  the  handling,  sale,  and  distribution  of 
certain  drugs  classed  as  "dangerous”  and  yet  will  allow 
the  public  to  receive  the  therapeutic  benefits  of  these  drugs 
under  medical  supervision. 

Pharmacy  Law  Amendments. — These  amendments  mainly 
pertain  to  the  regulation  and  practice  of  pharmacy  for  bet- 
ter enforcement  of  existing  laws. 

Hospital  Licensing  Act. — This  legislation  being  intro- 
duced provides  for  the  licensing  of  all  hospitals  with  the 


116 


TEXAS  State  Journal  of  Medicine,  FEBRUARY,  1959 


exception  of  nursing  homes,  private  mental  hospitals,  and 
certain  federal  and  state  hospitals,  and  mainly  emphasizes 
safety,  fire  prevention,  and  sanitation  in  hospitals. 

Air  Pollution  Bill. — This  contemplated  legislation  will 
create  a Texas  air  pollution  advisory  council  in  the  Texas 
State  Department  of  Health  and  is  intended  to  alleviate 
and/or  eliminate  certain  pollution  problems  that  could 
arise  in  the  future. 

Delayed  Registration  of  Births. — A great  majority  of  the 
states  have  adopted  this  system  and  it  has  the  approval  of 
the  Commissioners  on  Uniform  State  Laws,  as  well  as  the 
American  Bar  Association.  In  effect,  it  would  eliminate 
fraudulent  registrations,  would  give  reasonable  assurance  to 
individuals  filing  delayed  records  that  certified  copies  will 
be  accepted  as  proof  of  birth  facts,  and  in  the  interest  of 
national  security  would  eliminate  the  filing  of  fraudulent 
records  to  be  used  in  making  false  claims  to  citizenship. 

Marriage  and  Divorce  Registration. — Approximately  40 
states  now  have  a centralized  registration  of  marriages  and 
divorces.  Proof  is  often  needed  to  qualify  for  insurance 
payments  or  other  benefits.  Attorneys,  courts,  welfare  agen- 
cies, and  social  service  groups  are  also  vitally  interested. 
From  the  standpoint  of  civil  defense,  these  records  would 
be  valuable  in  case  others  were  lost  or  destroyed.  In  effect, 
this  bill  would  provide  for  the  "birth  and  death  of  families 
in  Texas.”  Both  this  and  the  delayed  registration  bill  are 
self-supporting  by  fee. 

Coordinated  Health  Program. — This  would  be  permissive 
legislation,  locally  controlled  and  locally  operated,  and 
would  permit  cities  and  counties  to  prevent  duplications 
and  conflias  of  efforts  in  improving  public  health  if  they 
desired  to  do  so.  According  to  present  state  laws,  each  city 
must  have  a city  health  officer  and  each  county  must  have 
a county  health  officer.  In  -Texas  at  this  time  there  are 
some  counties  that  have  about  20  cities  within  the  county, 
which  means  there  will  be  a county  health  officer  and 
about  20  city  health  officers  within  a county.  This  legisla- 
tion would  permit  a consolidation  of  effort  and  personnel 
if  the  cities  and  counties  desired  to  do  so. 

Sale  of  Shellfish. — Because  of  the  lack  of  adequate  laws, 
a large  number  of  oysters  consumed  in  this  state  are  har- 
vested and  processed  by  whatever  means  are  available.  Many 
of  these  find  their  way  into  certified  containers  and  are  sold 
as  certified  oysters.  This  act  if  passed  would  regulate  the 
sale  of  shellfish,  authorize  the  State  Commissioner  of 
Health  to  declare  polluted  areas  from  which  shellfish  may 
not  be  taken  for  the  purpose  of  sale,  and  establish  rules 
and  regulations  fixing  standards  of  sanitation  in  the  handl- 
ing of  shellfish. 

Texas  Food,  Drug,  and  Cosmetic  Act. — Thirty-eight 
states  have  now  adopted  some  form  of  uniform  law,  but 
Texas  continues  to  operate  under  a completely  out-dated 
and  wholly  inadequate  law.  No  significant  revision  has 
been  made  in  this  law  since  it  was  originally  passed  almost 
50  years  ago.  This  legislation,  if  enacted,  will  give  Texas 
consumers  the  same  protection  against  adulterated  and 
misbranded  food,  drugs,  and  cosmetics  as  is  afforded  by 
the  federal  law  against  such  goods  in  interstate  commerce. 

Opposition  has  been  expressed  by  the  Council  on  Medi- 
cal Jurisprudence  to  H.  B.  42  (similar  to  a bill  opposed 
last  session  by  the  council),  which  provides  for  the  cer- 
tification of  psychologists,  qualification  of  applicants,  es- 
tablishment of  a state  board  of  examiners  of  psychologists, 
revocation  or  suspension  of  certifications,  and  other  items. 
The  council  points  out  that  passage  of  such  a law  would 
be  another  encroachment  into  the  practice  of  medicine  by 
a group  not  qualified  so  to  practice. 

The  council  has  recommended  that  individual  physicians 
make  known  their  views  on  health  legislation  to  their 
senators  and  representatives. 


Transfusions  Carry  Risks 

Blood  transfusions  have  made  possible  great  strides  in 
the  practice  of  medicine.  Because  of  the  relative  ease  with 
which  blood  and  plasma  transfusions  are  carried  out,  it 
is  possible  physicians  may  overlook  the  fact  that  transfu- 
sions are  accomp>anied  by  certain  dangers  to  the  j>atient 
and  possible  liability  to  the  physician.  In  giving  or  receiv- 
ing blood,  there  are  some  risks  assumed  by  patients,  but 
there  are  others  which  are  not  assumed  and  may  cause  the 
physician  or  hospital  legal  difficulty. 

It  seems  to  be  a well  known  fact  in  medical  practice 
that  a certain  number  of  transfusions  have  an  inevitably 
fatal  reaction.  Along  this  line  it  has  been  estimated  that 
1 per  cent  of  all  transfusions  result  in  an  allergic  reaction. 
A physician  should  be  cognizant  of  this  and  exercise  the 
degree  of  care  required  to  avoid  such  reaction. 

In  emergency  cases,  a physician  must  use  his  best  medi- 
cal judgment  to  determine  whether  to  administer  blood 
immediately  despite  the  danger  of  relatively  incomplete 
blood  testing,  or  risk  the  delay  involved  while  awaiting 
further  tests.  Even  in  emergencies,  though,  there  are  gen- 
erally accepted  laboratory  procedures. 

Unanticipated  fainting  is  expected  in  certain  donors. 
This  fainting,  per  se,  is  not  unusual,  but  does  become 
legally  important  to  the  physician  should  injury  result. 

Secondary  anemia  after  a blood  donation  seems  inevit- 
able, but  donors  should  be  screened  carefully  prior  to  do- 
nation so  that  this  condition  is  not  aggravated.  It  is  this 
"aggravation”  which  could  cause  the  physician  some  legal 
concern. 

A patient  does  not  assume  the  risk  of  receiving  incor- 
rectly typed  blood,  nor  does  he  assume  the  risk  of  errors 
in  properly  identified  blood,  nor  is  a patient  responsible 
for  blood  erroneously  given  him.  In  a Mississippi  case,* 
a hospital  technician  mislabeled  two  samples  of  blood 
which  he  had  originally  correctly  typed.  As  a result,,  the 
patient  undergoing  surgery  was  given  incompatible  blood 
and  died.  The  Mississippi  Supreme  G>urt,  in  overruling 
the  charitable  immunity  doctrine  (which  is  a trend  today), 
held  that  the  hospital  was  liable  in  damages  for  the  negli- 
gence of  its  technician.  Another  casef  involved  a nurse 
and  intern  in  New  York  administering  a blood  transfusion 
to  a patient  over  the  patient’s  protests.  It  developed  the 
transfusion  was  intended  for  another  patient.  Under  the 
law  in  New  York  at  that  time,  the  hospital  was  held 
liable  on  the  basis  of  an  assault  or  trespass.  In  still  another 
case,t  incompatible  blood  caused  a fatal  reaction  following 
transfusion.  Again  the  hospital  was  held  liable  for  the 
technician’s  negligence  in  reporting  the  blood  of  the  donor 
compatible  with  that  of  the  patient. 

Evidence  of  negligence  might  be  shown  where  the  pa- 
tient is  given  contaminated  blood,  blood  damaged  in  stor- 
age, or  blood  which  has  been  stored  too  long.  A patient 
does  not  assume  these  risks,  nor  does  he  assume  the  risk 
of  receiving  a disease  such  as  syphilis,  malaria,  measles, 
and  influenza  due  to  a transfusion  as  these  can  be  reason- 
ably prevented.  If  proven  to  be  due  to  a transfusion,  such 
a disease  raises  a presumption  of  negligence. 

In  treating  cardiac  patients  and  infants,  physicians  are 
required  to  exercise  special  care  in  giving  transfusions  so 
as  to  avoid  overloading  the  circulatory  system.  Failure  to 
exercise  such  degree  of  care  could  lead  to  liability. 

— Philip  R.  Overton,  LL.B.,  Austin. 


* Mississippi  Baptist  Hospital  v.  Holmes  (55  So.  2d  142). 
■fNecolayff  v.  Geness  Hospital  (61  N.Y.S.  2d  832). 
XNational  Homeopathic  Hosp.  v.  Phillips  (181  F.  2d 
293). 


TEXAS  State  Journal  of  Medicine,  FEBRUARY,  1959 


117 


DRUG  NOTES 

Trancopal,  Methoxydone 
Said  to  Relieve  Anxiety 

Trancopal  (Winthrop)  is  a brand  of  chlormethaza- 
none,  a new  chemical  entity  said  to  be  effective  both  as  a 
muscle  relaxant  and  as  a tranquilizer.  Trancopal  is  said 
to  be  91  per  cent  effective  in  musculoskeletal  disorders 
such  as  low  back  pain,  skeletal  muscle  spasm,  stiff  neck, 
bursitis,  rheumatoid  arthritis,  osteoarthritis,  and  disk  syn- 
drome. Trancopal  also  is  said  to  be  93  per  cent  effective 
in  anxiety  and  tension  states  such  as  tension  dysmenorrhea, 

,o 

CHi  WN-CHt 

° TRANCOPM 

Fig.  1.  Formula  for  Trancopal. 


bronchial  asthma,  hyperhidrosis,  angina,  and  hypertension. 
Chlormethazanone  has  a lower  incidence  of  side  effects 
than  zoxazolamine  (Flexin-McNeil),  methocarbamol  (Ro- 
baxin-Robins) , or  meprobamate  (Equanil-Wyeth;  Miltown- 
Wallace).  Toxicity  is  reported  as  less  than  with  aspirin 
while  contraindications  are  not  known.  Trancopal  is  with- 
out gastric  irritation  and  causes  no  euphoria  or  depression. 

Trancopal  is  given:  100  mg.  orally  3 or  4 times  a day. 

Chemically,  Trancopal  is  2-(4-chlorophenyl)-3-methyl- 
tetrahydro-1, 3,  4-thiazin-4-one-l,  1 -dioxide  or  2-(4-chloro- 
phenyl) -3-methyl-4-metathiazanone-l -dioxide  with  the  for- 
mula as  shown  in  figure  1. 

A series  of  these  compounds  was  prepared  and  examined 
and  was  found  to  act  as  central  nervous  system  depressants, 
paralyzing  agents,  anticonvulsants,  and  in  general  to  have 
a mephenesin-like  action.  The  series  was  divided  into  two 
groups : the  sulfides  and  the  sulfones.  This  latter  group 
has  two  oxygen  atoms  attached  to  the  sulfur  as  in  position 
1.  The  profile  of  action  of  the  sulfides  was  similar  to  that 
of  the  sulfones;  however,  the  pattern  of  the  action  was 
different.  The  most  promising  compounds  were  those  in 
which  position  3 (see  Trancopal  formula)  was  one  of  the 
lower  alkyl  groups  (for  example,  methyl,  ethyl)  while 
position  2 contained  a chloro-substituted  phenyl  group. 

In  Trancopal,  the  chlorine  atom  is  in  the  4 position. 
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Fig.  2.  Derivatives  of  glycerin. 
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One  other  member  of  the  same  series,  differing  only  in 
that  it  was  3, 4 dichloro-,  that  is,  having  a chlorine  atom 
in  both  the  3 and  4 positions,  also  showed  promise.  It  is 
likely  that  the  increased  halogenation  may  increase  the 
potency  of  some  particular  aspect  of  the  pharmacological 
action.  Although  this  is  only  conjecture,  it  will  be  inter- 
esting to  see  whether  or  not  this  or  other  members  of 
this  series  appear  at  a later  date. 

Methoxydone  (AHR  233),  5-(o-methoxyphenoxym- 
ethyl ) -2-oxa2olidone  (Robins)  is  not  yet  available,  but  its 
relationship  to  similar  strucmres  indicates  a possible  skel- 
etal muscle  relaxant.  Pilot  studies  suggest  that  the  drug 
may  be  of  value  in  patients  with  marked  tension,  anxiety, 
and  agitation  with  depression. 

The  formulas  in  figure  2 will  help  orient  this  compound 
with  certain  drugs  with  which  we  are  already  familiar. 
They  all  can  be  considered  as  derivatives  of  glycerin.  The 
picmred  conversions  are  didactic  and  do  not  indicate 
methods  of  preparation.  It  is  logical  that  Squibb  could 
prepare  the  cyclic  analogue  of  Tolseram  corresponding  to 
Methoxydone. 

Tofranil  ( Imipramine  ) , G22355,  N-(3-dimethyl- 
aminopropyl)  iminodibenzyl  hydrochloride,  is  under  investi- 
gation by  the  Giegy  Company.  This  drug  is  similar  in  its 
action  to  chlorpromazine  (Thorazine — Smith,  Kline  and 
French),  being  a potent  antidepress ive  drug.  Fifty  to  200 
mg.  of  the  drug  has  been  given  orally  to  about  63  pa- 
tients, over  a 3 week  period.  Marked  to  moderate  improve- 
ment was  noted  in  about  80  per  cent  of  the  patients.  Three 
persons  were  helped  slightly,  while  6 patients  showed  no 
improvement.  Discontinuance  of  treatment  after  4 to  8 
weeks  brought  a remrn  of  the  depression. 

Catron  (J.B.  516)  is  ■ amonoamine  oxidase  inhibitor 
which  is  still  being  smdied  by  Lakeside  Laboratories.  Cat- 
ron may  possibly  be  useful  in  the  treatment  of  depression 
states. 

Serotonin  and  norepinephrine,  for  example,  are  impor- 
tant in  brain  function.  These  and  other  amines  are  in- 
activated by  monoamine  oxidase.  A monoamine  oxidase  in- 
hibitor is  thought  to  protect  these  amines  from  breakdown, 
thereby  causing  their  accumulation. 

Iproniazid  (Marsilid — Roche)  has  been  used  as  a "psy- 
chic energizer”  in  the  depressed  mental  patient,  and  its 
effect  has  been  based  on  its  ability  to  inhibit  monoamine 
oxidase. 

Comparative  structures  in  figure  3 indicate  the  close 
relationship  between  the  two  drugs.  Catron  is  said  to  be 
potent  and  long  acting  (up  to  7 days  in  rats ) . 
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Fig.  3.  Formulas  for  Catron  and  Iproniazid. 


Pfizer  is  now  supplying  Abminthic.  Chemically  this  is 
dithiazanine  iodide,  already  on  the  market  as  Delvex  (Lil- 
ly). Pfizer  International  markets  dithiazanine  as  DlLOM- 
BRIN. 

Kynex  (Lederle)  or  Midicel  ( Parke-Davis ) is  available 
in  Munich  as  Davosin  ( Parke-Davis  ) . 

— Herbert  Schwartz,  M.S.,  Austin. 


EDUCATION 

Postgraduate  Courses 

Medicine  and  Surgery,  Temple,  March  2-4. — ^This  sev- 
enth annual  Scott  and  White  Conference  is  presented  by 
the  Temple  Division  of  the  University  of  Texas  Postgrad- 
uate School  of  Medicine.  It  will  cover  problems  of  gen- 
eral interest  in  medicine  and  surgery  and  is  sponsored  by 
Scott,  Sherwood  and  Brindley  Foundation.  Dr.  F.  J.  L. 
Blasingame,  executive  vice-president  of  the  American  Med- 
ical Association,  will  be  guest  speaker.  Fee  is  $25.  Regis- 
tration forms  are  available  from  the  office  of  the  Assistant 
Dean,  University  of  Texas  Postgraduate  School  of  Medicine, 
Temple  Division,  Temple. 

Electrocardiography , Oklahoma  City,  March  2-6. — Given 
by  the  University  of  Oklahoma  Medical  Center,  this  course 
in  advanced  electrocardiography  has  as  a prerequisite  a bas- 
ic electrocardiography  course.  Further  information  may  be 
requested  from  the  Office  of  Postgraduate  Education,  Uni- 
versity of  Oklahoma  Medical  Center,  801  N.E.  13th  Street, 
Oklahoma  City. 

Eye,  Cincinnati,  March  9-12.  A 4 day  course  in  eye  care 
and  industrial  eye  programs  will  be  presented  by  the  Insti- 
tute of  Industrial  Health  and  the  Department  of  Ophthal- 
mology of  the  University  of  Cincinnati.  The  course  is  open 
to  physicians  only,  with  preference  given  to  men  in  active 
industrial  practice.  For  further  information,  doctors  should 
write  Secretary,  Institute  of  Industrial  Health,  Kettering 
Laboratory,  Eden  and  Bethesda  Avenue,  Cincinnati  19- 

Medicine,  Oklahoma  City,  March  11. — A short  course 
covering  advances  in  the  diagnosis  and  management  of 
common  allergic  disorders  will  be  held  at  the  University 
of  Oklahoma  Medical  Center  in  afternoon  and  evening  ses- 
sions. For  further  information,  interested  persons  should 
write  Office  of  Postgraduate  Education,  University  of  Ok- 
lahoma Medical  Center,  801  N.E.  13th  Street,  Oklahoma 
City. 

Ophthalmology-Otolaryngology,  Oklahoma  City,  March 
12-13. — Sponsored  by  the  Oklahoma  City  Society  of  Oph- 
thalmology and  Otolaryngology',  this  2 day  course  will 
include  Dr.  Michael  J.  Hogan  of  San  Francisco  among  its 
prominent  guest  lecturers.  Further  information  may  be  re- 
ceived from  the  Office  of  Postgraduate  Education,  Univers- 
ity of  Oklahoma  Medical  Center,  801  N.E.  13  th  Street, 
Oklahoma  City. 

Allergy,  San  Francisco,  March  15-20. — The  fifteenth 
Congress  and  Graduate  Instructional  Course  in  Allergy  will 
be  held  by  the  American  College  of  Allergists  at  the  Mark 
Hopkins  Hotel  in  San  Francisco.  Fee  for  the  instructional 
course  is  $50,  three  days;  $35,  two  days;  $20,  one  day; 
$15,  all  members  of  the  college  in  good  standing.  Further 
information  is  available  from  the  college  in  care  of  Dr. 
John  D.  Gillaspie,  treasurer,  2049  Broadway,  Boulder, 
Colo. 

Mold  Allergy,  San  Francisco,  March  20-21. — Presented 
by  the  Association  of  Allergists  for  Mycological  Investiga- 
tions, Inc.,  this  instructional  course  on  mold  allergy  will 
immediately  follow  the  aforementioned  allergy  meetings  at 
the  Mark  Hopkins  Hotel  in  San  Francisco.  Registration  fee 
is  $25.  Address  for  preregistrations  is  that  of  Dr.  Homer 
E.  Prince,  P.O.  Box  519,  Crockett,  Texas. 

Surgery  of  the  Hand,  New  York,  March  16-21. — ^New 
York  University  Post-Graduate  Medical  School  offers  this 
full-time  course  to  be  given  at  Beekman-Downtown  Hos- 
pital under  direction  of  Dr.  William  T.  Medl.  Maximum 
class  will  be  20.  For  further  information,  doctors  may  write 
the  Office  of  the  Associate  Dean,  New  York  University 
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Post-Graduate  Medical  School,  550  First  Avenue,  New 
York  16. 

Rheumatic  Disorders,  New  York,  March  17-31. — Ortho- 
pedic aspects  of  treatment  of  rheumatic  disorders  will  be 
studied  in  a part-time  course  three  successive  Tuesdays, 
9 a.m.  to  5 p.m.  Extensive  clinical  material  from  Bellevue 
and  University  Hospitals  will  be  used.  A maximum  class 
of  20  will  be  accepted;  the  course  director  will  be  Dr. 
Robert  L.  Preston.  Further  information  is  available  from 
the  sponsoring  New  York  University  Post-Graduate  Medi- 
cal School’s  Office  of  the  Associate  Dean,  550  First  Ave- 
nue, New  York  16. 

Medical  Technology,  Denver,  March  16-20. — The  third 
postgraduate  course  in  medical  technology  will  be  pre- 
sented by  the  University  of  Colorado  School  of  Medicine 
and  the  Colorado  State  Society  of  Medical  Technologists. 
Dr.  Joseph  H.  Gast,  Baylor  University  College  of  Medi- 
cine; Dr.  Ernest  Jawetz,  University  of  California  Medical 
Center;  and  Dr.  William  Sunderman,  Jefferson  Medical 
College,  will  be  among  guest  lecturers.  A detailed  program 
is  available  from  the  University  of  Colorado  Medical  Cen- 
ter, Office  of  Postgraduate  Medical  Education,  4200  East 
Ninth  Avenue,  Denver  20. 

Allergic  Conditions,  New  York,  March  23-25. — New 
York  University  Post-Graduate  Medical  School  will  offer 
in  this  full-time  refresher  course  a comprehensive  review 
of  recent  advances  in  diagnosis  and  treatment  of  allergic 
diseases.  Dr.  Abner  M.  Fuchs  will  direct.  For  additional 
information,  one  may  write  the  Office  of  the  Associate 
Dean,  New  York  University  Post-Graduate  Medical  School, 
550  First  Avenue,  New  York  16. 

Myringoplasty,  Houston,  March  26-28. — The  University 
of  Texas  Postgraduate  School  of  Medicine  will  present  this 
course  from  9 a.m.  until  5 p.m.  at  the  Texas  Medical 
Center.  Course  content  is  lecmres,  motion  pictures,  demon- 
strations, operation  rooms,  office  routine,  patient  follow- 
up, theory  and  reconstruction  of  skin  grafting  for  tympanic 
perforations,  reconstructions  of  middle  ear,  adhesive  deaf- 
ness, atresia  of  the  ear  canal,  and  healing  of  fenestration 
and  mastoidectomy  cavities.  Tuition  is  $50. 

Chest,  Philadelphia,  March  30-April  3. — The  Council  on 
Postgraduate  Medical  Education  of  the  American  College  of 
Chest  Physicians  will  present  its  twelfth  annual  postgradu- 
ate course  on  diseases  of  the  chest  at  the  Sheraton  Hotel  in 
Philadelphia.  Tuition  for  the  5 day  course  will  be  $100, 
including  luncheon  sessions.  Further  information  may  be 
obtained  from  the  Executive  Director,  American  College  of 
Chest  Physicians,  112  East  Chestnut  Street,  Chicago  11. 

Internal  Medicine,  New  York,  April  6-May  29. — Vari- 
ous sessions  will  be  held  in  allergy,  arthritis,  cardiology, 
clinical  electrocardiography,  endocrinology,  gastroenterol- 
ogy, hematology,  renal  failure,  and  hypertension,  and  reg- 
istration may  be  for  the  entire  full-time  seminar  or  for 
part-time.  Further  information  may  be  received  from  the 
Office  of  the  Associate  Dean  of  the  sponsoring  New  York 
University  of  Post-Graduate  Medical  School,  550  First  Ave- 
nue, New  York  l6. 

Anesthesiology,  Oklahoma  City,  April  8. — The  Univers- 
ity of  Oklahoma  Medical  Center  will  sponsor  this  post- 
graduate short  course  on  anesthesia  for  the  part-time  anes- 
thetist. Those  interested  may  write  the  Office  of  Postgrad- 
uate Education,  University  of  Oklahoma  Medical  Center, 
801  N.E.  13th  Street,  Oklahoma  City. 

Brain,  Houston,  April  8-10. — ^The  brain-damaged  child 
will  be  the  subject  of  this  2 Vi  day  course  at  the  Uni- 
versity of  Texas  M.  D.  Anderson  Hospital  and  Tumor  Insti- 
tute. The  course  will  cover  all  aspects  of  the  problem,  and 
seven  national  authorities  have  been  invited  as  guest  lec- 
turers. Registration  fee  is  $5.  Further  information  may  be 
received  from  the  hospital,  Texas  Medical  Center,  Hous- 
ton 25. 


University  of  Texas  Medical  Branch 

Dr.  Elwood  E.  Baird  of  the  Department  of  Pathology  of 
the  University  of  Texas  Medical  Branch,  Galveston,  has 
been  elected  to  the  Board  of  Schools  of  Medical  Technol- 
ogy, which  directs  training  programs  for  medical  technolo- 
gists in  all  the  approved  schools  in  the  United  States. 

Dr.  J.  Fred  Mullins,  chairman  of  the  Department  of 
Dermatology  at  the  Medical  Branch,  has  been  named  to 
the  board  of  the  recently  formed  National  Foundation  for 
Research  in  Cutaneous  Medicine. 

Elected  to  the  American  Board  of  Pediatricians  is  Dr. 
Arild  E.  Hansen,  chairman  of  the  Department  of  Pediatrics 
at  the  Medical  Branch. 

Dr.  Hamilton  Ford,  Galveston,  was  named  president- 
elect of  the  Central  Neuropsychiatric  Association  recently. 

Dr.  James  V.  Warren,  formerly  professor  of  medicine  at 
Duke  University  Medical  Center,  Durham,  will  become 
chairman  of  the  Department  of  Internal  Medicine  at  the 
Medical  Branch.  He  is  known  for  his  research  on  heart 
disease. 

Leroy  J.  Olson,  Ph.D.,  Medical  Branch  microbiologist, 
has  been  awarded  a $20,700  National  Science  Foundation 
grant  to  support  his  research  for  3 years.  He  will  investi- 
gate "Origin  and  Evolution  of  Host  Parasite  Relationship.” 

The  Alpha  Nu  Chapter  of  Phi  Delta  Epsilon  Fraternity 
at  the  University  of  Texas  Medical  Branch,  Galveston,  spon- 
sored the  Meyer  Bodansky  Lectureship,  January  23.  Selman 
A.  Waksman,  Ph.D.,  director,  Rutgers  Instimte  of  Micro- 
biology, New  Brunswick,  N.  J.,  was  guest  speaker. 


Prairie  View  Assembly 
To  Be  Held  March  2-5 

Slated  for  Prairie  View  A.  and  M.  College  March  2-5  is 
the  twenty-third  annual  Postgraduate  Medical  Assembly, 
which  is  sponsored  yearly  by  the  Texas  Tuberculosis  As- 
sociation, Prairie  View  College,  the  Texas  State  Department 
of  Health,  and  the  Texas  and  Lone  Star  State  Medical  As- 
sociations. The  assembly  is  approved  for  category  II  (in- 
formal) training  for  members  of  the  American  Academy 
of  General  Practice. 

The  program  will  be  presented  by  Texas  and  out-of-state 
doctors,  including  Dr.  Joseph  G.  Gathings  of  Washington, 
D.  C.;  Dr.  W.  Roderick  Brown  of  Pittsburgh,  Pa.;  Dr. 
Julian  W.  Ross  and  Dr.  J.  B.  Johnson,  both  of  Washing- 
ton, D.  C.;  Dr.  J.  C.  Madison,  Dr.  Katharine  H.  K.  Hsu, 
and  Dr.  Thelma  Patten  Law,  all  of  Houston;  Dr.  Hamil- 
ton Ford  and  Dr.  Eugene  C.  McDanald,  Jr.,  both  of  Gal- 
veston; Dr.  Morris  Polsky  and  Dr.  Catherine  J.  E.  Roett, 
both  of  Austin. 

Dr.  P.  G.  Byrd  of  Beaumont  will  preside  at  a public 
health  session.  Miss  Lois  Jean  Richards  of  Orange  will  dis- 
cuss medical  hospital  records,  and  Beatrix  Cobb,  Ph.D.,  of 
Lubbock  will  speak  on  "The  Physician’s  Role  in  Rehabili- 
tation Counseling  of  the  Handicapped.” 


Baylor  University  College  of  Medicine 

Dr.  D.  Truett  Gandy,  lecturer  in  dermatology  (formerly 
clinical  professor) , Baylor  University  College  of  Medicine, 
has  returned  from  a trip  around  the  world  during  which 
he  participated  in  the  International  Congress  of  Allergol- 
ogy in  Paris  and  the  International  Congress  of  Leprology 
in  Tokyo. 


120 


TEXAS  State  Journal  of  Medicine,  FEBRUARY,  7959 


Grants  Awarded  for  Training 
In  Mental  Institutions 

Thirty-three  grants  for  in-service  training  of  workers  in 
mental  institutions  of  southern  states  have  been  awarded 
to  date  by  the  Southern  Regional  Education  Board  under 
its  program  in  mental  health  training  and  research,  an- 
nounced Dr.  Paul  W.  Penningroth,  program  dirertor.  Dr. 
R.  C.  Rowell  of  Terrell  is  among  the  grant  recipients. 

Nineteen  employees  of  mental  hospitals  and  fourteen 
employees  in  training  schools  in  the  region  have  received 
an  average  of  $202  to  visit  facilities  for  the  care  and  treat- 
ment of  the  mentally  ill  ot  retarded  in  10  different  states. 
These  grants  are  made  possible  by  the  National  Institute 
of  Mental  Health.  Persons  interested  in  the  grants  may 
write  for  an  application  to  the  Southern  Regional  Educa- 
tion Boatd,  881  Peachtree  Street,  N.E.,  Atlanta  9,  Ga. 


State  Board  of  Medical  Examiners 
Sets  Deadlines,  Announces  Licensees 

The  Texas  State  Board  of  Medical  Examiners  will  give 
examinations  and  consider  applications  for  licenses  by 
reciprocity  June  22-24  at  the  Texas  Hotel  in  Fort  Worth. 

Applications  for  reciprocity  must  be  completed  and  on 
file  at  least  30  days  prior  to  the  June  meeting  date,  and 
applications  for  the  examinations  must  be  complete  and 
on  file  at  least  10  days  prior  to  the  June  session. 

The  board  met  in  Austin  January  17-18  to  review  the 
results  of  December  examinations  and  to  issue  licenses  by 
examination  and  reciprocity.  Forty-four  licenses  were  is- 
sued to  43  doctors  of  medicine  and  1 osteopath;  40  licenses 
were  issued  by  reciprocity  to  36  physicians  and  4 osteo- 
paths. 

The  board  issued  a certificate  to  the  doctor  making  the 
highest  average  grade  at  the  examinations:  Dr.  Cornelius 
John  Hayes,  University  of  Texas  Medical  Branch  in  Gal- 
veston. 


Research  in  Cutaneous  Medicine 
To  Be  Supported  by  Foundation 

The  National  Foundation  for  Research  in  Cutaneous 
Medicine  has  been  formed  recently  for  the  support  and 
promotion  of  research  in  the  field  of  skin  disease.  Dr.  J. 
Fred  Mullins  of  Galveston  is  one  of  the  members  of  the 
medical  advisory  board. 

The  purpose  of  the  foundation  is  to  ptomote  the  ad- 
vance of  medical  science  in  the  field  of  cutaneous  diseases, 
afflictions,  and  ailments  and  to  support  and  coordinate 
research,  experiments,  tests,  and  studies  on  a broad  scale. 


Ophthalmology  Fellowships  Announced 

Six  additional  fellowships  for  residents  in  ophthalmol- 
ogy, to  be  awarded  July  1,  have  been  announced  by  the 
Guild  of  Prescription  Opticians  of  America,  Inc.  Applica- 
tions must  be  received  by  May  15. 

Each  fellowship  is  for  a total  of  $1,800,  payable  in 
monthly  stipends  over  the  period  of  a 3 year  residency. 
Application  forms  and  covering  information  are  available 
from  Fellowships,  Guild  of  Prescription  Opticians  of  Amer- 
ica, Inc.,  110  East  23rd  Street,  New  York  10. 


MEDICAL  MEETINGS 

18  To  Be  1959  Honor  Guests 
At  Dallas  Clinical  Session 

The  Dallas  Southern  Clinical  Society  will  have  18  out- 
of-state  doctors  as  honor  guests  and  speakers  when  it  holds 
its  twenty-eighth  annual  spring  clinical  conference  at  the 
Statler  Hilton  Hotel  in  Dallas  March  23-25. 

The  speakers  include  Dr.  Leo  H.  Bartemeier  of  Balti- 
more, psychiatry;  Dr.  Elmer  Belt  of  Los  Angeles,  urology; 
Dr.  Edward  P.  Cawley  of  Charlottesville,  Va.,  dermatology; 
Dr.  Robert  J.  Coffey  of  Washington,  D.  C.,  and  Dr. 
Charles  Eckert  of  Albany,  N.  Y.,  surgery;  Dr.  Jerome  W. 
Conn  of  Ann  Arbor,  Dr.  Samuel  B.  Nadler  of  New  Or- 
leans, and  Dr.  William  A.  Sodeman  of  Philadelphia,  medi- 
cine; Dr.  Frank  D.  Costenbader  of  Washington,  D.  C.,  and 
Dr.  Irving  H.  Leopold,  Philadelphia,  ophthalmology;  Dr. 
Philip  J.  Hodes  of  Philadelphia,  radiology. 

Also  Dr.  Howard  P.  House  of  Los  Angeles  and  Dr. 
Frank  D.  Lathrop  of  Boston,  otolaryngology;  Dr.  Charles 
A.  Janeway  of  Boston,  pediatrics;  Dr.  John  W.  Kirklin  of 
Rochester,  Minn.,  thoracic  surgery;  Dr.  Frank  Lock  of 
Winston-Salem,  and  Dr.  Ernest  Winslow  Page  of  Berkeley, 
obstetrics  and  gynecology;  and  Dr.  J.  Vernon  Luck  of  Los 
Angeles,  orthopedic  surgery. 

Registration  for  the  meeting  including  scientific  sessions, 
exhibits,  round-table  luncheons,  and  dinner  dance  is  $25. 

Youth  Mental  Health  Needs  to  Be  Studied 

"The  Mental  Health  Needs  of  Children  and  Youth” 
will  be  the  theme  of  the  twenty-sixth  annual  conference 
of  the  Texas  Association  for  Mental  Health  to  be  held 
March  12-14  at  the  Hotel  Texas  in  Fort  Worth.  President 
is  Dr.  Frank  Schoonover,  Jr.,  of  that  city. 

On  the  program  will  be  Dr.  James  C.  Flanagan,  Gal- 
veston; Dr.  Robert  L.  Stubblefield,  Dr.  George  Nicolaou, 
Dr.  Jerry  M.  Lewis,  and  Dr.  Jack  Martin,  all  of  Dallas; 
Paul  Popenoe,  Sc.D.,  of  Los  Angeles,  general  director  of 
the  American  Instimte  on  Family  Relations;  Bernice  Moore, 
Ph.D.,  Austin,  consultant  to  the  Hogg  Foundation  and  the 
Texas  Education  Agency;  Fillmore  Sanford,  Ph.D.,  chair- 
man of  the  University  of  Texas  Depanment  of  Psychology 
in  Austin;  Superintendent  John  McFarland  of  the  Houston 
Public  Schools;  Assistant  Superintendent  Elden  Busby  of 
the  Fort  Worth  Public  Schools;  Judge  Paul  Martineau, 
Corpus  Christ! ; the  Rev.  Robert  Tate  of  San  Antonio; 
and  Tully  MacCrea,  consultant  with  the  National  Proba- 
tion and  Parole  Association. 


Southwestern  Surgical  Congress 
Selects  Denver  for  Meeting 

The  Southwestern  Surgical  Congress  will  hold  its  an- 
nual meeting  March  30-April  2 at  the  Brown  Palace  in 
Denver.  Guest  speakers  will  include  Dr.  O.  T.  Clagett, 
Mayo  Clinic;  Dr.  J.  Englebert  Dunphy,  Boston;  Dr.  H. 
Relton  McCarroll,  St.  Louis;  Dr.  Douglas  Macomber,  Den- 
ver; Dr.  E.  Stewart  Taylor,  Denver;  and  Dr.  Reed  Nesbitt, 
Ann  Arbor,  Mich.  On  April  3,  Dr.  Henry  Swan,  head  of 
the  Department  of  Surgery,  University  of  Colorado  Medical 
Center,  will  conduct  a series  of  clinics  for  those  wishing 
to  stay  over. 

In  addition  to  the  scientific  program,  there  will  be  a 
trip  on  a ski  train  and  a tour  of  rhe  new  Air  Force 
Academy. 
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Houston  Neurological  Society 
To  Hold  Meeting  March  12-14 

The  Houston  Neurological  Society’s  seventh  annual  sci- 
entific symposium  will  be  held  March  12-14  at  the  Jesse 
Jones  Library  Building  in  the  Texas  Medical  Center, 
Houston. 

The  scientific  program  will  be  a symposium  on  "Patho- 
genesis and  Treatment  of  Cerebrovascular  Diseases,”  con- 
sisting of  three  parts — anatomy,  occlusive  disease,  and  in- 
tracranial hemorrhage.  Twenty  participants  from  all  parts 
of  the  United  States  and  Canada  will  be  on  the  program. 
Dr.  William  S.  Fields,  Houston,  will  be  symposium  mod- 
erator. 

The  annual  banquet  will  be  in  the  Emerald  Room  of 
the  Shamrock-Hilton  Hotel  on  March  13,  with  Charles 
Pomerat,  Ph.D.,  as  guest  speaker.  Registration  will  begin 
the  morning  of  March  12;  there  will  be  a $5  fee.  All 
physicians  interested  in  basic  neurologic  sciences  are  in- 
vited to  attend. 

Those  desiring  further  information  may  write  Dr.  Claude 
Pollard,  437  Hermann  Professional  Building,  Houston  25. 


Clinics  and  Hospitals  Group 
Install  Maxfield  President 

Dr.  Jack  Maxfield,  Dallas,  was  officially  installed  as 
president  of  the  Private  Clinics  and  Hospitals  Association 
of  Texas  at  its  annual  meeting,  December  13-14  in  Dallas. 

Other  officers  include  Dr.  Vance  Terrell,  Stephenville, 
president-elect;  Dr.  Van  Goodall,  Clifton,  vice-president; 
and  J.  J.  George,  secretary-treasurer,  Levelland. 

Topics  relating  to  "Economics  and  Management,”  "As- 
sociation Activities,”  and  "Private  Clinic  Group  Practice” 
made  up  the  program.  Dr.  Howard  O.  Smith,  Marlin, 
President  of  Texas  Medical  Association,  and  Philip  R. 
Overton,  Austin,  general  counsel  of  Texas  Medical  Associa- 
tion, were  among  the  speakers.  The  association  went  on 
record  as  supporting  the  principle  of  the  hospital  licensing 
law  being  sponsored  by  the  Texas  Hospital  Association 
for  submission  to  the  1959  Legislature. 


Houston  Symposium  Held 

Thirty-three  distinguished  physicians  and  medical  in- 
vestigators from  10  states,  the  District  of  Columbia,  and 
Canada  were  to  be  panel  participants  in  a symposium  held 
at  the  Texas  Medical  Center  in  Houston  February  5 and 
6.  Subject  of  the  panels  was  a new  oral  hypoglycemic 
agent,  phenformin  (DBl). 

The  sessions  were  jointly  sponsored  by  the  Baylor  Uni- 
versity College  of  Medicine,  the  Houston  Society  of  In- 
ternal Medicine,  and  the  Houston  Area  Diabetes  Associa- 
tion. 


U.  S. -Mexico  Meeting  Set  March  30 

The  United  States  Mexico  Border  Public  Health  Associa- 
tion will  hold  its  seventeenth  annual  meeting  in  Browns- 
ville and  Matamoros  March  30-April  3.  Chairmen  of  the 
local  planning  committees  are  Dr.  David  M.  Cowgill  of 
Brownsville  and  Dr.  Jorge  Burguete  of  Rovira.  Registra- 
tion will  be  held  in  the  Civic  Auditorium  in  Brownsville, 
with  a fee  of  $2. 


OF  GENERAL  INTEREST 

Personals 

Dr.  Thomas  M.  Holcomb  of  Lackland  Air  Force  Base 
has  been  elected  to  the  American  Academy  of  Pediatrics. 

Dr.  Max  Johnson,  who  has  been  a San  Antonio  physi- 
cian for  34  years,  has  been  elected  to  the  City  Council  of 
that  city.  He  was  chairman  of  the  Citizen’s  Committee  for 
Council-Manager  Government,  has  served  as  active  mem- 
ber and  adviser  to  the  Good  Government  League  of  San 
Antonio  since  its  inception,  and  was  defeated  in  a council 
race  in  1953.  He  is  president-elect  of  the  Texas  Industrial 
Medical  Association  and  chairman  of  the  Bexar  County 
Board  of  Health. 

Dr.  Hanes  Brindley  of  Temple,  council  commissioner  and 
former  president  of  the  Heart  O’Texas  Council,  Boy  Scouts 
of  America,  recently  received  the  Silver  Beaver  Award  for 
distinguished  service  to  the  scouting  movement.  The  pres- 
entation was  made  in  Waco.  Dr.  Brindley  was  medical  ad- 
visor for  the  1957  National  Jamboree  in  Valley  Forge,  Pa. 

"Safety  in  Electrotherapy”  was  the  topic  of  Dr.  Neville 
Murray,  San  Antonio  psychiatrist,  at  a Miami  session  of 
the  Southern  Division,  American  Psychiatric  Association. 

The  Quota  Club  of  San  Antonio  recently  heard  Dr.  Mary 
Henry  of  that  city  describe  her  trip  to  London  as  a repre- 
sentative of  the  American  Medical  Women’s  Association 
at  an  international  conference. 

Dr.  Milford  0.  Rouse  of  Dallas  was  recently  honored 
in  the  AMA  News  with  an  article  and  picture  in  its  "Men 
of  Medicine”  section. 

Brig.  Gen.  Elbert  DeCoursey,  commandant  of  the  Army 
Medical  Service  School  in  San  Antonio,  has  received  a re- 
cess appointment  to  the  rank  of  major  general.  He  as- 
sumed his  present  duties  in  1955,  after  serving  as  director 
of  the  Armed  Eorces  Institute  of  Pathology  in  Washington, 
D.  C. 

When  eight  member  physicians  of  the  Council  on  Scien- 
tific Assembly  of  the  American  Medical  Association  were 
asked  to  make  New  Year’s  statements  on  what  they  foresee 
in  the  medical  future.  Dr.  Michael  E.  DeBakey  of  the 
Baylor  University  College  of  Medicine  in  Houston  replied: 
"One  of  the  most  exciting  developments  looming  on  the 
horizons  of  medical  science  lies  in  the  field  of  tissue  trans- 
plantation ...  A break-through  in  this  area  would  provide 
a tremendous  impact  on  medicine  since  technical  surgical 
methods  are  now  available  for  the  performance  of  organ 
transplantation  ...” 

Dr.  R.  Lee  Clark,  ]r.,  Houston,  was  elected  vice-president 
of  the  Public  Health  Cancer  Association  of  America  at  its 
annual  meeting,  and  first  vice-president  of  the  Mayo  Eoun- 
dation.  Alumni  Association. 

Dr.  John  L.  Matthews  of  San  Antonio  has  been  elected 
a trustee  of  the  National  Medical  Foundation  for  Eye  Care. 

Dr.  Charles  T.  Meadows,  Wharton,  has  been  certified  by 
the  American  Board  of  Thoracic  Surgery  in  Chicago  exam- 
inations. 

"The  Establishment  of  a Poison  Information  Center”  was 
the  topic  of  Dr.  Harold  L.  Dobson,  Department  of  Medi- 
cine, Baylor  University  College  of  Medicine,  Houston,  when 
he  spoke  at  the  eleventh  annual  Hospital  Pharmacy  Semi- 
nar held  at  the  University  of  Texas  College  of  Pharmacy 
Library,  Austin,  February  13-15. 

Dr.  Evelyn  G.  Powers,  Amarillo,  appears  in  the  first  edi- 
tion of  'Who’s  Who  of  American  Women.”  She  is  a life 
member  of  the  Texas  Association  of  Obstetricians  and 
Gynecologists  and  a founding  fellow  of  the  American  Col- 
lege of  Obstetricians  and  Gynecologists.  She  has  practiced 
in  Amarillo  30  years. 
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Dr.  B.  H.  Williams,  chairman  of  the  Department  of 
Pediatrics  of  Scott  and  White  Clinic  in  Temple,  has  been 
elected  an  affiliate  of  the  Royal  Society  of  Medicine  in 
England.  He  and  Mrs.  Williams  {Dr.  Marjorie  J.  Wil- 
liams), who  is  an  Englishwoman  and  received  her  medical 
degree  in  England,  will  visit  the  Royal  Society’s  headquar- 
ters on  their  next  annual  visit  to  that  country. 

Dr.  Charles  W.  Tennison,  San  Antonio,  is  vice  president 
of  the  American  Society  of  Plastic  and  Reconstruaive  Sur- 
geons. 

New  president  of  the  state’s  Easter  Seal  society,  the  Tex- 
as Society  for  Crippled  Children  and  Adults,  is  Dr.  Robert 
A.  Murray  of  Temple,  chief  of  the  Department  of  Ortho- 
pedic Surgery  at  Scott  and  White  Clinic. 

Andrew  J.  Hatfield,  father  of  Dr.  H.  D.  Hatfield  of  El 
Paso,  died  in  that  city  on  November  28,  1958.  He  was 
a veteran  of  the  Spanish- American  War  and  had  been  a 
resident  of  El  Paso  50  years. 

Four  Texas  physicians  are  among  the  13  new  executive 
committeemen  and  9 reappointed  committeemen  of  the 
University  of  Texas  Dads’  Association.  Dr.  George  Grain- 
ger, Tyler,  was  reappointed,  while  new  appointees  are  Dr. 
Hamilton  Ford,  Galveston;  Dr.  Richard  L.  Nelson,  Wich- 
ita Falls;  and  Dr.  Foy  H.  Moody,  Corpus  Christi. 

American  College  of  Surgeons 
Inducts  36  More  Texans 

Texans  among  the  1,100  surgeons  induaed  as  fellows 
of  the  American  College  of  Surgeons  during  that  organiza- 
tion’s most  recent  Clinical  Congress  in  Chicago  were  Lt. 
Col.  Theodore  L.  Hartridge,  United  States  Army  Medical 
Corps;  Dr.  James  N.  Adams,  Longview;  Dr.  George  E. 
Rabinowitz,  McAllen;  Dr. 'Cecil  A.  Robinson,  Kermit;  Dr. 
Roy  R.  Roberts,  Plainview. 

Also  Drs.  Kenneth  C.  Bebb,  Robert  E.  Higgs,  James  A. 
Scofield,  Jr.,  all  of  Wichita  Falls;  Drs.  Carroll  W.  Brown- 
ing, Wayne  H.  Gossard,  Eugene  P.  Legg,  Shields  O.  Liv- 
ingston, Harold  M.  Mims,  Hugh  E.  Wilson  III,  all  of 
Dallas;  Drs.  George  D.  Broyles,  Jr.,  Orceneth  A.  Fly,  Jr., 
Thomas  G.  Gready,  Jr.,  Louis  H.  Green,  James  D.  Mc- 
Murrey,  George  C.  Morris,  Jr.,  Jacob  F.  Schultz,  Alvin  S. 
Wexler,  and  James  R.  Whitehurst,  all  of  Houston. 

Also  Dr.  Malcolm  E.  White,  Orange;  Drs.  Wiley  J.  Jin- 
kins,  Jr.,  Stephen  R.  Lewis,  Galveston;  Dr.  Edward  G. 
LaCour,  Beaumont;  Drs.  James  L.  Mims,  Jr.,  Marvin  B. 
Oxford,  and  William  E.  Strozier,  all  of  San  Antonio;  Dr. 
Charles  E.  Ratcliff,  Lubbock;  Dr.  Rex  L.  Rook,  Amarillo. 

Also  Drs.  Grant  F.  Begley,  Jack  C.  Smith,  and  Cad  B. 
Westfall,  all  of  Fort  Worth;  Dr.  James  1.  'Tyree,  Corpus 
Christi. 


$2,200,000  Program  Set 
For  San  Antonio  Hospital 

The  Bexar  County  Hospital  District  managers  have  ap- 
proved a $2,200,000  program  for  "immediate”  develop- 
ment of  facilities  at  Robert  B.  Green  Hospital  in  San  An- 
tonio, proposing  use  of  urban  renewal  and  federal  gov- 
ernment funds  to  build  an  addition  south  of  the  existing 
hospital. 

The  new  structure  would  provide  78,000  square  feet  of 
space  for  diagnostic  facilities,  out-patient  facilities,  physical 
rehabilitation,  teaching  and  classroom  facilities,  and  auto- 
mation for  reducing  costs,  as  well  as  beds  for  "progressive 
patient  care.”  Hill-Burton  funds  would  provide  $1,100,000, 
and  the  $200,000  the  hospital  gets  each  year  for  treatment 
of  accident  cases  would  retire  the  other  $1,100,000. 


Report  Given  on  Finoncial  Status 
Of  Social  Security  Program 

An  advisory  group  drawn  from  industry,  labor,  and 
higher  education  has  completed  a year-long  study  of  social 
security  financing,  as  required  by  a 1956  edict  of  Congress. 
The  council’s  verdict  was  that  the  method  of  financing 
OASDI  is  sound  and  based  on  the  best  estimates  available, 
the  contribution  schedule  now  in  the  law  makes  adequate 
provision  for  meeting  both  short  and  long  range  costs. 

Social  security  taxes  go  into  trust  funds,  one  for  old 
age  and  survivors  insurance  and  the  other  for  disability 
insurance.  Effective  January  1,  the  maximum  earnings  base 
was  increased  from  $4, 200. to  $4,800.  The  council  did  not 
propose  any  further  change  in  the  base  but  observed  that 
"further  consideration  will  be  given  to  this  maximum  after 
the  effect  of  the  $4,800  figure  has  been  evaluated.” 

The  council  conclusions  were  as  follows ; ( 1 ) no  funda- 
mental changes  in  the  methods  of  financing  the  social 
security  system  are  required  or  desirable;  (2)  the  present 
policy  of  investing  the  trust  funds  in  the  United  States 
government  obligations  should  be  continued;  (3)  in  order 
to  keep  the  system  in  sound  financial  condition,  periodic 
scrutiny  of  all  factors  which  in  any  way  affect  the  financ- 
ing of  the  program  might  be  started. 


Research  Foundation  Names  Executive 

Former  Governor  Dan  Moody,  chairman  of  the  board 
of  directors  of  the  Medical  Research  Foundation  of  Texas, 
has  announced  the  appointment  of  Sloane  Wingert  of 
Houston  as  executive  director  of  the  organization. 

The  foundation,  described  as  a "partnership  of  science 
and  community  leadership  for  the  betterment  of  medical 
research  in  Texas,”  is  a voluntary,  nonprofit  organization 
dedicated  to  making  research  facilities  at  medical  and 
dental  schools  in  the  state  among  the  best  in  the  nation. 

Mr.  Wingert  has  been  campaign  assistant  for  the  United 
Fund  of  Houston  and  Harris  Gjunry  for  6 years. 


Ileostomy  Club  Recruiting  Members 

The  Dallas  Ileostomy  Club  was  formed  in  December  of 
1957  as  a mutual  aid,  lay  organization  for  ileostomy  pa- 
tients. 

Club  members  are  available  at  the  request  and  approval 
of  the  physician,  for  visitation  with  preoperative  and  post- 
operative ileostomy  or  colostomy  patients.  'The  sole  purpose 
of  the  visit  is  to  give  the  patient  moral  support  and  answer 
any  questions  of  a nonmedical  nature.  The  club  would 
appreciate  physicians  informing  their  patients  of  this  or- 
ganization. Further  details  concerning  the  club  may  be 
obtained  by  contacting  Byron  Wortham,  722  Nottingham, 
Richardson. 


Hospif'al  Opened  in  Smithvilte 

Open  house  for  the  Smithville  Hospital  and  Clinic  in 
Smithville  was  held  December  14.  The  one  story,  11  pa- 
tient room  structure  occupies  a floor  sjjace  of  more  than 
8,000  square  feet,  plus  a dental  clinic.  It  can  be  converted 
to  accommodate  as  many  as  23  patients,  and  houses  the 
offices  of  Dr.  James  W.  Thomas  and  Dr.  Herman  L. 
Koester. 
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Red  Cross  Month  Is  March 

"The  Red  Cross — On  the  Job  When  You  Need  It  Most” 
will  be  the  theme  of  1959’s  American  Red  Cross  observ- 
ance, slated  for  March.  This  year  also  marks  the  fiftieth 
anniversary  of  Red  Cross  Nursing  Services. 

Partial  statistics  for  1957-1958  reveal  that  during  that 
period  the  Red  Cross  had  a grand  total  of  2,000,000  vol- 
unteer workers  plus  13,700  career  staffers.  Servicemen 
served  each  month  at  stations  and  in  hospitals  were  86,700; 
patients  in  Veterans  Administration  hospitals  served  each 
month  were  128,300;  states  in  which  Red  Cross  disaster 
aid  was  given  to  victims  were  41;  total  donations  of  blood 
were  2,291,300,  while  3,900  hospitals  were  provided  with 
blood;  civilian  mental  hospitals  served  were  180;  home 
nursing  certificates  issued  were  240,000. 

Other  phases  of  Red  Cross  operations  involved  safety 
services,  international  services.  Junior  Red  Cross,  and  work 
with  other  community  agencies. 


Chilean  Becomes  Pan  American  Bureau  Head 

Dr.  Abraham  Horwitz  of  Chile  took  the  oath  of  office 
as  director  of  the  Pan  American  Sanitary  Bureau  in  cere- 
monies held  January  15  in  Washington,  D.  C.  He  succeeds 
Dr.  Fred  L.  Soper  of  the  United  States,  who  has  completed 
his  third  4 year  term  as  bureau  director  and  who  now  be- 
comes director  emeritus.  Dr.  Horwitz  is  president  of  the 
Chilean  Society  of  Public  Health  and  vice-president  of  the 
American  Public  Health  Association  for  1958-1959- 


"Ready  Reserve"  Doctors  Cautioned 

The  National  Advisory  Committee  to  the  Selective  Serv- 
ice System  is  notifying  all  medical  schools  and  hospitals  to 
determine  the  military  status  of  their  faculty  and  staff 
members.  Any  such  members  belonging  to  the  Ready  Re- 
serve will  be  expected  to  go  into  service  when  called  and 
will  not  be  declared  essential  to  the  institutions  at  the 
time  such  a call  is  made.  Such  individuals  now  in  essen- 
tial positions  should  request  immediate  transfer  to  the 
Standby  Reserve.  The  obligation  of  members  of  the  Ready 
Reserve  to  serve  when  called  also  applies  to  physicians  in 
private  practice.  A transfer  from  Ready  to  Standby  Reserve 
will  mean  a loss  in  pay  but  not  a loss  of  credit  toward 
retirement. 


Blood  Facilities  Directory  Published 

The  first  comprehensive  directory  and  description  of 
blood  facilities  and  services  ever  compiled  in  this  country 
has  been  released  by  the  Joint  Blood  Council  in  Washing- 
ton, D.  C.  Information  was  compiled  from  replies  of  2,202 
of  3,150  institutions  queried  and  provides  a central  refer- 
ence and  index  to  institutions  and  agencies  concerned  di- 
rectly or  indirectly  with  the  therapeutic  use  of  blood  and 
its  derivatives. 

The  directory  will  be  distributed  free  to  all  institutions 
and  organizations  which  participated  in  its  preparation. 
Others  may  obtain  it  at  the  cost  price  of  $1.50  from  Joint 
Blood  Council  headquarters,  1832  M.  Street  N.W.,  Wash- 
ington 6,  D.  C. 

Dr.  E.  E.  Muirhead  of  Dallas  is  a member  of  the  coun- 
cil’s board. 


Flu  Vaccinations  Urged 

For  Heart,  Blood  Disease  Patients 

The  United  States  Public  Health  Service  and  American 
Heart  Association  are  jointly  urging  persons  with  heart 
and  blood  vessel  disease  to  be  vaccinated  against  influenza. 

Experience  has  shown  that  patients  with  heart  or  lung 
disease  are  more  susceptible  to  the  hazards  of  influenza 
than  is  the  general  population.  This  increased  risk  is  shown 
by  more  severe  illness  and  by  higher  case  fatality  rates 
among  patients  with  these  diseases.  Patients  with,  or  prone 
to,  pulmonary  congestion  secondary  to  heart  disease  are  an 
especially  high  risk  group,  according  to  the  committees. 

Smdies  with  influenza  vaccine  have  clearly  shown  that 
its  use  significantly  reduces  the  incidence  and  probably  the 
severity  of  influenzal  infection,  in  the  presence  of  local 
or  widespread  epidemics.  Furthermore,  use  of  the  vaccine 
is  contraindicated  only  in  those  patients  who  are  allergic 
to  the  components  of  the  vaccine.  The  type  of  local  and 
systemic  reactions  to  vaccine  have  not  been  such  as  to 
constitute  any  significant  hazard  to  patients  with  cardiac 
disease. 


"Dangerous"  Hospital  Practices? 

That  nonprofit  hospitals  are  jeopardizing  their  tax 
exempt  status  and  the  tax  deductibility  of  donations  by 
engaging  in  commercial  enterprises  for  profit  was  disclosed 
in  a recent  report  by  the  Foundation  for  Management  Re- 
search, Chicago,  entitled  "Doctors’  Offices  in  Hospital- 
Financed  Buildings.”  The  foundation  found  that  the  in- 
crease in  the  number  of  hospital  financed  medical  office 
buildings  was  "a  dangerous  tendency  in  hospital  admin- 
istration.” 

Texas  cities  among  those  listed  as  ones  in  which  this 
practice  has  gained  a foothold  were  Friona,  Houston,  and 
Lubbock. 


People  Want  to  Choose  Own  Doctor 

More  than  three-fourths  of  the  population  of  the  United 
States  want  to  choose  their  own  doaor,  according  to  the 
findings  in  a survey  of  a sampling  of  the  adult  general 
population.  The  survey  was  conduaed  by  Opinion  Research 
Corporation  for  the  American  Medical  Association. 

The  study  showed  that  a majority  of  the  population  be- 
lieve in  seeing  the  same  doctor  regularly  and  want  to 
choose  their  own  physicians.  A majority  also  felt  that  free 
choice  would  give  them  more  confidence  in  the  doctor, 
doctors  would  take  a more  personal  interest  in  them,  and 
there  would  be  less  trouble  in  getting  the  doctor  to  make 
a home  call. 


"MD  International"  to  Be  Reshown 

"MD  International,”  a March  of  Medicine  documentary 
which  was  one  of  television’s  most  acclaimed  documentaries, 
will  be  rebroadcast  in  color  on  Sunday,  February  22,  from 
4 to  5 p.m.  on  the  full  NBC  network.  The  story  of 
American  doctors  who  serve  in  the  far  corners  of  the 
world,  this  film  was  chosen  for  showing  at  the  Brussels 
World  Fair  by  the  United  States  State  Department  and 
was  a part  of  the  series  which  won  the  first  Albert  Lasker 
Award  for  medical  journalism. 
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I MEMORlAir"M^^ 

LIBRARY  REPORT,  1958 

Statistics  for  the  past  5 years  have  shown  an  increase 
in  the  use  of  the  Memorial  Library  of  the  Texas  Medical 
Association.  This  is  gratifying  to  the  Library  staff,  which 
would  like  to  serve  more  of  the  membership  than  it  is  now. 

The  services  offered  by  the  Library  include  ( 1 ) refer- 
ence work,  (2)  bibliographies,  (3)  movies  for  professional 
and  lay  audiences,  and  (4)  tape  recordings. 

There  is  no  charge  to  Association  members  for  any 
type  of  library  service  offered  by  the  Memorial  Library. 
The  borrower  is  required  only  to  pay  the  return  postage. 
The  Library  staff  wants  to  help  Texas  doctors  with  their 
library  problems. 

The  accompanying  table  compares  the  statistics  for  the 
Memorial  Library  for  the  years  1953  and  1958. 


Comparison  of  Statistical  Reports,  Memorial  Library  of  the 
Texas  Medical  Association,  1953  and  1958. 


Circulation 

1953 

1958 

Reprints  

Journals  (bound  and  single)  . . . . 
Books  7 

7,579 

4,097 

....  661 

15,114 

7,523 

1,243 

Total  

Reference  requests  

Motion  picmre  films  loaned 

12,337 

1,584 

776 

24,826 

3,048 

1,000 

Gifts 

1953 

1958 

Books  

362 

827 

Journals  

Bound  journals  

Pamphlets  

8,432 

493 

392 

10,919 

171 

556 

Tape  recordings  

Records  1 


Surgical  instruments  1 


Films  

Pictures  

2 

Total  

9,679 

12,477 

St.  Luke,  The  Beloved  Physician 

It  is  generally  recogni2ed  that  Luke,  the  apostle  and 
author  of  the  gospel  bearing  his  name  and  of  the  Acts  of 
the  Apostles,  was  a physician;  but,  little  is  known  con- 
cerning the  facts  on  which  the  assertion  is  based. 

The  late  Dr.  Howard  Kelly  of  John  Hopkins  University 
recognized  Luke’s  professional  status  and  was  of  the  opin- 
ion that  finding  Christ  did  not  cause  him  to  lose  his  iden- 
tity as  a physician,  nor  did  it  detract  from  his  personality. 
Dr.  Kelly  paid  tribute  to  the  physician  apostle  by  stating 
that,  "We  owe  it  to  the  dignity  and  reputation  of  our 
profession  to  smdy  attentively  the  writings,  the  life,  and 
the  history  of  this  eminent  Doctor  Medicinae  as  one  who 
has  exercised  a more  profound  influence  upon  the  minds 


and  conduct  of  men  than  all  the  writings  of  all  other  physi- 
cians who  have  lived  in  the  last  two  milleniums.” 

Medical  history  is  sadly  lacking  in  recording  the  deeds 
of  this  great  man.  However,  Stephen  Yesko  in  Medical 
Records,  August  18,  1937,  claimed  Aurus  Cornelius  Celsus 
gave  Luke  credit  for  being  one  of  the  three  leading  physi- 
cians of  his  day.  The  other  two  were  Dioscordes  and  An- 
tyllus.  Dante  stated  that  Luke  was  of  the  fraternity  of  Hip- 
pocrates. Luke’s  constant  companion  and  patient  was  the 
Apostle  Paul,  who  affectionately  called  him  the  "beloved 
physician.’’ 

Other  than  a few  other  similar  statements,  evidence  of 
Luke’s  professional  status  must  be  obtained  by  a close 
analysis  of  Luke’s  contribution  to  the  Holy  Scriptures.  Luke 
was  a modest  writer  and  avoided  any  mention  of  his  own 
deeds.  The  only  reference  to  his  own  activities  is  found 
in  his  use  of  the  pronoun  "we”  when  he  was  associated 
with  Paul.  The  only  credit  given  to  himself  is  in  the  ac- 
count of  the  healing  of  the  father  of  Publius,  the  chief  man 
of  the  island  of  Malta.  This  man  was  miraculously  healed 
of  the  bloody  flux  through  the  prayer  of  the  Apostle  Paul. 
Following  this,  "Others  also  which  had  diseases  came  and 
were  healed”  and  who,  Luke  states,  "Honored  'us’  with 
many  honors.” 

In  his  book,  "The  Medical  Language  of  Saint  Luke,” 
William  Kirk  Hobart  in  examining  the  original  Greek 
manuscript  found  that  the  word  healed  used  in  reference 
to  the  others  mentioned  in  this  text  was  translated  from  a 
Greek  medical  term  that  applied  to  being  healed  by  medi- 
cal treatment.  Sir  William  Ramsey,  archeologist  and  bibli- 
cal commentator,  agreed  with  Hobart  and  stated  that, 
"When  the  invalids  came  in  numbers  medical  advice  was 
employed  to  supplement  the  faith  cure,  and  the  Physician 
Luke  became  prominent.  Hence,  the  people  honored  not 
Paul  but  ’us.’  ” 

Luke  was  a native  of  Antioch  in  Syria,  a large  and  im- 
portant city  at  that  time,  located  near  the  abrupt  angle  of 
the  southern  coast  of  Asia  Minor  and  western  coast  of 
Syria  and  Phoenecia.  This  city  had  the  educational  insti- 
mtions  to  offer  him  an  excellent  liberal  arts  education,  but 
history  does  not  record  any  mention  of  a medical  school 
there.  The  authors  of  the  "Encyclopedia  of  Bible  Life” 
believe  that  it  is  probable  Luke  received  his  medical  edu- 
cation at  the  institution  started  at  Cos  by  Hippocrates.  Luke 
makes  no  reference  nor  left  us  any  clue  as  to  any  instim- 
tion  of  learning  that  he  may  have  attended.  However,  he 
did  give  us  some  clues  as  to  when,  how,  and  where  he,  a 
Greek  physician,  first  embraced  the  religion  of  Jesus  Christ. 
His  detailed  account  and  familiarity  with  the  formation  of 
the  church  at  Antioch  in  Syria  seems  to  indicate  his  con- 
version took  place  at  that  time  in  this  city. 

Luke  was  the  only  Gentile  and  the  only  man  of  science 

to  contribute  to  the  canon  of  the  Holy  Scriptures.  His 
contribution  comprises  two-sevenths  of  the  New  Testament 
and  is  greater  in  volume  than  the  writings  of  any  other 
author,  unless  the  book  of  Hebrews  is  included  as  one  of 
Paul’s  epistles.  There  is  ample  evidence  to  believe  that 
this  book  also  was  written  by  Luke,  inasmuch  as  it  is  the 
only  book  in  the  New  Testament  besides  the  two  known 
to  be  written  by  Luke  that  was  written  in  classical  Greek. 
This  book  also  has  some  terms  used  nowhere  else  in  the 

Bible  except  in  the  Gospel  according  to  Luke  and  in  the 

Acts  of  the  Apostles.  The  subject  matter  of  Hebrews  is  no 
doubt  Paul’s,  but  the  style  of  writing  is  characteristic  of 
Luke.  As  Luke  was  a close  companion  of  Paul,  it  is  not 
improbable  that  Luke  wrote  this  book  at  the  request  of 
Paul,  who  supplied  the  subject  matter. 

Close  analysis  of  Luke's  writings  reveals  that  the  pres- 
entation of  the  subject  matter  as  a whole  conveys  the 
point  of  view,  the  ideas,  and  training  of  a physician.  He 
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gave  us  a more  detailed  account  of  the  prenatal  stage  of 
John  the  Baptist  and  of  Jesus  Christ.  His  selection  of  mir- 
acles and  parables  were  predominently  medical  in  nature. 
He  described  more  miracles  dealing  with  sick  individuals 
and  less  concerning  other  matters  than  any  of  rhe  other 
three  authors  of  the  Gospels.  The  parables  of  the  good 
Samaritan  and  the  rich  man  and  Lazarus,  both  medical  in 
namre,  and  the  parable  of  the  prodigal  son,  semimedical 
in  interest,  were  all  three  recorded  only  by  Luke. 

The  exactness  of  Luke’s  descriptions  reveals  the  training 
of  a physician.  For  example,  Matthew  and  Mark  both  re- 
corded the  story  of  the  man  with  a withered  hand,  but  only 
Luke  recorded  that  it  was  his  right  hand.  All  four  of  the 
Gospels  related  the  story  of  Peter  cutting  off  the  ear  of  the 
high  priest’s  servant,  Malchus,  but  only  in  the  Gospel  of 
Luke  is  it  stated  that  it  was  his  right  ear,  and  that  it  was 
healed  by  Christ.  His  descriptions  were  more  complete, 
giving  the  length  of  time  the  disease  or  deformity  was  in 
progress,  such  as,  the  woman  having  an  issue  of  the  blood 
for  12  years,  another  with  some  deforming  disease,  prob- 
ably arthritis,  of  18  years’  duration,  the  man  at  the  temple 
gate  who  had  been  lame  since  birth,  and  Aeneas  who  had 
had  palsy  8 years. 

It  is  generally  recognized  that  one  of  Luke’s  sources  of 
material  was  Mark’s  Gospel.  By  changing  the  phraseology 
of  Mark’s  uncomplimentary  remark  reward  physicians,  Luke 
revealed  the  understanding  attitude  of  a doctor  of  medicine. 
In  telling  the  story  of  the  woman  who  was  healed  by 
touching  the  hem  of  Jesus’  garment,  Mark  stated  she  "had 
suffered  many  things  of  many  physicians.”  In  relating  the 
same  incident,  Luke  implied  that  he  objected  to  Mark’s 
statement  and  changed  it  to  "which  had  spent  all  her  living 
upon  physicians,  neither  could  be  healed.” 

The  greatest  proof  of  Luke’s  professional  status  is  not 
found  in  our  English  translations  of  his  writings,  but  in 
the  original  Greek  manuscripts.  In  his  book,  already  re- 
ferred to,  Hobart  compared  the  language  of  Luke  with 
that  of  such  physicians  as  Hippocrates,  Aretaeus,  Dios- 
cordes,  and  Galen  and  found  a striking  similarity. 
In  all,  Hobart  found  442  medical  terms  in  the  two  books 
written  by  Luke.  He  proved  by  quotations  from  the  Greek 
physicians  mentioned  that  each  of  these  terms  was  used  by 
these  men  in  the  description  of  diseases  known  to  them 
at  that  time.  Most  of  these  terms  were  not  used  by  other 
authors  of  the  New  Testament  and  the  remainder  were 
used  infrequently  by  them. 

Even  the  introductions  to  the  two  books  known  to  be 
written  by  Luke  reveal  a knowledge  of  the  medical  lit- 
erature of  his  time.  These  books  were  actually  letters  ad- 
dressed to  an  official  of  rank  by  the  name  of  Theophilus. 
’The  introductions  to  these  letters  are  noticeably  different 
from  those  of  other  New  Testament  books,  but  are  simi- 
lar in  form  and  wording  to  those  used  by  the  medical 
writers  of  thar  era.  For  example,  the  expression  in  Luke 
1:1  translated  in  English  to  be  "Have  taken  in  hand  to 
set  forth”  was  shown  by  Galen  to  have  been  employed  75 
times  by  Hippocrates  in  the  introductions  to  his  medical 
thesis. 

The  medical  terms  used  by  Luke  were  not  confined  to 
medical  subjects.  Even  when  dealing  with  nonmedical 
subjects  he  colored  them  with  medical  words  and  phrases, 
a fact  in  itself  that  would  indicate  that  the  author  was 
medically  minded. 

In  Paul’s  association  with  Luke  there  is  a fact  of  medical 
interest:  The  first  three  times  mentioned  that  Paul  was 
in  touch  with  Luke  was  during  a time  when  Paul  suffered 
some  illness.  In  his  epistle  to  the  Galations,  Paul  men- 
tioned an  illness  suffered  by  him  there.  From  here  Paul 
went  directly  to  Troas  where  he  met  Luke.  On  his  way 
he  had  to  bypass  Bythinia,  a place  he  had  longed  to  visit. 
In  his  epistle  to  the  Ephesians  he  wrote  of  his  illness  while 


there,  and  again  we  find  in  the  record  that  he  went  di- 
rectly to  Luke’s  home  to  see  his  physician.  The  same  is  true 
at  the  time  of  returning  to  Jerusalem  from  Corinth.  It  is 
known  that  he  was  anxious  to  get  back  to  Jerusalem  to 
attend  the  Pentecostal  feast.  But  instead  of  taking  the 
quickest  and  shortest  route  by  going  across  the  Aegean 
Sea  to  Asia  Minor,  he  went  around  this  sea  through  Mace- 
donia to  Philippi,  where  he  got  in  touch  with  Luke  again. 
From  this  time  on  Luke  remained  constantly  with  Paul, 
being  his  constant  companion  and  physician.  Even  at  the 
risk  of  his  own  life,  Luke  closely  watched  over  Paul  when 
he  was  arrested  at  Jerusalem  and  at  Caesarea,  where  he 
was  imprisoned  2 years.  On  the  voyage  to  Rome  when 
the  terror  stricken  passengers  of  a 2 week  storm-tossed 
ship  must  have  taxed  his  wits  to  the  limit  in  trying  to 
tranquilize  them,  Luke  still  attended  Paul.  Then  in  Rome, 
Luke  remained  with  Paul  until  his  execution.  At  this  time, 
when  all  others  had  left  him,  Paul  wrote  Timothy,  "Only 
Luke  is  with  me.”  It  is  no  wonder  Paul  affectionately  called 
Luke  the  "Beloved  Physician.” 

After  Paul’s  execution  it  is  probable  that  Luke  remained 
in  Rome  for  a while  then  went  to  Bythinia  where  Paul 
had  longed  to  go,  but  could  not.  Tradition  leaves  the  record 
that  Luke  remained  here  until  his  death  of  "natural  causes” 
at  the  age  of  84  years. 

The  words  of  A.  T.  Robertson  in  his  "Word  Pictures 
in  the  New  Testament”  are  a fitting  tribute  to  the  "Beloved 
Physician” : 

As  a Greek  physician  Luke  was  a university  man  and 
in  touch  with  the  science  of  his  day.  Certainly  he  was 
a humanist  and  a man  of  culture  and  broad  sympa- 
thies and  personal  charm.  He  was  the  first  genuine 
scientist  who  faced  the  problem  of  Christ  and  of 
Christianity.  It  must  be  said  of  him  that  he  wrote 
his  books  with  an  open  mind  and  not  as  credulous 
enthusiast. 

— Gerald  King,  M.D.,  Fort  Worth. 


Gifts  to  the  Library 

Dr.  Erford  Carter,  Austin,  70  books,  89  journals. 
Dr.  J.  N.  Dunlop,  Austin,  42  journals. 

J.  K.  Kirby,  Ph.D.,  Austin,  60  journals. 

Dr.  Maurice  Jacobs,  Austin,  25  journals. 

Dr.  Raleigh  F.  Trotter,  San  Angelo,  1 pamphlet. 
Dr.  Marion  Primono,  Dilley,  60  journals. 

Dr.  Walter  Long,  Austin,  7 journals. 

Dr.  S.  W.  Wilborn,  Austin,  126  journals. 

Dr.  D.  R.  Womack,  Austin,  45  journals. 


Motion  Pictures 


First  Aid;  Ports  I and  II 

16  mm.,  color,  sound,  14  min.  each,  1958. 

These  two  films  cover  the  basic  lifesaving  and  related 
skills  taught  in  the  standard  course  presented  in  the  "Red 
Cross  First  Aid  Textbook.”  It  is  not  intended  to  replace 
the  acmal  training,  but  it  does  acquaint  viewers  with  the 
same  techniques  taught  in  the  standard  course.  'The  basic 
skills  include  bandages  and  dressings;  artificial  respiration; 
shock;  control  of  bleeding;  poison;  injuries  to  the  bones, 
joints,  and  muscles;  and  common  emergencies  (heart  at- 
tacks, epileptic  seizures,  and  fainting) . The  dramatic  stage 
is  set  by  the  illustration  of  accidents,  and  then  the  proper 
methods  of  first  aid  called  for  by  the  particular  emergency 


126 


TEXAS  State  Journal  of  Medicine,  FEBRUARY,  1959 


are  demonstrated.  These  are  basic  orientation  films  and 
are  not  intended  to  go  into  the  subject  of  first  aid  exten- 
sively. However,  in  all  the  situations  depicted,  it  should 
be  stated  clearly  that  medical  attention  or  emergency  hos- 
pital care  is  imperative.  The  presentation  is  good  and  the 
films  are  recommended  for  any  group  interested  in  first 
aid,  beginning  with  the  high  school  level. 

Rabies  Can  Be  Controlled 

16  mm.,  color,  sound,  13  min.,  1956. 

Prepared  for  showing  to  all  types  of  groups,  the  film 
points  out  the  need  for  protecting  your  dog  and  yourself 
against  the  dreaded  disease,  rabies.  Clinical  cases  of  rabies 
in  a human  and  in  a dog  are  shown.  Methods  of  prepara- 
tion of  a new  rabies  vaccine  are  shown  as  well  as  its  use 
in  mass  vaccination  programs. 

Pitfalls  in  the  Management 
Of  Refractory  Heart  Failure 

16  mm.,  color,  sound,  35  min.,  1956. 

This  picmre  demonstrates  some  of  the  common,  yet 
often  overlooked,  pitfalls.  Differential  diagnosis,  proper 
handling  of  digitalization,  and  diuretic  therapy  and  its 
effect  upon  electrolyte  balance  are  among  the  vital  prob- 
lems under  discussion.  Bedside  conferences  illustrate  over 
digitalization  and  underdigitalization,  hypochloremic  alka- 
losis, the  low  salt  syndrome,  and  other  imbalances  leading 
to  apparent  "refractory”  states. 

A Bronchoscopic  Clinic 

16  mm.,  color,  silent,  S3  min.,  1954. 

The  value  of  and  indications  for  bronchoscopy  in  the 
study  of  diseases  involving  the  tracheobronchial  tree  are 
portrayed.  The  appearance  of  a variety  of  lesions  is  dem- 
onstrated. 


lAr  Books 


Books  Newly  Acquired 

Association  of  American  Physicians  Transactions,  Seventy- 
First  Session,  1958. 

Brugsch,  Heinrich  G. : Rheumatic  Diseases,  Rheumatism 
and  Arthritis,  Philadelphia,  Lippincott,  1957. 

Buxton,  C.  Lee,  and  Southam,  Anna  L.:  Human  Infer- 
tility, New  York,  Hoeber-Harper,  1958. 

Chao,  Dora  Hsi-Chih;  Druckman,  Ralph;  and  Kellaway, 
Peter:  Convulsive  Disorders  of  Children,  Philadelphia, 
W.  B.  Saunders,  1958. 

Coates,  John  Boyd,  Ed.;  Preventive  Medicine  in  World 
War  II,  Communicable  Diseases,  vol.  4,  Washington,  Medi- 
cal Department,  United  States  Army,  1958. 

Dameshek,  William,  and  Gunz,  Frederick:  Leukemia, 
New  York,  Grune  and  Stratton,  1958. 

Fried,  B.  M. : Tumors  of  the  Lungs  and  Mediastinum, 
Philadelphia,  Lea  and  Febiger,  1958. 

Garb,  Solomon:  Essentials  of  Therapeutic  Nutrition, 
New  York,  Springer,  1958. 

narrower,  Molly:  Personality  Change  and  Development, 
New  York,  Grune  and  Stratton,  1958. 

Leake,  Chauncey,  D.;  The  Amphetamines,  Springfield, 
111.,  Charles  C Thomas,  1958. 


Lewin,  Philip:  Back  and  Its  Disk  Syndromes,  ed.  2, 
Philadelphia,  Lea  and  Febiger,  1955. 

Marti-Ibanez,  Centaur,  Felix  . . .,  New  York,  MD  Pub- 
lications, 1958. 

Pack,  George  T. : Treatment  of  Cancer  and  Allied  Dis- 
eases, Principles  of  Treatment,  vol.  1,  ed.  2,  New  York, 
Paul  B.  Hoeber,  1958. 

Smith,  Ian  Maclean:  Staphylococcal  Infections,  Chicago, 
Year  Book  Publishers,  1958. 

Stephenson,  Hugh  E.,  Jr.:  Cardiac  Arrest  and  Resuscita- 
tion, St.  Louis,  C.  V.  Mosby,  1958. 

Talbott,  Hohn  H.,  and  Lockie,  L.  Maxwell:  Progress  in 
Arthritis,  New  York,  Grune  and  Stratton,  1958. 

Thannhauser,  Siegfried  J. : Lipidoses,  New  York,  Grune 
and  Stratton,  1958. 

Trowell,  H.  C.,  and  Jelliffe,  D.  B. ; Diseases  of  Children 
in  the  Subtropics  and  Tropics,  London,  Edward  Arnold, 
1958. 

Walton,  John  N.,  and  Adams,  Raymond  D.:  Polymyo- 
sitis, Edinburgh,  Livingstone,  1958. 


Book  Notes 

Psychosomatic  Medicine 

Edward  Weiss,  M.D.,  Professor  of  Clinical  Medicine,  Tem- 
ple University  Medical  Center,  Philadelphia;  and  O.  SPUR- 
GEON English,  M.D.,  Professor  and  Head  of  the  Depart- 
ment of  Psychiatry,  Temple  University  Medical  Center,  Phila- 
delphia. ed.  3.  557  pages.  $10.50.  Philadelphia,  W.  B. 
Saunders  Company,  1957. 

This  well  known  book  in  the  third  edition  has  become 
what  really  amounts  to  two  books:  a first  part  which  is  a 
review  of  general  psychiatry  and  a second  part  which  is 
a system  by  system  review  of  psychosomatic  medicine. 

The  first  part,  running  to  180  pages,  covers  a vast  num- 
ber of  topics,  including  history  taking,  classification  and 
description  of  neuroses  and  psychoses,  theory  of  personality 
development,  diagnostic  procedures,  and  even  psychological 
tests.  Written  by  two  clinical  experts,  this  section,  although 
didactic,  is  spiced  by  the  clinical  perspicacity  of  the  authors. 
However,  in  trying  to  cover  so  much  ground  they  have 
dealt  summarily  with  the  subjects;  anxiety,  for  example, 
which  is  a more  complex  problem  than  simply  childhood 
conflict  and  maladjustment.  From  a scientific  point  of  view 
the  first  part  of  the  book  is  not  well  documented,  being 
more  an  expression  of  experience  and  opinion,  but  of 
course  very  good  opinion. 

The  second  part  of  the  book  is  a useful  reference  work 
and  makes  good  reading  on  all  psychosomatic  subjects, 
especially  if  one  wishes  an  orientation  to  a system  or  dis- 
order. This  part  makes  the  book  a worth-while  acquisition 
for  any  psychiatrist’s  library.  As  in  the  first  part  we  find 
the  experience  and  opinion  of  two  qualified  experts. 

The  book  offers  an  attractive  format  and  is  readable 
throughout.  The  orientation  fits  well  with  that  of  the 
psychiatrist  in  private  practice.  It  makes  a good  textbook 
for  medical  students.  At  the  same  time  the  general  prac- 
titioner or  internist  will  find  a helpful  statement  of  the 
emotional  aspects  of  illness. 

— A.  Chapman  Isham,  M.D.,  Lubbock. 

Drug  Resistance  in  Micro-Organisms; 

Mechanisms  of  Development 

Ciba  Foundation  Symposium,  edited  by  G.E.W.  Wolsten- 
HOLME,  M.B.,  B.Ch.  and  CECILIA  M.  O'Connor,  B.  Sc. 
352  pages.  $9.  Boston.  Little,  Brown  and  Company,  1957. 
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The  Physician's  Own  Library 

Mary  Louise  Marshall,  Librarian,  Rudolph  Matas  Medi- 
cal Library,  Tulane  University;  Assistant,  Orleans  Parish  Med- 
ical Society  Library,  New  Orleans.  87  pages.  $3.  Springfield, 
III.,  Charles  C Thomas,  1957. 

This  small  book  has  a wealth  of  information  packed  into 
its  87  pages.  Furthermore,  it  is  all  practical  and  usable 
information. 

It  is  so  written  as  to  be  an  effective  guide  to  the  estab- 
lishment of  an  elaborate  physician’s  library,  with  complete 
sets  of  encyclop>edic  reference  books,  efficient  catalogues, 
and  cross  file  indices.  At  the  same  time,  any  doctor’s  li- 
brary of  lesser  proportions,  down  to  the  smallest,  can  be 
enhanced  and  made  more  useful  with  the  help  of  this 
little  book. 

Miss  Marshall  gives  helpful  advice  and  suggestions  on 
such  subjects  as  what  dictionaries  to  own;  how  and  when 
to  weed  out  unuseful  materials;  what  book  loan  services 
are  available;  how  to  utilize  photoduplication;  where  to 
go  to  procure  books  and  journals  the  best  way;  and  how 
to  make  library  records  and  start  an  index.  She  winds  up 
with  some  sage  suggestions  on  how  we  can  and  should 
use,  not  just  own,  our  own  libraries. 

Many  other  valuable  suggestions  are  given,  including  a 
chapter  on  preparing  a medical  paper,  from  choosing  the 
subject  to  actually  mailing  the  paper  to  the  editor.  All  her 
material  is  concise,  practical,  and  obviously  drawn  from 
long  experience.  This  is  a good  book  to  own. 

— Morris  Polsky,  M.D.,  Austin. 

Water  and  Electrolyte  Metabolism 
In  Relation  to  Age  and  Sex 

Ciba  Foundation  Colloquia  on  Ageing,  Vol.  4,  Edited  by 
G.  E.  W.  WoLSTENHOLME  and  Maeve  O’Connor.  327 
pages.  $8.50.  Boston,  Little,  Brown  and  Co.,  1958. 

This  is  the  fourth  colloquium  in  the  Ciba  Foundation’s 
program  for  the  encouragement  of  basic  research  relevant 
to  processes  of  ageing.  With  the  realization  that  elearolytes 
enter  into  practically  every  reaction  that  takes  place  in  the 
body  and  that  little  is  known  about  many  of  them,  experts 
on  all  aspects  of  the  subjea  were  asked  to  share  their 
ideas.  Twenty-seven  authorities  participated  in  the  presenta- 
tions and  discussions. 

The  Ciba  Foundation  is  an  international  center  supported 
by  Ciba,  Ltd.  of  Switzerland.  It  is  established  under  the  laws 
of  England  as  an  educational  and  scientific  charity  and 
is  administered  independently  and  exclusively  by  British 
trustees. 

A History  of  Public  Health 

George  Rosen,  M.D..  Ph.D.,  M.P.H.,  Professor  of  Health 
Education,  School  of  Public  Health  and  Administrative  Medi- 
cine, Columbia  University;  Editor,  American  journal  of  Public 
Health.  551  pages.  $5.75.  New  York,  MD  Publications,  Inc., 
1958. 

This  book  is  a comprehensive  review  of  public  health 
from  the  earliest  civilizations  to  the  present.  It  shows 
man’s  endeavor  to  control  infectious  diseases,  provide  prop- 
er sanitation,  and  provide  medical  care. 

The  health  problems  of  the  community  have  been  con- 
sidered in  terms  of  their  political,  social,  and  economic 
patterns.  Throughout  history,  a public  concern  for  the 
health  of  human  beings  and  man’s  banding  together  to 
promote  better  community  health  is  found. 

The  book  is  of  great  interest  to  the  historian.  The  au- 
thor is  not  only  a leader  in  the  field  of  public  health,  but 
also  in  the  field  of  medical  history. 


Orthopedic  Diseases:  Physiology-Pathology-Radiology 

Ernest  Aegerter,  M.D.,  Professor  of  Pathology  and  Direc- 
tor of  the  Department  of  Pathology,  Temple  University  Medi- 
cal Center  and  School  of  Medicine;  Professor  of  Orthopedic 
Pathology,  University  of  Pennsylvania  Graduate  School  of 
Medicine;  and  JOHN  A.  Kirkpatrick,  Jr.,  M.D.  Radiolo- 
gist, St.  Christopher’s  Hospital  for  Children;  Assistant  Profes- 
sor of  Radiology,  Temple  University  Medical  Center.  602 
pages.  $12.50.  Philadelphia,  W.  B.  Saunders  Company,  1958. 

The  authors  have  set  as  their  goal  furnishing  a book 
useful  . . for  the  clinician  who  wants  to  increase  his 
diagnostic  efficiency,  for  the  radiologist  who  is  pierplexed 
by  the  meaning  of  an  overwhelming  array  of  radiographic 
nuances,  for  the  pathologist  who  is  distraught  by  his  in- 
ability to  interpret  what  he  sees  through  his  microscope, 
for  the  young  specialist  who  wants  to  pass  his  board  exam- 
inations, and  for  the  medical  student  who  must  acquire  a 
certain  amount  of  knowledge  of  orthopedic  diseases  in 
order  to  graduate.”  The  text  does  not  appear  to  be  equally 
useful  for  the  several  categories  of  readers. 

"Orthop)edic  Diseases”  is  a worth-while  review  for  the 
clinician  and  young  specialist.  The  authors  admittedly 
present  little  original  material;  however,  they  have  brought 
together  data  that  would  requite  considerable  time  and 
effort  to  find  and  review.  Various  viewpoints  in  the  num- 
erous controversial  areas  of  orthopedic  pathology  are  brief- 
ly reviewed.  The  authors  have  wisely  avoided  lengthy  dis- 
cussions of  hypotheses  which  as  yet  cannot  be  definitely 
established.  Their  own  arbitrary  classifications  are  admitted. 
The  orthopedic  specialist  who  has  not  recendy  reviewed  the 
basic  sciences  should  find  this  book  worth  while  as  a 
refresher,  and  the  medical  student  should  find  suitable 
material  for  a foundation  for  his  clinical  experience  in 
musculoskeletal  disorders. 

It  is  probable  that  radiologists  and  pathologists  will  not 
find  this  book  penetrating  or  complete  enough  to  add  much 
to  their  diagnostic  acuity.  The  radiographs  of  similar  and 
confusing  entities  are  not  compared  or  differentiated.  'The 
radiologist  might  wish  for  more  on  the  correlation  of 
morbid  anatomy  and  the  roentgenographic  nuances.  Most 
entities  are  illustrated  by  one  to  several  photomicrographs; 
photographs  showing  the  gross  changes  are  less  frequent. 
This  material  will  probably  not  be  of  much  assistance  to 
pathologists  in  resolving  their  diagnostic  problems  in  actual 
practice;  however,  the  book  should  prove  useful  as  a start- 
ing point  for  the  new  radiology  and  pathology  resident  and 
as  a rapid  review  and  source  of  references  for  the  praaicing 
specialist. 

The  workmanship  of  the  book  is  excellent.  The  format 
facilitates  easy  reading,  the  illustrations  reproduce  well, 
and  the  text  has  been  well  proofed  and  indexed. 

— Robert  O.  Whitson,  Baytown. 

Negroes  and  Medicine 

Dietrich  C.  Reitzes,  teacher  of  sociology  at  Indiana  Uni- 
versity; director  of  the  project  "Negroes  in  Medicine,”  fi- 
nanced by  the  Rockefeller  Foundation  and  conducted  by  the 
Department  of  Sociology  at  the  University  of  Chicago.  400 
pages.  $7.  Cambridge,  Mass.,  Harvard  University  Press,  1958. 

The  first  section  of  the  study  is  devoted  to  the  Negro 
medical  students  and  Negro  applicants  to  medical  school. 
The  second  part  is  a study  of  14  communities  with  its 
primary  objective  the  identification  and  analysis  of  the 
specific  processes  which  brought  about  or  blocked  integra- 
tion in  medicine. 

The  book  provides  information  on  opportunities  for 
Negroes  in  medicine  and  the  status  of  medical  care  for 
and  by  Negroes.  The  way  in  which  the  material  is  pre- 
sented makes  this  book  valuable  as  an  addition  to  the 
study  of  race  relations. 
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Drugs  of  Choice,  1958-1959 

Walter  Modell,  M.D.,  Editor,  Associate  Professor  of 
Pharmacology,  Cornell  University  Medical  College;  Member, 
Revision  Committee,  United  States  Pharmacopeia  XVI.  931 
pages.  $12.75.  St.  Louis,  C.  V.  Mosby  Company,  1958. 

In  the  preface  to  "Drugs  of  Choice,”  the  statement  is 
made  that  "this  book  is  a practical  guide  to  the  seleaion  of 
the  best  drug  for  a particular  therapeutic  problem.”  An 
obviously  Herculean  task  is  undertaken  by  37  contributors, 
all  of  whom  are  outstanding  in  the  world  of  medicine  and 
all  but  one  of  whom  are  doctors  of  medicine.  There  are 
35  chapters,  each  representing  a clinical  group  of  dis- 
orders requiring  treatment  with  good  delineation  of  subjert 
material  and  little  repetition.  Each  chapter  is  followed  by 
a list  of  appropriate  references,  and  each  list  of  references 
is  followed  by  a 2 to  1 6 page  list  of  various  proprietary 
preparations  and  chemical  names.  It  is  intended  that  this 
presentation  would  assist  the  physician  in  determining  the 
preferable  drug  in  any  given  situation. 

Unfortunately,  this  objective  is  not  realized.  The  material 
presented  is  up  to  date  although  it  does  include  occasional 
discussion  of  drugs  which  are  somewhat  more  than  time 
honored.  An  admission  is  made  that  the  drug  index  "will 
not  help  the  reader  make  his  choice,”  but  similarly,  the 
opinions  expressed  in  the  text  seem  rather  carefully  phrased 
to  avoid  offense  to  any  drug  company.  Only  rarely  is  a 
statement  made  of  definite  superiority  of  any  preparation 
although  there  are  occasional  pertinent  statements  with  re- 
gard to  the  uselessness  of  some  preparations.  More  of  this 
is  definitely  needed.  Unnecessary  attention  is  paid  to 
certain  subjects;  consequently,  certain  sections  must  omit 
pertinent  and  interesting  material  regarding  medications 
whereas  other  seaions  are  hopelessly  embossed  with  trivia. 
Some  sections  contain  structural  formulas  or  anatomic  dia- 
grams while  other  sections  can  do  little  more  than  mention 
the  name  of  a drug.  Despite  the  tremendous  space  devoted 
to  drug  indices,  insufficient  information  is  presented  in 
each  case  and  a true  index  does  not  exist.  In  at  least  one 
important  condition  preference  is  expressed  for  a prepara- 
tion not  even  listed  in  the  index. 

After  reading  the  preface,  I looked  forward  with  great 
anticipation  to  the  text.  The  need  for  such  a work  is  such 
that  I maintained  my  anticipation  throughout  the  book, 
but  never  saw  my  expectations  reached.  It  is  too  full  of 
clinical  material  to  be  used  by  the  medical  student  in 
pharmacology;  it  may  be  of  value  to  the  praaitioner  as 
a reference  although  he  will  find  it  difficult  to  use.  As  far 
as  the  practitioner  is  concerned,  almost  as  much  pertinent 
information  can  be  obtained  from  generally  distributed  desk 
references.  The  need  for  this  text  is  considerable;  the 
effort  of  the  contributors  is  notable;  but  the  end  leaves 
something  to  be  desired.  The  preface  of  the  text  is  quite 
good  in  stating  its  aims;  the  sertions  on  infeaious  disease, 
nutritional  disorders,  cancer,  and  hematology  are  well  done; 
unfortunately,  these  represent  only  a small  portion  of  this 
book.  * 

— ^John  C.  Meadows,  Jr.,  San  Antonio. 

The  Eternal  Scorch;  The  Story  of  Man  and  His  Drugs 

Richard  R.  Mathison,  staff  of  Los  Angeles  Times,  former- 
ly managing  editor  of  Fortnight  magazine  and  reporter  for  the 
Associated  Pr«s.  381  pages.  $5.95.  New  York,  G.  P.  Put- 
nam's Sons,  1958. 

In  this  book  the  author  presents  a timetable  of  events 
in  the  development  of  the  lore  and  legend  of  the  world’s 
drugs  and  medicines.  The  book  traces  the  important  doc- 
trines and  even  the  old  wives’  tales  down  through  the  cen- 
turies. He  goes  on  to  show  how  some  of  the  fantastic  leg- 
ends and  superstitions  have  found  their  way  into  modern 
pharmacy. 


Mr.  Mathison  records  the  most  primitive  of  remedies  and 
the  weird  and  fantastic  attempts  of  drug  therapy  practiced 
during  the  middle  ages.  The  book  is  filled  with  a wealth  of 
tales  and  notes  of  interest. 

The  author  describes  his  book  as  follows: 

The  Eternal  Search  is  not  a textbook.  It  offers  no 
panaceas.  It  makes  no  effort  to  censor  the  doings  of 
our  forefathers  ...  It  recounts  old  lies,  gossip,  and 
quackeries  as  well  as  truth,  farts,  and  acts  of  great 
devotion  and  integrity.  If  this  volume  has  any  pur- 
pose, it  is  ...  to  remind  us  that  our  past  rules  our 
future  . . . We  shall,  no  doubt,  seem  as  suptersti- 
tious  and  strange  to  generations  to  come. 

This  book  is  a history  of  drugs,  medicine,  and  the  art 
of  the  apothecary. 


Texas 

Medical  Association 


Record  Attendance  Set 
At  County  Officials  Conference 


A new  record  atendance  of  507  was  set  at  the  Texas 
Medical  Association’s  headquarters  building  in  Austin  the 
week  end  of  January  23-25  for  the  Conference  of  County 
Medical  Society  Officials,  Orientation  Program,  Executive 
Council  session,  and  committee  meetings. 

County  society  officials  and  orientees  met  together  for 
the  guest  speaker  presentations,  including  Dr.  Russell  B. 
Roth,  Erie,  Pa.,  chairman.  Committee  on  Federal  Medical 
Service,  American  Medical  Association;  Frank  Ikard,  Wich- 
ita Falls,  representative.  Thirteenth  Congressional  District; 
Dr.  Ernest  B.  Howard,  Chicago,  assistant  executive  vice- 
president,  American  Medical  Association;  George  Bugbee, 
New  York,  president.  Health  Information  Foundation;  and 
Edwin  Vennard,  New  York,  managing  director,  Edison 
Electric  Institute.  They  also  heard  Dr.  Howard  O.  Smith, 


Orientees,  county  society  officials,  and  committee 
members  form  a line  for  registration  during  the  morning 
of  January  24.  A total  of  507  attended  the  meeting, 
setting  a new  record  for  an  Executive  Council  week  end. 
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Marlin,  President  of  the  Association,  discuss  the  dangers  of 
"Spectatoritis”  and  the  importance  of  active  participation 
in  medical  affairs.  Doctors  attended  a luncheon  Samrday 
noon  at  the  headquarters  building  as  guests  of  the  Associ- 
ation and  a hospitality  hour  Saturday  evening,  courtesy  of 
Medical  Protective  Company. 

The  Orientation  Program,  attended  by  136  new  and 
transfer  members,  included  talks  on  such  subjects  as  medi- 
cal economics,  public  relations,  medicolegal  questions,  and 
services  rendered  by  the  Association. 

The  Conference  of  County  Society  Officials,  with  Dr. 
C.  E.  Willingham,  Tyler,  Vice-President,  presiding  in  the 
morning  and  Dr.  Charles  P.  Hardwicke,  Austin,  Speaker  of 
the  House,  presiding  in  the  afternoon,  included  two  panels 
on  "We  Need  Your  Help”  and  "What’s  Ahead  for  Medi- 
cine in  1959,”  moderated  by  Dr.  Franklin  W.  Yeager, 
Corpus  Christi,  President-Elect  of  the  Association.  The 
Executive  Council  met  Sunday  morning  to  hear  reports 
from  the  various  boards,  councils,  and  committees  which 
met  Friday  evening,  during  the  day  Samrday,  and  Sunday 
morning.  Dr.  Howard  O.  Smith,  President,  presided. 


Guest  Speakers 

Progress  Continues  for  AMA 

The  American  Medical  Association  can  promote  public 
relations,  improve  standards,  take  disciplinary  action  against 
members  not  abiding  by  standards,  offer  a channel  for 
liaison  with  other  organizations,  develop  prestige  and  sta- 
ms,  and  influence  legislation  in  a manner  physicians  can- 
not achieve  individually.  Dr.  Ernest  B.  Howard  of  Chicago, 
assistant  executive  vice-president  of  the  AMA,  pointed  out 
in  his  talk  on  "Building  a Stronger  and  More  Effective 
Medical  Organization.” 

Among  weaknesses  that  have  been  recognized  in  the 
AMA  are  the  tendency  toward  splintering  of  the  profession 
through  growth  of  specialty  societies;  poor  contact  among 
individual  physicians,  county  and  state  societies,  and  the 
AMA;  sometimes  ineffecmal  public  relations  efforts;  oc- 
casional lack  of  firm  disciplinary  action  against  unethical 
physicians  or  those  whose  competence  is  questioned;  bu- 
reaucratic committees  established  years  ago  and  now  be- 
come outmoded;  and  insufficient  liaison  with  other  national 


Howard  O.  Smith,  Marlin,  President,  Texas  Medi- 
cal Association;  Congressman  Frank  Ikard,  Wichita  Falls, 
Thirteenth  Texas  Congressional  District;  Dr.  Joseph  D. 
Hall,  Wichita  Falls;  and  Dr.  William  B.  Hahn,  Austin, 
enjoy  themselves  (left  to  right). 


organizations.  Steps  recently  have  been  taken  to  eliminate 
these  weaknesses.  Dr.  Howard  noted,  through  appointment 
of  new  personnel  in  the  headquarters  office,  a realignment 
of  administrative  duties,  an  enlarged  field  program,  reap- 
praisal of  programs  and  projects,  and  review  of  relation- 
ships with  such  groups  as  specialty  and  hospital  organi- 
zations. 

Voluntary  System  Demands  Joint  Efforts 

It  is  true  that  the  new  12  year  old  National  Health 
Service  in  England  has  solved  the  problems  of  enrollment 
and  benefits — but  at  the  expense  of  a rigid  administrative 
system  which  has  limited  the  flow  of  money  into  the 
health  field,  reduced  incentives  to  improve  the  quality  of 
medical  care,  and  imposed  controlled  incomes  and  meth- 
ods of  practice  on  the  medical  profession,  George  Bugbee, 
president  of  the  Health  Information  Foundation,  New 
York,  told  his  Texas  Medical  Association  audience  as  he 
gave  "Observations  on  Government  Medicine  in  England.”' 

The  most  powerful  answer  to  the  continuous  attack  on 
the  American  voluntary  system,  Mr.  Bugbee  said,  has  beett 
the  tremendous  growth  of  voluntary  health  insurance  in  this 
country.  Criticisms  such  as  those  pertaining  to  overuse  of 
services  and  inflated  charges  can  be  answered  also,  he 
added,  but  the  issues  require  group  action. 

"I  believe  that  in  place  of  much  current  conflict  (be- 
tween physicians  and  hospitals,  between  Blue  Cross-Blue 
Shield  and  the  insurance  comp>anies),  we  need  more  joint 
concern  among  those  who  provide  services  and  the  third 
party  agencies.  These  groups  must  work  out  administrative 
solutions  that  will  be  satisfactory  and  acceptable  to  the 
public,  yet  protect  the  freedom  of  providers  of  health 
services.” 

Free  Enterprise  is  Individual  Responsibility 

If  the  American  people  are  to  be  saved  from  creeping 
socialism  and  galloping  collectivism,  they  must  be  told  the 
facts  about  free  enterprise  in  a way  they  can  understand, 
Edwin  Vennard  of  New  York  told  physicians  in  a talk 
entitled  "Will  America  Remain  Free?”  Vice-president  and 
managing  director  of  the  Edison  Electric  Institute,  which  is 
the  national  trade  association  of  electric  light  and  power 
companies,  Mr.  Vennard  is  a professional  engineer. 

The  American  way  of  life  is  being  threatened  from 
within,  chiefly  because  many  Americans  who  profess  to 
despise  communism  and  socialism  do  not  understand  the 
threat  of  growing  government  control,  the  speaker  said. 
It  is  the  responsibility  of  every  individual  in  a position  of 
community  leadership — including  the  doctor — to  be  con- 
stantly on  the  alert  for  ways  to  tell  the  free  enterprise 
facts,  Mr.  Vennard  added.  "How  well  our  community  lead- 
ers respond  to  this  call  will  ultimately  determine  the  ex- 
tent to  which  we,  as  a nation,  will  retain  the  freedoms 
we  now  possess.” 

Federal  Medicine  Erases  Private  Patient 

The  vanishing  private  patient — and  the  private  practi- 
tioner who  is  vanishing  along  with  him — were  mourned 
by  Dr.  Russell  B.  Roth  of  Erie,  Pa.,  when  he  addressed 
members  of  the  Texas  Medical  Association  in  Austin  on 
"Federal  Medicine  and  the  Private  Patient.” 

Dr.  Roth,  chairman  of  the  American  Medical  Associa- 
tion’s Committee  on  Federal  Medical  Service,  posed  a num- 
ber of  questions  which  his  committee  is  now  studying  and 
which  it  will  discuss  with  such  groups  as  the  Special  Medi- 
cal Advisory  Board  to  the  Veterans  Administration,  Deans’ 
Committees,  and  the  AMA’s  Council  on  Medical  Education 
and  Hospitals. 
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Among  these  questions;  Is  it  advisable  that  85  per  cent 
of  all  patients  now  being  treated  in  VA  hospitals  be  there 
for  non-service  connected  illnesses?  As  the  nation’s  veteran 
population  ages  and  such  illnesses  increase,  will  their 
treatment  in  VA  hospitals  place  a tremendous  financial 
burden  on  the  federal  government  and  thus  on  the  tax- 
payer? Are  private  hospitals  losing  interns  and  residents  to 
VA  hospitals?  Is  the  current  emphasis  on  research,  other 
than  clinical,  in  large  VA  hospitals  contributing  to  the  de- 
emphasis of  service-connected  care  and  the  beginning  of 
"empire-building”  as  well?  Would  the  transforming  of 
many  of  the  fine  physical  plants  now  functioning  as  VA 
hospitals  into  community,  county,  or  state  hospitals  allow 
them  to  serve  many  more  people  much  more  economically? 

Bills,  Taxes,  Budget  Form  Ikard  Talk 

"Congressional  Issues  of  Particular  Interest  to  Physicians” 
were  discussed  by  Congressman  Frank  Ikard  of  Wichita 
Falls,  who  represents  the  Thirteenth  Texas  District,  in 
Austin  January  24.  Specific  points  he  discussed  included 
the  following: 

The  President’s  Budget  for  the  Fiscal  Year  1960:  As  sub- 
mitted to  Congress,  the  budget  is  in  truly  precarious  bal- 
ance, yet  maintaining  a balanced  budget  "is  the  greatest 
domestic  challenge  facing  the  nation.” 

H.  R.  10:  Mr.  Ikard  stated  that  chances  are  excellent 
that  this  bill  will  be  favorably  acted  upon,  for  the  second 
time,  by  the  Commitee  on  Ways  and  Means,  and  that  it 
will  shortly  thereafter  receive  congressional  approval.  This 
bill  would  allow  the  professional  man  temporary  tax  de- 
fetment  for  a limited  portion  of  his  income  which  he 
might  set  aside  for  his  own  retirement. 


Standing  in  front  of  the  Texas  Medical  Association's 
headquarters  building  is  Dr.  Russell  B.  Roth,  Erie,  Pa., 
chairman.  Committee  on  Federal  Medical  Service,  and 
Dr.  Ernest  B.  Howard,  Chicago,  assistant  executive  vice- 
president,  American  Medical  Association,  guest  speakers. 


Health  Service  for  the  Aged:  The  Secretary  of  Health, 
Education,  and  Welfare  is  preparing  a rep>ort,  to  be  avail- 
able March  1,  on  the  feasibility  of  caring  for  the  health 
needs  of  old  people  under  some  type  of  insurance  plan. 
As  the  question  of  taking  care  of  older  people  becomes 
the  subjea  of  more  and  more  attention,  it  is  imperative 
that  doctors  devote  their  best  efforts  toward  finding  a so- 
lution to  this  vexing  problem,  Mr.  Ikard  emphasized. 

Proprietary  Nursing  Homes:  Under  way  are  hearings  on 
a bill  which  would  authorize  FHA  type  mortgage  loan 
guaranties  for  proprietary  nursing  homes.  This  is  similar 
to  an  American  Medical  Association  supported  bill  in  Con- 
gress last  year. 

Health  Program  for  Federal  Civilians:  Bills  have  been 
introduced  in  both  houses  to  set  up  a voluntary  contribu- 
tory health  insurance  program  for  civilian  workers  of  the 
federal  government.  "This  would  seem  to  be  much  more 
desirable  than  a compulsory  federal  plan  which  has  been 
suggested,”  Mr.  Ikard  commented. 


County  Society  Panels 

Physicians  attending  the  Conference  on  County  Medical 
Society  Officials  heard  two  panels,  the  first,  entitled  "We 
Need  Your  Help,”  featuring  discussions  of  voluntary  health 
insurance,  problems  of  the  aging,  and  closer  liaison  with 
the  Woman’s  Auxiliary,  while  the  second  gave  a picture 
of  'What’s  Ahead  for  Medicine  in  1959.” 

"We  Need  Your  Help" 

The  present  rate  of  increase  of  5 per  cent  a year  (each 
year  since  1946)  may  price  voluntary  health  insurance 
out  of  reach  of  the  average  breadwinner.  Dr.  A.  Rex 
Kirkley  of  Belton,  member  of  the  Texas  Medical  Associa- 
tion Committee  on  Voluntary  Health  Insurance  and  Health 
Care  Costs,  told  physicians  attending  the  January  24  meet- 
ing in  Austin.  Though  many  factors  precipitating  increased 
costs  have  resulted  in  better  medical  care,  "we  can  no  long- 
er ignore  or  tolerate  the  abuse  of  health  insurance  by 
patients,  physicians,  or  hospitals,”  Dr.  Kirkley  said. 

The  committee  is  studying  the  merits  of  co-insurance 
and  deductible  insurance,  in  which  the  patient  pays  a part 
of  his  medical  bill,  thus  reducing  possible  abuse,  he  added. 
County  societies  were  urged  to  appoint  committees  to  study 
this  problem  on  a local  basis,  to  cooperate  with  the 
woman’s  auxiliary  in  expanding  coverage  in  health  insur- 
ance, and  to  aid  in  public  information  efforts  in  their  own 
communities. 

Discussing  "Problems  of  the  Aging,”  Dr.  Wendell  D. 
Gingrich  of  Galveston,  chairman  of  the  Texas  Medical  As- 
sociation’s Committee  on  Problems  of  the  Aging,  empha- 
sized the  popular  interest  in  problems — medical,  economic, 
and  social — arising  from  longer  life.  He  touched  on  the 
significance  of  the  compulsory  retirement  age  to  health, 
as  well  as  to  financial  independence,  and  urged  his 
hearers  to  look  into  the  magnitude  of  the  problem  of 
health  care  for  oldsters  in  their  own  communities.  He 
underlined  the  importance  of  the  medical  profession’s  act- 
ing to  help  solve  the  health  care  problem.  "If  you  are  in- 
clined to  let  George  do  it,”  he  warned,  "look  over  your 
shoulder  for  George  and  you  will  find  your  Uncle,  whose 
name  is  Sam,  ready  to  tell  you  what  to  do.” 

Mrs.  William  D.  Nicholson  of  Freeport,  first  vice-presi- 
dent of  the  Texas  Medical  Association  Woman’s  Auxiliary, 
asked  Texas  physicians  to  become  acquainted  with  projects 
of  the  Auxiliary  and  to  urge  their  wives  to  take  active  part 
in  its  work,  when  she  addressed  TMA  members  attending 
the  January  24  meeting  in  Austin.  "A  weak  county  medical 
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society  usually  promotes  a weak  auxiliary,”  she  reminded 
the  men,  citing  particularly  the  need  for  joint  informative 
meetings  on  legislation,  public  relations,  medical  ethics, 
mental  illness,  civil  defense,  and  similar  subjects. 

Auxiliary  projects  touched  upon  by  Mrs.  Nicholson  in- 
cluded Texas’  230  fumre  nurse  clubs  with  5,000  members, 
being  sponsored  by  the  women’s  group;  sponsorship  of 
science  fairs  for  public  school  students;  the  sale  of  Christ- 
mas cards  (40,000  in  December,  1958)  to  benefit  the 
American  Medical  Education  Foundation;  the  sale  of  To- 
day’s Health  magazine;  philanthropic  funds  to  help  sup- 
port the  TMA  Memorial  Library,  to  provide  loan  funds 
for  medical  students,  and  to  be  used  as  gifts  for  families 
of  deceased  physicians  who  are  in  need.  Training  of  baby 
sitters,  home  and  highway  safety,  and  civil  defense  are 
other  Auxiliary  projects  physicians  should  know  about, 
Mrs.  Nicholson  said. 

"What's  Ahead  for  Medicine  in  1 959" 

"What’s  Ahead  for  Medicine  in  1959”  in  the  Eighty- 
Sixth  Congress,  in  the  State  Legislamre,  in  the  American 
Medical  Association  House  of  Delegates,  and  in  the  Texas 
Medical  Association  House  of  Delegates  was  the  subject  of 
the  second  panel  presented  during  the  Conference  on 
County  Medical  Society  Officials. 

Dr.  Franklin  W.  Yeager  of  Corpus  Christi,  President- 
Elect  of  the  Texas  Medical  Association,  moderated  the 
panel  discussion,  which  included  Dr.  John  E.  McDonald 
of  Tulsa,  member  of  the  Commitee  on  Legislation  of 
AMA;  Philip  R.  Overton  of  Austin,  general  counsel  of 
TMA;  Dr.  Milford  O.  Rouse  of  Dallas,  chairman  of  Texas 
delegates  to  AMA;  and  Dr.  James  D.  Murphy  of  Fort 
Worth,  vice-speaker  of  the  TMA  House  of  Delegates. 

When  the  TMA  House  of  Delegates  meets  in  San  An- 
tonio on  April  18,  Dr.  Murphy  said,  it  will  be  faced  with 
such  problems  as  whether  the  Board  of  Trustees  should  be 
increased  from  five  to  nine,  whether  American  citizenship 
should  be  a requirement  for  membership  in  the  Associa- 
tion, and  whether  alternate  delegates  to  the  AMA  should 
be  reimbursed  when  attending  annual  and  interim  ses- 
sions. 

Because  of  the  wide  range  of  decisions  to  be  made  and 
the  importance  of  these  decisions  to  each  individual  physi- 
cian, Dr.  Murphy  urged  the  county  societies  to  select  their 
delegates  to  the  House  with  the  greatest  care.  Such  dele- 
gates should  be  well  prepared,  preferably  available  to  serve 
several  years,  and  willing  to  attend  every  reference  com- 
mittee and  House  session. 

"The  delegate  must  attend  all  sessions  of  the  House  of 
Delegates.  Golf,  social  engagements,  even  the  scientific 
program  must  not  be  allowed  to  conflict.  I mention  this 
because  18  county  societies  were  totally  unrepresented  at 
all  the  sessions  in  Houston  last  year  . . . ,”  Dr.  Murphy 
stressed. 

Dr.  Rouse  commented  on  the  problem  of  health  care 
for  the  aged,  a report  of  the  Commission  on  Medical  Care 
Plans,  and  progress  being  made  by  the  AMA  Committee 
on  Insurance  and  Prepayment  Plans.  He  reported  that  a 
request  has  come  from  AMA  for  each  state  society  to  ex- 
press itself  as  to  what  is  involved  in  "free  choice  of  physi- 
cian,” a matter  which  brings  with  it  a correct  interpre- 
tation of  "third  party”  relationships  in  medical  care. 

Legislation  which  is  good  for  the  people  is  good  for 
those  practicing  medicine.  Attorney  Philip  R.  Overton  told 
members  of  the  Texas  Medical  Association,  as  he  alerted 
them  to  bills  which  will  come  up  in  the  current  session  of 
the  Texas  Legislamre.  Among  these  are  bills  to  license 
Texas  hospitals,  to  set  up  a statewide  system  of  medical 
examiners  in  place  of  the  antiquated  justice  of  the  peace 
system,  to  regulate  dangerous  drugs,  to  clarify  and  update 


In  connection  with  the  talk  on  problems  of  the  oging 
by  Dr.  Wendell  D.  Gingrich,  Galveston,  chairman.  Com- 
mittee on  Problems  of  the  Aging,  an  exhibit  by  the 
American  Medical  Association's  Committee  on  the  Ag- 
ing was  on  display. 

laws  pertaining  to  tuberculosis,  as  well  as  enabling  legisla- 
tion for  vendors’  medical  care  in  Texas,  bills  pertaining  to 
radiation  control,  and  many  others  with  medical  implica- 
tions. 

Work  of  the  American  Medical  Association’s  Committee 
on  Legislation  was  described  by  Dr.  McDonald.  Warning 
Texas  physicians  that  they  cannot  afford  to  be  complacent 
in  the  face  of  expected  efforts  by  the  Eighty-Sixth  Con- 
gress to  pass  considerable  legislation  detrimental  to  free 
enterprise.  Dr.  McDonald  told  the  group  that  doctors 
must  work  more  closely  with  their  allies  and  believers  in 
private  enterprise.  "Apostles  of  socialized  medicine  have 
resorted  to  a new  technique:  divide  and  conquer,”  he 
said. 

Dr.  McDonald  emphasized  the  physician’s  importance 
in  seeking  ways  to  solve  the  growing  problem  of  medical 
care  for  the  aged.  "We  must  assume  the  primary  responsi- 
bility to  enrich  the  lives  of  those  to  whom  we’ve  given 
longer  life,”  he  said.  He  cited  efforts  of  the  Joint  Council 
on  Health  Care  for  the  Aged  in  this  area,  and  pointed  to 
the  present  trend  of  compulsory  retirement  of  persons  aged 
65  as  a chief  cause  for  emotional  and  physical  let-downs 
in  the  older  population. 

Despite  the  many  criticisms  of  the  medical  profession. 
Dr.  McDonald  said,  "there  is  no  better  profession  in  the 
world  than  medicine,  and  we  are  practicing  the  best  medi- 
cine.” 


Orientation  Program 

The  sixth  Orientation  Program  sponsored  by  the  Texas 
Medical  Association  for  new  and  transfer  members  was 
presided  over  by  Dr.  C.  E.  Willingham,  Tyler,  Vice-Presi- 
dent, Texas  Medical  Association,  during  the  morning  and 
Dr.  Charles  P.  Hardwicke,  Austin,  Speaker,  House  of  Dele- 
gates, during  the  afternoon. 

Orientees  heard  the  various  guest  speakers,  in  addition 
to  the  following  other  presentations:  "Welcome:  Objectives 
of  Orientation  Program,”  Dr.  Travis  Smith,  Abilene,  vice- 
chairman  of  the  Board  of  Councilors;  "The  Texas  Medical 
Association;  An  Accounting  of  Stewardship — What  Hap- 
pens to  Your  $50,”  Dr.  Troy  A.  Shafer,  Harlingen,  mem- 
ber of  the  Board  of  Trustees;  "Public  Relations  and  Socio- 
economic Considerations  in  the  Practice  of  Medicine,”  C. 
Lincoln  Williston,  Austin,  Executive  Secretary. 

The  program  also  included  "Medical  Ethics  Considera- 
tions in  the  Practice  of  Medicine,”  Dr.  C.  E.  Oswalt,  Jr., 
Fort  Stockton;  "Medical  Etiquete;  Obligations  of  the  Physi- 
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cian  to  Colleagues  and  to  the  Profession,”  Dr.  R.  Mayo 
Tenery,  Waxahachie,  Councilor,  District  14;  "Serving  the 
Doctors  of  Texas,”  Donald  M.  Anderson,  Austin,  assistant 
executive  secretary;  "Workmen’s  Compensation  Laws; 
Charges,  Obligations  and  the  Law,”  Smith  Pettigrew,  Dal- 
las, medical  coordinator,  Texas  Employers’  Insurance  As- 
sociation; "Legal  Aspects  of  Medical  Practice;  Malpractice — 
How  to  Avoid  It,”  Pat  Bailey,  Austin,  assistant  general 
counsel  of  the  Association. 


Committee  Progress  Reports 
Heard  by  Executive  Council 

Reports  from  boards,  councils,  and  committees  were  re- 
ceived by  the  Executive  Council  of  the  Texas  Medical  As- 
sociation meeting  Sunday,  January  25,  in  the  headquarters 
building  in  Austin.  Dr.  Howard  O.  Smith  of  Marlin, 
President,  and  Dr.  C.  E.  Willingham  of  Tyler,  Vice-Presi- 
dent, alternated  at  presiding.  ’The  invocation  was  given 
by  Dr.  C.  P.  Hardwicke  of  Austin,  Speaker  of  the  House 
of  Delegates.  Mrs.  John  D.  Gleckler,  President  of  the 
Woman’s  Auxiliary,  spoke  briefly. 

’The  following  groups  reported: 

Board  of  Trustees. — Authorization  was  given  to  the 
Austin  architectural  firm,  Jessen,  Jessen,  Millhouse,  and 
Greeven,  to  begin  a remodeling  program  for  the  head- 
quarters building  which  may  provide  additional  space  for 
the  Library,  a second  large  meeting  room,  greater  utiliza- 
tion of  office  facilities  on  the  second  floor,  and  more  ade- 
quate space  for  printing  and  mailing  services.  A prelimi- 
nary fiscal  report  for  1958  expendimres  shows  the  margin 
of  income  in  the  general  operating  fund  to  be  $2,100  after 
all  bills  for  the  year  were 'paid.  Policies  to  permit  the  Li- 
brary to  handle  reference  requests  only  for  members  of 
the  Association  and  the  Journal  to  accept  advertising  from 
clinics,  hospitals,  and  voluntary  health  agencies  at  reduced 
professional  rates  were  announced. 

Board  of  Councilors. — As  a result  of  reports  that  the 
procedure  for  grievances  between  physicians  and  county 
societies  is  not  being  followed,  the  Councilors  reemphasized 
the  importance  of  the  procedure,  pointing  out  that  the 
board  of  censors  is  not  a summary  court,  merely  a fact 
finding  body.  A substitute  method  for  selecting  the  Gen- 
eral Practitioner  of  the  Year  is  being  planned. 

Executive  Secretary. — The  Memorial  Library  staff  pro- 
cessed more  than  3,000  reference  requests  in  1958,  an  in- 
crease of  22  per  cent  over  1957  and  91  per  cent  over 
1953.  More  than  400  physicians  sought  locations  through 
the  Physicians  Placement  Service;  68  communities  sought 
help  in  locating  a doctor.  Net  revenue  from  advertising  in 
the  Texas  State  Journal  of  Medicine  amounted  to  $86,000 
last  year,  an  increase  of  11  per  cent  over  1957  and  double 
the  revenue  over  1954.  All  space  for  1959  annual  session 
technical  exhibits  has  been  committed.  Net  income  from 
technical  exhibits  should  amount  to  approximately  $14,500, 
which  is  double  the  amount  obtained  from  the  1954  meet- 
ing in  San  Antonio. 

Council  on  Medical  Jurisprudence. — A number  of  pro- 
posed bills  were  brought  to  the  attention  of  the  Council. 
The  majority  were  approved.  No  action  was  taken  on  two 
bills,  one  enabling  legislation  which  could  implement 
the  constimtional  amendment  on  Vendor’s  Medical  Care 
and  another  on  radiation  regulation.  The  Council  opposed 
the  bill  proposed  by  the  Texas  Psychology  Association, 
which  calls  for  the  legal  certification  or  licensure  of  psy- 
chologists. 

Council  on  Scientific  Work. — Annual  session  plans  are 
nearing  completion,  with  approximately  35  programs  to  be 


presented  by  scientific  sections,  state  committees,  and  re- 
lated organizations.  Special  symposiums  will  be  given  by 
the  Committee  on  Cancer,  the  Committee  on  Nuclear  and 
Atomic  Medicine,  and  the  Committee  on  Industrial  Health. 
Refresher  courses,  with  special  courses  on  office  manage- 
ment and  on  interpretation  of  chest  roentgenograms,  gen- 
eral meetings,  motion  pictures,  and  Fiesta  entertainment 
will  round  out  the  program. 

Council  on  Medical  Education  and  Hospitals. — A recom- 
mendation that  the  Medical  Educator  of  the  Year,  an  award 
which  is  being  considered,  give  a lectureship  at  the  annual 
session  was  referred  to  the  Council  on  Scientific  Work 
for  its  consideration.  Another  recommendation  was  that 
the  Legislature  pass  appropriations  to  support  the  existing 
medical  education  facilities  in  Texas  and  that  a bill  be 
passed  establishing  a third  medical  branch  of  the  Uni- 
versity of  Texas  in  Bexar  County. 

AMA  Delegates. — ^The  Delegates  urged  those  present 
to  study  the  special  edition  of  the  Journal  of  the  American 
Medical  Association  (January  17)  on  medical  care  plans 
and  expressed  the  hope  that  every  Texas  doctor  attending 
either  the  annual  session  of  the  AMA  in  Atlantic  City  in 
June  or  the  clinical  session  in  Dallas  December  1-4  will 
take  time  to  observe  the  House  of  Delegates  in  action. 

Committee  on  Cancer. — A symposium  on  "Cancer  in 
Texas  Today”  and  a scientific  exhibit  will  be  sponsored  at 
the  annual  session. 

Committee  on  Medical  History. — This  Commitee  will  co- 
operate with  the  Schering  Corporation  in  an  annual  ses- 
sion exhibit  dedicated  to  Dr.  Anson  Jones.  Members  of 
the  Committee  who  prior  to  this  time  have  been  document- 
ing the  history  of  the  Texas  Medical  Association  have 
agreed  to  make  their  approach  more  general  by  writing 
the  history  of  medicine  in  Texas. 

Committee  on  Public  Relations. — A suggestion  was 
made  to  establish  a committee  of  liaison  between  the 
Texas  Medical  Association  and  the  Texas  Pharmaceutical 
Association  (both  at  the  state  and  county  level)  so  that 
future  problems  or  issues  of  mutual  interest  can  be  dis- 
cussed and  carried  our. 

Committee  on  Mental  Health. — The  Committee  suggested 
that  the  Board  of  State  Hospitals  and  Special  Schools  be 
notified  of  the  Texas  Medical  Association’s  reaffirmed  sug- 
gestion of  a permanent  planning  and  advisory  committee 
for  the  implementation  of  the  Gerty  Plan  (the  proposal 
which  was  presented  by  Dr.  Francis  J.  Gerty  of  Chicago 
with  regard  to  the  mental  health  facilities  in  Texas ) . 

Committee  on  National  Emergency  Medical  Service. — 
In  an  effort  to  keep  Texas  from  losing  its  emergency  hos- 


Few  empty  seats  could  be  found  during  the  guest 
presentations  given  before  the  orientees  and  county  so- 
ciety officials  in  the  Sam  Thompson  Room. 
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A latecomer  walks  down  the  crowded  parking  lot  at 
the  Texas  Medical  Association's  headquarters  building 
to  enter  the  back  entrance. 


pital  allotment,  the  Committee  advocates  the  continuation  of 
the  program  alerting  county  medical  societies  of  the  need 
for  prepositioning  of  emergency  hospitals.  A brochure 
entitled  "Principles  of  Mass  Medical  Care  in  Defense 
and  Disaster;  Administration"  was  to  be  sent  to  the 
county  medical  societies. 

Committee  on  School-Physician  Relationships. — Plans  for 
a third  statewide  Conference  on  Physicians  and  Schools 
were  discussed.  Cooperation  will  be  given  the  Texas  High 
School  Coaches  Association  in  its  program  on  athletic  in- 
juries in  Fort  Worth  in  August. 

Committee  on  Rural  Health  and  Doctor  Distribution. — 
In  an  attempt  to  combat  the  problem  that  still  exists  in 
finding  additional  doctors  for  rural  areas,  Committee  mem- 
bers set  up  a definite  program  outlining  the  advantages 
of  rural  practice.  The  program  will  be  directed  toward 
medical  students. 

Committee  on  Tuberculosis. — The  revised  draft  of  the 
state  Tuberculosis  Code  was  approved  and  its  passage  by 
the  Legislature  urged.  Channels  which  will  be  used  for 
disseminating  educational  material  on  the  control  of  tuber- 
culosis include  a speakers’  bureau,  letters  and  pamphlets, 
the  Texas  State  Journal  of  Medicine,  and  programs  on 
tuberculosis  at  the  county  level.  The  Committee  emphasized 


Dr.  William  A.  Glenn,  Amarillo,  is  served  a cup  of 
coffee  by  Mrs.  Robert  Farris,  Austin,  legislative  chair- 
man for  the  Travis  County  Womon's  Auxiliary. 


the  importance  of  tuberculin  skin  testing  and  proper 
monitoring  of  x-ray  equipment. 

Committee  on  Scientific  Exhibits. — A popularity  poll 
designed  to  bring  information  from  the  membership  re- 
garding the  appeal  of  specific  exhibits  will  be  taken  dur- 
ing the  1959  annual  session.  Physicians  will  be  asked  to 
judge  the  exhibits  on  subject  matter,  value  to  the  physi- 
cian’s practice,  and  excellence  of  presentation.  With  a 
limited  area  for  scientific  exhibits,  priority  is  being  given 
to  Texas  physicians  and  institutions  and  to  exhibits  with 
subject  matter  that  appeals  to  the  general  membership. 

Committee  for  Liaison  with  State  Bar  of  Texas. — Ap- 
proval was  given  for  a code  which  would  be  used  as  a 
guide  in  the  interprofessional  relations  of  physicians  and 
attorneys.  'The  Committee  recommends  that  the  code  be 
presented  to  the  April  House  of  Delegates. 

Committee  for  Liaison  with  Workmen’s  Compensation 
Insurance  Companies. — ^To  inform  Association  members  of 
the  various  phases  of  workmen’s  compensation  laws,  a 
series  of  bulletins  is  being  prepared  for  submission  to  the 
Texas  State  Journal  of  Medicine.  The  pamphlet,  "Physi- 
cian’s Medical  Report  Guide,”  distributed  by  the  Committee 
on  Public  Relations,  will  be  revised. 

Committee  on  Cardiovascular  Diseases. — Referral  to  the 
Board  of  Trustees  was  made  of  the  suggestion  that  the 
pages  discussing  cardiovascular  diseases  which  the  Commit- 
tee and  the  Texas  Heart  Association  sponsor  in  the  Texas 
State  Journal  of  Medicine  be  bound  and  distributed  to  the 
Texas  Medical  Association  membership.  County  medical 
societies  will  be  asked  to  sponsor  a hospital  day  devoted 
to  cardiovascular  diseases  and  possibly  an  evening  semi- 
nar for  lay  and  professional  groups. 

Committee  on  Asian  Influenza. — ^Members  requested  that 
this  Committee  be  discontinued  in  view  of  the  fact  that 
no  problems  have  arisen  over  the  control  of  Asian  influ- 
enza. The  Committee  reported  that  the  vaccine  now  avail- 
able is  polyvalent  and  deplores  the  action  of  governmental 
agencies  in  requiring  the  discontinuance  of  polyvalent  vac- 
cine during  the  stress  of  initiating  the  influenza  vaccine. 

Committee  on  Military  and  Veterans  Affairs. — In  recom- 
mending that  physicians  try  to  make  an  effort  to  refer  their 
patients  to  other  than  federal  hospitals,  the  Committee 
pointed  out  that  instead,  doctors  could  refer  patients  to 
the  Vocational  Rehabilitation  Division  of  the  Texas  Edu- 
cation Agency  or  to  nonfederal  hospitals  having  residency 
training  programs,  many  of  which  are  seeking  additional 
clinical  material. 

Appointees  to  the  Texas  Commission  on  Patient  Care 
and  Committee  on  Patient  Care. — Two  meetings  were 
held  with  representatives  of  the  Board  of  Nurse  Exam- 
iners, the  Texas  Chapter,  American  Physical  Therapy 
Association,  and  the  Texas  Social  Welfare  Association. 
’The  proposed  Nurse  Practice  Act  was  discussed;  the  Texas 
Graduate  Nurses  Association  has  withdrawn  from  its  spon- 
sorship of  the  act. 

Committee  on  Nuclear  and  Atomic  Medicine. — A sec- 
ond symposium,  "Fatal  and  Nonfatal  Nuclear  Accidents  in 
the  First  Decade  of  the  Atomic  Age,”  will  be  held  Aptil 
18  in  connection  with  annual  session.  Committee  mem- 
bers agreed  to  serve  as  advisers  to  the  Division  of  Occu- 
pational Health,  Texas  State  Department  of  Health,  in 
matters  of  radiological  defense. 

Committee  on  Problems  of  the  Aging. — County  medical 
society  presidents  will  be  sent  a letter  suggesting  that  a 
committee  on  aging  be  appointed.  Material  is  available  at 
the  headquarters  office  which  can  be  used  by  these  county 
committees. 

Committee  on  Bracero  Insurance  and  Medical  Service. — 
A resolution  which  asks  that  the  existing  standard  work 
contract  for  braceros  be  amended  to  stipulate  that  a small 
fee  be  paid  the  physician  by  the  worker  on  the  initial 
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visit  for  each  nonoccupational  illness  was  received  and  re- 
ferred to  the  House  of  Delegates. 

Committee  on  Voluntary  Health  Insurance  and  Health 
Care  Costs. — In  considering  the  problem  of  medical  care 
of  the  aged,  the  Committee  recommended  that  Blue  Cross- 
Blue  Shield  be  requested  to  prepare  a proposal  for  im- 
proving health  care  services  to  Texas  citizens  over  65  on 
a prepaid  service  plan  basis.  The  project,  which  would  be 
a joint  endeavor  of  the  Texas  Medical  Association,  the 
Texas  Hospital  Association,  and  Blue  Cross-Blue  Shield,  was 
referred  to  the  House  of  Delegates. 

Committee  on  Spas. — The  Executive  Council  referred  to 
the  House  of  Delegates  a recommendation  for  the  ap- 
pointment of  a Committee  on  Rehabilitation,  which  would 
coordinate  and  explain  various  aspects  of  rehabilitation 
and  the  roles  which  the  various  specialists  and  general 
practitioners  play  in  this  field.  The  Committee  requested 
that  a suggestion  be  made  to  the  American  Medical  As- 
sociation asking  that  the  Council  on  Physical  Medicine 
reactivate  its  Subcommittee  on  American  Health  Resorts, 
and  that  a program  of  evaluation  and  accreditation  of 
American  spas  be  started. 


Dallas  Reporter  Anson  Jones  Winner 

Winner  of  the  current  Anson  Jones  Award  for  out- 
standing lay  medical  reporting  is  Mrs.  Judy  Bonner,  medi- 
cal writer  for  the  Dallas  Times-Herald.  Announcement 
comes  from  Dr.  Joe  R.  Donaldson,  Pampa,  chairman  of 
the  Committee  on  Public  Relations  of  the  Texas  Medical 
Association. 

Initiated  by  the  Association  in  1956,  the  award  of  $250 
and  bronze  plaque  will  be  presented  to  Mrs.  Bonner  dur- 
ing the  annual  session.  Two  new  features  have  been  added 
to  second  and  third  place  this  year — $100  for  second 
place,  won  by  Blair  Justice  of  the  Fort  Worth  Star -'Tele- 
gram, and  $50  for  third  place,  won  by  Miss  Marjorie  Clapp 
of  the  San  Antonio  Light. 

Twelve  presentations  were  submitted  for  the  competi- 
tion this  year.  They  were  by  Jack  Mohler,  Burt  Schorr, 
T.  V.  Thompson,  and  Miss  Zella  Maxwell,  all  of  the 
Houston  Press;  Gene  Wilburn,  Houston  Chronicle;  Mrs. 
Laura  Reesby,  Galveston  Tribune;  Miss  Helen  Bullock, 
Dallas  News;  Harry  McCormick,  Dallas  News;  Miss  Louise 
Evans,  Amarillo  Globe-News;  Mrs.  Bonner;  Mr.  Justice; 
and  Miss  Qapp. 

The  name  of  each  of  the  nominees  was  submitted  by 
the  county  medical  society  in  his  area  in  cooperation  with 
the  newspaper. 


River  Parade  to  Spark 
Annual  Session  Festivities 

The  Fiesta  River  Parade,  a night  illuminated  water  pa- 
rade of  floats  depicting  themes  from  great  books  and  mark- 
ing the  arrival  of  King  Antonio  XXXVII  in  San  Antonio, 
will  be  among  the  attractions  of  the  1959  annual  session 
of  the  Texas  Medical  Association  in  San  Antonio,  April 
18-21. 

Floats  for  the  parade  are  being  prepared  by  civic  and 
fraternal  organizations,  and  the  king  is  to  be  chosen  from 
the  Texas  Cavaliers.  Dr.  J.  Layton  Cochran,  former  Texas 
Medical  Association  President,  is  the  only  doctor  of  medi- 
cine who  has  been  a king. 

Tickets  for  the  parade,  to  be  held  on  the  San  Antonio 
River  Monday,  April  20,  have  been  reserved  in  special 
sections  for  the  Texas  Medical  Association  until  April  1. 


Fiesta  Events 


April  19:  Presentation  of  Miss  Fiesta,  4:30  p.  m. 

April  20:  Fiesta  River  Parade,  8:15  p.  m. 

April  21:  A Night  in  Old  San  Antonio,  5-10  p.  m. 

Street  Dancing,  8:30  p.  m. 

April  22:  A Night  in  Old  San  Antonio,  5-10  p.  m. 
April  23:  Garden  Festival  and  Concert,  4-10  p.  m. 

Fiesta  Ceremonial  Dress  Parade,  4:30  p.  m. 

A Night  in  Old  San  Antonio,  5-10  p.  m. 

Band  Festival,  7:30  p.  m. 

April  24:  Battle  of  Flowers,  3:30  p.  m. 

A Night  in  Old  San  Antonio,  5-10  p.  m. 
Street  Dancing,  8:30  p.  m. 

Further  details  are  available  from  the  Fiesta  Association, 
325  Majestic  Building,  San  Antonio. 


Tickets  now  may  be  reserved  directly  with  the  Fiesta  As- 
sociation at  325  Majestic  Building,  San  Antonio,  which 
will  mail  them  to  the  physicians  beginning  in  March.  The 
reserved  seats  and  prices  are  as  follows: 

Arneson  River  Theatre  (center  of  parade  activities),  en- 
tered through  gate  5: 

Box  seats  with  chairs  (boxes  5-9),  105  tickets  at  $4.80. 

Amphitheatre  seats  (rows  D-Q),  187  tickets  at  $3.60. 

Riverside  seats  (on  river  banks  near  the  beginning  of 
the  parade  in  close  proximity  to  the  Hilton  Hotel  and 
La  Villita),  entered  through  gate  4: 

Box  seats  with  chairs  (boxes  1-4),  181  tickets  at  $1.80. 

Riverside  chair  seats  (section  G),  190  tickets  at  $1.50. 

Riverside  bleacher  seats,  unreserved  (sections  A-C), 
760  tickets  at  $1.20. 

After  April  1,  the  sections  blocked  out  for  the  Texas 
Medical  Association  will  not  be  held.  Tickets  probably  will 
be  available,  though  perhaps  at  different  locations  and 
further  from  the  hotels. 

Medical  school  alumni  banquets  will  precede  the  pa- 
rade, most  of  them  planned  to  conclude  before  the  parade 
time  at  8:30  p.  m. 

A seated  dinner  honoring  Dr.  Howard  O.  Smith,  Marlin, 
President  of  Texas  Medical  Association,  will  be  held  Tues- 
day evening,  April  21,  in  the  Hilton  Grand  Ballroom. 

The  dinner  will  begin  at  8 p.  m.,  after  fraternity  par- 
ties, which  will  begin  at  7.  Tickets  for  the  president’s  party 


Pretty  girls  on  beautiful  floats  can  be  seen  in  the 
Fiesta  River  Parade  to  be  held  Monday,  April  20,  dur- 
ing annual  session  in  San  Antonio.  Tickets  are  now 
available  in  sections  reserved  for  the  Texas  Medical 
Association. 
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with  be  $7.25  each  and  will  be  on  sale  at  the  registration 
desk. 

Larry  Herman’s  Orchestra  will  furnish  music  for  dancing 
with  Eduardo  Martinez  Mexican  Revue  providing  the 
floor  show. 

Adding  to  the  festive  atmosphere,  an  American  Legion 
"train,”  courtesy  of  the  Mission  Pharmacol  Company,  ■ will 
provide  transportation  between  the  Menger,  St.  Anthony, 
Gunter,  and  Hilton  Hotels,  April  18-21. 

Since  Fiesta  Week  will  be  staged  simultaneously  with 
and  following  the  annual  session,  it  is  important  that  physi- 
cians write  for  hotel  reservations  early,  at  which  time 
designating  how  long  they  plan  to  stay.  A block  of  rooms 
will  be  held  at  the  Hilton  Hotel  until  March  1 for  As- 
sociation officials,  guest  speakers,  delegates,  and  exhibi- 
tors; thereafter,  the  rooms  will  be  available  on  a first 
come,  first  served  basis.  All  rooms  elsewhere  promised  for 
the  medical  meeting  may  be  allocated  immediately  to 
anyone  planning  to  attend;  a list  of  hotels  and  motels  was 
published  in  the  October  Journal,  page  751. 

'The  complete  program  for  the  annual  session  will  ap- 
pear in  the  March  Journal. 


★ 


American 

Medical  Association 


AMA  Appoints  Former  Hoover  Aids 


Dr.  F.  J.  L.  Blasingame,  execurive  vice-president  of  the 
American  Medical  Association,  has  announced  the  appoint- 
ment of  Arthur  Kemp,  Ph.D.,  professor  of  economics, 
Claremont  Men’s  College  and  Graduate  School,  Calif.,  as 
director  of  the  AMA  Bureau  of  Medical  Economic  Re- 
search. Dr.  Kemp  was  an  assistant  to  former  President  Her- 
bert Hoover  in  recent  years;  he  succeeds  retiring  Frank  G. 
Dickinson,  Ph.D.,  of  Evanston,  111.,  in  the  position. 

Dr.  Johnson  F.  Hammond  has  replaced  Dr.  Austin  E. 
Smith  as  editor  of  the  Journal  of  the  American  Medical 
Association.  Edwin  (Pat)  Patterson  of  Washington,  D.  C, 
is  the  new  manager  of  the  AMA’s  Washington  office.  He 
was  former  director  of  the  professional  staff  of  the  Vet- 
erans’ Affairs  Committee  of  the  House  of  Representatives. 
Cecil  B.  Dickson  has  been  announced  as  a new  legislative 
representative  in  the  Washington  office  of  the  Association. 

Dr.  Franklin  C.  Yoder,  Cheyenne,  Wyo.,  has  been  named 
director  of  the  AMA  Division  of  Socio-Economic  Activities. 
Director  of  the  Wyoming  Department  of  Public  Health 
since  1957,  he  will  head  the  division  including  the  Bureau 
of  Health  Education,  Economic  Research  Department,  and 
the  Councils  on  Industrial  Health,  National  Defense,  Medi- 
cal Service,  and  Rural  Health. 


Rural  Health  Meet  Set  March  5-8 


Mental  health,  aging,  nutrition,  dental  health,  costs  of 
medical  care,  health  insurance — and  their  effect  on  rural 
residents — will  be  highlighted  at  the  fourteenth  National 
Conference  on  Rural  Health  March  5-7  in  Wichita,  Kans. 
Sponsored  by  the  American  Medical  Association’s  Council 
on  Rural  Health,  the  meeting  is  expected  to  attract  700 
representatives  of  medicine,  farm  groups,  mental  agencies, 
and  other  lay  groups. 

Dr.  Louis  M.  Orr  of  Orlando,  Fla.,  president-elect  of  the 
American  Medical  Association,  will  be  one  of  the  speakers. 
A member  of  the  sponsoring  council  is  Dr.  Allen  T. 
Stewart  of  Lubbock. 


^ County  Societies 


County  Society  Officers 

Among  officers  named  to  county  medical  society  posts 
this  year  are  the  following: 

Andrews-Ector-Midland. — President-elect,  Dr.  John  E. 
Bauman,  Odessa;  secretary-treasurer.  Dr.  Jack  R.  Walton, 
Midland;  and  delegate.  Dr.  William  A.  Wiesner,  Odessa. 
Dr.  Milton  J.  Loring  of  Midland  became  president. 

Baylor-Knox-Haskell . — President,  Robert  L.  Newsom, 
Munday;  vice-president.  Dr.  Roy  -E.  Wilson,  Seymour; 
secretary-treasurer.  Dr.  Charles  G.  Markward,  Knox  City; 
and  delegate.  Dr.  T.  S.  Edwards,  Knox  City. 

Bee-Live  Oak-McMullen. — President,  Dr.  E.  W.  Muecke, 
Three  Rivers;  vice-president.  Dr.  J.  L.  Reagan,  Beeville; 
secretary-treasurer.  Dr.  G.  W.  Sansom,  George  West;  and 
delegate.  Dr.  Muecke. 

Bexar. — President-elect,  Dr.  J.  J.  Hinchey;  secretary.  Dr. 
Leon  C.  Kopecky;  treasurer.  Dr.  Dan  A.  Russell,  Jr.;  dele- 
gates, Dr.  J.  L.  Cochran,  Dr.  Jack  B.  Lee,  Dr.  A.  F.  Clark, 
Jr.,  Dr.  Arthur  C.  Ressmann,  Dr.  Jack  M.  Partain,  and  Dr. 
John  H.  Bohmfalk;  all  of  San  Antonio.  Dr.  Walter  Wal- 
thall, also  of  San  Antonio,  took  over  as  president. 

Cameron-Willacy.- — President,  Dr.  George  E.  Bennack, 
Raymondville;  vice-president.  Dr.  William  F.  Ross,  San 
Benito;  secretary-treasurer.  Dr.  Verne  F.  Goerger,  Raymond- 
ville; and  delegates.  Dr.  Phil  A.  Bleakney,  Harlingen,  and 
Dr.  Lee  Works,  Brownsville. 

Cass-Marion. — President,  Dr.  Thurmon  M.  Steed,  Jr., 
Hughes  Springs;  vice-president.  Dr.  T.  K.  Nichols,  Atlanta; 
secretary-treasurer.  Dr.  Louise  N.  Wilcox,  Hughes  Springs; 
and  delegate.  Dr.  Joe  D.  Nichols,  Atlanta. 

Cherokee. — President,  Dr.  James  H.  Kreimeyer,  Rusk; 
vice-president.  Dr.  Edward  L.  Mahon,  Jr.,  Jacksonville; 
secretary-treasurer.  Dr.  Thomas  H.  Cobble,  Rusk;  and  dele- 
gate, Dr.  George  M.  Hilliard,  Jacksonville. 

Clay-Montague-Wise. — President,  Dr.  Robert  E.  Hum, 
Henrietta;  secretary-treasurer.  Dr.  Berry  N.  Squyres,  Bowie; 
and  delegate.  Dr.  James  T.  Darwin,  Decatur. 

Comal. — President,  Dr.  J.  K.  Schaefer;  vice-president.  Dr. 
Frederick  Fmeholz,  Jr.;  secretary-treasurer.  Dr.  S.  M. 
Woodward;  and  delegate.  Dr.  Jack  A.  Bergfeld,  all  of  New 
Braunfels. 

East  Harris  Branch  of  Harris. — President-elect,  Dr. 
George  D.  Bmce;  vice-president.  Dr.  Percy  R.  Fayle;  secre- 
tary, Dr.  Charles  L.  Liggett;  and  treasurer.  Dr.  H.  W.  Kil- 
patrick, all  of  Baytown.  Dr.  Karl  T.  Sammons  of  Bay- 
town  became  president. 

Hays-Blanco. — President,  Dr.  David  L.  White;  vice- 
president,  Dr.  Rugel  F.  Sowell,  Jr.;  secretary-treasurer.  Dr. 
Benge  Elliott,  all  of  San  Marcos;  and  delegate.  Dr.  Ray  E. 
Bullard,  Jr.,  Blanco. 

El  Paso.- — President-elect,  Dr.  Delphin  von  Briesen;  vice- 
president,  Dr.  Louis  W.  Breck;  secretary.  Dr.  Ward  Evans; 
treasurer.  Dr.  Gilbert  Landis;  and  delegates.  Dr.  Merle  D. 
Thomas,  Dr.  Russell  L.  Deter,  and  Dr.  Ira  A.  Budwig,  all 
of  El  Paso.  Dr.  Branch  Craige  of  El  Paso  became  president. 

Ellis. — President,  Dr.  John  M.  Montgomery,  Milford; 
vice-president.  Dr.  John  G.  Compton,  Jr.,  Waxahachie; 
secretary-treasurer.  Dr.  Norman  L.  West,  Waxahachie;  and 
delegate.  Dr.  Herbert  Donnell,  Waxahachie. 

Ereestone. — President-elect,  Dr.  Maurice  Gage,  Teague; 
vice-president.  Dr.  William  N.  Sneed,  Fairfield;  secretary- 
treasurer,  Dr.  Jack  R.  Cox,  Teague;  and  delegate,  Leslie  L. 
Bonner,  Fairfield.  Dr.  Bonner  took  over  the  presidency. 

Galveston. — President-elect,  Dr.  E.  Sinks  McLarty,  Gal- 
veston; vice-president.  Dr.  Carroll  T.  Adriance,  Galveston; 
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secretary-treasurer,  Dr.  Harry  K.  Davis,  League  City;  dele- 
gates, Dr.  William  T.  Anderson,  LaMarque;  Dr.  Edward 
J.  Lefeber,  Galveston,  and  Dr.  Joseph  C.  Magliolo,  Dickin- 
son. Dr.  E.  Peter  Garber,  Galveston,  became  president. 

Grimes. — President-elect  and  vice-president.  Dr.  S.  D. 
Coleman;  secretary-treasurer.  Dr.  William  S.  Conkling; 
delegates.  Dr.  S.  D.  Coleman;  all  of  Navasota.  Dr.  E.  T. 
Ketchum  was  installed  as  president. 

Hale-Floyd-Briscoe. — President,  Dr.  George  H.  Benzon, 
III,  Plainview;  vice-president.  Dr.  Pat  Williams,  Lockney; 
secretary-treasurer.  Dr.  Joseph  A.  O’Grady,  Plainview;  dele- 
gate, Dr.  Marvin  C.  Schlecte,  Plainview. 

Hardin-Tyler. — President,  Dr.  Wade  M.  Parker;  vice- 
president,  Dr.  Sam  P.  Copeland,  Jr.;  secretary-treasurer. 
Dr.  George  D.  Tennison;  delegate.  Dr.  Wallace  J.  Poshat- 
aske,  all  of  Silsbee. 

Hill. — ^President,  Dr.  Silas  W.  Grant;  vice-president.  Dr. 
James  M.  Buie;  secretary-treasurer.  Dr.  Charles  A.  Garrett; 
and  delegate.  Dr.  Dick  K.  Cason,  all  of  Hillsboro. 

Hidalgo-Starr. — President,  Dr.  Pruitt  D.  Terrell,  Mc- 
Allen; vice-president.  Dr.  Gerald  S.  Livengood,  Mission; 
secretary-rreasurer.  Dr.  George  M.  Lancaster,  Weslaco;  dele- 
gare, Dr.  Marion  R.  Lawler,  Mercedes. 

Kaufman. — President,  Dr.  E.  D.  Lane,  Terrell;  vice- 
president,  Dr.  William  DeVlaming,  Kaufman;  secretary- 
treasurer,  Dr.  M.  J.  Otero,  Terrell;  and  delegate.  Dr.  G.  H. 
Alexander,  Terrell. 

Lamar. — President-elect,  Dr.  Owen  R.  O’Neill;  vice- 
president,  Dr.  James  L.  Clifford;  secretary-treasurer.  Dr. 
David  C.  Miesch;  and  delegate.  Dr.  N.  L.  Barker;  all  of 
Paris.  Dr.  M.  A.  Walker  of  Paris  is  president. 

LaSalle-Frio-Dimmit. — President,  Dr.  Emmett  N.  Wil- 
son, Jr.,  Pearsall;  vice-president.  Dr.  Marion  P.  Primomo, 
Dilley;  secretary-treasurer.  Dr.  William  S.  Wilson,  Jr., 
Carrizo  Springs;  and  delegate.  Dr.  B.  E.  Pickett,  Sr.,  Car- 
rizo  Springs. 

Nueces. — President-elect,  Dr.  James  R.  Riley;  vice-presi- 
dent, Dr.  Dan  H.  Clark;  secretary.  Dr.  Rex  Thomas;  treas- 
urer, Dr.  C.  R.  Little;  delegates.  Dr.  Fred  Hartwick,  Dr. 
W.  T.  Davis,  and  Dr.  H.  A.  Kennedy;  all  of  Corpus 
Christi.  Dr.  Paul  M.  Gray  has  become  president. 

Orange. — President,  Dr.  Wilson  E.  James;  vice-president, 
Dr.  Robert  A.  Ingram;  secretary-treasurer.  Dr.  Robert  F. 
Minkus;  and  delegate.  Dr.  Minkus,  all  of  Orange. 

Pecos-] eff  Davis-Presidio-Brewster. — President-elect,  Dr. 
George  A.  Hoffman,  Fort  Stockton;  vice-president.  Dr. 
John  W.  Pate,  Alpine;  secretary.  Dr.  John  C.  Hundley,  Fort 
Stockton;  treasurer.  Dr.  Charles  E.  Oswalt,  Jr.,  Fort  Stock- 
ton;  and  delegate.  Dr.  D.  J.  Sibley,  Jr.,  Fort  Stockton. 

PoUer-Randall. — President-elect,  Dr.  H.  Fred  Johnson, 
Amarillo;  vice-president.  Dr.  Edward  F.  Thomas,  Amarillo; 
secretary.  Dr.  Holley  W.  Reed,  Amarillo;  and  delegates. 
Dr.  E.  A.  Rowley,  and  Dr.  William  Klingensmith,  Jr.; 
all  of  Amarillo.  Dr.  G.  Ernestine  Smith  of  Amarillo  became 
president. 

Red  River. — President,  Dr.  Earl  E.  Brooks,  Bogata;  vice- 
president,  Dr.  James  L.  Wright,  Clarksville;  and  secretary- 
treasurer,  Dr.  Rex  L.  Edwards,  Clarksville. 

Tarrant. — President-elect,  Dr.  Walter  B.  West;  vice- 
president,  Dr.  John  H.  Richards;  secretary-treasurer.  Dr. 
Emory  Davenport;  and  delegates.  Dr.  Thomas  L.  Shields, 
Dr.  Mai  Rumph,  Dr.  R.  V.  Brasher,  Dr.  W.  P.  Higgins, 
Jr.,  and  Dr.  Drue  O.  D.  Ware;  all  of  Fort  Worth.  Dr. 
Robert  D.  Moreton  of  Fort  Worth  assumed  the  duties  of 
president. 

Taylor-Jones. — President-elect,  Dr.  J.  D.  Magee,  Jr.; 
vice-president.  Dr.  O.  E.  Harper;  secretary-treasurer.  Dr. 
Jarrett  E.  Williams;  and  delegate.  Dr.  R.  W.  Varner;  all 
of  Abilene. 


Howard-Martin-Glasscock. — President,  Dr.  George  E. 
Peacock;  vice-president.  Dr.  E.  V.  Swift;  secretary-treasurer. 
Dr.  B.  Broadrick;  and  delegate.  Dr.  R.  B.  G.  Cowper;  all 
of  Big  Spring. 

San  Patricio-Aransas-Refugio. — President-elect,  Dr. 
Charles  H.  Simpson;  secretary-treasurer.  Dr.  F.  Stanley 
Ewing;  and  delegate.  Dr.  Claude  A.  Selby;  all  of  Sinton. 
Dr.  James  L.  Pierce,  Jr.,  of  Sinton  became  president. 

Van  Zandt. — President,  Dr.  Raymond  W.  Cozby,  Grand 
Saline;  vice-president.  Dr.  W.  J.  Garrett,  Van;  secretary- 
treasurer,  Dr.  R.  M.  Golladay,  Wills  Point;  and  delegate. 
Dr.  H.  A.  Baker,  Wills  Point. 

Wehb-Zapata-]im  Hogg. — President,  Dr.  Lauro  Mon- 
talvo; vice-president.  Dr.  George  E.  Penny;  secretary-treas- 
urer, Dr.  Leonides  G.  Cigarroa;  and  delegate.  Dr.  Joaquin 
G.  Cigarroa,  Jr.,  all  of  Laredo. 

W barton- Jackson-Matagorda-Port  Bend. — President-elect, 
Dr.  Franz  E.  Amman,  Rosenberg;  secretary-treasurer.  Dr. 
James  R.  Sawyers,  Edna;  and  delegate.  Dr.  Granville  E. 
Horton,  Wharton.  Dr.  Joseph  N.  Bader  of  Edna  took  over 
the  duties  as  president. 


Travis  Society  Has  New  Secretary 

Roy  J.  Cates  has  been  employed  as  executive  secretary 
of  Travis  County  Medical  Society  and  administrative  direc- 
tor of  the  Blood  Bank.  He  assumed  his  duties  February  1. 
He  succeeds  Charles  L.  Collum,  Jr. 

Mr.  Cates  received  a bachelor  of  arts  degree  from  Texas 
Christian  University  and  a master  of  journalism  degree 
from  the  University  of  Texas.  He  has  had  extensive  ex- 
perience in  communications,  including  newspaper  and 
magazine  writing,  radio  and  television  acting  and  produc- 
ing. Most  recently  he  was  assistant  executive  director  of  the 
Seventy-Fifth  Anniversary  of  the  University  of  Texas. 

Cotjnty  News  Briefs 

At  the  Tom  Green-Eight  County  Medical  Society  meeting 
December  1,  Dr.  K.  B.  Round  of  San  Angelo,  president, 
gave  a report  on  the  society’s  accomplishments  of  the  year, 
emphasizing  the  benefits  obtained  from  the  formation  of 
the  executive  committee.  The  committee  meets  monthly  to 
screen  and  organize  business  for  the  subsequent  regular 
meeting  and  to  formulate  some  recommendation  regarding 
questions  to  come  up. 

Dr.  Francis  M.  Spencer,  San  Angelo,  incoming  president, 
as  well  as  other  new  officers  were  introduced  to  society 
members.  Robert  E.  Eckert,  certified  public  accountant, 
discussed  the  Jenkins-Keogh  Bill  (House  Bill  10)  which 
would  permit  the  establishment  of  a tax  free  retirement 
fund  by  the  self-employed. 

Members  of  Tarrant  County  Society  were  dinner  guests 
of  the  medical  staff  of  the  United  States  Public  Health 
Service  Hospital  on  November  4 in  Fort  Worth.  Following 
the  dinner.  Dr.  Robert  W.  Rasor,  deputy  medical  officer 
in  charge  of  the  hospital,  spoke  on  "A  Review  of  the  Treat- 
ment Program  of  the  United  States  Public  Health  Service 
Hospital,  Fort  Worth,  in  the  First  20  Years  of  Operation.” 

"The  society  approved  the  establishment  of  a Community 
Blood  Bank  Center  in  Fort  Worth.  Dr.  William  E.  Flood, 
president,  announced  the  dedication  of  the  Duncan  Memor- 
ial Hospital. 

A buffet  dinner  and  social  hour  was  held  by  the  Pecos- 
Jeff  Davis-Presidio-Brewster  Countiess  Medical  Society,  De- 
cember 2,  in  Fort  Stockton.  After  the  eleaion  of  officers. 
Dr.  J.  D.  Lancaster  spoke  on  trying  to  increase  the  attend- 
ance of  the  society. 
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Harris  County  Society  met  in  Houston  January  15  to 
install  officers.  Dr.  Theodore  Klumpp,  president  of  Win- 
throp  Laboratories,  was  the  guest  speaker. 

When  the  Hill  County  Medical  Society  met  in  Hillsboro 
January  9,  the  group  saw  a film,  "Current  Treatment  of 
Diabetes,”  provided  through  the  courtesy  of  the  Upjohn 
Company. 

"Partners  for  Health”  was  the  subject  of  S.  Sloan  Colt 
of  New  York,  immediate  past  chairman  of  the  board  of 
the  Bankers  Trust  Company,  when  he  addressed  the  Dal- 
las County  Medical  Society  at  its  annual  dinner  and  in- 
stallation of  officers  January  13.  Dr.  Floyd  A.  Norman  be- 
came new  president. 

"Uses  of  Diuretics  in  Heart  Disease”  was  the  topic  of 
Dr.  William  H.  Gordon,  Lubbock,  at  a recent  meeting  of 
Hardeman-Cottle-Foard-Motley  Counties  Medical  Society. 
Several  members  were  appointed  to  supervise  showing  of 
breast  cancer  films  to  lay  groups,  in  cooperation  with  the 
American  Cancer  Society. 

Meeting  jointly  on  February  9 were  the  Potter-Randall 
Counties  Medical  Society  and  the  Amarillo  Dental  Society. 
Guest  speaker  was  Dr.  Herbert  K.  Cooper,  director  of  the 
Lancaster  Qeft  Palate  Clinic,  Lancaster,  Pa.,  and  professor 
of  cleft  palate  therapy  at  the  University  of  Pennsylvania. 

At  a December  meeting  of  this  society.  Dr.  Capres  S. 
Hatchett  of  Amarillo  outlined  the  first  steps  necessary  in 
establishing  a branch  of  the  University  of  Texas  Post- 
graduate School  of  Medicine  in  Amarillo;  Dr.  J.  V.  Ellis 
was  elected  director  of  the  planning  commitee.  Dr.  Joe 
Latson,  director  of  the  cardio-physiology  laboratory,  Texas 
Children’s  Hospital,  Houston,  was  guest  speaker  at  the 
January  meeting  of  the  Potter-Randall  Counties  Medical 
Society.  He  is  the  son  of  Dr.  H.  H.  Latson  of  Amarillo. 

The  Bexar  County  Medical  Society  held  its  annual  in- 
augural meeting  on  January  14,  with  Dr.  Theodore  G. 
Klumpp  of  New  York,  president  of  Winthrop  Laboratories, 
Inc.,  as  guest  speaker. 


Woman’s  Auxiliary 


Doctor's  Day  Celebrated  March  30 

March  30  is  now  recognized  as  Doctor’s  Day  in  the 
United  States.  In  Puerto  Rico,  as  of  May,  1957,  the  first 
Sunday  in  September  is  designated  as  Physician’s  Day. 

The  date  in  March  was  selected  as  it  was  on  that  day  in 
1842  Dr.  Crawford  W.  Long  performed  the  first  opera- 
tion with  anesthesia.  On  the  anniversary  of  this  event 
Doctor’s  Day  has  become  a reminder  and  a tribute  to  all 
doctors  who  devote  their  lives  to  the  service  of  mankind. 


Officers  of  the  Woman’s  Auxiliary  to  the  Texas  Medical 
Association  for  1958-1959:  President,  Mrs.  John  D. 
Gleckler,  Denison;  President-Elect,  Mrs.  Haskell  D.  Hatfield, 
El  Paso;  First  Vice-President,  Mrs.  William  D.  Nicholson, 
Freeport;  Second  Vice-President,  Mrs.  G.  G.  Passmore,  San 
Antonio;  Third  Vice-President,  Mrs.  Ralph  B.  Payne,  Ama- 
rillo; Fourth  Vice-President,  Mrs.  G.  V.  Brindley,  Jr.,  Temple; 
Fifth  Vice-President,  Mrs.  George  M.  Hilliard,  Jacksonville; 
Treasurer,  Mrs.  Andrew  J.  Magliolo,  Dickinson;  Recording 
Secretary,  Mrs.  Thomas  J.  Vanzant,  Houston;  Corresponding 
Secretary,  Mrs.  Rene  G.  Gerard,  Denison;  Publicity  Secretary, 
Mrs.  James  M.  Coleman,  Austin;  Parliamentarian,  Mrs.  Tru- 
man C.  Terrell,  Fort  Worth;  Executive  Secretary,  Miss  Hazel 
Casler,  Austin. 


Mrs.  T.  H.  Thomason,  Fort  Worth,  Doctor’s  Day  chair- 
man of  the  Woman’s  Auxiliary  to  the  Texas  Medical 
Association,  has  assisted  the  county  auxiliaries  in  planning 
events  to  honor  their  own  doctors. 

In  some  cities  the  mayors  will  write  proclamations  and 
the  newspapers  announce  Doctor’s  Day.  Members  of  the 
Auxiliary  may  select  the  day  for  the  presentation  of  schol- 
arships to  medical  students  or  nurses  or  focus  attention 
on  the  medical  profession  by  equipping  hospital  rooms  or 
providing  library  books  in  memory  of  a beloved  doctor. 

Many  suggestions  have  been  advanced,  and  it  is  hoped 
that  each  community  will  honor  its  doctors  for  their  many 
years  of  unselfish  devotion  to  the  practice  of  medicine. 
March  30,  1959,  should  find  every  doctor  in  Texas  wear- 
ing a red  carnation,  as  the  red  carnation  is  the  symbol 
of  the  love  and  respect  felt  for  him  and  tendered  to  him 
on  that  day. 

— Mrs.  James  M.  Coleman,  Austin. 


[ RECENT 


DR.  WILLIAM  E.  YORK 

Dr.  William  Edward  York,  a past  president  of  the  Lee 
County  Medical  Society  for  nine  terms,  died  in  Giddings 
December  7,  1958,  of  a cardiovascular  accident. 

Dr.  York  was  born  at  Evergreen  near  Lincoln  in  Lee 
County  on  August  9,  1870,  the  son  of  the  late  Milton  G. 
and  Matilda  (Heck)  York.  He  attended  Giddings  schools 
and  was  graduated  from  the  University  of  the  South,  Se- 
wanee,  Tenn.,  and  later  from  Tulane  University  School  of 
Medicine,  New  Orleans.  Following  his  graduation,  he  prac- 
ticed at  Giddings,  moving  to  Dime  Box  in  1896,  but  re- 
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turning  to  Giddings  again  in  1902.  He  practiced  there 
until  1952,  when  failing  eyesight  forced  him  to  limit  his 
practice.  In  1953,  after  the  complete  loss  of  his  sight,  he 
went  into  full  retirement.  Dr.  York  served  on  the  State 
Medical  Advisory  Board  for  Procurement  of  Physicians 
from  1940  to  1947  and  received  a certificate  from  Gov- 
ernor Beauford  Jester  for  his  service  to  Texas.  He  also 
received  a certificate  of  appreciation  for  these  patriotic 
services  rendered  during  World  War  II  from  President 
Franklin  D.  Roosevelt. 

Holding  membership  in  the  Texas  Medical  Association 
since  1904,  Dr.  York  was  elected  to  honorary  membership 
in  the  Association  in  1945.  As  charter  member  of  the  Lee 
County  Medical  Society,  Dr.  York  was  secretary  for  that 
society  from  1943  to  1946,  in  addition  to  the  terms  he 
served  as  president.  He  was  a member  of  the  Baptist 
Church,  having  served  as  deacon  since  1899,  as  secretary- 
treasurer  for  7 years,  and  Sunday  school  teacher  for  3 
years.  He  also  belonged  to  the  Masonic  Lodge,  became  a 
master  mason  in  1900,  and  was  the  recipient  of  a 50  year 
service  award  in  that  organization. 

Dr.  York  is  survived  by  his  wife,  Mrs.  Annie  Murray 
York;  three  sons,  W.  Patton  York  of  Aurora,  111.,  and 
Milton  York  and  J.  Alton  York,  both  of  Dallas;  one 
daughter,  Mrs.  A.  J.  Rowe  of  Fort  Worth;  a brother, 
M.  G.  York,  Jr.,  of  Lincoln;  one  sister,  Mrs.  Addie  Green 
of  Giddings;  four  grandchildren;  and  seven  great-grand- 
children. 


DR.  CLARENCE  B.  FRIDAY 

Dr.  Clarence  Claude  Bauselle  Friday  of  Seguin  died  at 
his  home  December  26,  1958. 

Born  in  Yoakum  on  November  25,  1896,  Dr.  Friday 
was  the  only  child  of  Newton  and  Ada  Alice  (Gentry) 
Friday.  He  attended  San  Antonio  schools  and  received  his 
medical  degree  from  Howard  University  in  Washington, 
D.  C.,  in  1926.  He  did  postgraduate  smdy  at  John  A. 
Andrew  Postgraduate  Assembly  in  Tuskegee,  Ala.,  at  the 
Prairie  View  Postgraduate  Assembly,  and  at  the  University 
of  Texas.  He  did  his  preceptorship  under  Dr.  J.  H. 
Thompson  of  West  Palm  Beach,  Fla. 
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Dr.  Friday  practiced  briefly  in  San  Antonio  and  then 
came  to  Seguin  in  1928,  doing  gynecology  and  general 
practice  there  for  more  than  30  years. 

He  served  as  president  twice  and  as  secretary  for  23 
years  for  the  Southwest  Texas  District  Medical,  Dental, 
and  Pharmaceutical  Association,  which  presented  him  a 
plaque  for  "25  years  of  faithful  and  distinguished  service.” 
He  had  been  president  and  executive  secretary  of  the 
Lone  Star  State  Medical  Association,  a member  of  the 
Guadalupe  County  Medical  Society,  Texas  Medical  As- 
sociation, American  Medical  Association,  and  National 
Medical  Association,  as  well  as  a member  of  Kappa  Alpha 
Psi  fraternity  and  a thirty-second  degree  Mason.  He  was 
trustee  of  the  Second  Baptist  Church  in  Seguin  for  25 
years  and  was  a director  of  the  Guadalupe  County  Com- 
munity Fund. 

Surviving  are  his  wife,  the  former  Miss  Lelia  Dorothy 
Johnston  of  Seguin;  a daughter,  Mrs.  Earl  Moseley,  and 
a grandson,  Clarence,  also  of  Seguin. 


DR.  EDWARD  G.  SMITH 

Dr.  Edward  Greer  Smith,  Mercedes,  died  December 
10,  1958,  of  a cerebral  hemorrhage. 

Son  of  J.  H.  and  Ann  (Greer)  Smith,  he  was  born 
Eebruary  19,  1872,  at  Alto.  Attending  schools  at  Alto  and 
Hico,  Dr.  Smith  was  graduated  in  1904  from  Dallas  Medi- 
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cal  College  at  Dallas  (now  the  Baylor  University  College 
of  Medicine),  having  previously  attended  the  Fort  Worth 
School  of  Medicine,  Medical  Department  of  Fort  Worth 
University.  Dr.  Smith  practiced  at  King,  Evan,  Turners- 
ville,  Gatesville,  and  Malone,  before  moving  in  1926  to 
Mercedes,  where  he  practiced  until  1955,  when  he  retired. 
Dr.  Smith  especially  was  interested  in  obstetrics  and 
gynecology.  He  was  county  health  officer  of  Coryell  Coun- 
ty for  4 years  and  was  city  health  officer  at  Malone  for 
5 years,  holding  that  same  position  in  Mercedes  for  6 
years.  He  was  assistant  surgeon  and  then  surgeon  in  charge 
of  the  Hidalgo  station.  For  32  years  he  served  as  the  local 
physician  for  the  Missouri  Pacific  Railroad;  he  was  also 
city  commissioner  at  Mercedes.  Dr.  Smith  received  a medal 
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for  and  a certificate  of  merit  for  his  work  with  Selective 
Service  during  World  War  II. 

A member  of  the  Hidalgo-Starr  Counties  Medical  So- 
ciety, Dr.  Smith  also  belonged  to  the  Mercedes  Masonic 
Lodge  and  the  Baptist  Church.  He  had  belonged  to  the 
Texas  Medical  Association  since  1904  and  in  1951  was 
elected  to  honorary  membership  in  this  Association. 

Dr.  Smith  and  the  former  Miss  Dovie  Bone  were  mar- 
ried at  King  in  1906;  she  died  in  1930.  In  1933,  he  mar- 
ried Mrs.  Norma  Hill  Agnew  of  San  Antonio,  who  sur- 
vives him.  Other  survivors  include  a stepson,  Blake  Agnew 
of  Miami  Springs,  Fla.;  three  nephews,  John  Smith  of 
KiUeen,  and  Carl  and  Robert  Thomason  of  Harlingen; 
three  nieces,  Amie  Smith  Sanders  of  Hamilton;  Ila  Smith 
Wiginton  of  Houston,  and  Amelia  Smith  Lakey  of  Ray- 
mondville. 


DR.  BEN  A.  DREIBRODT 

Dr.  Ben  Allen  Dreibrodt,  a San  Antonio  internist  who 
lived  in  Helotes,  died  December  22,  1958,  as  a result  of 
an  automobile  accident. 

Born  October  11,  1913,  at  Bishop,  Dr.  Dreibrodt  was 
the  son  of  Ben  A.  and  Buena  (Lindeman)  Dreibrodt.  He 
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attended  San  Antonio  schools,  Texas  Lutheran  College  at 
Seguin,  and  the  University  of  Texas  at  Austin.  Receiving 
his  doctor  of  medicine  degree  from  the  University  of 
Texas  Medical  Branch  at  Galveston  in  1938,  he  interned 
at  Providence  Hospital  in  Waco  the  following  year.  He 
served  residencies  at  Greenville  General  Hospital,  Green- 
ville, S.  C.,  and  at  Duval  County  Hospital,  Jacksonville, 
Fla.  In  1949  he  was  certified  by  the  American  Board  of 
Internal  Medicine.  Prior  to  establishing  a practice  at  San 
Antonio  in  1946,  he  served  as  a flight  surgeon  in  the 
United  States  Army  Air  Corps.  He  held  the  rank  of  cap- 
tain, and  for  his  service  during  World  War  II  was  given 
a presidential  citation  and  six  battle  stars. 

Holding  membership  in  the  Texas  Medical  Association 
through  the  Bexar  County  Medical  Society,  Dr.  Dreibrodt 
belonged  to  the  American  Medical  Association  and  Phi 


Chi  medical  fraternity.  He  was  also  a member  of  the  Grace 
Lutheran  Church,  the  Helotes  Lions  Club,  and  the  program 
and  policy  commission  of  the  American  Lutheran  Church. 
His  hobbies  were  hunting  and  fishing. 

Members  of  the  family  who  survive  include  his  mother, 
Mrs.  Buena  Lindeman  Dreibrodt,  and  a brother,  Irving 
Dreibrodt  of  Dallas. 


DR.  IVISON  GRIMES 

Dr.  Ivison  Grimes  of  Camden  died  December  11,  1958, 
as  a result  of  a heart  attack. 

A native  of  Smith  Ferry,  Dr.  Grimes  was  born  June  18, 
1891,  the  son  of  Jerry  and  Amanda  (Hallomon)  Grimes. 
Attending  Jasper  Schools,  Dr.  Grimes  received  his  degree 
in  medicine  in  1914  from  the  University  of  Tennessee  Col- 
lege of  Medicine  at  Memphis.  After  an  internship  at 
Parkland  Hospital  in  Dallas,  he  established  a practice  in 
Voth,  later  practicing  in  Carmona,  Corrigan,  Goose  Creek, 
and  New  Willard,  before  moving  in  1934  to  Camden, 
where  he  stayed  until  1949.  He  then  moved  to  Woodville 
where  he  stayed  for  5 years,  remrning  to  Camden  in  1953, 
where  he  stayed  until  his  death.  Dr.  Grimes  had  done 
postgraduate  work  at  Tulane  University  School  of  Medi- 
cine in  New  Orleans  and  at  Chicago.  He  served  as  a first 
lieutenant  in  the  Medical  Reserve  Corps  during  World 
War  1. 

A member  of  the  Texas  Medical  Association  through  the 
Polk-San  Jacinto  Counties  Medical  Society,  he  was  also  a 
member  of  District  9 Medical  Society.  Dr.  Grimes  at  one 
time  had  belonged  to  the  Jefferson  County  Medical  So- 
ciety and  the  Hardin-Tyler  Counties  Medical  Society,  serv- 
ing as  president  of  the  Hardin-Tyler  society  in  1953  and 
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as  secretary  of  the  Polk-San  Jacinto  society  in  1941-1942 
and  in  1948.  Dr.  Grimes  belonged  to  the  Baptist  Church 
and  enjoyed  fox  hunting. 

Members  of  the  family  who  survive  include  his  wife,  the 
former  Miss  Eva  Handley  of  Barnes,  whom  he  married  in 
1926;  a son,  Jerry  Handley  Grimes  of  Camden;  one  sis- 
ter, Mrs.  T.  C.  Hicks  of  Woodville;  and  one  grandson, 
Jesse  Ivison  Grimes  of  Camden. 
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DR.  SETH  A.  McConnell 

Dr.  Seth  Anderson  McConnell  of  Galveston,  an  honorary 
member  of  the  Harris  County  Medical  Society  since  1948, 
died  in  Galveston  November  18,  1958. 

Born  in  Franklin  on  September  30,  1886,  Dr.  McConnell 
was  a graduate  of  State  Teacher’s  College  in  Huntsville  and 
of  the  University  of  Texas.  He  received  his  medical  degree 
at  the  latter  instimtion  in  1916  and  also  held  a degree  in 
law. 

Dr.  McConnell  served  in  the  United  States  .Army  from 
1916  to  1929,  retiring  with  the  rank  of  major.  During 
World  War  I,  he  received  the  croix  de  guerre  from  the 
French  government. 

Dr.  McConnell’s  contribution  to  medicine  included  work 
in  rabies  and  pellagra.  His  Army  practice  after  World 
War  I was  almost  exclusively  in  large  hospitals  where  he 
was  in  charge  of  the  mental  and  nervous  sections.  From 
1930  to  1934,  he  was  superintendent  of  the  State  Hospital 
of  Louisiana  Criminally  Insane.  He  was  a member  of  the 
American  Medical  Association  and  the  Texas  Medical  As- 
sociation, being  an  honorary  member  of  the  latter  organ- 
ization since  1940. 

Surviving  is  a son.  Dr.  Joseph  H.  McConnell  of  Gal- 
veston. 
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DR.  JOHN  B.  CUMMINS 

Dr.  John  Bigelow  Cummins  of  Fort  Worth,  who  recent- 
ly celebrated  his  one  hundredth  birthday  and  who  accord- 
ing to  the  American  Medical  Association  records  was  the 
oldest  practicing  physician  in  the  United  States,  died  De- 
cember 31,  1958,  following  a fall  a week  earlier. 

Born  November  7,  1858,  in  Jackson  County,  Tenn., 
Dr.  Cummins  attended  Burritt  College,  Spencer,  Tenn., 
and  Southern  Normal  College,  Bowling  Green,  Ky., 
Before  being  graduated  in  medicine  from  the  University 
of  Nashville  in  1897,  he  attended  Illinois  Medical  College 
at  Chicago  and  the  Medical  Department  of  University  of 
the  South  at  Sewanee,  Tenn.  After  practicing  in  Na- 
varro County  and  in  Northern  Louisiana,  Dr.  Cummins 
established  a general  practice  in  Fon  Worth,  where  he 


was  lecturer  in  obstetrics  for  several  years  at  the  old  Fort 
Worth  University  School  of  Medicine.  During  his  medical 
career.  Dr.  Cummins  did  postgraduate  work  at  the  New 
Orleans  Poly  Clinic,  Cooke  County  Postgraduate  School 
of  Medicine  at  Chicago,  American  Hospital  at  Chicago, 
Printy’s  Surgical  Laboratory,  University  of  Nashville,  Gal- 
veston Tumor  and  Cancer  Clinic,  Dallas  Southern  Clinical 
Society,  and  the  International  Postgraduate  Medical  As- 
sembly at  San  Antonio. 

Belonging  to  the  Texas  Medical  Association  since  1909, 
Dr.  Cummins  was  elected  to  honorary  membership  in  the 
Association  in  1953.  He  also  belonged  to  the  Tarrant 
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County  Medical  Society,  American  Medical  Association, 
Southern  Medical  Association,  American  Academy  of  Gen- 
eral Practice,  Texas  Academy  of  General  Practice,  and  the 
Fifty  Year  Club  for  Texas  physicians.  He  was  named  Gen- 
eral Practitioner  of  the  Year  of  Tarrant  County  in  1950 
and  was  made  an  honorary  member  of  the  Methodist 
Association  and  Harris  Hospital  in  Fort  Worth  in  1956. 

Dr.  Cummins  and  the  former  Miss  Lillie  Carnes  were 
married  at  Smithfield,  Tenn.,  in  1899.  She  died  in 
1917.  Members  of  the  family  who  survive  include  a 
niece,  Mrs.  A.  B.  Pumphrey  of  Fort  Worth,  a past  presi- 
dent of  the  Woman’s  Auxiliary  to  the  Texas  Medical  As- 
sociation. 


DR.  D.  EMERY  ALLEN 

Dr.  Frances  D.  Emery  Allen  of  Fort  Worth,  said  to  be 
the  first  woman  physician  licensed  to  practice  medicine  in 
Texas,  died  December  7,  1958,  of  arteriosclerotic  heart 
disease,  a cerebrovascular  accident,  and  general  arterio- 
sclerosis. 

A native  of  Kaufman  County,  she  was  born  September 
5,  1876,  the  daughter  of  James  Wallace  and  Elizabeth 
Jane  (Brown)  Emery.  Receiving  her  preliminary  education 
in  Kaufman  and  Fort  Worth  schools.  Dr.  Allen  was  grad- 
uated cum  laude  in  1897  from  the  Fort  Worth  School  of 
Medicine,  Medical  Department  of  Fort  Worth  University. 
Interning  at  the  Women  and  Children’s  Medical  Center  in 
Washington,  D.  C.,  she  later  served  a residency  at  this 
center.  She  practiced  at  Dallas;  Vinson,  Oklahoma;  Content; 
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Goldsboro;  and  Newark  until  1914  when  she  opened 
private  practice  at  Fort  Worth  which  continued  until  1950 
when  she  retired.  While  in  Dallas,  Dr.  Allen  was  appointed 
to  the  chair  of  diseases  of  children  and  was  professor  of 
embryology  and  pediatrics  at  Dallas  Medical  College,  and 
while  in  Fort  Worth,  she  was  clinical  professor  of  diseases 
of  children  at  the  Fort  Worth  School  of  Medicine.  She 
served  on  the  staffs  of  Harris,  All  Saints,  and  St.  Joseph’s 
Hospitals.  She  was  a volunteer  physician  at  the  Wesley 
Community  Center,  and  the  John  Peter  Smith  Hospital. 

A member  of  the  Texas  Medical  Association  since  1915, 
Dr.  Allen  was  elected  to  honorary  membership  in  this  As- 
sociation in  1949.  She  belonged  to  the  Tarrant  County 
Medical  Society,  the  American  Medical  Association,  the 
American  Medical  Women’s  Association,  and  Fort  Worth 
Academy  of  Medicine,  and  was  a charter  member  of  the 
Fifty  Year  Club.  Dr.  Allen  also  held  memberships  in  the 
Chamber  of  Commerce,  League  of  Women  Voters,  Fort 
Worth  Club,  Tarrant  County  Association  for  Mental 
Health,  and  Texas  Association  for  Mental  Health.  She 
was  a member  of  the  First  Methodist  Church. 

Dr.  Allen  and  Dr.  James  Walter  Allen  were  married 
November  30,  1903,  at  Dallas.  Dr.  Walter  Allen  died  in 
1913,  shortly  before  the  couple  received  an  assignment 
which  would  have  taken  them  as  medical  missionaries  to 
a hospital  in  China. 

Members  of  the  family  who  survive  include  two  daugh- 
ters, Miss  Frances  Marion  Alien  and  Miss  Sheila  Emery 
Allen,  and  one  sister,  Mrs.  J.  W.  Bright,  all  of  Fort  Worth. 


DR.  CLAUNCH  G.  BRINDLEY 

Dr.  Claunch  Goldthwaite  Brindley,  who  had  been  in 
praaice  in  Borger  since  1951,  died  in  a Houston  hospital 
October  22,  1958,  of  cancer. 

Born  November  21,  1908,  in  Maypearl,  Dr.  Brindley 
attended  Temple  Junior  College  and  the  University  of 
Texas,  Austin,  before  receiving  his  medical  degree  in  1933 
from  the  University  of  Texas  Medical  Branch,  Galveston. 
He  served  an  internship  at  the  Roper  Hospital,  Charleston, 
S.  C.,  and  a residency  in  general  surgery  and  gynecology' 
at  Scott  and  White  Hospital,  Temple,  where  he  was  sur- 
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gical  assistant  to  his  uncle.  Dr.  G.  V.  Brindley.  He  then 
practiced  in  Cameron  for  a few  years  before  going  to 
Kingsville  in  1941.  During  his  residence  in  Kingsville  he 
took  time  out  for  service  in  the  Navy,  where  he  was  lieu- 
tenant senior  grade. 

While  he  was  in  Kingsville,  Dr.  Brindley  was  chief  of 
surgeon  for  the  St.  Louis,  Brownsville,  and  Mexico  Rail- 
way Employees’  Hospital  Association,  physician  for  the 
King  Ranch  and  for  Texas  College  of  Arts  and  Industries, 
chief  surgeon  for  the  Gulf  Coast  Lines  Railroad,  a member 
of  the  Rotary  Club,  and  a member  of  the  First  Methodist 
Church.  In  Borger  he  was  a member  of  the  Lions  Club, 
the  American  Legion,  and  a steward  in  the  First  Methodist 
Church.  He  was  also  president  of  the  North  Plains  Hos- 
pital Staff. 

A member  of  the  Texas  Medical  Association  successively 
through  the  county  societies  having  jurisdiction  over  the 
areas  in  which  he  practiced,  Dr.  Brindley  was  a member 
of  the  state  organization’s  House  of  Delegates  in  1940  and 
from  1946  through  1950.  He  was  secretary  of  the  Milam 
County  Medical  Society  in  1939  and  1940.  He  also  be- 
longed to  the  American  Medical  Association,  the  American 
Academy  of  General  Prartice,  and  the  Southern  Medical 
Association  and  was  medical  advisor  of  the  Hutchinson 
County  Chapter  of  the  American  Cancer  Society. 

Surviving  Dr.  Brindley  are  his  wife,  Cecile,  three  sons, 
Bethea  Wright  Brindley,  a student  at  the  University  of 
Texas,  and  Paul  Claunch  Brindley  and  Mace  Lain  Brindley, 
both  of  Houston;  his  mother,  Mrs.  Sarah  Brindley  Scott, 
Harlingen;  a brother,  Mace  Brindley,  Oakdale,  La.;  and 
two  sisters,  Mrs.  Isaac  Corns,  Oklahoma  City,  and  Mrs. 
Robert  Myers,  Oakdale,  La. 


DR.  G.  A.  DEASON 

Dr.  Giles  Arthur  Deason,  who  practiced  medicine  in 
Henderson  for  30  years  and  had  maintained  his  member- 
ship in  the  Texas  Medical  Association  until  recently,  died 
November  25,  1958,  of  carcinoma  of  the  esophagus  in 
Shreveport,  La.,  where  he  had  been  serving  with  the  Vet- 
erans Administration  Hospital  since  1947. 

Born  October  6,  1888,  in  Rusk  County,  Dr.  Deason 
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was  the  son  of  the  late  Dr.  Tim  Deason  and  Margaret  Ann 
(Welch)  Deason.  He  attended  Mount  Enterprise  High 
School  and  then  Baylor  University  College  of  Medicine  in 
Dallas,  where  he  received  his  degree  in  1914.  He  in- 
terned at  Baylor  Hospital,  later  practicing  at  Pirtle,  Garri- 
son, Port  Arthur,  and  Laneville.  Having  practiced  in  Hen- 
derson from  1920  to  1925,  he  returned  there  in  1928, 
remaining  until  1947.  During  World  War  I,  he  served  in 
France  with  the  United  States  Army  Medical  Corps  Evac- 
uation Hospital  14.  In  1915,  he  married  Miss  Cleo  Dunk- 
lin, who  died  in  1948. 

Dr.  Deason  for  many  years  was  a member  of  the 
American  Medical  Association  through  the  Texas  Medical 
Association  and  the  Rusk  County  Medical  Society.  He  was 
president  of  the  Rusk  society  in  1934  and  1935. 

Survivors  include  his  widow,  Mable  Ditto  Deason  of 
Henderson,  whom  he  married  in  1956;  a son,  Giles  LeRoy 
Deason  of  Shreveport;  two  stepdaughters,  Mrs.  G.  A.  Cur- 
tis of  Shreveport,  La.,  and  Mrs.  A.  E.  Garrett  of  Jackson- 
ville; three  grandchildren.  Scooter  Garrett  and  Gay  Ann 
Garrett  of  Jacksonville  and  Mark  Curtis  of  Shreveport; 
four  brothers.  Dr.  Loyd  Deason,  Andrew  J.  Deason,  and 
Charlie  Deason,  all  of  Henderson,  and  Franklin  Deason  of 
Brachfield;  and  two  sisters,  Mrs.  Minnie  Jones  of  Brach- 
field  and  Mrs.  Vada  Farley  of  New  Summerfield. 


DR.  IRVING  E.  COLEF 

Dr.  Irving  E.  Colef  of  Corpus  Christi  died  of  coronary 
thrombosis  November  5,  1958. 

Son  of  Charles  and  Rollie  Colef,  he  was  born  in  Benton 
Harbor,  Mich.,  in  1903.  He  attended  the  University  of 
Michigan  at  Ann  Arbor  and  was  graduated  from  Wayne 
University  Medical  School  in  Detroit  in  1929,  later  intern- 
ing at  Butterworth  Hospital  in  Grand  Rapids,  Mich. 

Dr.  Colef  specialized  in  endocrinology,  metabolic  dis- 
eases, and  arthritis.  He  was  assistant  chief  of  staff  at  Taber 
Sanitarium  in  Benton  Harbor  for  7 years,  and  on  the 
senior  staff  of  Mercy  Hospital,  Benton  Harbor,  and  St. 
Joseph  Sanitarium  there  from  1930  to  1940. 

Coming  to  Corpus  Christi  in  1942,  Dr.  Colef  was  presi- 
dent of  that  city’s  B’nai  B’rith.  He  had  been  past  president 


of  the  Temple  Bethel  in  Benton  Harbor,  as  well  as  chair- 
man of  the  United  Jewish  Appeal  Drive. 

He  was  a member  of  the  American  Medical  Association, 
the  Texas  Medical  Association,  the  Texas  Industrial  Medi- 
cal Association,  and  the  Nueces  County  Medical  Society. 

He  is  survived  by  his  wife,  the  former  Miss  Minerva 
Weisman,  whom  he  married  in  Kalamazoo,  Mich.,  in 
1926;  a daughter.  Miss  Meri  Rae  Colef  of  Corpus  Christi; 
and  two  brothers,  Sam  Colef  of  Kalamazoo  and  Dr.  Saul 
Colef  of  Hollywood. 


DR.  A.  C.  TRAWEEK,  SR. 

Dr.  Albert  Carroll  Traweek,  Sr.,  pioneer  physician  of 
Matador,  who  was  known  for  decades  as  "the  pneumonia 
dcKtor"  in  his  region,  died  on  January  11,  1959,  in  a 
Quanah  hospital.  Cause  of  death:  pneumonia. 

Dr.  Traweek  was  born  December  1,  1875,  in  Comanche. 
He  was  the  son  of  Alfred  1.  and  Georgia  (Oates)  Traweek. 
Receiving  his  early  education  in  Dublin,  he  was  awarded 
his  medical  degree  from  the  then  Fort  Worth  University 
Medical  Department  in  1901,  interned  and  did  his  resi- 
dency at  Chicago  Polyclinic  and  did  postgraduate  work  at 
New  York  Polyclinic. 

In  1898,  Dr.  Traweek  married  Miss  Allie  Rainey  of 
Fort  Worth  and  the  couple  moved  to  Matador.  He  made 
his  calls  in  the  Matador  ranch  country  on  horseback  and 
by  horse  and  buggy,  later  modernizing  his  methods  by 
buying  the  first  motorcycle  in  Motley  County  and,  still 
later,  one  of  the  first  cars  in  the  county.  On  some  occa- 
sions, he  and  his  friends  built  their  own  roads.  Before 
building  the  first  hospital  in  Matador,  Dr.  Traweek  often 
did  surgery  in  his  own  home.  He  did  the  first  inmbation 
for  diphtheria  in  Motley  County  on  his  own  daughter  and 
the  first  anastomosis  of  bowel  in  his  area. 

Dr.  Traweek  belonged  to  the  American  Medical  Associa- 
tion; was  a charter  member  of  the  Panhandle  Medical 
Association  and  member  of  the  Hardeman-Cottle-Foard- 
Motley  Counties  Medical  Society;  and  was  a member  of 
the  Texas  Medical  Association’s  House  of  Delegates  for 
more  than  50  years.  He  was  a member  of  the  Texas  and 
American  Academies  of  General  Practice;  was  Motley 
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County  health  officer  since  1897;  and  attended  Dallas 
Southern  Clinical  Society  meetings  for  26  years.  He  was 
a Mason,  member  of  the  Lions  Club,  and  a Methodist.  He 
was  a medical  examiner  for  draftees  during  World  Wats 
I and  II.  He  enjoyed  hunting,  rifle  shooting,  and  travel. 

Survivors  are  his  wife;  two  sons,  Dr.  A.  C.  Traweek,  Jr. 
and  Howard  Traweek,  both  of  Matador;  three  daughters, 
Mary  Rosenstein,  D.D.S.  of  Houston,  Mrs.  Orvil  Wells  of 
Dallas,  and  Mrs.  Ralph  Dockendorf  of  Baytown,  Texas; 
six  grandchildren  and  one  great-grandchild. 


DR.  RAWLEY  E.  CHAMBERS 

Dr.  Rawley  Ernest  Chambets,  former  director  of  mental 
hospitals  for  the  state  of  Texas,  died  November  14,  1958, 
at  Brooke  Army  Hospital  in  San  Antonio.  Cause  of  death 
was  carcinoma  of  the  prostate  with  widesptead  metastases. 

Born  May  11,  1895,  in  Lakeview,  Ohio,  Dr.  Chambers 
was  the  son  of  Dr.  and  Mrs.  John  W.  Chambers.  He  was 
graduated  from  the  Ohio  State  University  College  of  Medi- 
cine in  1926,  interning  at  Letterman  Army  Hospital  in  San 
Francisco. 

Dr.  Chambers  was  a member  of  the  Army  Medical 
Corps  from  1926  to  1955,  retiring  with  the  rank  of  brig- 
adier general.  During  his  30  years’  service,  he  was  sta- 
tioned at  such  places  as  Walter  Reed  Hospital  in  Washing- 
ton, D.  C.;  Gorgas  Hospital,  Ancon,  Canal  Zone;  a hos- 
pital center  in  England;  Fitzsimons  Army  Hospital  in 
Denver;  and  Brooke  Hospital  at  Fort  Sam  Houston. 

Director  of  mental  hospitals  for  the  state  of  Texas  from 
June,  1955,  to  September,  1957,  Dr.  Chambers  became 
assistant  director  in  September,  1957,  and  served  in  that 
capacity  until  a few  days  before  his  death. 

He  was  a member  of  the  Travis  County  Medical  Society, 
Texas  Neuropsychiatric  Association,  Texas  Medical  Associa- 
tion, American  Medical  Association,  Texas  Association  for 
Mental  Health,  American  Psychiatric  Association,  and 
Group  for  Advancement  of  Psychiatry.  He  was  a diplomate 
of  the  American  Board  of  Psychiatry  and  Neurology.  Other 
memberships  included  Alpha  Chi  Sigma,  Phi  Rho  Sigma, 
and  Masons;  he  was  a vestryman  of  St.  Paul’s  Episcopal 
Church  in  San  Antonio.  \ 
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Dr.  Chambers  married  Miss  Anna  Rose  Mclntire  in 
Columbus,  Ohio,  on  June  23,  1923. 

He  is  survived  by  his  wife;  a daughter.  Miss  Martha 
Joyce  Chambets  of  San  Antonio;  a son,  John  Kenneth 
Chambers  of  Denver;  a brother.  Perry  Chambers  of  Cleve- 
land; and  a sister,  Mrs.  Dale  Dillinger  of  Akron,  Ohio. 


DR.  SILAS  M.  YARBROUGH 

Dr.  Silas  McWilliams  Yarbrough  of  Gainesville  died 
November  9,  1958,  of  cerebral  thrombosis. 

A native  of  Athens,  Alabama,  and  the  son  of  Walter 
Murray  and  Mattie  Lou  (Evans)  Yarbrough,  Dr.  Yar- 
brough was  born  December  7,  1898.  He  attended  Auburn 
College  at  Auburn,  Alabama,  Vanderbilt  University  at 
Nashville,  Tennessee,  and  was  graduated  in  1923  from 
the  Vanderbilt  Medical  School  also  at  Nashville.  He 
served  an  internship  from  1923  to  1924  at  Parkland 
Hospital  in  Dallas.  Before  going  to  Gainesville  to  practice. 
Dr.  Yarbrough  practiced  at  Abilene  where  he  was  the  as- 
sistant superintendent  of  the  Abilene  State  Hospital.  He 
was  the  author  of  several  scientific  articles  and  served  in 
the  United  States  Army  during  World  War  I. 

A member  for  many  years  of  the  Texas  Medical  As- 
sociation, he  was  elected  to  honorary  membership  in  this 
organization  in  1955.  Dr.  Yarbrough  was  president  of  the 
Cooke  County  Medical  Society  in  1932,  1944,  and  again 
in  1945,  and  was  a member  of  the  American  Medical 
Association,  Phi  Beta  Pi  medical  fraternity.  Phi  Kappa  Psi 
fraternity,  Methodist  Church,  Chamber  of  Commerce,  and 
Woodmen  of  the  World.  A member  of  the  Kiwanis  Qub 
for  20  years.  Dr.  Yarbrough  was  a Scottish  Rite  Mason 
and  a Shriner.  For  25  years  he  had  been  a member  of  the 
Gainesville  Community  Circus  and  physician  for  the 
Gainesville  football  team.  His  hobbies  were  athletics,  fish- 
ing, and  hunting. 

Dr.  Yarbrough  and  the  former  Miss  Ruby  Eloise  Gaines 
were  married  in  Abilene  in  1936.  She  survives  as  do  two 
sons,  Silas  M.  Yarbrough,  Jr.,  of  Dallas  and  David  B. 
Yarbrough  of  Bryan,  and  one  daughter,  Mrs.  Richard  D. 
Buttolph  of  Gainesville. 
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Treatment  of  Hypertension 

The  last  decade  has  seen  notable  advances  in  the  man- 
agement of  patients  with  hypertension.  Prior  to  this  time 
the  only  procedures  available  to  the  physician  were  (1) 
nonspecific  symptomatic  measures,  (2)  radical  sympathec- 
tomy, and  (3)  drastic  sodium  restriction.  The  first  of  these 
procedures  had  only  little  and  indirect  effects  upon  the 
elevated  blood  pressure;  the  second  involved  a high  mor- 
bidity and  was  not  generally  applicable;  while  the  last 
named  was  difficult  to  apply  without  considerable  coopera- 
tion and  sacrifice  on  the  part  of  the  patient  and  hence  re- 
ceived no  general  acceptance.  During  recent  years  a host 
of  new  drugs  have  appeared  which  have  been  widely  used 
because  of  their  hypotensive  action. 

Despite  the  availability  of  many  drugs  which  are  capa- 
ble of  lowering  the  blood  pressure,  the  fact  remains  that 
hypertensive  cardiovascular  disease  is  a systemic  disorder  of 
which  the  abnormal  elevation  in  blood  pressure  is  only  one 
manifestation.  Hence,  until  one  can  lower  the  blood  pres- 
sure by  a drug  or  procedure  which  affects  the  basic  disturb- 
ance responsible  for  the  disease,  treatment  must  remain 
empirical.  In  lowering  the  blood  pressure  by  available  meth- 
ods, one  is  only  ameliorating  one  manifestation  of  the  dis- 
turbance, albeit  an  important  one,  which  in  itself,  appar- 
ently, is  responsible  for  some  of  the  complications  of  the 
disease  which  ultimately  cause  disability  and  death  of  the 
patient.  Although  some  have  questioned  the  latter  state- 
ment, there  are  reasons  to  believe  that  lowering  the  blood 
pressure  per  se  is  beneficent,  namely:  (1)  there  has  been 
a demonstrated  increase  in  survival  in  malignant  hyperten- 
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sion  where  approximately  half  of  the  patients 
are  alive  after  6 months  as  opposed  to  only 
about  a quarter  prior  to  the  introduction  of  the 
presently  available  hypotensive  agents;  (2) 
lowering  the  blood  pressure  delays  the  onset  of 
renal  and  vascular  deterioration  induced  by 
hypertension;  and  ( 3 ) in  experimental  animals 
lowering  the  blood  pressure,  for  example,  by 
drastic  sodium  restriction,  prolongs  life. 

There  are  a few  instances  of  hypertension, 
namely,  those  secondary  to  pheochromocytoma, 
Cushing’s  disease,  aldosteronism,  and  such  uni- 
lateral lesions  as  infarction  or  atrophy  of  the 
kidney  or  the  presence  of  a plaque  on  the  renal 
artery,  which  apparently  induce  a form  of  hy- 
pertension which  differs  pathogenetically  from 
other  forms  of  chronic  hypertension.  In  these 
cases  cure  may  be  effected  in  some  cases  by 
unilateral  nephreaomy  or  adrenalectomy.  Un- 
fortunately, patients  manifesting  one  of  these 
curable  types  of  hypertension  are  relatively 
rare. 

The  drugs  used  in  hypertension  require 
considerable  experience  in  their  use  and  in  the 
art  of  medication.  If  used  indiscriminately  and 
without  certain  precautions,  their  capacity  for 
harm  may  far  outdo  their  beneficent  effect  in 
lowering  the  blood  pressure.  Even  such  drugs 
as  the  Rauwolfia  preparations,  which  are  rela- 
tively nontoxic  and  are  accordingly  widely 
used,  may  induce  serious  side  effeas.  Their 
hypotensive  effect,  moreover,  is  relatively  fee- 
ble, their  observed  effect  on  the  blood  pressure 
being  secondary  for  the  most  part  to  their  po- 
tent tranquilizing  aaion. 

The  most  recent  addition  to  our  therapeu- 
tic armamentarium  in  the  treatment  of  hyper- 
tension is  the  potent  nonmercuric  diuretics. 
Although  claimed  to  exert  a specific  hypoten- 
sive aaion,  their  effectiveness  is  apparently  a 
result  of  their  potent  natruretic  action.  The 
potential  dangers  of  these  drugs  may  be  mini- 
mized by  using  minimal  doses  in  combination 
with  moderate  sodium  restriction  and  added 
potassium  salts.  Because  of  the  effectiveness  of 
these  diuretics  following  splanchniceaomy,  it 


is  no  longer  necessary  to  carry  out  the  radical 
sympatheaomy  formerly  used  in  the  surgical 
management  of  hypertension.  A more  limited 
ablation  of  the  sympathetic  chain  apparently 
is  as  effeaive  when  combined  with  natruretic 
drugs  as  was  the  previously  used  radical  op- 
eration. 

Despite  the  recent  advances  in  the  manage- 
ment of  the  hypertensive  patient,  much  still 
remains  to  be  done  before  a rational  and  com- 
pletely satisfaaory  form  of  therapy  will  be 
available.  In  the  meantime,  we  must  utilize 
such  limited  measures  as  are  available  in  order 
to  reduce  the  ravages  resulting  from  the  me- 
chanical effeas  of  an  elevated  blood  pressure 
on  the  heart  and  blood  vessels. 

— Arthur  Grollman,  Ph.D.,  M.D.,  Dallas. 

The  Place  of 
Grievance  Committees 

Grievance  committees  have  been  estab- 
lished by  most  county  medical  societies  in 
the  past  5 years.  During  this  period  many  im- 
portant lessons  have  been  learned  which 
should  be  brought  to  the  attention  of  every 
physician.  Fortunately,  most  of  the  complaints 
brought  before  these  committees  have  been 
settled  amicably  to  the  satisfaction  of  all  par- 
ties concerned.  The  word  fortunately  is  used 
advisedly  since  many  were  potentially  "dyna- 
mite” when  first  reviewed.  Only  a few  have 
been  passed  on  to  boards  of  censors. 

The  lay  press  and  magazines  have  been  giv- 
ing a great  deal  of  attention  to  the  aaivities 
of  medical  society  grievance  committees  across 
the  nation.  This  has  resulted  in  an  increment 
in  complaints  brought  before  such  committees. 
It  should  always  be  understood  that  legitimate 
complaints  will  be  respectfully  received  and 
thoroughly  investigated.  However,  this  editor- 
ial is  written  in  the  hope  that  your  own  public 
relations  will  be  such  that  many  of  the  griev- 
ances, particularly  unjustified  ones,  will  never 
reach  this  point. 
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It  has  been  a frequent  observation  that  the 
majority  of  grievances  are  initiated  by  some 
casual,  but  unformnate,  remark  made  by  a 
fellow  physician.  Usually  this  has  occurred 
when  the  latter  physician  did  not  have  all  of 
the  faas  and  furthermore  did  not  take  the 
time  to  appraise  himself  of  them.  It  is  unwise 
for  a physician  to  comment  about  another 
physician’s  competency  or  ethics  in  such  a man- 
ner that  "seeds  of  doubt’’  are  planted  in  the 
patient’s  mind. 

If  a patient  is  displeased  with  medical  care 
received  from  you  or  from  another  physician 
and  may  have  just  cause  for  complaint,  he 
should  be  informed  of  the  existence  of  a griev- 
ance committe,  but  it  is  not  good  public  rela- 
tions for  you  to  urge  that  a complaint  be  filed 
or  to  attempt  to  pass  judgment  on  the  merits 
of  the  grievance  yourself.  This  is  a function 
of  your  grievance  committee,  which  has  facili- 
ties for  obtaining  facts  which  are  often  not  at 
your  disposal. 

— ^William  S.  Fields,  M.D.,  Houston. 

Politics  Plus 

As  he  makes  his  plans  to  attend  the  annual 
session  of  the  Texas  Medical  Association,  the 
average  member  may  be  tempted,  sometimes, 
to  consider  that  event  "a  lot  of  politics.’’ 

Partly,  he  is  right.  Annual  session,  with  its 
meeting  of  the  House  of  Delegates,  is  the  time 
of  earnest  decision,  of  busi- 
ness, of  policy-making.  The 
work  done  here  will  be  re- 
flected in  the  progress  of 
medicine  in  Texas  and  in  the 
prosperity  of  each  individual 
member  of  the  Texas  Medi- 
cal Association  for  years  to 
come,  so  it  is  vital  that  each 
physician  take  an  active  part 
in  the  proceedings. 

On  the  other  hand,  "a 
lot  of  politics’’  is  never  the 


most  important  aspect  of  the  Texas  Medical 
Association’s  annual  session.  Major  emphasis, 
year  after  year,  is  placed  on  the  quality  of 
the  scientific  program,  and  major  expense  in- 
curred is  to  provide  guest  speakers  and  scien- 
tific information  of  greatest  consequence.  Next 
month,  for  example,  25  topnotch  guest  speak- 
ers, more  than  100  technical  exhibits  and  4l 
scientific  exhibits,  carefully  selected  motion 
pictures,  refresher  courses,  general  and  section 
meetings,  a score  of  specialty  society  programs 
— all  these  and  more  await  the  physician.  De- 
tails of  these  programs  appear  elsewhere  in  this 
Journal. 

When  the  House  of  Delegates  does  meet, 
it  will  be  faced  with  discussions  and  decisions 
in  such  areas  as  these: 

Medical  Care  for  the  Aged. — The  Committee  on 
Voluntary  Health  Insurance  and  Health  Care  Costs 
will  ask  members  of  the  Association  to  consider  a 
suggested  pilot  plan-program  which  would  be  tried 
by  Blue  Cross-Blue  Shield  of  Texas  and  which 
would  provide  health  care  services  to  Texas  citizens 
past  the  age  of  65. 

"Free  Choice!’ — In  regard  to  the  American  Medi- 
cal Association’s  recent  report  covering  findings, 
conclusions,  and  recommendations  of  its  Commis- 
sion on  Medical  Care  Plans,  the  Texas  delegation 
will  be  asking  for  advice.  The  Harris  County  Medical 
Society  will  present  a resolution  asking  the  Texas 
Medical  Association  to  instruct  its  delegates  to  the 
American  Medical  Association  House  of  Delegates 
and  Board  of  Trustees  to  refrain  from  accepting 
panel  medicine. 

Size  of  Board  of  Trustees. — Members  of  the 
House  will  vote  on  a resolution  which  would  increase 
the  size  of  the  Board  of  Trustees 
from  its  present  5 members  to  9. 

Election  to  Fill  Vacancies. — 
Presented  in  1958  was  a resolu- 
tion by  Dr.  E.  P.  Hall  of  Fort 
Worth  that  in  case  of  vacancy 
in  any  elective  office  of  the 
Texas  Medical  Association,  this 
vacancy  can  be  filled  only  by 
vote  of  the  House  of  Delegates 
either  in  regular  or  special  ses- 
sion. The  method  for  many  years 
has  been  to  fill  most  such  va- 
cancies by  presidential  appoint- 
ment. 

Reorganization  Committee 
Report. — Delegates  will  hear 


All  roads  lead  to  San  Antonio, 
April  18-21. 
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the  completed  portions  of  the  committee  survey  and 
recommendations  on  reorganization  of  the  Texas 
Medical  Association,  a reorganization  necessitated 
by  the  rapid  expansion  of  the  Association  in  recent 
years.  Basic  change  planned  by  the  committee  would 
be  the  placing  of  committees  under  direction  of 
councils,  with  these  councils — rather  than  all  com- 
mittees— directly  responsible  to  the  House  of  Dele- 
gates. (See  detailed  story  in  January  Journal,  page  3). 

Membership. — A number  of  constitutional 
changes  pertaining  to  membership  will  be  under 
consideration  in  the  House  of  Delegates,  among 
these  being  a resolution  from  the  Hidalgo-Starr 
Counties  Medical  Society  which  would  make  Ameri- 
can citizenship  an  eligibility  requirement  for  Associ- 
ation members.  Other  changes  would  affect  intern, 
resident,  inaaive,  and  honorary  members,  while  a 
Travis  County  Medical  Society  resolution  pertains 
to  physicians  associated  with  state  institutions,  vet- 
erans hospitals,  and  similar  organizations. 

Orientation  Exemption. — A resolution  from  the 
Hill  County  Medical  Society  will  recommend  an 
amendment  to  the  Association  Constitution  and  By- 
Laws  exempting  specified  transfers  from  one  cotmty 
society  to  another  from  attending  the  orientation 
program  now  required. 

Bracero  Medical  Care. — The  Committee  on  Bra- 
cero  Insurance  and  Medical  Care  will  present  a reso- 
lution to  be  forwarded  to  the  Secretary  of  Labor 
which  asks  that  United  States  and  Mexican  govern- 
ment representatives  meet  to  amend  the  existing 
Standard  Work  Contraa  under  the  Migratory  Labor 
Agreement  of  1951  to  stipulate  that  a small  fee  be 
paid  the  physician  by  the  worker  on  the  initial  visit 
for  each  nonoccupational  illness.  It  is  contemplated 
that  if  this  method  is  adopted,  insurance  coverage 
could  be  increased  without  increasing  the  insurance 
premium. 

Interprofessional  Code. — Ready  for  presentation 
to  the  House  of  Delegates  will  be  a long-sought  code 
clarifying  interprofessional  relations  between  physi- 
cians and  attorneys,  which  was  worked  out  by  a 
joint  committee  representing  the  two  professions. 

Handbooks  with  many  of  the  reports  and 
resolutions  which  will  come  before  the  House 
of  Delegates  for  decision — of  which  those 
enumerated  here  are  simply  samples — soon 
will  be  in  the  hands  of  all  delegates  and  avail- 
able for  study  by  anyone  interested  in  a pre- 
view of  the  "politics.”  Both  politics  and  scien- 
tific program  are  worth  checking  on  now  with 
the  idea  of  active  participation  in  San  Antonio 
April  18-21. 


More  Medical  Schools  Needed 
To  Train  Texas  Doctors 

Texas  needs  more  physicians  and  more 
schools  in  which  to  train  them,  the  Texas  Med- 
ical Association,  through  its  President,  Dr. 
Howard  O.  Smith,  has  told  the  Legislature.  Dr. 
Smith  testified  in  a committee  hearing  Febru- 
ary 25  in  Austin  on  two  bills  which  would 
provide  for  a new  medical  school  in  the  state, 
one  of  the  bills  naming  San  Antonio  as  the 
site  of  the  institution  and  the  other  Austin. 

Dr.  Smith  cited  five  factors  as  the  basis  for 
the  Texas  Medical  Association  position: 

1.  The  physician-patient  ratio  in  Texas  is 
not  as  favorable  as  in  many  other  states.  The 
Texas  ratio  is  1 physician  in  active  practice  per 
approximately  1,140  population;  the  national 
average  is  1 per  850.  Texas  has  been  losing 
ground  since  1940. 

2.  Texas  presently  is  graduating  only  about 
50  per  cent  of  the  physicians  licensed  annual- 
ly to  practice  in  Texas;  the  remainder  have  re- 
ceived their  medical  education  elsewhere.  Tex- 
as thus  is  not  shouldering  its  full  responsibility. 

3.  One  medical  school  is  needed  for  each 
2,500,000  population  to  meet  minimum  stand- 
ards, according  to  the  American  Medical  As- 
sociation. By  this  measurement  Texas  needs 
more  than  three  medical  schools  for  its  pres- 
ent population  of  9,100,000. 

4.  In  the  immediate  future  the  three  medi- 
cal schools  in  Texas  now  in  operation  will  be 
graduating  fewer  physicians  than  at  present 
because  the  University  of  Texas  Medical 
Branch  is  reducing  the  size  of  its  classes.  In  a 
recent  study  (Hamilton  report)  it  was  recom- 
mended that  the  size  of  the  entering  class  at 
the  Medical  Branch  be  reduced  from  l60  to 
100  or  less  because  of  academic  considerations 
and  the  physical  plant.  The  entering  class  at 
Galveston  was  cut  this  year  to  l4l. 

5.  Texas  is  undergoing  a period  of  dynamic 
growth  as  a result  of  increasing  birth  rate,  im- 
migration from  other  states,  and  longer  life 
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span.  The  population  has  increased  by  more 
than  1,000,000  since  1950,  and  research  or- 
ganizations predict  a population  of  12,000,000 
or  13,000,000  by  1975.  The  supply  of  physi- 
cians must  keep  pace  with  this  population 
trend. 

The  House  of  Delegates  of  the  Texas  Medi- 
cal Association,  as  Dr.  Smith  pointed  out, 
voted  in  1957  to  support  legislation  designed 
to  create  a third  medical  branch  of  the  Uni- 
versity of  Texas  if  the  Texas  Commission  on 
Higher  Education  should  recommend  the  es- 
tablishment of  such  an  institution.  The  Com- 
mission on  Higher  Education  rendered  a favor- 
able report  in  December,  1958.  The  House 
also  went  on  record  in  1957  and  again  in  1958 
as  favoring  Bexar  County  as  the  site  for  the 
proposed  new  medical  school. 

Although  only  one  step  at  a time  can  be 
taken,  it  is  significant  that  Dr.  David  B.  All- 
man,  immediate  past  president  of  the  Ameri- 
can Medical  Association,  observed  that  Texas 
probably  should  establish  two  more  medical 
schools  in  the  near  future  in  order  to  match 


the  national  average  of  medical  schools  needed 
on  the  basis  of  population.  Survey  committees 
representing  the  American  Medical  Association 
and  the  American  Association  of  Medical  Col- 
leges have  inspected  both  San  Antonio  and 
Austin  and  reported  them  favorable  locations 
for  medical  schools. 

Meantime,  the  Texas  Medical  Association 
also  is  on  record  as  recommending  adequate 
financial  support  for  the  state  medical  schools 
now  in  operation. 

The  medical  profession  sometimes  is  ac- 
cused of  seeking  to  limit  the  number  of  stu- 
dents who  enter  medical  schools  in  an  effort 
to  reduce  competition.  The  Texas  Medical  As- 
sociation has  adopted  a positive  program  which 
should  help  to  refute  this  accusation,  being 
publicly  on  record  in  support  of  additional 
medical  school  facilities.  Its  objective  is  to 
provide  an  adequate  number  of  physicians  to 
render  good  medical  care  to  the  entire  popu- 
lation of  the  state.  Individual  physicians  may 
wish  to  make  this  point  clear  to  their  legisla- 
tors and  to  others  in  their  communities. 


ANNUAL  SESSION  ANNUAL  SESSION  ANNUAL  SESSION  ANNUAL  SESSION  ANNUAL  SESSION 


COMPLETE  PROGRAM 

Texas  Medical  Association 
Annual  Session 

and  Woman's  Auxiliary  Conyention 
San  Antonio,  April  18-21 
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"DRY-RUN"  SURVEYS  AIM  AT  ACCREDITATION 

Early  in  February,  the  Texas  Medical  Associa- 
tion participated  in  the  first  step  of  what  should  be 
a rewarding  and  continuing  program  for  the  hos- 
pitals of  Texas. 

At  the  request  of  a small-town  hospital,  a mem- 
ber of  the  Association’s  recently  appointed  special 
Committee  to  Encourage  and  Assist  Hospitals  in 
Securing  Accreditation  joined  representatives  of 
other  interested  groups  in  a "dry-run”  survey  team 
which  visited  that  hospital  and  offered  advice  to  its  administration 
and  staff. 

This  visitation  was  the  first  answer  to  the  first  such  request  from 
a Texas  hospital,  but  several  other  requests  have  been  received  already 
and  will  soon  be  processed. 

The  importance  of  this  beginning  is  apparent  when  one  realizes 
that  of  the  6,000  hospitals  eligible  for  accreditation  in  the  United 
States  and  Canada,  only  about  4,000  are  accredited — and  that  of  the 
380  Texas  hospitals  eligible  for  accreditation  only  132  had  measured 
up  to  minimum  accreditation  standards  in  December,  1958. 

Surely  many  Texas  hospitals  could  be  accredited  if  they  made  a 
serious  effort  to  qualify.  Particularly,  small  hospitals  may  not  know 
that  they  can  meet  minimum  standards.  In  other  cases,  some  changes 
would  make  accreditation  a certainty. 

The  function  of  the  "dry-run”  survey  teams  now  existing  in  the 
Texas  medical  family  is  merely  an  advisory  one.  The  teams  include 
one  representative  from  the  Texas  Medical  Association,  one  from  the 
Texas  Hospital  Association,  and  one  from  the  Texas  Association  of 
Medical  Record  Librarians.  Serving  at  present  for  the  Texas  Medical 
Association  are  Drs.  Ray  Shepperd,  Burnet,  chairman;  Drue  O.  D. 
Ware,  Fort  Worth;  Charles  Durham,  Houston;  Walter  Cook,  San  An- 
tonio; C.  B.  Marcum,  Big  Spring;  Paul  Murphy,  Waco;  A.  W. 
Bronwell,  Lubbock;  and  Harvey  Renger,  Hallettsville. 


Dr.  Smith 
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If  a Texas  hospital  anywhere,  of  any  size,  aims  at  accreditation 
by  the  national  Joint  Commission  on  Accreditation  of  Hospitals,  it 
may  first  request  a visit  from  one  of  the  new  "dry-run”  teams,  agree- 
ing to  pay  such  expenses  as  are  incurred.  The  request  goes  to  the 
Texas  Hospital  Association,  which  will  obtain  from  the  hospital  basic 
information  as  required  in  Joint  Commission  questionnaires  and  also 
a statement  from  the  administrator  of  special  problems  in  need  of 
suggestions. 

A team  with  this  information  in  hand  then  will  be  scheduled  for 
a 1 day  survey  of  the  hospital’s  facilities  and  conferences  with  its 
medical,  administrative,  and  record  keeping  staff. 

The  "dry-run”  team  members  offer  their  individual  suggestions 
on  the  spot,  and  no  written  records  are  kept.  When  the  day  is  ended, 
the  management  of  that  hospital  should  have  received  many  helpful 
comments  which  will  assist  it  in  qualifying  for  inspection  and  in  pre- 
paring for  an  actual  inspection  by  the  Joint  Commission. 

As  far  back  as  1918,  the  American  College  of  Surgeons  instituted 
a plan  for  hospital  standardization  which  was  modified  and  improved 
through  the  years.  In  1952,  the  American  College  of  Surgeons, 
American  College  of  Physicians,  American  Medical  Association, 
American  Hospital  Association,  and  Canadian  Medical  Association 
combined  forces  in  a Joint  Commission  on  Accreditation  of  Hospitals. 

Any  hospital,  regardless  of  ownership,  which  has  functioned  for 
1 year  in  its  present  capacity,  has  at  least  25  adult  beds,  and  is  listed 
by  the  American  Hospital  Association,  may  apply  for  a survey  and 
accreditation.  Certain  fundamental  principles  for  the  efficient  and 
effective  care  of  the  patient  must  be  maintained  for  accreditation. 

Although  accreditation  is  entirely  a voluntary  matter,  its  value 
in  assuring  the  best  patient  care  is  clear. 

The  Texas  Medical  Association  is  fortunate  to  be  able  to  partici- 
pate with  the  Texas  Hospital  Association  and  related  groups  in  per- 
forming a valuable  service  such  as  this,  from  which  physician,  hospital 
staff,  taxpayer — and,  most  important,  the  patient,  is  certain  to  profit. 
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Emotional  Factors 
Involved  in 
Serious  Illness 

FRANKLIN  G.  EBAUGH,  M.D. 

Denver,  Colorado 

IN  RECENT  YEARS,  medicine  has  come  to  view 
the  person  as  a whole  and  has  learned  not  to 
separate  the  body’s  responses  to  trauma,  infection, 
and  general  stress  from  the  reaction  to  the  impact  of 
psychogenic  stimuli — the  psychosomatic  or  holistic 
approach.  Actually  this  concept  has  existed  since 
the  history  of  medicine  has  been  recorded  but  at  times 
has  been  lost  sight  of,  especially  in  the  nineteenth 
cenmry  when  great  strides  were  being  made  in  cellu- 
lar pathology,  bacteriology,  chemotherapy,  physiol- 
ogy, and  in  medicine  and  surgery  generally. 

Strangely,  a general  recognition  of  the  causation 
of  psychological  problems  by  somatic  illness  has 
come  later  than  psychosomatic  medicine,  with  the 
exception  that  Sandor  Ferenezi  wrote  early  in  his 
career  of  the  pathoneurosis,  that  is,  a neurosis  reac- 
tive to  organic  disease. 

PATIENT'S  CONCEPT  OF  ILLNESS 

Beliak^  wrote  in  the  introductory  paper  of  his 
book,  "The  Psychology  of  Physical  Illness,’’  that  in 
his  work  with  tuberculosis  and  cardiac  patients  he 
was  impressed  by  the  faa  that  frequendy  anxiety  and 
depression  in  the  patient  were  directly  related  to 
the  patient’s  concept  of  his  illness. 

When  a patient  is  given  a diagnosis,  he  absorbs 
this  in  terms  of  the  knowledge  he  has  of  it  and  in 
terms  of  the  knowledge  the  doctor  gives  him.  Thus, 
the  diagnosis  has  a variable  meaning  from  patient 
to  patient.  The  doctor’s  first  job  then  is  to  investi- 
gate the  superficial  meaning  of  the  illness  for  the 
patient  and  then  to  tell  him,  in  common  sense  terms, 
that  the  circumstances  of  his  illness  are  not  those  of 
his  relative’s  or  his  neighbor’s. 

The  significance  of  the  meaning  of  the  disease  for 


the  patient  becomes  more  involved  if  his  notions 
derive  from  less  conscious  sources.  As  a child,  the 
patient  may  have  had  a relative  or  friend  who  he 
believes  had  the  same  diagnosis  as  he  has  presently; 
conceptions  or  misconceptions  are  now  reawakened 
in  his  memory  and  apply  the  earlier  terror  or  bias 
to  his  present  situation.  For  example,  he  may  con- 
ceptualize a malignancy,  on  the  basis  of  past  incor- 
rect information  as  "a  hole  being  eaten  into  him” 
or  "something  gnawing  in  him.”  Streeter,®  in  his 
smdies  of  the  fantasies  of  tuberculous  patients,  found 
that  patients  newly  admitted  to  a sanitarium  had 
surprisingly  little  knowledge  of  mberculosis  despite 
instructions  by  doctors  and  nurses. 

Only  4 of  30  patients  gave  correct  descriptions  of 
lung  anatomy;  the  lungs  were  variously  located  in 
the  throat,  in  the  upper  abdomen,  in  the  lower  thor- 
ax, or  behind  the  nipple.  Several  women  described 
rather  long  and  narrow  lungs,  in  a vertical  position, 
while  men  described  rounded  baUoon-like  strucmres. 
The  size  of  the  lungs,  when  minimized,  seemed  to  be 
associated  with  a denial  of  having  tuberculosis. 

The  patients  described  the  tubercle  bacilli  as 
worms,  bugs,  or  insects  that  eat  with  mouths;  that 
the  bacilli  were  like  seeds  that  grow  into  cysts  or 
black  spots  that  enlarge  in  all  directions  and  leave 
holes.  The  patients’  fantasies  also  emphasized  the 
ruthless  destructiveness  of  the  bacilli,  and  they  were 
described  as  eating  often  and  delightedly.  Tubercu- 
losis was  also  thought  of  as  something  shameful, 
resembling  a venereal  disease,  and  approximately 
half  of  the  patients  associated  this  illness  with 
"shameful”  sexual  experiences.  In  another  study,®  the 
patients  also  feared  being  "walled  off”  and  rendered 
"helpless.” 

Streeter’s  patients  were  nonpsychotic  and  serve  to 
illustrate  what  sort  of  fantasies  patients  do  entertain 
in  a serious  illness.  He  also  found,  as  have  other 
clinicians,  that  knowledge  of  these  fantasies  could 
help  the  physician  dispel  the  anxiety  arising  from 
them  and  subsequently  lead  to  better  patient  co- 
operation. 

The  image  of  the  human  body  which  the  patient 
has  in  his  mind  was  called  the  "body-image”  by  Paul 
Schilder.  In  illness,  this  image  changes.  The  patient 
and  every  one  of  us  has  invested  feeling  or  emotion 
in  his  body  and  its  well-being,  and  we  all  feel  dis- 
turbed and  anxious  if  external  or  internal  changes  of 
size,  shape,  or  function  occur.  The  amount  of  anxiety 
depends  upon  the  basic  personality  of  the  patient 
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EMOTIONS  IN  ILLNESS  — Ebaugh  — continued 

and  his  notions  about  organs  and  illness.  For  ex- 
ample, illness  connected  with  heart  disease  may 
cause  the  patient  to  develop  a special  image  of  that 
organ  much  like  Texans  have  had  of  the  Lone  Star 
State  with  respect  to  the  remainder  of  the  forty-nine 
— that  there  isn’t  anything  more  important. 

The  patient’s  attitude  toward  his  diseased  organ 
may  lead  to  overprotection,  and  this  hypochondriacal 
over-investment  may  lead  to  invalidism.  This  reac- 
tion may  be  dispelled  by  repeatedly  discussing  the 
reality  aspects  of  the  illness  and  explaining  the  an- 
atomical situation  with  illustrations. 

'This  brings  to  mind  a recent  gynecological  patient 
at  a Denver  hospital.  Psychiatric  consultation  was  re- 
quested for  a woman  who  had  recently  had  a hys- 
terectomy and  had  become  very  tearful  and  de- 
pressed. 'The  psychiatric  resident  found  within  a few 
minutes  that  the  woman  thought  she  could  no 
longer  have  sexual  relations  because  she  thought  her 
vagina  had  been  excised  and  closed.  Her  fear  and 
anxiety  was  removed  by  his  careful  explanation  and 
illustration  of  what  had  been  done  surgically,  a 
task  her  gynecologist,  also  a resident,  could  have 
accomplished  if  he  had  only  taken  the  time  to  listen 
to  his  patient’s  complaints. 


REACTION  TO  DISEASE 

As  mentioned  before,  the  psychological  impact  of 
an  illness  will  be  a function  of  the  previously  exist- 
ing personality  of  the  patient.  The  more  neurotic, 
the  more  pathologic  will  be  the  reaction  to  disease. 

Schematically^  one  might  speak  of  the  following 
reactions  to  disease: 

1.  A "normal”  reaction — some  anxiety,  some  de- 
pression, which  diminishes  to  a concern  commensu- 
rate with  the  organic  illness. 

2.  An  avoidance  reaction — ^manifestly  unperturbed, 
denial  of  illness  with  overactivity,  false  gaiety,  to  be 
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A patient's  concept  of  his  illness,  his  cultural  background 
and  personality,  and  the  physician's  personality  all  affect  the 
patient's  emotional  response  to  illness.  Malignancy  poses 
special  emotional  problems  for  patient,  family,  and  physician. 
The  physician  should  keep  these  factors  in  mind  as  he  ad- 
ministers to  the  whole  patient. 


followed  by  a depression,  anxiety,  or  self-harm  by 
nonobedience  of  medical  instruction. 

3.  A reaaive  depression — prolonged  depression 
and  hypochondriasis  in  a person  manifestly  relatively 
well  adjusted  prior  to  organic  difficulty,  which  is 
usually  self  limited. 

4.  Channeling  of  all  previous  existing  anxiety  of 
a rather  disturbed  person  to  a new  focus  which  makes 
him  appear  more  tractable. 

5.  Psychological  invalidism — when  a patient  is 
principally  physically  well  enough  to  function  so- 
cially and  occupationally  but  his  fears  and  symptoms 
incapacitate  him. 

All  illnesses,^  with  their  concomitant  lowering  or 
breaking  down  of  physiologic  resistances,  are  ac- 
companied by  psychological  regression  in  the  pa- 
tient. The  patient  must  adapt  to  his  new  state  and 
may  accomplish  this  by  using  previously  successful 
patterns  of  adaptation  or  more  infantile  ones.  The 
ill  person  becomes  dependent,  perhaps  against  his 
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Fig.  1.  Reaction  to  the  initial  phase  of  disease. 


will,  and  at  the  same  time  becomes  more  self- 
centered.  He  becomes  concerned  with  himself  and 
not  with  others  about  him.  He  will  make  more  de- 
mands and  overtly  seek  more  signs  of  affection  in 
those  about  him  like  the  child  with  its  mother,  and 
depending  on  what  sort  of  relationship  this  was,  will 
act  accordingly.  It  might  be  added  that  enforced  in- 
activity adds  to  the  wish  to  return  to  the  more  de- 
pendent state,  and  this  may  be  intolerable  to  a pa- 
tient, for  example,  the  athletic,  aggressive  individual 
who  is  ill,  and  he  may  react  to  this  with  a rage 
reaction.  The  physician  must  be  aware  that  an  illness 
often  affects  the  social  and  emotional  struaure  of 
the  patient  and  his  family,  and  also  the  interpersonal 
relationships  with  the  patient’s  associates.  He,  the 
patient,  may  wonder  about  the  attitudes  of  those 
close  to  him  concerning  his  possible  death  or 
whether  he  will  be  able  to  return  to  his  occupation, 
or  if  he  will  still  have  a job.  He  may  wonder  about 
personal  finances  or  whether  the  insurance  is  paid. 

He  may  use  his  illness  as  a whip,  or,  on  the  other 
hand,  a family  member  may  use  medical  restrictions 
as  a leash  on  the  patient.  The  patient  may  feel  guilt. 
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leading  to  a depression,  in  wishing  that  someone  else 
might  have  become  ill  rather  than  he. 

Depending  on  the  patient’s  culmral  background, 
reaction  to  disease  will  be  different,  and  this  must 
be  taken  into  consideration  by  the  doctor.  The  doc- 
tor’s reaaion  also  is  based  on  his  own  culmral  back- 
ground. He  may  have  ideas  entirely  different  from 
those  of  the  patient  on  what  constimtes  good  patient 
behavior  and  recovery.® 

The  so-called  Yankee  ideal  is  to  restore  the  pa- 
tient to  gainful  employment  or  socially  useful  activ- 
ity, thus  enabling  him  to  maintain  his  self-respea. 
'The  Yankee  value  in  respect  to  sorrow  and  other 
related  emotions  requires  that  they  be  kept  as  private 
as  possible.  On  the  other  hand,  people  of  southern 
European  extraaion  or  of  Jewish  family  may  react 
to  illness  with  much  demonstrative  behavior,  or  the 
Indian  may  be  stoic.  In  some  ethnic  groups,  work 
is  not  necessarily  a source  of  personal  pride,  its  value 
lies  in  providing  subsistance.  Self-respect  is  based  not 
on  work  but  on  certain  personal  qualities,  and  these 
faaors  have  to  be  understood  so  that  the  patient  can 
best  be  helped 

At  the  risk  of  being  redundant,  it  behooves  the 
physician  to  consider  the  following  two  variables  in 
every  surgical  patient:  (1)  the  acmal  life  simation 
of  the  patient  and  (2)  the  psychological  makeup  of 
the  person  with  special  attention  to  his  idio- 
syncrasies.^^ 

Surgeons  presently  are  at  times  too  little  concerned 
in  giving  technical  information  pertinent  to  allay- 
ing the  patient’s  manifest  and  latent  anxieties.  A 
simple  forthright  description  of  the  procedure,  an 
estimate  of  recovery  time,  and  mention  of  postop- 
erative pain  and  its  control,  and  the  over-all  expense 
may  be  sufficient.  It  is  wise  never  to  take  any  in- 
formation on  the  part  of  the  patient  for  granted, 
no  matter  how  sophisticated  he  may  be.  It  is  wise 
also  to  establish  a rapport  with  the  patient  prior  to 
surgery,  and  this  can  be  established  by  talking  over 
the  procedure.  The  surgeon  should  do  this  personally 
and  not  relegate  this  to  an  assistant.®  Proper  handl- 
ing, a simple  discussion  of  the  patient’s  preoperative 
preoccupations,  may  be  all  that  is  necessary  to  pre- 
vent a postoperative  invalidism. 

It  also  behooves  the  surgeon  to  guard  against  fur- 
ther surgery  on  a patient  with  a history  of  several 
operations,  especially  when  signs  and  symptoms  are 
vague.  Most  of  these  patients  have  a more  or  less 
severe  psychiatric  problem  as  Menninger®  pointed 
out;  ( 1 ) usually  trying  to  avoid,  symbolically,  some- 
thing more  fearful  than  surgery,  (2)  wanting  to 
place  himself  in  the  hands  of  a strong  paternal  fig- 
ure, who  will  make  decisions  for  him,  or  (3)  seek- 
ing gratifications  for  his  punishment  wishes. 


Most  of  the  previous  remarks  apply  to  any  illness, 
whether  great  or  small,  and  have  application  in  every 
branch  of  medicine.  We  must  never  forget  that  we 
are  dealing  with  persons  who  feel  and  think,  and  not 
with  impersonal  cases  with  an  interesting  diagnosis. 


PROBLEMS  OF  MALIGNANCY 

Malignancy  carries  with  it  problems  in  two  areas: 
the  medicosurgical  and  the  emotional.  In  the  medico- 
surgical  area  the  malignancy  patients  are  character- 
ized by  ( 1 ) a greater  chance  of  death;  (2)  a greater 
chance  of  destruction  or  removal  of  organs  which 
represents  a loss;  (3)  a greater  chance  of  pain, 
suffering,  and  fearful  anticipation.  In  the  emotional 
sphere  the  implications  may  be  divided  into  three 
groups:  (1)  the  subjeaive  attitudes  of  the  patient, 
the  family,  and  the  environment,  and  the  psycho- 
logical management  of  the  case  by  the  physician  or 
surgeon;  (2)  the  meaning  that  an  organ  has  for 
the  patient,  not  only  in  a realistic  sense  but  in  a 
symbolic  sense;  (3)  the  psychosomatic  aspects.  To 
some  patients,  especially  those  we  see  for  the  first 
time  in  the  late,  hopeless  stages  and  who  may  arouse 
our  anger  because  of  this,  the  prospect  of  cancer  is 
so  overwhelming  that  they  have  tried  to  avoid  the 
issue  and  remained  away.^®  Others  who  recognize 
that  they  might  have  a malignancy  come  late  because 
the  prospect  of  having  an  operation  such  as  a mas- 
tectomy or  colostomy  is  overwhelming.  Occasionally 
some  come  to  the  physician  very  quickly  but  not  for 
treatment,  rather  for  reassurance  that  they  do  not 
have  cancer.  When  they  ask,  "Doctor,  do  I have 
cancer?”  they  really  mean,  "Please  deny  I have 
cancer.” 

Almost  all  patients  who  have  cancer  have  an  emo- 
tional problem.  Valuable  information  concerning  the 
patient’s  feelings  toward  his  illness  is  gained  by  lis- 
tening carefully  and  evaluating  the  patient’s  attitudes 
during  the  diagnostic  interview  and  examination.  It 
is  in  this  stage  of  the  relationship  between  patient 
and  doctor  that  one  can  pick  up  on  how  much  to 
tell  the  patient  about  his  illness. 

This  brings  up  the  question  as  to  what  to  tell 
the  patient.  Oddly  enough,  most  people  who  have  a 
malignancy  sense  this,  and  in  explaining  to  a patient 
that  he  has  a lesion  requiring  prompt  attention  you 
are  functionally  telling  the  truth.  According  to  Suth- 
erland, who  is  attending  psychiatrist  at  the  Memorial 
Center  for  Cancer  and  Allied  Diseases  in  New  York, 
the  truth  consists  of  getting  the  patient  on  a course 
of  action  appropriate  to  the  disease — getting  him  to 
do  what  he  needs  to  do  with  a minimum  of  anxiety. 

A patient  will  become  suspicious  and  more  anx- 
ious if  his  physician  orders  a course  of  treatment  or 
diagnostic  procedures  without  giving  him  some  in- 
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formation.  Sometimes  evasion  or  silence  on  the  part 
of  the  physician  indicates  to  the  patient  what  the 
diagnosis  is  and  that  the  situation  is  hopeless,  where- 
as the  prognosis  may  be  very  good.  This  may  lead 
to  depression  or  even  suicide. 

There  is  no  standard,  easy  method  of  imparting 
the  diagnosis  of  malignancy,  and  in  the  final  analysis, 
each  patient  must  be  carefully  evaluated  as  a per- 
sonality. Sometimes  the  physician  only  has  his  intu- 
itive feelings  to  go  by.  As  Sutherland  states,  "It  is 
one  thing  to  say  to  a man  who  has  an  enormous 
amount  of  financial  responsibility  and  various  fi- 
duciary capacities  that  his  life  is  threatened  and  he 
ought  to  get  his  affairs  into  order,  but  it’s  quite  an- 
other to  tell  a 35  year  old  woman  with  three  children 
that  she  may  die.” 

Information  may  have  to  be  imparted  slowly  and 
in  divided  doses.  When  a patient  learns  he  has  can- 
cer, he  may  become  stunned  with  disbelief.^  Studies 
have  shown  that  as  a patient  attempts  to  integrate 
this  new  information,  he  begins  to  search  for  the 
cause  of  his  illness.  Feelings  of  guilt  exist  in  many. 
This  guilt  may  play  a significant  role  in  the  patient’s 
failure  to  find  and  follow  up  effective  therapy  and 
also,  through  feelings  of  guilt  and  worthlessness  at 
times,  play  a role  in  motivating  the  patient  to  stop 
therapy. 

Another  problem  that  the  physician  is  faced  with 
in  the  treatment  of  malignancy  is  the  effea  upon 
the  family  when  they  are  informed  of  the  diagnosis. 
Obviously,  they  have  strong  emotional  ties  to  the 
patient  to  begin  with  and  are  most  likely  to  take 
his  fate  and  fears  personally.  Panic  often  strikes 
them.  Guilt  over  past  ambivalent  feelings  toward  the 
patient  may  emerge.  Hypochondriasis  in  a member 
of  the  family  may  arise  as  a result  of  some  conscious 
or  unconscious  thought,  for  example,  "I  have  been 
so  unkind  to  him  that  I,  too,  deserve  to  be  fatally 
ill.”  'The  physician  should  be  cognizant  of  these  fac- 
tors in  the  patient’s  surroundings. 

Aside  from  this,  the  family  may  be  faced  with 
further  unpleasantness  such  as  financial  stress,  num- 
erous trips  to  the  doctor  or  hospital  for  outpatient 
treatment,  the  patient’s  sphincter  incontinence,  and 
unformnately  the  foul  odors  sometimes  emanating 
from  the  patient.  'These  may  arouse  resentment  to- 
ward the  patient.  Anxiety  also  may  be  precipitated 
by  the  anticipation  that  someone  inadvertantly  may 
impart  the  truth  to  the  patient. 

It  might  be  well  also  to  consider  the  physician’s 
problems  in  caring  for  a patient  with  a malignancy. 
Anxiety  concerning  death  is  probably  one  of  the 
more  important  and  occurs  even  in  psychoanalysts  as 
pointed  out  by  Renneker.'^  'This  is  probably  true 
because  all  physicians  have  been  trained  to  save  lives 


and  because  to  each  one  of  us  the  concept  of  death 
is  something  special.  'The  cancer  patient  constimtes 
a serious  threat  to  medical  ambition — none  of  us 
likes  to  see  a patient  die  in  spite  of  our  sometimes 
heroic  efforts.  As  a result,  a physician  may  react  less 
unemotionally  and  objectively  and  thus  may  make 
unwarranted  optimistic  statements  or  be  unnecessar- 
ily pessimistic.  As  in  all  patient-physician  relation- 
ships, the  patient  perceives  the  finest  nuances  of  the 
doctor’s  attimde,  if  not  consciously,  then  uncon- 
sciously. 

Consideration  of  the  patient’s  feeling  is  especially 
important  in  terminal  cancer,  when  the  patient  needs 
someone  whom  he  invests  with  superhuman  powers. 
'This  puts  a severe  strain  on  the  physician,  who 
realizes,  it  is  hoped,  his  therapeutic  helplessness.  Al- 
though the  doctor  may  express  this  in  the  discontin- 
uation of  therapy,  saying  he  does  not  wish  to  take 
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Fig,  2.  Reaction  to  the  phase  of  separation  of  the  pa- 
tient from  the  physician,  auxiliary  personnel,  and  hos- 
pital. 


the  patient’s  money  for  a visit  which  can  do  no 
good,  he  should  realize  that  the  patient  is  dependent 
on  him  as  a child  upon  a mother  and  still  will  hope 
for  some  magical  recovery. 

Rehabilitation  of  the  patient  begins  in  the  initial 
phases  of  therapy.®  Attention  to  the  feelings  of  the 
patient  is  as  important  as  regulating  the  dosage  of 
penicillin  or  digitalis.  To  allow  the  patient  to  talk 
frankly  to  the  doaor,  to  discharge  some  of  his  pent- 
up  emotion,  to  show  interest,  will  frequently  give 
him  the  willingness  to  carry  on  toward  recovery  de- 
spite disheartening  setbacks.  Situations  will  arise 
in  which  the  doctor  may  have  to  extend  special  ef- 
forts, for  example,  spending  some  hours  teaching  a 
patient  how  to  use  a colostomy  bag  with  confidence. 
This  may  be  extremely  tedious,  for  instance,  in  a 
fastidious  matron  who  has  been  taught  that  excre- 
tory functions  are  shameful.  But  this  effort  may 
make  the  difference  of  having  an  invalided  patient, 
no  longer  functioning  socially,  or  one  who  will  again 
take  his  former  place  in  society  with  a measure  of 
happiness. 
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PHYSICIAN'S  ROLE 

At  this  time,  I would  like  to  make  some  remarks 
about  us,  the  physicians.  We  are  constantly  trying 
to  improve  our  methods  to  understand  what  is 
wrong  with  our  patients,  and  sometimes,  as  we  be- 
come more  adept  scientifically — immersed  in  bio- 
chemistry, physiology,  and  so  forth — we  also  may 
become  more  formidable  and  cold  in  our  approach 
to  the  patient.  We  must  not  forget  that  the  physi- 
cian’s personality  plays  an  important  part  in  ther- 
apy, and  sometimes  his  mere  presence  produces  a 
great  improvement.  This  is  the  iatrogenic,  or  physi- 
cian induced,  factor  in  the  status  of  patients,  for 
better  or  for  worse.  Repeated  negative  examinations 
may  calcify  neurotic  symptoms.  We  must  be  as  care- 
ful with  words  as  we  are  with  the  scalpel. 

We  should  remember  that  any  patient  who  con- 
sults us  is  also  invariably  approaching  us  with  cer- 
tain expectations.  These  expectations  are  predicated 
by  the  patient’s  previous  experiences  with  the  fore- 
runner of  such  help  and  comfort — the  parents.  At 
the  point  of  contact  with  the  physician,  such  previ- 
ous experiences  are  reactivated,  and  the  doctor  now 
plays  a role  in  a drama  conceived  of  by  them,  along 
very  definite  and  special  lines.  The  patient,  according 
to  his  previous  experience,  has  come  to  expect  not 
only  prescriptions  or  manipulations,  but  a certain 
course  of  action.  He  observes  the  doctor  much  like 
he  observed  his  parents  or  parental  figures,  for  signs 
of  approval  or  disapproval;  he  watches  his  manners 
and  behavior. 

We  are  likewise  conditioned  by  intimate  and 
meaningful  past  personal  experiences,  and  this  leads 
to  certain  usual  responses  reactive  to  the  patient’s 
demeanor,  sex,  appearance,  mood,  and  other  forms  of 
expression:  compliance,  docility,  cooperativeness,  or 
antagonism. 

We  are  participants  in  this  drama  of  the  patient’s 
life  and  should  remain  aware  of  this;  otherwise  we 
may  develop  too  great  an  investment  in  the  patient’s 
problems  and  become  ineffective. 

Finally,  without  an  awareness  and  understanding 
of  one’s  own  feelings  toward  others,  whether  positive 
or  negative  or  ambivalent,  it  is  impossible  to  work 
with  them  accurately  or  with  ease  and  composure. 
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The  Problem  of 
Recurrent 
Inguinal  Hernia 

AMOS  R.  KOONTZ,  M.D. 

Baltimore,  Maryland 

WHY  DO  SO  MANY  patients  hesitate  to  have 
their  hernias  operated  upon  because  of  the 
fear  of  recurrence?  Why  do  so  many  general  prac- 
titioners and  internists  hesitate  to  advise  operations 
for  their  patients  for  fear  of  recurrence?  The  answer 
to  these  questions  is  not  far  to  seek.  The  recurrence 
rate  is  entirely  too  high  (and  this  fact  is  known  to 
the  laity  as  well  as  to  the  profession)  because,  to  be 
brutally  frank,  the  operation  is,  in  a large  percentage 
of  cases,  poorly  done. 

How  does  one  account  for  the  poorly  done  opera- 
tions? Here  again  the  answer  is  not  far  to  seek.  In 
the  first  place,  the  subject  of  hernia  is  not  well 
taught  in  our  medical  schools.  The  average  doaor 
on  graduation  knows  little  of  either  the  anatomic 
or  social  importance  of  hernia.  He  has  not  been 
taught  that  hernias  should  be  operated  upon  as  soon 
after  they  appear  as  can  be  done  conveniently,  that 
the  operation  is  important,  and  that  if  properly  done 
the  patients  can  be  assured  of  almost  100  per  cent 
cure.  Not  knowing  these  things,  he  goes  out  into 
the  world  not  giving  his  patients  proper  advice,  not 
impressing  upon  them  the  importance  of  an  early 
operation  for  their  hernias,  and  without  a knowledge 
of  the  consequences  of  neglected  hernia.  These  con- 
sequences entail  not  only  incarceration  and  strangu- 
lation, but  also  long  periods  of  discomfort  with  the 
hernias  increasing  in  size  ( frequently  with  feeble 
efforts  to  retain  them  with  trusses),  consequent 
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thinning  out  of  the  tissues  due  to  pressure  atrophy, 
and  finally  the  atrophy  of  old  age.  Many  of  these 
patients,  because  their  doctors  have  not  given  them 
the  proper  advice,  suffer  for  30  or  40  years,  from 
early  middle  age  to  old  age,  with  hernias  that  con- 
stantly annoy  them,  and  finally,  when  they  should 
be  doing  nothing  but  sitting  under  the  shade  of  a 
tree  with  a book  in  their  hand  and  a julep  by  their 
side,  have  to  come  to  operation  because  of  threatened 
strangulation.  Then  the  patient  is  nothing  like  as 
good  a risk  as  he  would  have  been  30  or  40  years 
earlier,  and  the  hernia  is  much  more  difficult  to  cure. 

In  the  second  place,  the  training  of  many  surgical 
house  doctors  is  defective  in  the  subject  of  hernia. 
There  is  often  too  much  of  a tendency  on  the  part 
of  their  chiefs  of  service  to  let  them  operate  on 
hernias  because  they  are  considered  easy  to  do.  Also, 
often  the  chief,  absorbed  in  what  he  considers  to 
be  far  more  important  matters,  has  the  unconscious 
attimde  that  hernias  are  inconsequential.  This  leads 
him  to  fail  to  have  his  house  staff  properly  super- 
vised in  their  hernia  operations,  and  he  often  gives 
them  entirely  too  much  leeway  in  the  choice  of  op- 
eration. As  a result,  many  house  men,  entirely  on 
their  own,  develop  more  or  less  fixed  ideas  with 
regard  to  hernia  repair  and  often,  early  in  life,  adopt 
some  standard  routine  procedure  which  they  follow 
year  after  year  without  varying  their  method  to  suit 
the  anatomy  of  the  patient.  This  is  to  invite  recur- 
rence. The  late  marvelously  sage  and  vastly  experi- 
enced Dr.  J.  M.  T.  Finney  was  frequently  heard  to 
say,  "Make  your  operation  fit  the  patient.  Don’t  try 
to  make  the  patient  fit  your  operation.” 


STEPS  TO  AVOID  RECURRENCE 

Let  us  go  through  the  various  stages  of  the  op- 
eration for  a primary  inguinal  hernia,  pointing  out 
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To  repair  inguinal  hernias  successfully  nonabsorbable  su- 
tures should  be  used,  the  sac  properly  handled,  areolar  tissue 
removed,  large  cords  reduced  in  size,  internal  ring  closed 
snugly,  tension  avoided,  grafts  or  prostheses  used  where 
tissues  are  poor  or  defects  large,  the  patient  not  be  allowed 
to  struggle  under  anesthesia,  and  postoperative  vomiting, 
coughing,  and  straining  at  stool  avoided. 


what  is  necessary  to  do  in  each  stage  in  order  to 
prevent  recurrence.  I select  primary  inguinal  hernia 
for  two  reasons.  In  the  first  place,  as  a rule  the 
operation  is  fairly  simple,  although  in  large  and 
neglected  ones  this  is  not  true.  In  the  second  place, 
I do  not  select  recurrent  hernias,  the  operation  for 
which  may  be  very  difficult,  because  we  are  dealing 
with  methods  which  we  hope  will  keep  us  from 
ever  having  to  operate  on  a recurrent  hernia. 

Before  starting  on  the  technical  details,  however, 
let  me  state  that  there  are  many  technical  procedures 
for  the  cure  of  hernia  which  may  be  successfully 
used  and  which  have  been,  and  are  being,  successful- 
ly used.^®  Careful  and  thoughtful  surgeons  using  dif- 
ferent methods  have  secured  equally  good  results.  It 
would  be  presumptuous  to  speak  of  any  method  as 
the  method.  The  important  thing  is  to  select  a logi- 
cal operation  which  does  not  do  violence  to  the 
anatomy  encountered  but  which  makes  the  most  of 
the  tissues  available  for  the  repair.  After  selecting 
the  method  each  step  in  the  procedure  must  be  ex- 
ecuted with  the  utmost  care  if  success  is  to  be 
attained. 

Suture  Materials. — Before  starting  the  operation 
we  should  decide  what  suture  materials  to  use.  I 
believe  it  can  be  categorically  stated  that  absorbable 
suture  materials  have  no  place  in  hernia  repair.  It 
has  been  demonstrated  time  and  time  again  that 
the  absorption  time  with  catgut  is  variable  and  un- 
reliable. I recently  heard  a prominent  surgeon  say 
in  defense  of  catgut  that  the  catgut  nowadays  is  bet- 
ter than  it  used  to  be.  That  is  true,  but  only  recently 
Madsen^®  has  experimentally  compared  silk  and  cat- 
gut as  suture  materials.  He  found  that  after  6 days 
all  of  his  silk  sutures  maintained  their  tensile  strength 
but  only  3 out  of  9 catgut  sutures  were  reliable.  Har- 
vey and  his  co-workers®  have  shown  that  it  takes  10 
to  14  days  for  any  new  wound  to  have  much  tensile 
strength.  This  known  fact,  to  my  mind,  makes  it 
completely  indefensible  to  use  catgut  as  sumre  ma- 
terial in  hernia  repair — where  it  is  so  important  to 
have  important  strucmres  held  in  close  apposition 
until  firm  healing  takes  place.  Furthermore,  Parsons-® 
showed  that  the  recurrence  rate  at  the  Presbyterian 
Hospital  in  New  York  was  four  times  as  great  when 
catgut  was  used  as  when  silk  was  used. 

If  not  catgut,  what  then?  I prefer  silk  or  cotton. 
Both  are  equally  reliable  and  both  cause  an  equal 
amount  of  trouble  in  the  presence  of  infection.  Some 
surgeons  prefer  fine  wire.  My  objection  to  it  is  that 
it  tends  to  cut  through,  although  it  does  have  the 
advantage  of  not  giving  as  much  trouble  in  infected 
cases  as  does  silk  or  cotton.  In  the  presence  of  in- 
fection an  offending  silk  or  catgut  suture  occasionally 
has  to  be  fished  out.  Sometimes  the  sinus  tract  has 
to  be  opened  under  local  anesthesia  and  an  offend- 
ing sumre  removed.  This  is  a nuisance.  However,  it 
is  better  to  have  such  an  occasional  nuisance  than 
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to  run  the  risk  of  a large  percentage  of  recurrences 
when  catgut  is  used. 

If  silk  or  cotton  is  used  for  sutures,  what  about 
ligatures?  They  should  be  of  the  same  material. 
Meleney^®  showed  that  there  were  less  wound  infec- 
tions when  silk  was  used  than  when  catgut  was  used, 
but  there  were  more  infections  when  silk  and  catgut 
were  combined  in  the  same  wound  than  with  the  use 
of  either  of  these  materials  alone.  It  is  therefore  il- 
logical to  use  catgut  as  ligatures  in  a wound  in  which 
silk  is  used  as  sutures.  Catgut  produces  a wet  wound 
and  a marked  cellular  reaction,  which  predisposes  to 
infection,  and  if  catgut  is  used  with  silk,  the  silk 
is  there  to  act  as  the  offending  foreign  body  when 
the  infection  ensues. 

After  the  sutures  are  tied,  the  matter  of  cutting 
the  ends  is  important.  Price- ^ has  shown  that  the 
practice  of  "cutting  on  the  knot”  is  wrong.  It  is 
important  to  make  three  throws  of  the  knot  and 
then  to  cut  the  ends  at  least  2 mm.  long.  Even  wire 
becomes  untied  if  cut  on  the  knot. 

Handling  the  Sac. — In  early  primary  indirect  her- 
nias the  sac  is  generally  an  elongated  pear-shaped 
affair,  and  after  it  has  been  disseaed  free,  the  neck 
can  simply  be  transfixed  ( high  up! ) , ligated,  and 
excised.  If  the  sac  is  larger,  a simple  transfixion  and 
ligation  will  not  suffice.  After  the  sac  has  been  re- 
moved, the  peritoneum  is  closed  with  a running 
suture  of  silk  or  cotton. 

In  the  majority  of  direct  hernias  the  sac  is  dome 
shaped,  and  if  small,  it  is  not  necessary  to  excise  it. 
It  may  be  simply  pushed  in  and  the  transversalis 
fascia  closed  over  it  with  puckering,  interrupted,  or 
mattress  sutures.  If  the  sac  is  large  or  of  the  elon- 
gated variety  (as  it  occasionally  is),  it  should  be 
excised  and  the  peritoneum  closed  as  usual. 

Some  recurrences  are  due  to  an  indirect  sac  having 
been  overlooked  at  the  time  a direct  hernia  was 
operated  upon.  It  is  not  always  easy  to  be  sure 
whether  there  is  an  indirect  sac  present  or  not.  If 
there  is  any  doubt,  the  LaRoque^®  muscle-splitting 
incision  should  be  made  about  an  inch  above  the 
internal  ring,  the  peritoneum  opened,  and  the  in- 
ternal ring  examined  from  the  inside,  both  by  pal- 
pation and  inspection.  With  a finger  inside  the  peri- 
toneal cavity,  the  surgeon  also  can  determine  the 
strength  of  the  floor  of  the  canal,  which  aids  him 
in  determining  the  nature  of  the  plastic  repair  nec- 
essary to  cure  the  hernia. 

Femoral  hernias  occurring  after  inguinal  hernia 
operations  probably  have  been  overlooked  at  the 
first  operation.  With  the  LaRoque  incision  and  a 
finger  in  the  peritoneal  cavity,  a femoral  hernia  sac 
is  easily  discovered. 

Removal  of  Areolar  Tissue. — Many  years  ago  it 
was  demonstrated  that  the  important  strucmres  nec- 


essary in  hernia  repair  will  not  grow  together  with  a 
firm  union  if  they  are  covered  with  areolar  or  other 
extraneous  tissue.®  All  areolar  tissue  and  adipose 
tissue  should  be  thoroughly  cleaned  out  before  any 
sutures  are  placed.  There  may  be  fat  and  areolar 
tissue  or  part  of  the  cremaster  still  left  in  the  floor 
of  the  canal  after  the  cord  is  retracted.  All  of  these 
should  be  thoroughly  cleared  away. 

Reducing  the  Size  of  the  Cord. — If  the  cord  is 
inordinately  large,  as  it  is  likely  to  be  in  hernias  of 
long  standing  or  in  fat  people,  it  should  be  reduced 
in  size.  Lipomas  of  the  cord  should  be  removed,  and 
if  there  is  excess  cremaster  muscle,  that  also  should 
be  removed.  This  makes  it  possible  to  close  the 
opening  at  the  internal  ring  more  snugly  and  to 
reduce  the  size  of  the  hole  in  the  abdominal  wall 
through  which  the  cord  penetrates  it,  thus  reducing 
the  chance  of  recurrence  at  the  internal  ring. 

Closure  of  the  Internal  Ring. — While  undoubted- 
ly the  "preformed  sac  of  Coley”  is  responsible  for 
the  development  of  some  internal  inguinal  hernias, 
others  are  probably  due  to  a congenital  laxity  of  the 
structures  about  the  cord  at  the  internal  ring.  It 
naturally  follows,  then,  that  in  repairing  the  hernia 
the  structures  must  be  closed  tightly  enough  around 
the  cord  at  the  internal  ring  to  prevent  any  future 
process  of  peritoneum  impinging  itself  between  those 
structures  and  the  cord.  The  notion  is  fairly  preval- 
ent that  there  must  be  left  enough  room  between 
the  cord  and  the  surrounding  structures  to  admit  the 
end  of  the  surgeon’s  index  finger.  Such  a ring  is 
not  closed  tightly  enough.  It  is  almost  impossible  to 
close  the  internal  ring  tightly  enough  to  interfere 
seriously  with  the  circulation  of  the  testicle.  At  any 
rate,  that  is  a calculated  risk  which  every  surgeon 
has  to  take  if  he  expects  to  cure  an  indirect  inguinal 
hernia  and  save  the  cord.  Lyde^'^  sutures  the  cord 
(by  its  coverings)  to  the  internal  ring  in  order  to 
prevent  the  cord  from  tugging  on  the  peritoneum 
and  starting  a new  hernia  sac. 

Tension. — All  of  us  who  are  old  enough  have 
heard  professors  of  surgery  preach  for  years  againsr 
rension  in  hernia  repair,  as  well  as  in  other  fields  of 
surgery.  Many  of  us  have  seen  those  same  professors 
close  their  strucmres  under  such  tension  that  they 
could  not  possibly  have  approximated  them  were  it 
not  for  the  heavy  sumres  they  used  in  making  the 
approximation.  Even  with  the  use  of  heavy  sumres, 
undoubtedly  many  of  the  stmcmres  so  sumred  pulled 
apart  and  were  responsible  for  many  of  the  recur- 
rences. Happily  the  simation  has  greatly  improved 
in  recent  years.  Various  types  of  relaxing  incisions 
have  been  made  to  relieve  tension.  One  of  the 
earliest  was  that  recommended  by  Halsted^  in  1903 
consisting  of  an  incision  in  the  sheath  of  the  recms 
muscle.  After  dissecting  the  inner  flap  of  the  apo- 
neurosis of  the  external  oblique  muscle  free  from 
the  sheath  of  the  recms  (this  can  be  done  by  blunt 
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dissection  in  primary  hernias),  a relaxation  incision 
about  3 inches  long  is  made  just  lateral  to  the  inser- 
tion of  the  aponeurosis  into  the  recms  sheath.  This 
extends  from  the  symphysis  upwards.  Immediately 
the  incised  sheath  separates  for  about  an  inch, 
which  usually  provides  enough  relaxation  to  enable 
approximation  without  tension  of  the  structures  used 
in  the  plastic  repair.  Following  this  relaxation  inci- 
sion the  surgeon  must  determine  the  nature  of  the 
repair  and  suit  it  to  the  anatomy  of  the  patient  at 
hand.  If  the  defect  is  small  in  the  transversalis  fascia, 
especially  in  indirect  inguinal  hernias,  often  closure 
of  that  defect  is  sufficient.  In  direct  hernias  the 
transversalis  fascia  is  generally  thinned  out  and  more 
needs  to  be  done.  The  conjoined  tendon  can  be 
brought  to  either  Poupart’s  or  Cooper’s  ligament  de- 
pending on  which  will  give  the  strongest  closure. 
The  size  of  the  defect  and  the  nature  of  the  con- 
joined tendon  are  factors  in  determining  this. 

Grafts  and  Prostheses. — Unless  the  conjoined  ten- 
don can  be  sutured  to  Poupart’s  or  Cooper’s  liga- 
ment without  tension,  such  suture  should  not  be  at- 
tempted, but  the  defect  should  be  closed  either  with 
some  sort  of  a graft  or  with  an  artificial  prosthesis. 

One  of  the  earliest  types  of  graft  used  to  close 
the  defect  in  Hesselbach’s  triangle,  occasioned  by 
the  conjoined  tendon  being  inserted  high  on  the 
linea  semilunaris  instead  of  on  the  spine  of  the  pubis, 
was  the  flap  graft  of  Halsted.^  He  reflected  a flap 
of  the  sheath  of  the  rectus  and  sutured  it  to  Poupart’s 
ligament  to  cover  this  area.  At  the  time  he  described 
the  operation  he  pointed  out  that  the  reflection  of 
the  flap  left  a weak  spot  at  the  lateral  edge  of  the 
rectus  muscle.  However,  so  far  as  I know  he  had 
no  recurrences  as  a result  of  the  weak  spot.  Davis^ 
has  used  the  method  successfully,  pointing  out  that 
the  aponeurosis  of  the  external  oblique  effecmally 
covers  and  protects  this  spot,  in  which  there  is  noth- 
ing but  transversalis  fascia  and  peritoneum,  there 
being  no  posterior  sheath  of  the  rectus  below  the 
semicircular  line  of  Douglas. 

Free  transplants  of  fascia,  both  living^’  ® and  pre- 
served,'’’’  ® have  been  widely  used.  They  have  the 
disadvantage  that  in  the  presence  of  infeaion  they 
slough  out.  Usher^^  has  successfully  used  free  grafts 
of  lyophilized  dura  mater.  Infection  would  probably 
be  disastrous  with  this  material  also,  and,  sad  to 
relate,  all  of  us  do  have  an  occasional  infected  case. 

I have  been  successful  in  using  tantalum  gauze 
in  those  cases  with  large  defects  or  weak  tissues  in 
which  the  surrounding  strucmres  could  not  be  ap- 
proximated without  tension.  A piece  of  tantalum 
gauze  approximately  2 by  4 inches  covers  the  entire 
hernial  area.^®  The  lower  edge  of  it  is  sutured  to 
Poupart’s  ligament  making  a V shaped  slit  for  the 
cord.  It  is  not  necessary  to  suture  the  other  edges  as 


the  entire  sheet  is  effectively  held  in  place  by  the 
aponeurosis  of  the  external  oblique  muscle.  The 
sheet  should  not  be  wide  enough  to  buckle  when  the 
flaps  of  the  aponeurosis  of  the  oblique  are  closed 
over  it.  I have  operated  upon  several  hundred  pa- 
tients using  this  method  with  a recurrence  rate  of 
less  than  0.5  per  cent.^®  It  is  amazing  how  strong  the 
hernia  sites  feel  when  examined  years  afterwards. 

Improper  Anesthesia. — I am  convinced  that  some 
hernias  recur  while  the  patient  is  still  on  the  operat- 
ing table,  because  of  violent  straining  and  struggling 
while  under  the  anesthetic.  Once  in  operating  upon 
a large  incisional  hernia  I saw  and  heard  heavy  silk 
sutures,  which  had  been  placed  in  strong  fascia, 
break  when  the  patient  was  allowed  to  struggle. 
After  the  wound  has  been  closed  and  the  patient  is 
allowed  to  struggle,  the  surgeon  does  not  know 
whether  his  sutures  have  held  or  not.  Some  anesthe- 
tists insist  on  sucking  out  the  air  passages  when  the 
patient  is  under  light  anesthesia.  This  I consider 
indefensible.  If  the  air  passages  are  to  be  sucked  out, 
it  should  be  done  while  the  patient  is  deep  enough 
under  anesthetic  so  that  the  procedure  will  not  cause 
violent  struggling.  A great  many  anesthetists  believe 
that  the  patient  should  be  practically  awake  when  the 
operation  is  over.  This  is  all  right  if  precautions  are 
taken  to  see  that  he  does  not  struggle  while  under 
the  anesthetic.  After  he  is  awake,  pain  will  keep 
him  from  struggling.  As  soon  as  he  shows  any  evi- 
dence of  struggling,  he  should  have  a large  enough 
dose  of  a narcotic  to  keep  him  quiet.  The  objection 
is  often  raised  that  this  will  depress  his  respirations. 
Suppose  it  does!  It  is  much  better  to  have  the  pa- 
tient’s respirations  temporarily  depressed  than  to 
have  him  struggling,  while  under  anesthesia,  causing 
immediate  recurrence  of  his  hernia.  If  he  has  not 
had  a narcotic  before  operation,  the  depressing  effect 
of  the  postoperative  narcosis  is  less.  I prefer  my  pa- 
tients to  have  ample  doses  of  hypnotics  before  opera- 
tion but  no  narcotics  until  after  operation.®’^^’ 

Vomiting,  Coughing,  and  Straining  at  Stool. — All 
of  these  put  a tremendous  strain  on  the  suture  line. 
They  can  be  controlled.  Persistent  vomiting  may  be 
controlled  either  by  drugs  such  as  Dramamine  or  by 
the  passage  of  a Levin  mbe.  Coughs  may  be  con- 
trolled by  sedative  cough  medicines  and  by  inhala- 
tions. Straining  at  stool  can  be  prevented  by  giving 
a wetting  agent,  such  as  Colace,  in  large  doses  or  by 
giving  one  of  the  gum  substances  which  produce 
bulk,  such  as  Mucilose,  also  in  large  doses. 

SUMMARY 

Inguinal  hernias  may  be  successfully  repaired  by 
many  methods  provided  the  operation  is  carefully 
done.  The  following  points  should  be  observed  in 
order  to  prevent  recurrences:  Nonabsorbable  sumres 
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should  be  used.  The  sac  should  be  properly  handled 
— indirect  sacs  should  be  ligated  high;  small  dome- 
shaped direct  sacs  may  be  turned  in,  large  ones 
should  be  excised.  Areolar  tissue  should  be  removed 
from  all  structures  before  they  are  sutured  together. 
Large  cords  should  be  reduced  in  size.  The  internal 
ring  should  be  snugly  closed.  Tension  should  be 
avoided.  Grafts  or  prostheses  should  be  used  where 
the  tissues  are  poor  or  the  defects  large.  The  patient 
should  not  be  allowed  to  stmggle  under  anesthesia. 
Postoperative  vomiting,  coughing,  and  straining  at 
stool  should  be  avoided. 


REFERENCES 

1.  Davis,  C.,  Jr.;  Use  of  Rectus  Sheath  in  Repair  of  Inguinal 
Hernia,  A.M.A.  Arch.  Surg.  68:557-569  (April)  1954. 

2.  Gallie,  W.  E.,  and  LeMesurier,  A.  B.:  Living  Sutures  in 
Operative  Surgery,  Canad.  M.  A.  J.  11:504-513  (July)  1921. 

3.  Gallie,  W.  E.,  and  LeMesurier,  A.  B.:  Transplantation  of 
Fibrous  Tissues  in  Repair  of  Anatomical  Defeas,  Brit.  J.  Surg. 
12:289-320  (Oa.)  1924. 

4.  Halsted,  W.  S,:  Cure  of  More  Difficult  as  Well  as  Simpler 
Inguinal  Ruptures,  Bull.  Johns  Hopkins  Hosp.  14:208-214  (Aug.) 
1903. 

5.  Howes,  E.  L.;  Sooy,  J.  W.;  and  Harvey,  S.  C.:  Healing  of 
Wounds  as  Determined  by  Their  Tensile  Strength,  J.A.M.A.  92:42- 
45  (Jan.  5)  1929. 

6.  Koontz,  A.  R.:  Muscle  and  Fascia  Suture  with  Relation  to 
Hernia  Repair,  Surg.,  Gynec.,  & Obst.  42:222-227  (Feb.)  1926. 

7.  Koontz,  A.  R.:  Experimental  Results  in  Use  of  Dead  Fascia 
Grafts  for  Hernia  Repair,  Ann.  Surg.  83:523-536  (April)  1926. 

8.  Koontz,  A.  R. : Dead  (Preserved)  Fascia  Grafts  for  Hernia 
Repair;  Clinical  Results,  J.A.M.A.  89:1230-1234  (Oct.  8)  1927. 

9.  Koontz,  A.  R.:  Surgical  Anesthesia,  editorial,  Surg.  35:643- 
644  (April)  1954. 

10.  Koontz,  A.  R. : Surgeon  and  Anesthetist — Good  and  Bad 
Teamwork,  J.A.M.A.  156:1628-1629  (Dec.  25)  1954. 

11.  Koontz,  A.  R.:  Anesthetic  from  Surgeon’s  Point  of  View,  edi- 
torial, Amer.  Surg.  21:77-79  (Jan.)  1955. 

12.  Koontz,  A.  R. : Surgical  Anesthesia  Again,  corres.,  J.A.M.A, 
158:1050  (July  23)  1955. 

13.  Koontz,  A.  R. : Views  on  Choice  of  Operation  for  Inguinal 
Hernia  Repair,  Ann.  Surg.  143:868-880  (June)  1956. 

14.  Koontz,  A.  R.:  Careless  Anesthesia  as  Hazard  to  Suture 
Line,  editorial,  Amer.  Surg.  22:1038-1039  (Oct.)  1956. 

15.  Koontz,  A.  R. : Personal  Technique  and  Results  in  Inguinal 
Hernia  Repair,  J.A.M.A.  164:29-36  (May  4)  1957. 

16.  LaRoque,  G.  P. : Permanent  Cure  of  Inguinal  and  Femoral 
Hernia;  Modification  of  Standard  Operative  Procedures,  Surg., 
Gynec.,  & Obst.  29:507-510  (Nov.)  1919. 

17.  Lytle,  W.  J.:  Inguinal  Hernia,  Ann.  Roy.  Coll.  Surgeons 
England  9:245-252  (Oct.)  1951. 

18.  Madsen,  E.  T. : Experimental  and  Clinical  Evaluation  of 
Surgical  Suture  Materials,  Surg.,  Gynec.,  & Obst.  97:73-80  (July): 
439-444  (Oct.)  1953. 

19.  Meleney,  F.  L.:  Infection  in  Clean  Operative  Wounds:  9 
Year  Study,  Surg.,  Gynec.,  & Obst.  60:264-276  (Feb.  no.  2A) 
1935. 

20.  Parsons,  W.  B.:  Silk  Sutures  in  Repair  of  Hernia,  Ann.  Surg. 
106:343-347  (Sept.)  1937. 

21.  Price,  P.  B.:  Stress,  Strain  and  Sutures,  Ann.  Surg.  128:408- 
421  (Sept.)  1948. 

22.  Usher,  F.  C.:  Use  of  Lyophilized  Homografts  of  Dura 
Mater  in  Repair  of  Inguinal  Hernias,  Amer.  Surg.  23:281-286 
(March)  1957. 

^ Dr.  Koontz,  Department  of  Surgery,  Johns  Hopkins 
Hospital,  Baltimore. 


N onpenetrating 
Wounds  of  the 
Abdomen 


W.  S.  LORIMER,  JR.,  M.D. 

Fort  Worth,  Texas 


WITH  INCREASING  population,  new  high- 
ways, automobiles,  and  speed  there  is  a cor- 
responding increase  in  automobile  accidents,  and 
with  it  an  increase  in  internal  injuries.  The  term 
"internal  injuries”  has  always  had  a serious  connota- 
tion— and  deservedly  so.  This  problem  has  become 
such  a common  one  and  is  frequently  so  difficult  to 
diagnose  and  treat  that  it  deserves  our  special  at- 
tention. 

The  seriousness  of  this  type  injury  is  not  so 
much  due  to  the  organ  involved  as  to  the  faa  that 
it  is  rather  easy  to  overlook  a serious  internal  in- 
jury on  initial  examination.  The  type  operation  to 
perform  is  not  the  problem;  it  is  what  cases  need 
laparotomy.  In  patients  with  internal  injuries  we 
frequently  see  head  injuries  and  multiple  fractures. 
The  shock  accompanying  these  associated  injuries 
has  the  same  etiology  and  clinical  appearance  of  the 
shock  accompanying  the  ruptured  viscus.  The  ab- 
domen is  just  as  rigid  with  rib  fractures  and  pleural 
tears  as  it  is  with  perforated  viscera.  It  is  just  as 
silent  with  reflex  ileus  due  to  spinal  injury  as  it  is 
from  the  ileus  that  may  accompany  intestinal  per- 
foration. On  the  other  hand,  these  internal  injuries 
do  not  necessarily  produce  either  shock  or  reflex 
ileus  or  abdominal  rigidity  initially.  The  so-called 
classical  picture  of  ruptured  viscus  with  abdominal 
rigidity,  rebound  tenderness,  and  so  forth,  is  really 
no  problem  diagnostically.  Even  in  the  absence  of 
other  injuries  which  confuse  the  picmre,  the  trau- 
matic abdomen  may  be  a confounding  problem — so 
confounding,  in  fact,  that  more  often  than  not  intra- 
abdominal injuries  serious  enough  to  require  laparot- 
omy are  not  diagnosed  on  initial  examination.  It 
is  this  fact  which  deserves  particular  emphasis, 
namely,  that  exploratory  laparotomy  is  not  done 
early  enough  when  the  diagnosis  is  uncertain. 


Disaster  Brochure  Available 

The  Council  on  Administrative  Practice  of  the  Texas 
Hospital  Association  has  developed  a brochure,  "Is  Your 
Hospital  Prepared  for  a Disaster?”  from  a series  of  articles 
originally  published  in  Texas  Hospitals.  These  brochures 
are  available  at  25  cents  per  copy. 


HISTORY  AND  PHYSICAL  EXAMINATION 

As  in  every  other  diagnostic  problem,  there  is 
no  substitute  for  a careful  history  and  physical  ex- 
amination. Every  bit  of  information  offered  by  the 
patient  or  witnesses  concerning  the  accident  can  be 
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of  a great  deal  of  importance  in  the  diagnosis.  In 
addition,  the  patient’s  symptoms  should  be  carefully 
noted.  A good  example  of  this  is  the  complaint  of 
shoulder  pain  and  abdominal  fullness  which  ac- 
companies the  ruptured  spleen. 

Of  equal  importance,  of  course,  is  the  physical 
examination.  It  is  easy  to  confine  one’s  observation 
to  the  obvious,  that  is,  the  fracmres  and  lacerations, 
dyspnea  and  cyanosis,  which  anyone  can  observe  by 
casual  examination.  These  things,  of  course,  need  our 
prompt  attention  but  should  not  distract  us  from 
conducting  a complete  physical  examination.  This 
examination  should  be  done  with  the  same  cautious 
preciseness  that  a sophomore  medical  student  uses 
his  first  day  on  the  ward.  First-aid  measures,  such 
as  splints,  dressings,  intravenous  injections,  and  mor- 
phine, should  be  administered  immediately;  then 
while  the  emergency  room  personnel  are  undressing 
the  patient  to  prepare  him  for  a more  complete 
examination,  the  relatives  can  be  reassured  and 
shown  where  to  wait  until  the  examination  has  been 
completed. 

Although  I am  confining  my  remarks  to  abdom- 
inal injuries,  it  must  be  borne  in  mind  that  many 
injuries  of  the  trunk  may  affect  abdominal  findings. 
As  has  been  mentioned,  fractured  ribs  may  produce 
abdominal  rigidity;  a fracmred  spine  may  produce 
an  ileus  and  distention.  Therefore,  it  is  extremely 
important  in  the  beginning  of  the  examination  of 
the  abdomen  to  do  a careful  skeletal  survey  by  pal- 
pation of  the  entire  trunk  to  determine  the  pres- 
ence or  absence  of  fractures.  The  presence  or  absence 
of  costovertebral  angle  tenderness  also  should 
be  noted.  After  this  has  been  done,  the  abdominal 
examination  is  conducted  methodically — including 
inspection,  palpation,  auscultation,  and  percussion, 
in  that  routine  sequence.  One  should  remember  that 
the  normal  sized  spleen  and  liver  are  contained  with- 
in the  rib  cage.  Each  of  these  aspects  of  examina- 
tion is  extremely  important.  When  the  examination 
has  been  concluded,  the  examiner  should  record  his 
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Nonpenetrating  abdominal  injuries  are  an  increasing,  seri- 
ous problem.  Although  a careful  history  and  physical  exami- 
nation, with  continued  frequent  observation,  may  suffice  for 
diagnosis,  the  final  sure  diagnostic  tool  is  laparotomy,  which 
should  be  used  in  doubtful  cases.  Illustrative  cases  are  pre- 
sented. 


findings  in  definite  order  on  the  patient’s  record  so 
that  each  time  he  examines  the  patient  during  the 
very  important  period  of  observation,  following  the 
initial  examination,  he  can  compare  his  findings 
with  the  original  ones. 

A word  or  two  about  the  significance  of  some  of 
the  abdominal  findings  in  this  type  case:  Even 
though  rigidity  can  be  produced  by  thoracic  injuries, 
this  type  rigidity  does  not  extend  over  the  entire 
abdomen.  It  is  usually  on  only  one  side  or  the  other, 
depending  on  the  side  of  the  chest  injury.  Diffuse 
rigidity,  therefore,  is  highly  important  and  certainly 
an  impressive  finding.  Of  even  more  importance, 
however,  is  the  presence  of  rebound  tenderness,  be- 
cause the  generalized  rebound  tenderness  indicates 
intraperitoneal  irritation  and  will  not  be  produced 
by  any  other  reflex  phenomenon.  Similarly,  the  pres- 
ence of  a mass  is  highly  significant.  It  generally  de- 
notes retroperitoneal  bleeding,  as  in  a recent  patient 
who  had  an  epigastric  mass  resulting  from  a rup- 
tured pancreas.  Although  one  ordinarily  should  at- 
tach a great  deal  of  significance  to  peristaltic  sounds 
on  abdominal  examination,  they  are  of  little  sig- 
nificance in  the  early  traumatic  abdomen.  Ausculta- 
tion by  all  means  should  be  noted  for  a base-line,  if 
for  no  other  reason.  But,  I have  heard  normal  peri- 
staltic sounds  initially  in  almost  every  type  of  intra- 
abdominal injury. 

No  diagnostic  abdominal  examination  is  complete, 
of  course,  without  a rectal  examination,  although  this 
seldom  reveals  anything  of  note  initially  either.  For 
sake  of  completeness,  the  importance  of  frequent 
checking  of  the  blood  pressure  and  pulse,  and  also 
the  hematocrit  and  urine,  should  be  mentioned.  In- 
cidentally, a complete  blood  count  may  be  of  con- 
siderable help  in  the  differential  diagnosis  of  these 
cases.  Berman  and  others  have  indicated  that  a leu- 
kocytosis of  15,000  or  more  white  blood  cells  per 
cubic  millimeter  justifies  the  suspicion  of  ruptured 
liver  or  spleen,  if  other  findings  are  compatible  with 
that  diagnosis.  They  point  out  that  other  types  of 
abdominal  injury  rarely  produce  an  early  significant 
leukocytosis. 

The  bloodn  pressure,  pulse,  and  repeat  hematocrit 
determinations  are  of  extreme  importance  also,  in 
the  period  following  initial  observation  when  one 
suspects  intra-abdominal  bleeding.  In  a few  years  all 
hospitals  will  have  available  the  radioactive  method 
of  determining  blood  volume.  This  method  of  fol- 
lowing the  dynamics  of  changing  blood  volume  ac- 
companying bleeding  cases  or  shock  will  be  of  great 
value  as  a guide  to  blood  and  parenteral  fluid  ther- 
apy. 

The  period  of  observation  following  the  initial 
examination  has  been  stressed  repeatedly.  One  should 
follow  these  cases  just  as  he  does  a patient  in  coma 
or  a patient  with  possible  appendicitis.  As  already 
mentioned,  the  initial  examination  may  be  entirely 
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negative,  but  after  several  hours  one  may  begin  to 
elicit  some  signs  which  point  to  serious  internal 
injury. 

Other  helps  in  diagnosis  are  the  insertion  of  the 
Levin  mbe,  which  is  both  diagnostic  and  therapeutic, 
as  well  as  the  insertion  of  a retention  catheter,  which 
is  also  diagnostic  and  enables  one  to  follow  accur- 
ately the  patient’s  urinary  output  as  a guide  to  intra- 
venous therapy. 

The  use  of  abdominal  paracentesis  may  be  of 
great  value.  A no.  18  spinal  needle  may  be  inserted 
into  each  quadrant  to  determine  the  presence  of 
blood  or  free  fluid.  In  the  presence  of  a perforated 
viscus  initially  there  is  not  enough  spillage  to  pro- 
duce much  peritoneal  exudate.  Subsequent  examina- 
tions, however,  may  indicate  an  increasing  amount 
of  free  fluid  within  the  peritoneum.  This  method 
can  be  used  repeatedly  in  following  a case,  and  one 
should  remember  that  a negative  aspiration  does  not 
mean  that  all  is  well  within  the  abdomen. 

Next  we  come  to  the  roentgen  examination.  The 
routine  scout  film  is  practically  always  done  in 
these  cases,  but  unfortunately  is  of  little  value.  Rare- 
ly, one  may  see  air  around  the  right  kidney  which 
indicates  a ruptured  duodenum,  but  the  ruptured 
duodenum  is  rare  in  itself,  and  I suspect  that  this 
finding  of  air  around  the  right  kidney  is  even  rarer. 
Another  early  finding  shown  by  roentgen  examina- 
tion is  acute  gastric  dilatation.  This  may  be  a sig- 
nificant finding  if  an  indwelling  gastric  suction  tube 
has  not  already  been  inserted.  An  upright  film  of 
the  chest  is  generally  taken  to  see  if  free  air  can  be 
demonstrated  beneath  the  diaphragm.  One  rarely 
sees  air  under  the  diaphragm  in  these  cases,  however, 
because  the  viscus  which  is  ruptured,  if  it  is  a hol- 
low viscus,  is  usually  the  ileum.  The  ileum  does  not 
normally  contain  air,  and  therefore  pneumoperi- 
toneum is  not  found.  The  stomach  and  colon  con- 
tain air,  but  these  large  air  filled  viscera  rarely 
burst  with  sudden  compression.  One  should  not  rely, 
therefore,  on  negative  roentgen-ray  findings  initially. 

The  greatest  usefulness  of  early  radiographic 
smdies  in  diagnosis  of  abdominal  injuries  is  in  the 
genitourinary  system.  Intravenous  pyelogram  is  very 
helpful  in  demonstrating  rupmred  kidney.  Similarly, 
a cystogram  is  of  great  value  in  cases  of  suspected 
rupmre  of  the  urinary  bladder.  If  one  encounters  a 
patient  who  has  a fracmred  pelvis  and  bloody  urine, 
he  is  most  surely  dealing  with  a ruptured  urinary 
bladder,  and  a cystogram  will  be  diagnostic. 

DIAGNOSTIC  LAPAROTOMY 

Finally,  after  all  of  the  aforementioned  examina- 
tions have  been  carefully  conducted,  and  one  is  still 
in  doubt  as  to  the  diagnosis,  abdominal  exploration 


is  the  next  step.  It  should  be  noted  that  this  is  in- 
cluded as  a diagnostic  method.  It  is  obviously  ex- 
treme, but  undoubtedly  the  most  accurate  method, 
and  will  result  in  correct  therapy  at  the  same  time. 

There  are  some  points  which  deserve  to  be  stressed 
in  conducting  a diagnostic  laparotomy.  In  the  first 
place,  unless  one  can  be  very  certain  that  one  is 
dealing  with  a rupture  of  only  one  viscus,  I believe 
that  a liberal  incision  must  be  made  from  the  pubis 
to  the  xyphoid  and  the  entire  abdominal  contents 
carefully  examined.  A recent  case  demonstrates  this 
nicely: 

Case  1. — ^This  patient  was  admitted  24  hours  prior  to 
surgery.  He  had  been  in  an  automobile  accident  and  sus- 
tained a fracmred  ankle  and  multiple  facial  bone  fracmres 
and  a head  injury.  His  abdominal  findings  were  within 
normal  limits  on  the  initial  examination.  The  following 
afternoon  he  went  into  profound  shock  and  began  to  have 
a feeling  of  fullness  and  a left  shoulder  pain.  He  developed 
marked  pallor,  and  his  hematocrit  dropped  2 or  3 points. 
At  laparotomy  following  removal  of  the  rupmred  spleen,  a 
careful  examination  of  the  remainder  of  his  abdominal 
viscera  revealed  two  tears  in  the  transverse  colon.  These 
were  only  through  the  serosa,  but  could  have  been  through 
the  entire  thickness  of  the  bowel  because  the  mucosa  was 
pouching  in  these  areas. 

The  second  point  is  that  in  the  examination  of 
the  intestinal  tract  one  should  be  methodical,  stan- 
ing  with  the  stomach  and  examining  carefully  the 
duodenum  and  jejunum  and  then  going  on  down  to 
the  ileum,  colon,  sigmoid,  and  rectum.  In  the  course 
of  this  examination  one  should  remember  that  the 
duodenum  is  a retroperitoneal  struaure.  One  should 
search  for  trapped  air  bubbles  and/or  trapped  fluid 
with  a greenish  tinge  beneath  the  peritoneum  of 
the  paraduodenal  region.  These  are  pathognomonic 
signs  of  a rupmred  duodenum  or  common  dua. 
After  several  hours  a dirty  gray  exudate  on  the  sur- 
face of  the  right  colon  is  pathognomonic.  In  the 
event  that  one  encounters  these  findings,  he  should 
then  proceed  to  mobilize  the  entire  duodenum  and 
pancreas  until  he  finds  the  site  of  the  injury. 

While  we  are  in  this  area,  if  one  encounters  in- 
jury to  the  pancreas,  he  should  certainly  look  for 
injury  to  the  duodenum  as  well  because  of  its  prox- 
imity to  the  pancreas  and  its  fixed  position.  Recall 
also  that  the  blood  supply  to  the  duodenum  comes 
from  the  pancreatic  vessels,  and  infaraion  of  a 
portion  of  the  duodenum  can  occur  as  the  result  of 
severe  pancreatic  injury.  Several  recent  cases  demon- 
strate these  points: 

Case  2. — The  patient  came  in  with  a steering  wheel 
injury  to  the  epigastrium.  He  had  an  epigastric  mass,  and 
at  surgery  a severely  traumatized  pancreas  was  encountered. 
Attempts  at  mobilizing  the  duodenum  in  this  case  were 
aborted  because  of  profound  shock.  The  patient  did  well 
postoperatively  with  drainage  of  this  area  until  about  the 
fourteenth  postoperative  day,  at  which  time  he  began  to 
have  massive  hematemesis  and  melena.  His  abdomen  was 
reopened,  and  the  third  portion  of  the  duodenum  was 
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infarcted.  It  was  removed,  but  the  patient’s  pancreatic  in- 
jury resulted  in  his  evenmal  demise. 

Case  3. — The  next  case  was  of  a young  lady  who  en- 
tered the  emergency  room  following  an  automobile  acci- 
dent. Examination  was  reported  negative.  The  patient  re- 
mrned  home.  The  following  day  she  reported  to  her  physi- 
cian, who  advised  hospitalization.  Laparotomy  was  per- 
formed the  following  day.  Injury  to  the  tail  of  the  pan- 
creas was  described  in  the  operative  report.  Postoperatively 
the  patient  drained  profuse  amounts  of  digestive  juices. 
She  developed  a profound  nutritional  and  electrolyte  defi- 
cit and  died  2 weeks  after  surgery.  Autopsy  confirmed  the 
presence  of  a duodenal  fistula. 

Case  4. — A young,  healthy  adult  was  admitted  following 
a steering  wheel  injury  to  the  midepigastric  region.  Initial 
examination  by  the  emergency  room  physician  was  con- 
sidered negative,  and  the  patient  was  dismissed.  The  fol- 
lowing day  he  consulted  another  physician.  He  was  ad- 
mitted to  the  hospital  for  further  observation  because  of 
positive  abdominal  findings.  Twelve  hours  after  his  admis- 
sion he  had  obvious  signs  of  intra-abdominal  pathology.  A 
laparotomy  was  performed.  All  of  the  viscera  within  the 
abdominal  cavity  were  examined  and  found  to  be  negative. 
In  the  right  gutter,  however,  there  was  obvious  retroperi- 
toneal edema  and  blood.  The  right  colon  was  mobilized  for 
careful  examination.  There  was  a dirty  gray  exudate  on  its 
surface.  Careful  examination  of  the  entire  retroperitoneal 
portion  of  the  colon  failed  to  reveal  any  evidence  of  a 
pathologic  condition.  The  duodenum  was  then  mobilized 
by  the  Kocher  maneuver.  Careful  examination  in  this  area 
revealed  a dime  sized  perforation  of  the  second  portion  of 
the  duodenum.  'The  perforation  was  adjacent  to  the  pan- 
creas on  the  medial  aspect  of  the  duodenum,  but  it  did  not 
involve  the  common  duct.  However,  greenish  duodenal 
contents  poured  forth  when  the  duodenum  was  completely 
freed  and  the  perforation  identified.  The  perforation  was 
closed  in  three  layers.  Drains  were  placed  in  the  right 
paraduodenal  region.  A duodenal  fistula  developed  post- 
operatively but  responded  to  constant  suction  and  closed 
completely  after  10  days.  The  patient  made  an  uneventful 
convalescence  following  the  spontaneous  closure  of  this  duo- 
denal fistula. 

Case  5. — This  patient  was  admitted  to  the  medical 
service  as  a diagnostic  hematological  problem.  She  had 
marked  macrocytic  anemia  and  an  elevated  reticulocyte 
count.  The  bone  marrow  was  normal.  The  patient’s  only 
complaint  was  left  upper  quadrant  pain  and  vomiting. 
She  also  had  a history  of  marked  weight  loss.  The  patient 
stated  that  her  trouble  began  3 months  previously  when 
she  fell  across  a chair  at  home  and  injured  her  left  rib 
cage.  Roentgenograms  revealed  a mass  displacing  the  stom- 
ach medially.  A laparotomy  was  performed.  A large  hema- 
toma occupying  the  entire  left  upper  quadrant  and  extend- 
ing into  the  lesser  omentum  was  found,  surrounding  a 
previously  ruptured  spleen.  The  patient  responded  well  to 
surgery  and  had  an  uneventful  convalescence. 

These  and  the  following  cases  demonstrate  very 
well  examples  of  the  point  made  a moment  ago: 
that  laparotomy  should  be  considered  as  a method 
of  diagnosis  when  one  is  still  in  doubt: 

Case  6. — This  man  was  brought  to  the  hospital  com- 
plaining of  abdominal  pain  after  having  been  hit  across 
the  abdomen  with  a board.  Initial  examination  was  re- 
ported as  negative.  He  returned  to  the  hospital  4 or  5 days 


later  with  fever  and  abdominal  pain  and  rigidity.  Roent- 
genograms demonstrated  free  air  and  abscesses  beneath  the 
diaphragm.  This  patient  was  given  large  doses  of  anti- 
biotics and  recovered  without  surgery. 

Case  7. — This  man  was  working  on  an  oil  rig  when 
a cable  snapped  and  struck  him  across  the  abdomen  and 
right  flank  region.  He  sustained  a ruptured  kidney  and 
abdominal  injuries.  No  surgery  was  performed.  He  had  a 
stormy  convalescence.  Six  months  later  the  patient  contin- 
ued to  complain  of  symptoms  of  intestinal  obstruction.  His 
physician  performed  an  ileo-ascending  colostorhy,  side-to- 
side,  bypassing  many  loops  of  inflamed  and  matted  termi- 
nal ileum.  The  patient  continued  to  complain,  however, 
and  when  first  seen  showed  ileo-ileal  fistulas  on  roentgen 
examinations.  This  entire  portion  of  the  ileum,  as  well  as 
the  right  colon,  were  excised  and  an  ileo-transverse  colos- 
tomy was  performed.  The  patient  made  an  uneventful  re- 
covery and  has  done  well  since. 

These  cases  demonstrate  the  advantage  of  laparot- 
omy when  in  doubt.  Each  of  these  patients  would 
have  been  better  off  had  he  been  subjected  to  im- 
mediate surgery  or  at  least  hospitalized  and  care- 
fully observed  for  the  developing  signs  of  serious 
intra-abdominal  injury. 

CONCLUSIONS  AND  SUMMARY 

Nonpenetrating  abdominal  injuries  constimte  a 
serious  malady  which  is  definitely  on  the  increase  in 
the  United  States.  These  are  frequently  baffling 
problems  which  defy  aU  methods  of  diagnosis  short 
of  laparotomy.  When  one  is  dealing  with  this  prob- 
lem and  has  exhausted  all  other  means,  laparotomy 
is  an  additional  diagnostic  and  therapeutic  measure, 
as  shown  in  the  reported  cases.  The  least  the  physi- 
cian can  do  is  to  keep  the  patient  hospitalized  for 
frequent,  careful,  periodic  examinations.  We  should 
adopt  the  philosophy  of  operating  when  in  doubt  on 
these  cases,  as  this  would  seem  to  be  the  conserva- 
tive course.  Regardless,  therefore,  of  the  many  excel- 
lent and  not  so  excellent  methods  and  diagnostic 
tricks  at  our  command,  the  inevitable  conclusion  is 
that  too  few  cases  are  being  subjected  to  laparotomy 
as  a final  diagnostic  method. 
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Majority  Have  Hospitals  Available 

The  number  of  people  in  the  United  States  without  ready 
access  to  general  hospitals  has  dropped  from  10,000,000  to 
less  than  3,000,000  since  1948,  according  to  the  Public 
Health  Service.  This  and  other  evidences  of  progress  in 
hospital  planning  and  construction,  as  well  as  needs  for 
other  types  of  health  facilities,  are  shown  in  a new  publica- 
tion, "The  Nation’s  Health  Facilities — Ten  Years  of  the 
Hill-Burton  Hospital  and  Medical  Facilities  Program,  1946- 
1956.”  The  report  includes  a summary  of  the  program  to 
January  1,  1958. 
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Electrocardiography  has  long  been  es- 
tablished as  an  indispensable,  precise  laboratory 
procedure  in  the  diagnostic  study  of  a patient  and  in 
the  management  of  heart  disease.  The  evaluation  of 
the  heart’s  stams  is  incomplete  without  an  electro- 
cardiogram. Furthermore,  the  scope  of  the  method 
has  been  widened  by  its  demonstrated  usefulness  in 
such  fields  as  disturbances  in  metabolism  and  elearo- 
lytes.  In  many  instimtions  it  has  become  nearly  as 
much  a part  of  the  routine  workup  as  the  blood 
count,  urinalysis,  and  chest  film. 

Certain  abuses  of  the  method  have  tended  at  times 
to  cause  it  to  fall  temporarily  into  disfavor  and  have 
called  forth  undue  condemnation.  Mistakes  in  electro- 
cardiographic diagnosis  can  and  do  result  in  serious 
errors  in  management  and  in  prognosis.  It  is  under- 
standable why  certain  physicians  have  come  to  ques- 
tion the  true  value  of  the  electrocardiogram  and  to 
look  with  some  scorn  upon  the  "litde  black  box.” 

A skeptical  attitude  is  stimulating  to  a certain 
degree,  as  it  serves  to  emphasize  the  fact  that  the 
clinical  status  of  the  patient  is  by  far  the  most  im- 
portant factor  in  the  evaluation  and  management 
of  the  patient’s  trouble.  The  electrocardiogram  is 
always  to  be  considered  as  a supplementary  labora- 
tory examination  to  be  interpreted  in  the  light  of 
the  clinical  findings.  The  analysis  of  the  electro- 
cardiogram alone  may  make  the  diagnosis,  as  in  the 
cases  of  cardiac  arrhythmias,  or  suggest  it,  as  in 
cases  of  painless  myocardial  infarction.  On  the  other 
hand,  it  may  obscure  the  diagnosis  when  the  exam- 
iner may  not  be  aware  of  the  fact  that  many  pa- 
tients with  angina  pectoris  have  a normal  resting 
electrocardiogram,  and  others  rarely  present  transient 
myocardial  infarction  patterns  during  anginal  pain. 

POSSIBLE  SOURCES  OF  ERROR 

There  are  three  possible  sources  of  error  in  electro- 
cardiography: (1)  in  the  technical  recording  of  the 
tracing,  which  may  be  a fault  of  the  technician  or 
of  the  instrument;  (2)  in  the  acmal  analysis  and 
interpretation  of  the  elearocardiogram  by  the  elec- 


trocardiographer;  (3)  in  the  application  of  this 
interpretation  to  the  over-all  clinical  picture. 

In  a busy  heart  station,  we  have  been  impressed 
with  the  frequency  with  which  errors  in  diagnosis 
have  resulted  from  the  assumption  on  the  part  of 
the  physician  that  the  tracing  presented  to  him  is 
the  true  technically  correct  electrocardiogram  of  the 
patient.  Erroneous  diagnoses,  reflecting  discredit  on 
the  method,  often  occur  as  a result  of  improper 
technique  on  the  part  of  the  operator,  or  faulty  per- 
formance of  the  instrument.  We  have  seen  such 
mistaken  diagnoses  as  myocardial  infarction  and 
dextrocardia  made  on  the  basis’  of  reversal  of  right 
and  left  arm  electrodes,  and  ventricular  fibrillation 
made  on  the  basis  of  marked  somatic  artifacts.  It  is 
the  purpose  of  this  paper  to  review  the  various  types 
of  common  technical  errors  and  to  point  out  how 
these  may  be  recognized  on  the  tracing. 


TECHNICAL  ERRORS 

Faulty  recording  usually  can  be  readily  recognized 
if  the  physician  begins  his  smdy  of  the  electrocardio- 
gram by  a preliminary  survey  of  the  tracing  before  it 
is  cut.  He  should  be  alert  at  this  time  for  errors  in 
technique  which  will  interfere  with  the  accuracy  of 
his  interpretation.  The  various  technical  pitfalls, 
which  are  usually  avoidable,  can  be  presented  best 
by  a review  of  our  experiences  in  seleaed  cases. 

The  standardization  is  usually  10  mm.  per  milli- 
volt and  should  be  recorded  in  each  lead  while  the 
baseline  is  horizontal,  between  the  T and  P waves. 
If  by  error  the  sensitivity  is  between  5 and  15  mm. 
per  millivolt,  compensatory  correction  can  be  made 
during  the  interpretation.  If  it  is  more  than  15  mm. 
per  millivolt,  the  tracing  probably  should  be  repeated 
because  of  difficulties  from  overshooting.  If  it  is  less 
than  5 mm.  per  millivolt,  the  complexes  may  be 
too  low  in  voltage  for  adequate  interpretation. 

Low  or  high  voltage  due  to  improper  standardiza- 

Dr.  Milton  R.  Hejtmancik  and 
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Electrocardiography  properly  used  is  indispensable  in  diag- 
nosis and  management  of  heart  disease.  However,  assumption 
by  the  physician  that  the  electrocardiogram  always  is  recorded 
correctly  may  result  in  serious  mistakes  in  interpretation.  Nine 
types  of  technical  errors  are  described  and  illustrated.  Meth- 
ods of  detecting  such  errors  and  correcting  them  are  outlined. 
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don  can  be  detected  prompdy  if  the  technician  is 
required  to  record  the  standardization  in  each  trac- 
ing. Low  voltage  in  all  leads  is  not  in  itself  definitely 
abnormal  and  does  nor  point  to  a specific  diagnosis. 
However,  it  is  found  in  such  pathologic  conditions 
as  hypothyroidism,  myocarditis,  pericarditis  with  ef- 
fusion, pleural  effusion,  anasarca,  and  diffuse  myo- 
cardial scarring.  High  voltage  is  usually  not  diag- 
nostic of  abnormality,  and  may  be  found  normally 
in  a patient  with  a thin  chest  wall.  It  is  also  found 
in  patients  with  hyperthyroidism  and  with  ventricu- 
lar hypertrophy.  Some  of  the  indices  for  ventricular 
hypertrophy  are  based  on  QRS  amplitudes,  and  if 
these  are  used  in  interpretation,  misdiagnoses  may 
result  if  the  overstandardization  is  not  recognized 
and  taken  into  the  calculations. 

The  standardization  record  also  should  be  observed 
for  its  characteristics.  The  time  elapsing  between  the 
onset  and  completion  of  the  vertical  jump  should  be 
less  than  0.02  second;  otherwise  the  QRS  is  pro- 
longed and  distorted.  The  string  should  stop  abmptly 
at  the  end  of  the  10  mm.  shift,  but  if  it  is  too  loose, 
it  continues  upward  for  a short  distance.  This  is 
called  overshooting  and  results  in  too  high  an  ampli- 
mde,  slurring,  and  widening  of  the  complexes  which 
are  produced  by  quick  changes  of  voltage. 

Figure  1 demonstrates  the  QRS  changes  produced 
in  the  precordial  leads  on  July  16,  1957,  and  October 
29,  1957,  by  overshooting.  The  standardization  is 
shown  in  Vi,  and  the  middle  tracing  (December 
18,  1957)  shows  proper  function  of  the  instmment. 

Inertia  of  the  stylus  because  of  excessive  tightness 


or  too  much  friction  against  the  recording  paper  is 
detected  in  the  standardization  curve  by  slowness  to 
achieve  the  10  mm.  defleaion.  At  times  it  may  pro- 
duce curious  QRS  slurring  and  ST  deviations.  We 
have  noted  such  artifacts  frequently  in  certain  types 
of  the  less  expensive  instruments.  There  occur  as  a 
result  depressions  in  all  ST  segments  following  an  S 
wave,  or  elevations  in  all  RT  segments  following  an 
R wave.  Diffuse  subendocardial  or  diffuse  subepi- 
cardial injury  may  be  diagnosed  falsely. 

Figure  2 shows  an  example  of  such  an  artifact, 
which  can  be  compared  to  the  properly  recorded 
tracing  on  the  right.  The  standardization  (S)  in  the 
left  tracing  reveals  inertia  of  the  stylus,  which  is  the 
cause  of  the  QRS  slurring,  and  ST-T  deviations. 

Interference  due  to  60  cycle  alternating  current 
produces  characteristic  artifacts  as  shown  in  figure 
3A.  These  occur  regularly  as  fine  spikes,  at  the  char- 
acteristic frequency.  The  more  common  causes  are 
( 1 ) improper  contacts  at  the  extremities,  due  to 
dirty  electrodes,  improper  application  of  jelly,  or 
loose  contacts;  (2)  poor  grounding  of  the  electro- 
cardiograph; (3)  surrounding  electrical  appliances, 
with  the  magnetic  fields  being  picked  up  by  the 
patient  or  the  instrument.  If  the  resulting  artifaas 
are  large,  the  electrocardiogram  may  render  impos- 
sible a satisfactory  interpretation.  We  have  seen  a 
few  instances  in  which  atrial  fibrillation  has  been 
misdiagnosed  on  the  basis  of  such  records. 

A wandering  baseline  (fig.  3B)  is  usually  due  to 
dirty  or  corroded  electrodes  and  may  result  in  great 
difficulty  in  determining  ST  deviations  and  forms  of 
T waves.  In  such  tracings,  adequate  interpretations 
at  times  can  be  made  by  picking  sections  for  analy- 


Fig.  1.  Overshooting  is  illustrated  in  the  stondardizotion  in  the  precordial  leads.  The  middle  tracing  (December 

complexes  (Vi)  of  July  16  and  October  29,  1957.  This  18,  1957)  shows  correction  of  these  artifacts  by  proper 

accounts  for  increase  in  voltage  and  appearance  af  R'  stylus  adjustment. 
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Fig.  2.  Inertia  of  the  stylus  is  shown  in  the  standardiza- 
tion curve  (S)  of  the  tracing  on  the  left.  As  a result  the 
QRS  complexes  are  slurred  and  the  ST-T  waves  show 


borderline  deviation.  A properly  recorded  electrocardio- 
gram on  the  same  patient  appears  on  the  right  for  com- 
parison. 


sis  in  which  the  baseline  is  steady  for  3 successive 
complexes.  If  such  cannot  be  found,  the  tracing 
should  be  repeated. 

Irregular  bizarre  deflections  (fig.  3C)  may  result 
from  quick  somatic  body  or  extremity  movements  of 
the  patient  or  instrument,  improper  contacts  of  con- 
nections with  skin  or  electrodes,  or  electrical  defects 
within  the  instrument.  Such  defleaions  usually  can 
be  recognized  as  artifacts,  for  the  basic  rhythm  of  the 
complexes  can  be  discerned  even  within  the  deflec- 


tions. These  at  times  may  resemble  ventricular  pre- 
matures, but  absence  of  an  associated  T wave  and  the 
usual  compensatory  pause  should  rule  out  this  pos- 
sibility. 

Somatic  muscle  tremor  often  has  resulted  in  mis- 
interpretation. If  the  tremor  is  rhythmic,  as  in  par- 
kinsonism, it  may  be  particularly  deceiving.  Figure 
3D  shows  the  electrocardiogram  of  a patient  with 
paralysis  agitans,  at  first  erroneously  interpreted  as 
atrial  flutter.  Sinus  rhythm  is  revealed  in  lead  V4. 


Fig.  3.  Artifacts  may  be  produced  by  a variety  of 
causes.  In  A fine  spikes  result  from  interference  due  to 
60  cycle  alternating  current.  In  B a wandering  baseline 
is  caused  by  dirty  or  corroded  electrodes.  Irregular  bi- 
zarre deflections  (C)  may  result  from  quick  movements 


of  the  patient  or  instrument,  improper  contacts,  or  elec- 
trical defects.  Somatic  muscle  tremor  may  result  in  mis- 
interpretation as  in  D,  misdiagnosed  as  atrial  flutter 
when  the  patient  had  paralysis  agitans,  and  in  E,  mis- 
diagnosed as  ventricular  fibrillation. 
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In  fig.  3E,  the  tracing  at  first  was  misinterpreted  as 
ventricular  fibrillation,  but  artifacts  due  to  muscle 
movements  clearly  are  the  cause  of  the  wide,  irregu- 
lar oscillations.  The  regular  QRS  complexes  can  be 
detected  within  the  wide  deflections. 

Rebounding  of  the  stylus  against  the  top  or  bot- 
tom of  the  recording  apparatus  may  produce  unusual 
notching  and  slurring  of  the  QRS  complex  and  ob- 
scure the  true  amplitude.  The  configuration  may 
simulate  impaired  intraventricular  conduction,  and 
the  intrinsicoid  deflection  may  be  falsely  delayed. 
We  have  seen  such  a rebound  produce  an  unusual 
elevation  of  the  ST  segment,  falsely  diagnosed  as 
subepicardial  injury  of  myocardial  infarction  or  peri- 
carditis. Such  errors  can  be  avoided  by  paying  proper 
attention  to  the  position  of  the  complexes,  which 
should  be  well  centered  and  should  not  extend  to 
the  very  edge  of  the  recording  paper.  If  the  R or  S 
reaches  the  edge,  and  there  a notching  or  slurring 
artifact  is  noted,  attempt  should  be  made  to  find 
some  section  of  the  tracing  where  there  is  better 
centering.  If  the  amplitude  of  the  complexes  in  the 
precordial  leads  is  too  great  for  the  paper,  the 
standardization  should  be  reduced  to  half. 

Erroneous  attachment  of  the  lead  wires  may  result 
in  serious  misinterpretation  if  not  recognized.  This 
is  a common  error  in  technique,  especially  if  the 
technician  is  inexperienced  or  in  a great  hurry.  We 
find  it  in  about  2 to  3 per  cent  of  our  tracings  at 
the  hands  of  an  experienced  technical  staff. 

The  most  frequent  type  of  lead  wire  reversal,  at 
least  that  to  be  recognized,  is  the  transposition  of 


the  right  arm  and  left  arm  electrodes.  There  results 
a characteristic  configuration,  as  lead  I is  inverted, 
lead  II  is  actually  lead  III,  and  lead  III  is  actually 
lead  II.  Although  this  is  the  type  of  tracing  seen  in 
mirror  image  dextrocardia,  the  differentiation  can  be 
made  by  an  inspection  of  the  precordial  leads.  In 
RA-LA  reversal,  the  precordial  leads  Vi-Ve  show 
the  usual  type  of  progression.  In  mirror  image  dex- 
trocardia, R waves  show  progressive  diminution  as 
one  proceeds  over  the  left  chest,  and  are  similar  to 
the  right  chest  leads  in  a normal  heart.  Figure  4 
shows  the  electrocardiogram  of  a RA-LA  reversal, 
and  for  comparison,  that  of  a mirror  image  dextro- 
cardia. 

All  told,  there  are  five  possible  combinations  of 
intermixing  of  the  three  recording  leads.  By  far  the 
most  frequent  are  simple  switching  of  a pair  of 
leads,  and  misplacements  of  all  three  are  rare.  Figure 
5 shows  in  each  case  a method  for  determination  of 
the  actual  lead  recorded.  The  center  triangle  is  the 
classical  Einthoven  one,  and  the  outside  is  the  tri- 
angle as  modified  by  the  incorrect  limb  lead  place- 
ment. To  determine  the  actual  recorded  lead,  the 
apparently  recorded  lead  is  first  found  on  the  inner 
triangle,  and  then  the  electrodes  (with  polarity  re- 
spected > are  found  on  the  outer  triangle.  The  outer 
triangle  then  reveals  the  acmally  recorded  lead. 

A simple  inspection  of  a normal  electrocardiogram 
reveals  the  difficulty  if  there  has  been  a switching  of 
two  leads.  In  such  cases,  reversal  of  RA  and  LA 
results  in  inversion  of  lead  I;  reversal  of  RA  and  LL 
inversion  of  leads  I,  II,  and  III;  reversal  of  LA  and 
LL  inversion  of  lead  III.  In  spite  of  reversion,  lead 
II  is  still  equal  to  lead  I plus  lead  III,  as  Kirchoff’s 


Fig.  4.  At  the  left  an  electrocardiogram  with  RA-LA  reversal  mimics  mirror  image  dextrocardia  (right). 
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law  still  applies.  If  the  true  electrocardiogram  is 
abnormal,  it  may  be  much  more  difficult  to  deter- 
mine the  presence  and  type  of  lead  reversal. 

With  the  development  of  the  fourth  or  right  leg 
lead  for  grounding  purposes,  a new  source  of  poten- 
tial error  was  introduced.  The  right  leg  lead  can  be 
interchanged  easily  with  any  of  the  others.  Fortu- 
nately, the  most  frequent  interchange  is  probably 
with  the  left  leg,  and  as  the  potentials  are  identical 
at  the  right  and  left  leg,  no  significant  error  is  in- 
troduced. The  interposition  of  the  right  leg  lead  with 
the  left  arm  or  right  arm  leads  can  be  easily  detected, 
for  in  the  lead  setting  which  pairs  the  right  leg  with 
the  left  leg  an  isoelectric  tracing  is  obtained. 

In  all  varieties  of  transposition  of  the  standard 
limb  lead  electrodes,  the  precordial  leads  are  stiU 
valid,  as  the  Wilson  central  terminal  is  derived  from 
leads  of  all  three  recording  extremities.  However,  if 
there  is  misplacement  of  the  right  leg  electrode,  the 
Wilson  central  terminal  is  no  longer  a null  point 
(unless  the  right  leg  electrode  is  transposed  with  the 
left  leg  electrode).  Thus  the  recorded  precordial  V 
leads  are  not  the  true  precordial  leads. 

The  precordial  leads  contribute  a great  deal  to  the 
interpretation  of  the  electrocardiogram,  and  at  the 
present  time  no  tracing  is  considered  adequate  if  it 


does  not  include  at  least  the  six  precordial  leads 
Vi-Ve.  Too  little  attention  is  directed  to  instructing 
the  technician  in  the  importance  of  correct  place- 
ment of  the  electrodes,  as  well  as  in  the  recording 
of  these  leads. 

One  of  the  more  frequent  errors  in  recording  pre- 
cordial leads  is  the  failure  of  the  technician  to  move 
the  dial  setting  from  the  most  recent  lead,  AVF,  to 
V in  making  the  tracing.  Fortunately,  this  error  can 
be  recognized  at  a glance,  as  all  the  precordial  leads 
merely  retrace  AVF. 

Another  error  is  that  of  smearing  electrode  jelly 
across  the  entire  chest,  instead  of  taking  the  time  to 
apply  it  locally  at  each  position.  This  results  in  con- 
duction of  impulses  from  distant  areas  to  the  elec- 
trode, and  the  tracing  then  does  not  record  from  a 
sharply  localized  area.  In  figure  6A  the  precordial 
leads  were  recorded  after  widespread  application  of 
electrode  jelly  across  the  precordium.  The  poor  pro- 
gression of  the  QRS  and  T waves  in  V1-V5  can  be 
noted  by  comparison  with  figure  6B,  a properly 
made  electrocardiogram  on  the  same  patient. 

The  technician  must  be  instructed  carefully  in  the 
proper  placement  of  the  chest  electrode.  In  making 
the  interpretation,  the  physician  needs  to  assume 
that  the  positioning  is  proper.  There  is  no  simple 
way  to  detect  such  errors  in  positioning  after  the 


RA  and  LA  Reversed 

RA  and  LL  Reversed 

LA  and  LL  Reversed 
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LA 
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= Lg  LL 

\ RA  I LA  / 

\ RA 

I LA 

\ RA 

I LA  / 

•' L'z  = \ n \ /in  /■L'3= 

L3  \ \ / / Tjz 

"L'2=  \ n \ 

Neg.  L2  \ \ 

/m 

/"L'3  = 

Neg.  Ll 

'"/A 

/m /'L'3= 

/ / Neg.  L3 

\ LL  / 

LL  / 
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RA 
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LL 

Clockwise  Rotation 
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I LA  / 

RA  I 
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Fig.  5.  The  actual  lead  recorded  when  one  of  the  five 
possible  intermixing  combinations  has  occurred  may  be 
determined  by  these  triangles.  The  apparently  recorded 

lead  is  found  on  the  inner  (Einthoven)  triangle;  the  elec- 
trodes are  found  on  the  outer  triangle;  the  outer  triangle 
then  reveals  the  actually  recorded  lead. 

168 


TEXAS  State  Journal  of  Medicine,  MARCH,  1959 


Fiy.  6.  Tracing  A was  taken  after  widespread  applica-  larity  of  complexes  in  V1-V5  as  contrasted  to  the  proper- 

tion  of  electrode  jelly  across  the  chest.  Note  the  simi-  ly  made  electrocardiogram  on  the  same  patient  in  B. 


tracing  has  been  recorded.  Misplacement  of  chest 
electrodes  may  affect  the  usual  transition  from  Vi-Ve, 
and  thereby  result  in  incorrect  interpretation.  We 
have  seen  two  frequent  types  of  error  from  faulty 
elearode  placement.  One  of  these  is  improper  posi- 
tioning of  V2  or  V3,  with  one  of  these  perhaps  hav- 
ing been  recorded  too  high  or  too  far  to  the  right. 
This  may  result  in  decrease  in  amplitude  or  dis- 
appearance of  the  initial  R wave,  and  an  erroneous 
diagnosis  of  anteroseptal  scarring.  Another  occasional 
error  is  the  recording  of  the  anterolateral  leads  V5-V6 
one  to  two  interspaces  above  the  proper  ( fifth 
interspace)  levels.  This  may  result  in  an  unusual 
lowering  of  the  R wave  (and  also  deep  S waves), 
which  may  lead  to  the  suspicion  of  anterolateral 
scarring. 

The  precaution  of  correct  chest  electrode  place- 
ment is  especially  necessary  in  taking  serial  electro- 
cardiograms over  intervals  of  days  or  weeks.  In  such 
cases,  the  exploring  electrode  must  record  the  changes 
over  the  same  area  repeatedly  to  give  accurate  com- 
parison. To  some  extent,  gross  errors  in  misplace- 
ment may  be  detected  by  observation  of  the  QRS 
configuration  in  similar  leads,  assuming  that  the 
QRS  remains  relatively  constant.  Since  the  potentials 
vary  markedly  from  point  to  point  on  the  chest,  it 
is  usually  rather  hazardous  to  attribute  marked  sig- 
nificance to  T wave  changes  which  have  occurred 
serially  in  only  one  precordial  position,  especially 
if  there  is  also  a change  in  the  QRS  complex. 


Mislabeling  and  mismounting  of  leads  will  not 
result  in  errors  in  interpretation  if  the  tracing  is  read 
while  it  is  still  uncut.  Machine  labeling  of  each  lead 
as  taken  usually  enables  the  physician  to  check  the 
pencil  labeling  if  a mistake  is  suspected.  Inversion  of 
a lead  can  be  detected  easily  by  recognition  that  the 
P,  QRS,  and  T waves  are  reversed. 


DISCUSSION 

It  is  apparent  that  most  errors  in  recording  of 
electrocardiograms  can  be  avoided  if  the  tracing  is 
taken  on  a standard,  well  functioning  instrument  by 
a careful,  well  trained  technician.  Periodic  checks  of 
the  elearocardiograph  by  the  professional  service- 
man would  seem  desirable.  There  should  be  more 
frequent  servicing  by  an  electronics  expert  should 
technical  errors  appear  in  tracings  which  by  a process 
of  elimination  seem  to  be  due  to  the  instrument. 

The  technician  should  realize  his  responsibility 
in  avoiding  possible  grave  technical  errors  which 
can  result  from  breaks  in  proper  procedure.  The 
physician  himself  should  be  familiar  with  the  instru- 
ment and  recording  technique  in  order  that  he  can 
supervise  and  properly  instruct  the  technician. 

Most  of  the  technical  faults  in  the  electrocardio- 
gram can  be  recognized  at  a glance,  but  at  times  it 
may  be  impossible  to  determine  whether  an  abnor- 
mality is  genuine  or  due  to  poor  recording.  If  such 


TEXAS  State  Journal  of  Medicine,  MARCH,  1959 


169 


ELECTROCARDIOGRAPHY  — Hejtmancik  et  al  — continued 


occurs,  it  is  usually  simple  to  repeat  the  tracing, 
perhaps  in  a different  location  and  with  a different 
instrument.  This  new  tracing  usually  establishes  the 
tme  simation. 

SUMMARY 

The  technical  errors  in  the  recording  of  electro- 
cardiograms have  been  presented,  with  illustrative 
case  experiences. 

Most  of  these  errors  can  be  avoided  by  careful 
technique  and  the  use  of  a reliable  instrument. 

Proper  attention  to  the  possibility  of  the  presence 
of  recording  errors  during  the  process  of  an  analysis 
and  interpretation  of  an  electrocardiogram  usually 
results  in  the  recognition  of  the  technical  defect  and 
thereby  avoidance  of  possibly  serious  misdiagnoses. 

♦ Drs.  Hejtmancik,  Wright,  and  Herrmann,  Cardiovascular 
Service,  University  of  Texas  Medical  Branch,  Galveston. 


Alcoholism— 

Whose 

Responsibility  ? 

NORMAN  G.  HAWKINS,  Ph.D. 

Galveston,  Texas 


The  subject  of  dipsomania,  or  uncontrollable 
drinking,  was  first  recognized  by  the  American 
Psychiatric  Association  as  a possible  disease  about 
1865.  It  was  not  until  roughly  90  years  later,  or 
about  1955,  that  the  medical  profession  as  a whole 
began  seriously  considering  alcoholism  as  we  know 
it  today,  from  the  standpoint  of  a professional  re- 
sponsibility. During  recent  years  a number  of  studies 
have  been  published  showing  that  even  among 
psychiatrists  there  is  a good  deal  of  ambivalence, 
and  that  even  those  individuals  who  are  somewhat 
jealous  of  others  assuming  this  problem  exhibit  a 
considerable  amount  of  uncertainty  as  to  how  they 
would  themselves  approach  it.  I will  not  attempt  an 
exhaustive  review  of  this  matter,  but  merely  point 
out  that  a widely  syndicated  column  by  an  eminent 
physician  recently  characterized  alcoholics  as  derelicts 
who  could  but  would  not  live  a different  kind  of 
life. 


Norman  G.  Hawkins,  Ph.D.,  as- 
sistant professor  of  preventive 
medicine  at  the  University  of 
Texas  Medical  Branch,  present- 
ed this  paper  for  the  Confer- 
ence of  City  and  County  Health 
Officers,  April  21,  1958,  in 
Houston. 


Alcoholism  has  been  labeled  a problem  of  health,  yet  the 
attitude  of  physicians  toward  it  is  variable.  Alcoholics  con- 
tribute a disproportionate  share  to  'accidents,  delinquency, 
and  other  wasting  of  material  and  human  resources.  Alcohol- 
ism appears  often  to  be  associated  with  other  types  of  disease, 
opening  a field  for  research.  The  whole  problem  merits 
attention. 


In  attempting  to  assess  their  own  position  relative 
to  alcoholism,  it  seems  to  me  that  physicians  have 
been  preoccupied  with  matters  wt^ich  throw  almost 
no  light  upon  the  central  question,  which  is  whether 
the  medical  profession  should  assume  a major  re- 
sponsibility in  the  control  of  this  problem.  By  and 
large,  they  have  allowed  themselves  to  become  en- 
grossed in  arguments  concerning  etiology,  classifica- 
tion, and  the  choice  of  treatment  for  the  alcoholic 
desire  itself.  The  chief  controversy  has  revolved 
around  the  question  of  etiology.  There  are  three  gen- 
eral views  of  etiology;  the  psychological  or  psychi- 
atric view  has  been  represented  by  such  writers  as 
Manson,®  E.  Y.  Williams,^’^  and  Tiebout.^®  The  cul- 
mral  or  social  view  has  been  best  represented  by 
Straus,®  Patrick,®  and  Lemert.^  The  majority  of 
studies  concerning  the  constimtional  theory  have 
been  carried  out  at  the  University  of  Texas  under 
the  leadership  of  R.  J.  Williams.^^  These  and  vari- 
ous minor  theories  are  interesting,  but  have  con- 
tributed little  to  date  with  respect  to  the  medical  or 
community  aspects  of  the  alcoholic  problem. 

As  far  as  classification  is  concerned,  physicians 
have  gone  by  rule  of  thumb  or  have  adopted  un- 
thinkingly some  classification  system  which  appeals 
to  them,  but  which  may  or  may  not  be  valid.  None  of 
the  classification  systems  to  date  have  any  high  re- 
liability from  one  observer  to  another,  and  this  is 
certainly  an  area  in  which  physicians  could  make  a 
definitive  contribution  if  they  so  desired.  In  order 
to  do  so,  however,  it  would  be  necessary  to  come  to 
some  understanding  on  a definition  of  this  thing  we 
call  alcoholism.  The  majority  of  definitions  now  in 
vogue  emphasize  the  compulsive  nature  of  the  drink- 
ing, impairment  of  health,  and  serious  dislocation 
concerning  work,  family,  or  other  aspects  of  the  vic- 
tim’s life.  It  would  be  necessary  to  establish  basic 
criteria  for  compulsiveness,  health  impairment,  and 
socioeconomic  distress.  Formnately,  the  physician 
is  in  an  admirable  position  to  contribute  to  clarifica- 
tion in  the  area  with  which  he  is  most  familiar. 
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namely,  the  deterioration  of  health.  Practically  all 
authorities  who  have  made  a study  of  the  life  career 
of  alcoholics  are  in  agreement  that  at  a very  early 
stage,  it  is  usual  for  them  to  seek  the  assistance  of 
a physician. 

The  story  concerning  therapy  is  likewise  a con- 
fused one.  Estimates  for  success  for  private  clinics 
and  for  psychiatric  treatment  range  all  the  way  from 
5 or  10  per  cent  up  to  85  or  90  per  cent.  Alcoholics 
Anonymous,  the  best  known  program,  does  not 
maintain  statistics,  but  it  is  customary  to  attribute 
them  about  50  per  cent  recovery.  Some  of  the  better 
state  hospital  programs  are  able  to  report  recovery 
among  very  severe  cases  as  high  as  25  per  cent.  At 
Bridge  House  in  New  York,  the  claim  is  made  that 
65  per  cent  or  more  establish  full  recovery.  Here 
again  the  indices  of  recovery  are  varied  and  un- 
reliable. Even  taken  at  face  value,  there  is  no  reason 
to  believe  that  other  programs  are  superior  to  the 
techniques  available  to  the  general  practitioner  when 
he  is  approached  by  a problem  drinker  or  alcoholic 
addia.  We  must  bear  in  mind  that  all  the  other 
programs  attract  only  a special  few.  Bridge  House, 
as  an  example,  carefully  excludes  all  men  having  a 
health  problem,  psychological  problem,  or  family 
difficulty,  and  those  not  currently  employed  or  not 
evaluated  by  social  workers  and  others  as  represent- 
ing men  fully  prepared  to  undertake  the  treatment 
process.  Alcoholics  Anonymous  will  attempt  nothing 
with  a person  who  is  not  in  a state  of  surrender.  If 
members  of  the  medical  profession  actually  kept  a 
count  and  had  adequate  follow-up,  they  might  find 
that  practitioners  are  maintaining  a surprising  rec- 
ord of  recoveries.  In  addition  there  is  the  widely  ac- 
cepted fact  that  it  is  through  physicians  many  al- 
coholics reach  the  stage  of  surrender  or,  as  the  A.A. 
people  call  it,  "hit  bottom.” 


SPECIAL  CONSIDERATIONS 

It  is  not  my  purpose  to  suggest  how  physicians 
ought  to  tackle  the  problem  of  alcoholism.  There  are 
a number  of  good  references;  I recommend  particu- 
larly those  of  Thompson,®  Podolsky,'^  and  Kruse.® 
Let  us  look,  however,  at  some  of  the  significant  fea- 
tures of  this  problem  which  I believe  should  be 
weighed  carefully  by  physicians  in  view  of  their  own 
professional  obligations  and  professional  opportuni- 
ties. 

First,  let  us  examine  various  aspects  of  the  fre- 
quency and  intensity  of  this  problem  in  terms  of  its 
cost  to  the  public.  Table  1 shows  the  record  for 
one  county  in  Texas.  We  find  drinking  involved  in 
25  per  cent  of  the  rural  accidents,  25  per  cent  of  the 
total  property  loss  in  the  county,  80  per  cent  of  the 


divorces,  70  per  cent  of  delinquency,  and  so  on.  In 
that  one  year,  there  were  2,268  arrests  concerning 
the  use  of  alcohol.  We  may  multiply  this  record  by 
at  least  10  and  still  have  a conservative  estimate  of 
the  total  impact  upon  society  in  one  state  out  of  the 
49.  This  is  a fantastic  record  of  wasting  or  destruc- 
tion of  material  and  human  resources. 


Table  1. — Drinking  Problems*  in  a Texas  County  of 
About  250,000  Population. 


Total 

Drinking 

Involved 

Rural  accidents  

694 

145 

Property  loss  

$390,050 

$98,335 

Divorces  

1,500 

80% 

Delinquency  

70% 

Mental  commitments  . . . 

70 

64% 

Adult  probation  

90 

90% 

Family  cases  

1,500 

80% 

Arrests  

2,268 

‘Either  for  the  year  1956,  or  under  supervision  at  that 
time. 

Information  from  Texas  Commission  on  Alcoholism. 


Figure  1 shows  what  happened  in  one  series  of 
alcoholics  in  California  in  connection  with  only  one 
offense,  namely,  driving  violations.  Two  facts  stand 
out  here:  (1)  that  only  a third  of  these  drivers  had 
ever  had  a California  license  and  (2)  that  of  those 
who  did  have  a license,  the  vast  majority  had  one  or 
more  conviaions  on  their  record.  This  may,  of 
course,  be  a very  seleaive  sample,  but  it  is  still  one 
to  arouse  considerable  concern  for  the  safety  and 
welfare  of  every  person  who  reads  this. 

Table  2 shows  the  problem  in  depth,  by  recount- 
ing the  criminal  record  of  one  problem  drinker  in 
the  Baton  Rouge  area.  In  this  10  year  period,  there 
was  a record  of  129  arrests  in  the  county  of  resi- 
dence. This  does  not  include  arrests  which  may  have 
been  recorded  elsewhere.  Even  though  this  person 
served  only  35  per  cent  of  the  time  shown,  it  still 
totals  more  than  1 year,  or  10  per  cent  of  the  total 
time  span  involved.  It  says  nothing  of  his  loss  of 
employment,  malnutrition,  social,  and  family  prob- 
lems. However,  the  psychological  and  psychiatric 


Fig.  1.  Driving  record  of  297  alcoholics  surveyed  in 
California  treatment  centers.  (After  Interim  Report  of 
State  Alcoholism  Rehabilitation  Commission,  Berkeley, 
Calif.,  Office  of  Governor,  Feb.,  1957,  p.  61.) 
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damage  is  indicated  in  the  seven  commitments  to  an 
observation  ward  or  state  hospital. 

As  members  of  society,  physicians  should  be  vital- 
ly interested  in  the  foregoing  statistics.  However, 
there  are  some  areas  in  which  they  are  directly  im- 
plicated both  as  private  physicians  and  as  public 
health  officers.  The  nature  of  the  problem  is  best 
demonstrated  in  the  attempts  to  control  tuberculosis. 
Table  3 gives  estimates  of  the  prevalance  of  prob- 
lem drinkers  in  a number  of  hospitals  or  sanatoriums. 
The  estimates  range  from  12  per  cent  in  Kerrville, 
Texas,  to  80  per  cent  in  Mira  Loma,  Calif.,  a prison 
facility  devoted  entirely  to  quarantine  violators.  Even 
the  lowest  estimate  of  12  per  cent  is  significantly 
high  in  relation  to  the  general  population.  This  is 
no  small  problem.  All  over  the  United  States  physi- 
cians have  become  alerted  to  the  fact  that  in  the 
area  of  tuberculosis  control,  medical  science  and  med- 
ical organization  is  facing  a serious  challenge.  In- 
creasing bed  capacity  and  improved  chemotherapy 
have  served  to  reduce  the  pressure  upon  medical 
facilities,  and  the  medical  authorities  have  turned 
their  attention  more  and  more  to  the  detection  of 
new  cases  and  the  treatment  of  minimal  disease;  but 
as  they  extend  their  efforts,  they  find  that  in  the 
hotbeds  of  tuberculosis  the  proportion  of  alcoholics 

Table  2. — Ten  Year  Local*  Arrest  Record  of  One 
Alcoholic  in  the  Baton  Rouge  Area. 


Charge  Number  Dispositionf 

Simple  drunk  103  912  days  in  jail,  1 65  fine, 

4 commitmentst 

Vagrancy  17  173  days  in  jail,  $10  fine, 

3 commitments^: 

Disturbing  peace  . . 5 10  days  in  jail 

Disorderly  3 $15  fine 

Narcotics  possession . . 1 Lack  of  evidence 


*City  and  county  of  residence. 

fNot  including  7 indefinite  continuations.  Of  the  time 
shown,  35  per  cent  was  served. 

JTo  observation  ward  or  state  hospital. 

Compiled  from  Gilmore,  H.  W. : Social  Casualties  Re- 
lated to  Intoxication  and  Alcoholism  in  Baton  Rouge,  Lou- 
isiana, New  Orleans,  Tulane  Urban  Life  Research  Institute, 
1955. 

Table  3. — Estimates  of  Prevalence  of  Problem  Drinkers 
Among  Tuberculosis  Patients. 


Problem 


Hospital 

TB  Beds 

Drinkers  ( % ) 

Kerrville  VA  

400 

12 

Albuquerque  VA  

144 

20 

Philadelphia  No.  4 . . . 

180 

25 

Chicago  Municijm!  . . 

1,452 

36 

Firland,  Seattle  

700 

65 

Tucson  VA  

75 

Mira  Loma,  Calif 

84 

80 

Compiled  from  Newsletter  for  Psychologists  in  Tubercu- 
losis 3:113-116  (Spring)  1956. 


is  very  high.  This  means  a large  number  of  recalci- 
trant patients  exposing  themselves  in  public  places 
and  usually  migrating  freely  from  city  to  city  at  a 
time  when  the  infection  rate  in  this  country  is  at 
an  all  time  low.  There  is  serious  danger  that  as  the 
infection  rate  continues  to  drop,  resistance  will  grad- 
ually fade  out  and  we  will  have  what  amounts  to  a 
primitive  population  exposed  to  far  advanced,  un- 
treated, or  only  partially  treated  disease. 

The  staggering  medical  and  social  problem  in- 
volved in  attempting  to  control  disease  in  its  opti- 
mal environment  is  nicely  demonstrated  in  table  4 
showing  data  on  a series  of  153  patients  drawn  from 
a "skid  road”  area.  These  patients  were  aU  admitted 
from  selected  addresses  to  the  same  sanatorium  and 
comprise  all  male  patients  admitted  from  those  ad- 
dresses during  a given  span  of  time.  The  data  were 
collected  at  Firland  Sanatorium  in  Seattle,  Wash. 
Only  a few  of  the  physical  factors  have  been  enum- 
erated here.  From  this  tabulation,  it  is  evident  that 
such  patients  represent  a vexing  and  complex  prob- 
lem in  medical  management.  The  difficulties  are 
further  complicated  by  the  educational  and  rehabili- 
tative obstacles  posed  in  terms  of  social  factors.  Pa- 
tients admitted  from  jail  are  not  likely  to  take 
kindly  to  authority  of  any  kind,  medical  or  otherwise. 
People  of  advanced  age,  unskilled,  and  without 
marital  ties  are  universally  recognized  as  poor  risks 
in  terms  of  rehabilitation.  The  fact  that  they  are 
aware  of  this  reacts  in  turn  to  intensify  the  educa- 
tional problem.  Yet,  a glance  at  the  last  line  indi- 
cating income  level  shows  clearly  a serious  need  for 
rehabilitative  processes. 

To  what  extent  have  our  state  governments  rec- 


Table  4. — Personal  Data  Concerning  153  Male 
Tuberculous  Patients  from  "Skid  Road.” 


Physical  Factor 

% 

Social  Factor 

% 

Alcoholism  

. . . .47 

Admitted  from  jail  . . . . 

44 

Active  cavitation  . . 

. . . .41 

Never  married  

59 

Venereal  history  . . . 

. . . .31 

Above  age  50 

56 

History  of  head  injury . . 30 

Unskilled  

58 

Cardiovascular 

Foreign  born  

22 

disorder*  

. . . .31 

Under  $2,500 

Peptic  ulcer  

. . . 11 

income  

98 

* Heart  disease  or 

abnormality,  varicosity,  and  hyperten- 

sion. 

Information  from 

Firland 

Sanatorium,  Seattle,  Wash 

Table  5. — Status  of  Alcoholism  in  the  Laws  of  States. 


Official  recognition  34 

Funds  for  treatment  20 

Funds  for  research  11 


Adequate  program  analysis*  2 

*Not  more  than  15  per  cent  of  cases  listed  as  "un- 
known” on  follow-up.  These  states  are  North  Carolina  and 
Texas.  Neither  state  makes  provision  for  this  research;  it 
is  conducted  as  administration. 

Note:  Figures  were  compiled  for  1956,  but  recent 
changes  have  not  invalidated  the  discussion  in  the  text. 
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ognized  the  scope  of  the  problem  and  made  provi- 
sion for  its  solution?  In  table  5,  we  see  that  a ma- 
jority have  at  least  given  lip  service,  but  that  less 
than  half  the  states  provide  funds  for  treatment. 
Worse  yet,  only  11  states  provide  for  any  research 
in  spite  of  the  fact  that  all  the  leading  auchorities 
agree  that  a comprehensive  treatment  program  is 
not  now  available  and  cannot  be  made  available  until 
much  more  has  been  accomplished  in  the  way  of 
research.  The  most  amazing  failure  in  research  is 
the  lack  of  adequate  program  analysis,  to  obtain  at 
least  an  educated  guess  as  to  the  effectiveness  of 
various  techniques  employed  in  attempting  to  com- 
bat the  problem.  We  can  take  some  consolation  from 
the  fact  that  Texas  is  one  of  the  two  states  in  which 
such  analysis  is  being  carried  on.  However,  there  is 
little  consolation  in  the  fact  that  no  funds  are  actual- 
ly earmarked  for  this  purpose  and  that  a devoted 
staff  in  the  Texas  Commission  on  Alcoholism  have 
kept  administrative  expenses  to  a minimum  in  order 
to  provide  a small  fund  for  carrying  out  this  vital 
function.  It  might  be  observed  at  this  point  that 
the  entire  history  of  the  study  and  treatment  of 
alcoholism  is  largely  one  of  zealous  and  self-sacri- 
ficing people  who  are  willing  to  pioneer  under  dif- 
ficult conditions  in  order  to  promote  the  advance- 
ment of  knowledge.  Because  of  their  unquestioned 
prestige  and  public  influence  and  because  this  is  a 
problem  clearly  related  to  their  profession,  physicians 
could  do  much  to  alter  this  unfortunate  simation. 

In  addition,  it  is  possible  that  the  medical  pro- 
fession could  make  fundamental  contributions  in 
the  treatment  of  alcoholism  in  directions  not  yet 
fully  explored.  It  is  a frequent  experience  in  alco- 
holic rehabilitation  programs  that  physical  factors 
apparently  not  directly  related  to  alcoholism  impede 
progress  for  a large  proportion  of  this  group.  It  is 


Table  6. — Occurrence  of  Respiratory  Complaints  by  Sex, 
Age  Range,  and  Alcoholic  Diagnosis  Among  Tuberculosis 
Patients.  * 


Cases 

Any 

Complaintf 

Multiple 

Complaints{ 

Males  

50 

28 

8 

Females  

50 

21 

6 

Under  age  45  

40 

22 

7 

Age  45  or  over  . . . 

60 

27 

7 

Alcoholics  ' 

50 

36 

13 

Nonalcoholics  .... 

50 

13 

1 

*Data  from  clinical  records  and  progress  reports  of  a 
random  sample  of  100  discharged  cases,  stratified  by  sex 
and  diagnosis,  from  Firland  Sanatorium,  Seattle. 

fAt  least  one  of  the  following:  remarkably  frequent  or 
severe  colds,  sinusitis  or  postnasal  drip,  deviated  sepmm, 
asthma,  hay  fever,  or  allergic  nasal  tissue;  as  noted  in  dis- 
charge records. 

{Three  or  more  of  the  complaints  enumerated  above. 

After  Hawkins,  N.  G.:  Breathing  Deficit,  Allergy,  and 
Alcoholism,  Am.  J.  Psychiat.  114:707-711  (Feb.)  1958. 


the  practice  of  the  Alcoholics  Anonymous  to  refer 
these  people  to  physicians  for  treatment.  Others 
such  as  the  authorities  at  Bridge  House  in  New  York 
simply  exclude  them  at  the  start  because  prognosis 
is  poor  whenever  a medical  problem  is  presented. 
Tables  6 and  7 offer  a stimulating  line  of  inquiry 


Table  7. — Incidence  of  Certain  Allergic  Conditions*  and 
Mean  Ages  Among  Alcoholic  and  Nonalcoholic 
Tuberculosis  Patients. 


Alcoholics 

Non- 

alcoholics 

Respiratory  onlyf  

5 

2 

Other  only{  

8 

2 

Both  types 

2 

— 

Neither  

35 

46 

Mean  age  

41.5 

44.1 

*Data  from  clinical  records  and  progress  reports  of  a 
random  sample  of  100  discharged  cases,  stratified  by  sex 
and  diagnosis,  from  Firland  Sanatorium,  Seattle. 

fAt  least  one  of  the  following:  hay  fever,  asthma,  or 
allergic  nasal  tissue  by  diagnostic  standards. 

{Gastrointestinal  or  skin  allergy  by  diagnostic  standards. 

After  Hawkins,  N.  G.:  Breathing  Deficit,  Allergy,  and 
Alcoholism,  Am.  J.  Psychiat.  114:707-711  (Feb.)  1958. 

as  to  how  physicians  might  contribute  independently 
of  the  other  treatment  facilities,  and  in  a manner 
which  up  to  now  has  not  been  brought  to  their 
attention.  Table  6 shows  that  in  a sample  of  alco- 
holics and  nonalcoholics,  the  alcoholics  had  a sig- 
nificant frequency  of  respiratory  complaints  and  that 
this  difference  was  not  related  to  age  or  sex.  Al- 
though it  could  not  be  determined  in  all  cases 
whether  the  said  complaint  predated  or  followed 
onset  of  alcoholism,  the  analysis  of  a number  of 
cases  revealed  clearly  the  prior  existence  of  such 
difficulties  in  those  instances.  Table  7 gives  data 
concerning  certain  allergic  conditions  in  which  al- 
coholics and  nonalcoholics  were  again  distinguished, 
although  ages  were  similar  and,  if  anything,  favor- 
able to  the  alcoholics.  The  information  in  these  last 
two  tables  is  merely  suggestive.  It  points  out  the 
possibility  that  vast  areas  of  research  are  as  yet  un- 
tapped and  the  clinician  may  at  some  future  time 
assume  a role  in  the  treatment  of  alcoholism  far 
more  rewarding  and  conclusive  than  the  role  of 
handmaiden  or  referral  agent  in  which  he  so  often 
funaions  today. 
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Use  of 

Promethazine  in 
Alcoholic  Patients 
In  a State  Hospital 


Preliminary  Report 


HAL  W.  SMITH,  M.D. 

Terrell,  Texas 


PROMETHAZINE  hydrochloride  ( Phenergan — 
W yeth ) [N - ( 2 ’dimethyl  / amino-2  ’methyl ) ethyl 
phenothiazine  hydrochloride}  was  recently  used  as 
the  primary  parenteral  medication  in  a group  of 
newly  admitted  alcoholic  patients  in  a state  hospital 
setting  with  favorable  results. 

This  drug’s  pharmacological  properties  and  clinical 
applications  have  been  studied  extensively,  both  in 
this  country  and  in  Europe.  Hutcheon,-  Kopera  and 
Armitage,®  Weese,^  and  Winter”  are  only  a few  of 
these  investigators.  More  recent  investigators  in  the 
United  States,  Sadove,^  Barsa  and  Kline,^  and  Weiss 
and  McGee,®  have  conducted  extensive  studies  on  its 
actions 

A multiplicity  of  actions  has  been  reported  for 
this  compound.  It  is  a potent  antihistamine  (Kopera 
and  Armitage®)  and  is  widely  used  as  such.  Ir  is 
likely,  however,  that  some  effects  such  as  the  po- 


tentiation of  narcotics,  the  potentiation  of  alcohol 
and  barbiturates,  the  prevention  and  control  of  nau- 
sea and  vomiting,  the  control  of  excitement,  and 
definite  sedative  action  may  be  of  more  important 
significance. 

Like  chlorpromazine,  to  which  it  is  similar  in 
structure,  it  is  a phenothiazine  derivative.  Barsa  and 
Kline^  recently  reported  reasonable  success  in  the 
treatment  of  agitated,  depressed  patients  with  a com- 
bination of  promethazine  and  chlorpromazine  ther- 
apy. Stimulated  by  their  report,  the  present  study 
was  undertaken  to  investigate  the  clinical  effeas  of 
promethazine  as  the  initial  medication  for  newly 
admitted  alcoholic  patients  in  a state  hospital  in 
which  agitated  depression  is  the  immediate  psycho- 
logical dynamic  involved. 

PRESENT  STUDY 

For  the  purpose  of  this  study,  promethazine  was, 
administered  intramuscularly  in  50  mg.  doses  as  the 
primary  medication  to  a total  of  54  white,  male,  al-  ■ 
coholic  patients  in  various  stages  of  withdrawal.  Most . 
patients  volunteered  for  admission,  and  the  majority 
were  admitted  under  rhe  Alcoholics  Anonymous  Vol- 
untary Commitment  Plan  to  the  Terrell  State  Hos- 
pital. 

Most  of  the  patients  in  the  group  manifested 
symptoms  of  acute  apprehension  and  mental  anxiety 
as  well  as  concern  over  their  stams.  Many  required 
supportive  parenteral  vitamin  and  glucose  therapy. 

Following  the  initial  intramuscular  dose  of  50  mg. 
of  promethazine,  a satisfactory  response  was  demon- 
strated in  all  but  6 patients.  Of  these  patients,  3 were 
in  impending  delirium  tremens  and  went  into  psy- 
chotic episodes,  while  the  other  3 demonstrated  mini- 
mal response  and  required  additional  injeaions  of 
promethazine  before  adequare  sedation  was  acquired. 

Patients  requiring  parenteral  feeding  of  vitamins 
and  glucose  remained  calm  or  slept  lightly  during 
administration.  All  patients  except  3 experienced 
adequate  sedation  and  slept  soundly.  They  were  easily 
awakened,  rational,  and  cooperative  without  the 
clouded  sensorium  common  to  sedation  with  bar- 
biturates, chlorhydrates,  and  other  hypnotics. 

Another  clinical  advantage  that  was  obviously  de- 
tected was  the  lack  of  complaint  of  intense  burning 
pain  at  the  time  and  site  of  injection  on  the  part  of 
the  patient.  This  was  formerly  often  encountered 
when  other  parenteral  ataractic  agents  were  used. 
Little  or  no  posmral  hypotensive  effects  were  noted. 
Most  patients  on  awakening  had  lost  their  appre- 
hension, could  eat,  and  stated  it  was  the  first  refresh- 
ing sleep  they  had  experienced  in  quite  some  period 
of  time. 

It  should  be  reiterated  that  this  was  used  as  initial 
medication  only  on  this  type  patient.  Further  routine 
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medication  depends  on  individual  condition,  the 
most  commonly  used  ataractic  in  this  study  being 
promazine  (Sparine)  either  100  mg.  intramuscularly 
four  times  a day  or  100  mg.  every  four  hours  by 
mouth  in  conjunaion  with  vitamin  therapy  and  ac- 
tive psychotherapy. 


Dr.  Hal  W.  Smith  is  on  the 
staff  of  Terrell  State  Hospital. 

Fifty-four  alcoholic  patients  were  treated  with  50  mg.  of 
promethazine  intramuscularly  as  initial  medication.  It  provided 
excellent  relaxation  and  sedation  without  hangover  or  side 
effects.  Promethazine  appears  to  be  valuable  in  preparing 
the  alcoholic  patient  for  psychotherapy  and  rehabilitation. 

There  were  no  side  effects  observed  with  pro- 
methazine during  treatment.  Most  patients  remained 
in  the  hospital  for  a period  of  30  days,  which  was 
thought  to  be  sufficient  time  for  any  ill  effects  to 
appear.  AH  patients  were  subjected  to  routine  ad- 
mission laboratory  procedures  within  24  to  48  hours 
after  admission,  and  no  significantly  abnormal  re- 
ports were  received. 

It  is  important  to  emphasize  the  careful  prepara- 
tion of  the  alcoholic  patient  before  active  psycho- 
logical therapy  and  rehabilitation  can  be  successfully 
begun.  This  is  difficult  to  achieve  if  the  patient  is 
dismrbed  and  apprehensive. 

SUMMARY 

A total  of  54  alcoholic  patients  were  treated  with 
50  mg.  of  promethazine  (Phenergan — ^Wyeth)  in- 
tramuscularly as  initial  medication  on  admission. 
Promethazine  provided  excellent  relaxation  and  seda- 
tion conducive  to  namral  sleep,  without  hangover  to 
the  patient.  Side  effeas  were  absent. 

From  the  high  percentage  of  satisfactory  results 
and  the  absence  of  side  reaaions  in  this  series,  it 
may  be  concluded  that  promethazine  is  a valuable 
agent  for  the  preparation  of  the  alcoholic  patient  pri- 
or to  the  beginning  of  psychotherapy  and  rehabilita- 
tion. 
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Motion  Sickness 
Aboard  Jet  Aircraft 

Preliminary  Report 
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HERBERT  D.  STALLINGS,  JR.,  MAJOR,  USAF 

Randolph  Air  Force  Base,  Texas 


SINCE  THE  GREAT  MASS  of  jet  flying  hours  in 
the  United  States  and  abroad  has  been  accumu- 
lated in  single  and  two  place  fighter  types,  there  has 
been  little  opportunity  for  a systematic  study  of  mo- 
tion sickness  aboard  jet  aircraft.  The  simple  lack  of 
oppormnity  has  been  further  complicated  by  the 
fact  that,  with  little  exception,  participants  in  jet 
flying  to  date  have  had  extensive  experience  aloft. 
Hemingway,^  who  studied  the  recurrence  of  motion 
sickness  in  air  cadets  (two  place  tandem  trainers), 
emphasized  the  rapid  fall  in  airsickness  during  the 
first  five  flights.  Only  1 of  every  4 persons  sick  on 
his  first  flight  became  sick  on  the  fifth.  During  the 
fifth  to  the  tenth  flight  the  incidence  of  vomiting 
continued  to  fall.  Thus  any  rigid  evaluation  that 
utilized  aircraft-motion-acclimatized  subjects  would 
inevitably  contain  an  uncontrollable  variable  not 
readily  amenable  to  statistical  consideration.  On  the 
other  hand,  there  seems  to  be  some  doubt  that  im- 
munity from  motion  in  a propeller  driven  airplane 
would  necessarily  extend  to  jet  flying.  It  has  been 
demonstrated  repeatedly  that  individuals,  never  air- 
sick alofr,  become  violently  ill  on  a swing.^’  ^ In  the 
opposite  sense,  reports  from  this  laboratory  identify 
certain  drugs  that  will  protect  against  motion  in- 
duced emesis  in  aircraft  but  fail  to  inhibit  swing 
sickness  in  humans.  Such  anomalous  findings  relat- 
ing to  swing  sickness  and  motion  sickness  in  propel- 
ler driven  (conventional)  aircraft  suggest  that  cur- 
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rent  data  regarding  incidence  and  drug  therapy  can- 
not be  applied,  a priori,  to  jet  flying. 

From  the  point  of  view  of  the  pilot,  the  transition 
from  conventional  to  jet  operation  is  not  particularly 
difficult,  nor  does  it  involve  any  extraordinary  physi- 
ologic adaptation.  There  are  certainly  minor  en- 
vironmental alterations,  however,  and  it  is  quite  co- 
incidental that  such  alterations  are  precisely  those 
that  (a)  have  been  most  frequently  indicted  in  the 
etiology  of  motion  sickness  and  (b)  have  the  great- 
est physiologic  impact  on  the  jet  passenger. 

ENVIRONMENTAL  FACTORS 

T emperature. — It  has  been  a frequent  observation 
that  the  high  ambient  temperatures,  experienced  by 
passengers  during  the  comparatively  long  "ground 
time  and  low  altitude  flight”  of  conventional  air- 
craft operation,  predisposes  to  labyrinthine  stimula- 
tion and  emesis.  Such,  of  course,  is  merely  subjective 
observation  and  not  easily  amenable  to  experimental 
proof  but  the  fact  that  the  profuse  sweating  is  an 
unvariable  adjunctive  symptom  in  motion  sickness 
lends  some  support.  The  stimulation  of  such  inimi- 
cal temperature  can  be  largely  discounted  by  jet 
passengers.  Not  only  is  efficient  air  conditioning 
an  integral  portion  of  the  pressurization  system  of  jet 
aircraft,  but  in  addition,  economy  and  range  limita- 
tions dictate  extremely  short  periods  of  "ground”  and 
"low  altitude”  operation.  In  79  flights  from  Ran- 
dolph Air  Force  Base  aboard  two  place  jets  (T-33 
and  F-94)  between  April  16  and  October  15,  the 
passenger  incidence  of  vomiting  was  18  per  cent  as 
against  48  flights  in  the  same  aircraft  between 
October  16  and  April  15,  when  a vomiting  inci- 
dence of  22  per  cent  was  recorded.  The  difference 
is  statistically  nonsignificant  by  chi  square.  Such  data, 
by  very  reason  of  their  paucity,  are  by  no  means 
conclusive,  but,  coupled  with  the  applicable  tempera- 
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ture  engineering  of  jet  aircraft,  indicate  that  this 
source  of  predisposition  to  motion  sickness  is  con- 
siderably lessened  in  jet  flying. 

Noxious  Odors. — There  are  little  data  to  confirm 
the  frequent  observations  of  airsick  passengers  that 
their  own  nausea  is  heightened  by  the  odor  of  an- 
other’s vomitus.  In  jet  aircraft,  to  date,  the  absolute 
requirement  for  continuous  use  of  the  oxygen  mask 
does,  of  course,  completely  inhibit  the  effeaive  trans- 
mission of  odor.  As  a matter  of  actual  observation, 
when  we  have  been  made  aware  that  a passenger  in 
the  rear  seats  of  the  T-33  or  F-94  has  removed  his 
mask  and  vomited,  we  were  unable  to  detect  an 
odor  in  the  front  seat  with  mask  removed.  Here 
again,  efficient  air  conditioning  seems  to  inhibit 
completely  the  effeaive  transmission  of  odor  at  a 
distance  of  5 feet.  One  would  not  hesitate  to  predict 
that  even  in  the  airline  type  jets  of  the  early  future 
little  difficulty,  in  flight,  from  this  source  can  be 
contemplated.  On  the  other  hand,  it  has  been  noted 
that  the  odor  of  "JP”  fuel  is  more  unpleasant  and 
persistent  to  most  people  than  is  the  "oaane”  fuel 
used  in  reciprocating  aircraft.  Unpleasant  odors  are 
malaise  inducing  per  se,  and  therefore  a person  ex- 
posed to  JP  fuel  during  the  brief  period  immediately 
prior  to  boarding  may  be  somewhat  more  likely  to 
get  airsick  aloft. 

Acceleration. — Higher  operational  velocities  make 
it  inevitable  that  accelerative  changes,  with  respect 
to  both  magnitude  and  frequency,  are  a dominant 
charaaeristic  of  jet  flying  and  significantly  exceeds 
anything  encountered  in  routine  conventional  flying. 
The  effects  of  changing  acceleration  on  vestibular 
stimulation  have  been  demonstrated  repeatedly  to 
include  resulting  nausea  and  vomiting.®  Our  own 
smdies  in  conventional  aircraft^  indicate  that  con- 
tinuous "lazy  8’s”  involving  the  continuous  imposi- 
tion of  changing  acceleration  are  the  most  efficient 
in  vestibular  arousal.  During  37  jet  flights  of  about 
1 hour  each,  wherein  a deliberate  attempt  was  made 
to  subject  the  passenger  to  frequent  changes  of  ac- 
celeration over  the  range  of  0-3  g,  a vomiting  inci- 
dence of  46  per  cent  was  observed.  This  rate  is 
significantly  higher  than  the  30  per  cent  regularly 
recorded  aboard  conventional  aircraft  in  similar 
type  experiments  over  a 2 hour  period.  In  91  jet 
flights  where  some  effort  was  made  to  avoid  abnor- 
mal accelerative  forces,  9 per  cent  of  the  passengers 
vomited.  Here  again,  airsickness  seems  somewhat 
more  prevalent  than  that  encountered  in  routine 
conventional  operations.  It  must  be  noted  that  many 
of  the  subjeas  utilized  in  our  jet  smdies  of  motion 
sickness  were  pilots  undergoing  jet  indoctrination 
with  a background  of  extensive  conventional  experi- 
ence. Consequently,  the  aforementioned  recorded 
sickness  rates  should  be  considered  minimum  figures. 
However,  in  looking  at  the  problem  from  the  point 
of  view  of  jet  airline  operations,  where  the  passen- 
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ger  can  assume  a nearly  supine  position,^  it  is  to 
be  expected  that  the  effects  of  accelerative  vestibular 
stimulation  can  be  minimized. 

Apprehension. — The  contribution  of  fear  and 
apprehension  to  the  etiology  of  motion  sickness, 
although  frequently  mentioned,  has  never  been  dem- 
onstrated. It  is  a simple  fact  that  the  jet  accident 
rate,  as  well  as  the  proportion  of  fatal  accidents  in 
jet  aircraft,  up  to  this  time  exceed  corresponding 
statistics  for  conventional  aircraft.  As  a result,  it 
must  be  expected  that  for  some  time  to  come  the 
average  passenger  will  be  somewhat  more  tense  and 
apprehensive  aboard  a jet  than  he  will  be  aboard 
a conventional  airplane.  Further,  there  will  be  a 
greater  trend  toward  indicting  fear  and  apprehension 
as  an  underlying  cause  in  motion  sickness.  Suffice  it 
to  say,  it  will  be  no  less  difficult  to  demonstrate 
such  etiology  in  jet  airliners  than  it  has  been  to  date. 

Noise  and  Vibration. — ^Wave  forms  of  all  types 
have  been  exhaustively  studied  in  relation  to  vesti- 
bular stimulation  and  motion  sickness.  Experimental 
findings  have  failed  to  be  conclusive,  but  inmitively, 
it  is  difficult  to  deny  that  there  exist  frequencies 
that  will  require  the  otoliths  to  be  set  in  motion 
with  resulting  stimulation  of  the  utricular  maculae. 
In  any  event,  the  absence  of  noise  and  vibration  in 
jet  flying  is,  and  will  continue  to  be,  an  almost 
startling  characteristic.  Thus  such  contribution  to 
nausea  and  vomiting  as  this  factor  may  add  in  cur- 
rent airline  operations  may  be  discounted  in  the  jet 
fumre. 

Weather  Turbulence. — There  seems  to  be  litde 
doubt  that  since  the  airlines  have  flown  pressurized 
aircraft  at  higher  altimde,  the  incidence  of  motion 
sickness  has  decreased  The  turbulence  of  rough  air 
with  resulting  inimical  accelerative  forces  on  the 
aircraft  and  passengers  accounts  for  a great  deal  of 
the  airsickness  presently  observed  in  routine  opera- 
tion. As  has  been  noted  previously,  jet  aircraft  for 
reasons  of  economy  and  range  will  traverse  the  lower 
levels  of  the  atmosphere  at  high  speed  and  normally 
cruise  at  altitudes  above  30,000  feet.  Consequently, 
periods  of  turbulence  are  as  brief  as  they  are  rare. 
Actually,  from  the  point  of  view  of  motion  sickness, 
jet  operating  altitudes  are  probably  their  most  ad- 
vantageous characteristic. 

DRUG  PROPHYLAXIS 

It  becomes  interesting  to  specualte  on  the  extent 
to  which  motion  sickness  drug  prophylaxis  wiU  be 
successful  aboard  jet  aircraft.  Our  smdies  in  the 
air,  on  the  sea,  and  with  the  swing  have  forced  us 
to  conclude  that  the  individual  is  rare  indeed  who 
does  not  have  some  threshold  of  emetic  response  to 


motion.  Simply  put,  there  are  few,  if  any,  immune 
individuals — just  a normal  variation  of  the  degree 
of  susceptibility.  Considering  the  matter  quantitative- 
ly for  a moment,  deceleration  in  a jet  trainer,  T-33, 
is  roughly  15  feet  per  second  during  the  landing 
phase,  whereas  in  a conventional  trainer,  T-6,  cor- 
responding deceleration  amounts  to  roughly  a third 
of  that  figure.  Based  on  the  acceleration  factor  alone, 
therefore,  we  could  expect  a somewhat  higher  inci- 
dence of  airsickness  in  jet  flying  than  has  been  re- 
corded for  routine  operations  in  propeller  driven 
aircraft.  If  we  now  subtract  the  ameliorative  com- 
ponents such  as  lack  of  weather  turbulence,  reduced 
noise  and  vibration,  efficient  air  conditioning,  and 
so  forth,  the  increased  incidence  of  motion  sickness 
in  jets  is  roughly  in  accord  with  our  observations 
thus  far.  With  stronger  stimulation,  however,  we 
must  expea  that  present  dosages  of  effective  pro- 
phylactic drugs  will  have  a decreased  over-all  effici- 
ency. Higher  dosages*  of  the  piperazine  series 
(Marezine,  Bonamine)  or  the  phenothiazine  series 
(Phenergan)  may  result  in  more  undesirable  side 
effeas  or,  perhaps,  even  complete  reversal  of  the 
required  depression  of  the  vomiting  response.  There 
seems  to  be  little  doubt  that  an  investigation  of  mo- 
tion sickness  drug  prophylaxis  for  jet  operations  is 
necessary.  Such  smdies  are  proceeding  in  this  lab- 
oratory. 
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^ Coming  Meetings 


Texas  Medical  Association,  San  Antonio,  April  18-21,  1959.  Dr, 
Howard  O,  Smith,  Marlin,  Pres,;  Mr,  C,  Lincoln  Williston,  1801 
North  Lamar  Blvd,,  Austin,  Exec,  Secy, 

American  Medical  Association,  Atlantic  City,  June  8-12,  1959.  Dr. 
Gunnar  Gundersen,  La  Crosse,  Wis.,  Pres.;  Dr.  F.  J.  L.  Blas- 
ingame,  535  North  Dearborn,  Chicago  10,  Exec.  Vice-Pres. 


Current  Meetings 

March 

American  College  of  Allergists,  San  Francisco,  March  15-20,  1959. 
Dr.  Merle  W.  Moore,  Portland,  Ore.,  Pres.;  Dr.  M.  Coleman  Harris, 
450  Sutter  St.,  San  Francisco,  Secy. 

American  Laryngological,  Rhinological,  and  Otological  Society,  Hot 
Springs,  Va.,  March  10-12,  1959.  Dr.  G.  D.  Hoople,  Syracuse, 
N.  Y.,  Pres.;  Dr.  C.  S.  Nash,  708  Medical  Arts  Bldg.,  Rochester, 
N.  Y.,  Secy. 

Southwestern  Society  of  Nuclear  Medicine,  New  Orleans,  March 
14-15,  1959.  Dr.  Herbert  C.  Allen,  Jr.,  Houston,  Pres.;  Dr. 
J.  R.  Maxfield,  Jr.,  2711  Oak  Lawn  Avenue,  Dallas,  Secy. 
Southwestern  Surgical  Congress,  Denver,  March  30-Aptil  2,  1959.  Dr. 
Louis  M.  Overton,  Albuquerque,  Pres.;  Mary  O’Leary,  813  Medical 
Arts  Bldg.,  Oklahoma  City,  Exec.  Secy. 

United  States-Mexico  Border  Public  Health  Association,  Brownsville 
and  Matamoros,  Tamaulipas,  Mexico,  March  30-April  3,  1959. 
Albert  O.  Irigoyen,  Mexico,  D.F.,  Pres.;  Dr.  Jorge  Roman,  243 
United  States  Court  House,  El  Paso,  Secy. 

Texas  Association  for  Mental  Health,  Fort  Worth,  Match  12-14,  1959. 
Dr.  Frank  Schooner,  Fort  Worth,  Pres.;  Mr.  John  Lane,  2410  San 
Antonio,  Austin,  Executive  Direaot. 

Texas  Tuberculosis  Association,  San  Antonio,  March  19-21,  1959.  Dr. 
John  W.  Middleton,  Galveston,  Pres.;  Miss  Pansy  Nichols,  P.  O. 
Box  6158,  Austin  21,  Executive  Director. 

Ninth  Disttia  Society,  Huntsville,  March  19,  1959.  Dr.  Lyman  C. 
Blair,  Houston,  Pres.;  Dr.  James  H.  Sammons,  111  San  Jacinto 
St.,  Highlands,  Secy. 

Thirteenth  District  Society,  Wichita  Falls,  March  7,  1959.  Dr. 
W.  R.  Sibley,  Abilene,  Pres.;  Dr.  R.  D.  Moteton,  1217  W. 
Cannon,  Fort  Worth,  Secy. 

Dallas  Southern  Clinical  Society,  Dallas,  March  23-25,  1959.  Dr.  C. 
D.  Bussey,  Dallas,  Pres.;  Millard  J.  Heath,  433  Medical  Arts  Bldg., 
Dallas  1,  Executive  Officer. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  2-5, 
1959.  Dr.  Jo  Weilbaecher,  New  Orleans,  Pres.;  Dr.  Maurice  E. 
St.  Martin,  1430  Tulane  Ave.,  New  Orleans  12,  Secy. 


April 

American  Academy  of  General  Praaice,  San  Francisco,  April  6-9,  1959. 
Dr.  Holland  T.  Jackson,  Fort  Worth,  Pres.;  Mr.  Mac  F.  Cahd, 
Volker  Blvd.  at  Brookside,  Kansas  City  12,  Executive  Secy. 
American  Association  for  Thoracic  Surgery,  Los  Angeles,  April  21-23, 
1959.  Dr.  Michael  E.  DeBakey,  Houston,  Pres.;  Dr.  Hiram  T. 
Langston,  7730  Cotondelet  Ave.,  St,  Louis  5,  Secy. 

American  Association  of  Genito-Lfrinary  Surgeons,  Absecon,  N.  J.. 
April  15-17,  1959.  Dr.  John  A.  Taylor,  New  York,  Pres.;  Dr. 
W.  J.  Engel,  2020  E.  93rd  St..  Cleveland  6.  Secy. 

American  College  of  Obstetricians  and  Gynecologists,  Atlantic  City. 
April  5-9,  1959.  Dr.  R.  Glen  Craig,  San  Francisco,  Pres.;  Dr. 
John  C.  Ullery,  15  S.  Clark  St.,  Chicago  3.  Secy. 

American  College  of  Physicians.  Chicago,  April  20-24,  1959.  Dr. 
Dwight  L.  Wilbur,  San  Francisco.  Pres.;  Mr.  E.  R.  Loveland,  4200 
Pine.  Philadelphia  4,  Secy. 

American  Psychiatric  Association,  Philadelphia,  April  26-May  1.  1959. 
Dr.  Francis  J.  Gerty,  Chicago,  Pres.;  Dr.  C.  H.  Hardin  Branch, 
156  Westminister  Ave.,  Salt  Lake  City.  Secy. 

American  Surgical  Association,  San  Francisco,  April  15-17.  1959. 
Dr.  I.  S.  Ravdin,  Philadelphia,  Pres.;  Dr.  William  Altemeier, 
Cincinnati  General  Hospital,  Cincinnati  29.  Secy. 


American  Urological  Association,  Atlantic  City,  April  20-23,  1959. 
Dr.  Adolph  Kutzmann,  Los  Angeles.  Pres.;  Dr.  Samuel  L.  Raines, 
188  S.  Bellevue  Blvd.,  Memphis,  Tenn.,  Secy. 

Association  of  American  Physicians  and  Surgeons,  Fort  Worth,  April 
2-4,  1959.  Dr.  Mai  Rumph,  Fort  Worth,  Pres.;  Mr.  Harry  E. 
Northam,  185  N.  Wabash  Ave.,  Chicago  1,  Executive  Secy. 
Southwest  Allergy  Forum,  Houston,  April  26-28,  1959.  Dr.  Richard 
L.  Etter,  Houston.  Pres.;  Dr.  Richard  H.  Jackson.  156  Hermann 
Professional  Building,  Houston,  Secy. 

Texas  Air-Medics  Association,  San  Antonio,  April,  1959.  Dr.  R.  Henry 
Harrison,  Bryan.  Pres.;  Dr.  C.  F.  Miller.  P.  O.  Box  1338,  Waco, 
Secy. 

Texas  Chapter,  American  Association  of  Public  Health  Physicians. 
San  Antonio,  April  19,  1959.  Dr.  David  M.  Cowgill,  San  Benito, 
Pres.;  Dr.  B.  M.  Primer,  2709  Rio  Grande.  Austin. 

Texas  Chapter,  American  College  of  Chest  Physicians,  San  Antonio, 
April  19.  1959  Dr.  J.  O.  Armstrong,  Dallas,  Pres.;  Dr,  Carlos  J. 
Quintanilla,,  Box  592.  Harlingen,  Secy.. 

Texas  Dermatological  Society,  San  Antonio,  April  20,  1959.  Dr.  Earl 

L.  Loftis,  Dallas,  Pres.;  Dr.  E.  N.  Walsh,  1410  Pruitt  St.,  Fort 
Worth  4.  Secy. 

Texas  Diabetes  Association,  San  Antonio,  April  19.  1959.  Dr.  Merton 
Minter,  San  Antonio.  Pres.;  Dr.  Warren  W.  Moorman,  901  W. 
Leuda,  Fort  Worth,  Secy. 

Texas  Heart  Association,  San  Antonio,  April  19,  1959.  Dr.  William 
B.  Adamson,  Abilene,  Pres.;  Ernest  T.  Guy,  404  Jesse  H.  Jones 
Library  Bldg.,  Texas  Medical  Center,  Houston  25.  Executive  Director. 
Texas  Industrial  Medical  Association.  San  Antonio,  April  19,  1959. 
Dr.  Wendell  H.  Hamrick,  Houston,  Pres.;  Dr.  Robert  A.  Wise, 
Box  2180,  Houston,  Secy. 

Texas  Neurophychiatric  Association,  San  Antonio,  April  19,  1959.  Dr. 
Samuel  R.  Snodgrass,  Galveston,  Pres.;  Dr.  Clarence  S.  Hoekstra, 
8215  Westchester  Drive,  Dallas,  Secy. 

Texas  Ophthalmological  Association,  San  Antonio,  April  19.  1959. 
Dr.  Harold  Beasley,  Fort  Worth,  Pres.;  Dr.  James  Scruggs,  2223 
Austin.  Waco,  Secy. 

Texas  Orthopedic  Association,  San  Antonio,  April  20,  1959.  Dr.  Louis 
J.  Levy,  Fort  Worth.  Pres.;  Dr.  Margaret  Watkins,  3503  Fairmount. 
Dallas,  Secy. 

Texas  Physical  Medicine  and  Rehabilitation  Society.  San  Antonio,  April 
19,  1959.  Dr.  Vann  S.  Taylor,  Dallas,  Pres.;  Dr.  Lewis  A.  Leavitt, 
Veterans  Administration  Hospital,  Houston,  Secy. 

Texas  Society  of  Anesthesiologists,  San  Antonio,  April  19,  1959.  Dr. 

M.  M.  Rosenzweig,  San  Antonio,  Pres.;  Dr.  M.  T.  Jenkins.  Park- 
land Hospital,  Dallas,  Secy. 

Texas  Society  of  Athletic  Team  Physicians,  San  Antonio,  April  18. 
1959.  Dr.  Edward  T.  Smith,  Houston,  Pres.;  Dr.  Jack  Brannon, 
2715  Fannin,  Houston,  Secy. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  San  Antonio, 
April  19.  1959.  Dr.  O.  P.  Griffin,  800  5th  Avenue,  Fort  Worth, 
Pres.;  Dr.  A.  C.  Broders,  Jr.,  Scott  and  White  Clinic  Hospital.  Tem- 
ple, Secy. 

Texas  Society  of  Plastic  Surgeons,  San  Antonio,  April  18,  1959.  Dr. 
Baron  Hardy,  Houston,  Pres.;  Dr.  Raymond  Brauer,  6615  Travis. 
Houston,  Secy. 

Texas  Surgical  Society.  Austin,  April  5-7,  1959.  Dr.  Albert  Hart- 
man, San  Antonio,  Pres.;  Dr.  G.  V.  Brindley,  Jr.,  Scott  and 
White  Clinic,  Temple.  Secy. 

Texas  Traumatic  Surgical  Society,  San  Antonio,  April  19.  1959.  Dr. 
G.  V.  Brindley,  Temple,  Pres.;  Dr.  W.  E.  Crump.  1300  Eighth. 
Wichita  Falls,  Secy. 

Third  District  Society.  Plainview,  April  4,  1959.  Dr.  Robert  H. 
Mitchell,  Plainview,  Pres.;  Dr.  H.  Fred  Johnson,  2308  W.  Eighth, 
Amarillo,  Secy. 

Texas  State  Board  of  Examiners  in  Basic  Sciences,  April,  1959. 
Henry  B.  Hardt,  Ph.D.,  Fort  Worth,  Pres.;  Mrs.  Betty  J. 
Anderson,  Chief  Clerk,  303  East  Seventh,  Austin, 


National  and  Regional 

American  Academy  of  Allergy.  Dr.  Max  Samter,  Oak  Park,  III., 
Pres.;  Dr.  Bram  Rose,  Royal  Viaoria  Hospital,  Montreal,  Can- 
ada, Secy. 

American  Academy  of  Dermatology  and  Syphilology,  Chicago.  Dec. 
5-10,  1959.  Dr.  A.  C.  Cipollaro,  New  York,  Pres.;  Dr.  Stanley 
E.  Huff,  636  Church  St.,  Evanston,  111.,  Secy. 

American  Academy  of  Ophthalmology  and  Otolaryngology.  Dr.  Le- 
Roy  A.  Schall,  Boston.  Pres.;  Dr.  W.  L.  Benedict,  15  Second  St. 
S.W.,  Rochester,  Minn.,  Secy. 

American  Academy  of  Pediatrics.  Chicago,  Oct.  20-23,  1959.  Dr,  Stew- 
art H.  Clifford,  Brookline,  Mass.,  Pres.;  Dr.  E.  H.  Christopherson. 
1801  Hinman  Ave.,  Evanston,  111.,  Secy. 

American  Association  for  Maternal  and  Infant  Health,  I960.  Mr. 
Howard  I.  Wells,  Jr.,  116  S.  Michigan  Ave.,  Chicago  3,  Executive 
Secy. 
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American  Association  of  Obstetricians  and  Gynecologists.  Dr.  Wil- 
liam F.  Mengert,  Chicago,  Pres.;  Dr.  E.  Stewart  Taylor,  Uni- 
versity of  Colorado  School  of  Medicine,  4200  E.  9th,  Denver, 
Secy. 

American  Cancer  Society,  New  York,  Oct.  28-29,  1959-  Dr.  Eu- 
gene P.  Pendergrass,  Philadelphia,  Pres.;  M.  R.  Runyon,  521  W. 
57th,  New  York,  Executive  Vice-Ptes. 

American  College  of  Chest  Physicians,  Atlantic  City,  June  3-7,  1959- 
Dr.  Donald  R.  McKay,  Buffalo,  Pies.;  Mr.  Murray  Kotnfeld,  112 
E.  Chestnut,  Chicago  1 1 , Executive,  Secy. 

American  College  of  Gastroenterology,  Los  Angeles,  Sept.  20-26, 
1959.  Dr.  Frank  L.  Borrelli,  New  York,  Pres.;  Mr.  Daniel 
Weiss,  33  West  60th,  New  York  23,  Executive  Director. 
American  College  of  Radiology,  New  Orleans,  Sept.  25-26,  1959. 
Dr.  Lawrence  Reynolds,  10  Peterboro,  Detroit,  Pres.;  Mr.  W.  C. 
Stronach,  20  N.  Wacket  Dr..  Chicago  6,  Executive  Director. 
American  College  of  Surgeons,  Atlantic  City,  Sept.  28-Oct.  2, 

1959.  Dr.  Newell  W.  Philpott,  Montreal,  Pres.;  Dr.  Michael  L. 
Mason,  40  E.  Erie,  Chicago  11,  Secy. 

American  Congress  of  Physical  Medicine  and  Rehabilitation,  Min- 
neapolis, Aug.  30-Sept.  4,  1959-  Dr.  Donald  L.  Rose,  Kansas  City, 
Kan.,  Pres.;  Frances  Baker.  One  Tilton,  San  Mateo,  Calif.,  Secy. 
American  Dermatological  Association,  Atlantic  City.  June  1-4,  1959- 
Dr.  J.  Lamar  Callaway,  Durham.  N.  C.,  Pres.;  Dr.  Wiley  M. 
Sams,  25  Southeast  2nd  Ave.,  Miami,  Secy. 

American  Gastroenterological  Association,  Atlantic  City,  June  5-6, 
1959.  Dr.  C.  J.  Barborka,  Chicago,  Pres.;  Dr.  F.  J.  Ingelfinger, 
65  E.  Newton,  Boston  18,  Secy. 

American  Gynecological  Society,  Hot  Springs,  Va.,  May  25-27.  1959. 
Dr.  Lewis  C.  Scheffey,  Philadelphia,  Pres.;  Dr.  A.  A.  Marchetti, 
3800  Reservoir  Rd.  N.W.,  Washington  7.  D.  C , Secy. 

American  Heart  Association.  Dr.  Robert  W.  Wilkins,  New  York, 
Pres.;  Mr.  John  D.  Brundage,  44  E.  23rd,  New  York  10,  Secy. 
American  Hospital  Association,  New  York,  Aug.  24-27,  1959.  Mr. 
Tol  Terrell,  San  Angelo,  Pres.;  Dr.  Edwin  L.  Crosby,  18  E. 
Division,  Chicago  10,  Executive  Director. 

American  Neurological  Association.  Atlantic  City.  June  15-17,  1959- 
Dr.  Bernard  J.  Alpers,  Philadelphia.  Pres.;  Dr.  Charles  Rupp,  133 
S.  36th,  Philadelphia  4.  Secy. 

American  Ophthalmological  Society,  Hot  Springs,  Va.,  May  28-30. 
1959.  Dr.  Derrick  Vail,  Chicago,  Pres.;  Dr.  M.  C.  Wheeler.  30  W. 
59th,  New  York  19.  Secy. 

American  Orthopaedic  Association,  Lake  Placid,  N.  Y.,  June  15-18, 
1959.  Dr.  C.  Leslie  Mitchell.  Detroit,  Pres.;  Dr.  Lee  Ramsay 
Straub,  535  East  70th  St.,  New  York  21,  Secy. 

American  Pediatric  Society,  Buck  Hill  Falls,  Pa..  May  6-8,  1959.  Dr. 
Joseph  Stokes,  Jr.,  Philadelphia,  Pres.;  Dr.  A.  C.  McGuinness,  Room 
1036,  2800  Quebec  St.,  N.W..  Washington  8,  D.  C..  Secy. 

American  Proctologic  Society,  Atlantic  City,  June  15-18,  1959.  Dr. 
Karl  Zimmerman,  Pittsburgh.  Pres.;  Dr.  Norman  D.  Nigro,  10 
Peterboro,  Detroit  1 Secy. 

American  Public  Health  Association,  Atlantic  City,  Oct.  19-23, 
1959.  Dr.  Leona  Baumgarmer,  New  York,  Pres.;  Dr.  Berwyn  F. 
Mattison,  1790  Broadway,  New  York  19,  Executive  Secy. 
American  Society  of  Anesthesiologists,  Bal  Harbour,  Fla.,  Oct.  5-9, 
1959-  Dr.  Daniel  C.  Moore,  Seattle,  Pres.;  Dr.  J.  E.  Remlinger, 
Jr.,  188  W.  Randolph,  Chicago  1,  Secy. 

American  Society  of  Clinical  Pathologists,  Chicago,  Sept.  7-11, 
1959-  Dr.  Edward  L.  Burns,  Toledo,  Pres.;  Dr.  Coye  C.  Mason, 
2052  N.  Orleans  St.,  Chicago  14,  Secy. 

International  College  of  Surgeons,  U.  S.  Chapter.  Dr.  Curtice  Rosser. 
Dallas,  Pres.;  Dr.  Karl  Meyer,  1516  Lake  Shore  Dr.,  Chicago, 
Secy. 

National  Tuberculosis  Association,  Chicago,  May  24-29.  1959.  Dr. 
Mario  M.  Fischer,  New  York,  Pres.;  Mrs.  Wallace  B.  White. 
1790  Broadway,  New  York  19,  Secy. 

Radiological  Society  of  North  America,  Chicago,  Nov.  15-20,  1959- 
Dr.  Lawrence  L.  Robbins,  Boston,  Pres.;  Dr.  Donald  S.  Childs, 
713  E.  Genesee,  Syracuse  2,  N.Y.,  Secy. 

South  Central  Association  of  Blood  Banks.  Dr.  Louis  Manhoff,  Jr., 
San  Antonio,  Pres.;  L.  Ruth  Guy,  Ph.D.,  Room  1101,  Stoneleigh 
Hotel,  Dallas,  Secy. 

Southern  Medical  Association,  Atlanta,  Ga.,  Nov.  16-19,  1959. 
Dr.  Milford  O.  Rouse,  Dallas,  Pres.;  Mr.  V.  O.  Foster,  2601 
Highland  Avenue,  Birmingham  5,  Executive  Secy. 

Southern  Psychiatric  Assoication.  Dr.  J.  L.  Knapp,  Dallas,  Pres.; 

Dr.  Richard  Proctor,  Winston-Salem,  N.  C.,  Secy. 

Southern  Surgical  Association,  Hot  Springs,  Va.,  Dec.  8-10,  1959- 
Dr.  George  C.  Finney,  Baltimore,  Pres.;  Dr.  John  D.  Martin,  Jr., 
Emory  University,  Ga.,  Secy. 

Southwest  Regional  Cancer  Conference.  Dr.  O.  J.  Wollenman,  Fort 
Worth,  Chm.;  Mrs.  Ira  Frances  Ball,  264  W.  11th,  Fort  Worth, 
Secy. 

Southwestern  Medical  Association,  Roswell,  N.  Mex.,  Oct.-Nov., 
1959.  Dr.  A.  R.  Clausen,  Albuquerque,  Pres.;  Dr.  M.  D.  Thom- 
as, 1501  Arizona  St.,  12-D,  El  Paso,  Secy. 

Tri-State  Medical  Assembly.  Dr.  Jack  Guthrie,  Camden,  Ark.,  Pres.; 
Dr.  Jason  Sanders,  Sanders  Clinic,  Kings  Highway.  Shreveport, 
La.,  Secy. 


State 

Private  Clinics  and  Hospitals  Association  of  Texas.  Dr.  Jack  S. 
Maxfield,  Dallas,  Pres.;  Mr.  Henry  E.  Taylor,  Medical  Arts 
Building,  Dallas,  Executive  Secy. 

Texas  Academy  of  General  Practice,  Galveston,  Oct.  4-7,  1959. 
Dr.  Charles  E.  Oswalt,  Jr.,  Fort  Stockton,  Pres.;  Mr.  Donald  C. 
Jackson,  1905  N.  Lamar,  Austin,  Executive  Secy. 

Texas  Academy  of  Internal  Medicine,  San  Antonio,  Dec.  4-5,  1959- 
Dr,  Merton  M.  Minter,  San  Antonio,  Pres.;  Dr.  Hugo  T.  Engel- 
hardt,  1216  Main,  Houston,  Secy.  Meetings  restricted  to  members. 
Texas  Association  of  Obstetricians  and  Gynecologists,  Austin,  Feb- 
ruary, I960.  Dr.  Maurice  Meynier,  Houston,  Pres.;  Dr.  Hugh  W. 
Savage,  815  Fifth  Ave.,  Fort  Worth,  Secy. 

Texas  Club  of  Internists.  Dr.  D.  D.  Warren,  Waco,  Pres.;  Dr.  L.  C. 

Carter,  2600  Proaer,  Port  Arthur,  Secy. 

Texas  Division,  American  Cancer  Society,  Austin,  Dec.,  1959- 
Dr.  John  A.  Wall,  Houston,  Pres.;  Mr.  Curt  W.  Reimann,  5014 
Bull  Creek  Rd.,  Austin  3,  Executive  Direaor. 

Texas  Hospital  Association,  Houston,  May  11-14,  1959-  Mr.  W.  P. 
Earngey,  Jr.,  Fort  Worth,  Pres.;  Mr.  O.  Ray  Hurst.  2208  Main, 
Dallas,  Executive  Director. 

Texas  Pediatric  Society.  Fort  Worth,  Houston,  1959-  Dr.  Bruce  A. 
Knickerbocker,  Dallas,  Pres.;  Dr.  James  N.  Walker,  5216  W. 
Freeway,  Fort  Worth,  Secy. 

Texas  Proctologic  Society,  Dallas,  February,  I960.  Dr.  Alvin  Bald- 
win, Dallas,  Pres.;  Dr.  H.  Gray  Carter,  915  St.  Joseph  St., 
Dallas,  Secy. 

Texas  Public  Health  Association.  Dr.  D.  R.  Reilly,  San  Angelo, 
Pres.;  Mr.  Joseph  N.  Murphy,  Jr.,  Box  4012,  Austin  51.  Execu- 
tive Secy. 

Texas  Radiological  Society.  Houston,  January,  I960.  Dr.  Herman 
C.  Sehested,  Fort  Worth,  Pres.;  Dr.  R.  P.  O’Bannon,  1216 
Pennsylvania,  Fort  Worth,  Secy. 

Texas  Rheumatism  Association,  San  Antonio,  Dec.  4,  1959.  Dr. 
Warren  W.  Moorman,  Fort  Worth,  Pres.;  Dr.  J.  Morris  Horn. 
3707  Gaston,  Dallas,  Secy. 

Texas  Society  on  Aging,  Dallas.  Oct.  16-17,  1959.  Mr.  Herbert 
Shore,  Dallas,  Pres.;  Mrs.  William  B.  Ruggles,  3701  Stratford, 
Dallas,  Secy.-Treas. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Fort  Worth, 
Dec.  4-5,  1959.  Dr.  James  T.  Robison,  Austin,  Pres.;  Dr.  Edwin 
G.  Grafton,  4319  Oak  Lawn,  Dallas,  Secy. 

Texas  Society  of  Pathologists.  Dr.  Jarrett  Williams,  Abilene,  Pres.; 

Dr.  Sylvia  Johns,  414  Navarro  St.,  San  Antonio,  Secy. 

Texas  Urological  Society.  Dr.  Charles  Hooks,  Galveston,  Pres.;  Dr. 
Charles  Hulse,  405  Medical  Professional  Building,  San  Antonio, 
Secy. 


Distric^ 


First  District  Society.  Dr.  H.  D.  Garrett,  El  Paso,  Pres.;  Dr.  E.  S. 

Crossett,  1501  Arizona  St.,  El  Paso,  Secy. 

Second  Distria  Society,  Lamesa.  Dr.  Oscar  E.  Rhode,  Colorado  City, 
Pres.;  Dr.  John  H.  Chinn,  Jr.,  Colorado  City,  Secy. 

Fourth  Distrin  Society.  Dr.  W.  L.  Smith,  San  Angelo,  Pres.;  Dr. 

S.  Braswell  Locker,  1501  11th  St.,  Brownwood,  Secy. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July  10-11,  1959. 
Dr.  O.  L.  Riley,  Corpus  Christi,  Pres.;  Dr.  Thelma  Frank,  1314 
16th  St.,  Corpus  Christi,  Secy. 

Seventh  District  Society.  Dr.  Robert  N.  Snider.  Austin.  Pres.;  Dr. 

Richard  Lucas,  502  W.  13,  Austin,  Secy. 

Eighth  District  Society,  Victoria.  Dr.  Joseph  Magliolo,  Dickinson, 
Pres.;  Dr.  M.  Warren  Hardwick.  829  E.  Mulberry,  Angleton, 
Secy. 

Tenth  Distria  Society.  Dr.  Albert  L.  Delaney,  Liberty,  Pres.;  Dr. 

Irving  M.  Richman,  3280  Fannin  St.,  Beaumont,  Secy. 

Eleventh  Distria  Society,  May,  1959.  Dr.  Ben  Wilson.  Tyler,  Pres.; 

Dr.  Phillip  W.  Taylor,  833  S.  Beckham,  Tyler,  Secy. 

Twelfth  Distria  Society.  Dr.  Paul  Mitchell,  Corsicana,  Pres.;  Dr. 

Mitchell  Brown,  Torbett  Clinic,  Marlin,  Secy. 

Fifteenth  Distria  Society.  Dr.  Charles  Wise,  Naples,  Pres.;  Dr.  George 
Bennett,  402  S.  Bolivar.  Marshall,  Secy. 


Clinics 


Blackford  Memorial  Cancer  Lectures,  Denison,  Nov.  3.  1959  (tenta- 
tive). Dr.  R.  G.  Gerard,  509  S.  Mirick,  Denison,  Chm. 
International  Medical  Assembly  of  Southwest  Texas,  San  Antonio. 
Dr.  Lawrence  B.  Reppert,  817  South  Texas  Bldg.,  San  Antonio, 
Secy.;  S.  E.  Cockrell,  202  W.  French  Place,  San  Antonio,  Exec. 
Secy. 

Nonh  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  Frank 
J.  Lee,  1300  8th,  Wichita  Falls,  Chm. 
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Oklahoma  City  Clinical  Society  Conference,  Oklahoma  City,  Oct. 
26-28,  1959-  Dr.  Ralph  A.  Smith,  Oklahoma  City,  Pres.;  Miss 
Alma  F.  O'Donnell,  503  Medical  Arts  Bldg.,  Oklahoma  City  2, 
Executive  Secy. 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston,  July  20-22, 
1959-  Dr-  Herbert  H.  Harris,  Houston,  Pres.;  Dr.  C.  Forrest 
Jorns,  Secy.,  Exec.  Office,  412  Jesse  Jones  Library  Bldg., 
Houston  25. 


Board  Examinations 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  June  22-24, 
1959.  Dr.  M.  H.  Crabb,  Fort  Worth,  Secy.;  Mrs.  Luanna  Reddin, 
1714  Medical  Arts  Bldg.,  Fort  Worth,  Assistant  Secy. 


MEDICOLEGAL  NOTES 

Bill  on  Transfer  of  Tissue 
Will  Clear  Up  Legal  Points 

The  idea  of  transferring  tissue  began  to  take  hold  with 
a mild  acceptance  by  physicians  and  the  public  shortly 
before  World  War  I,  with  the  beginning  of  the  trans- 
fusion of  blood.  Following  World  War  II,  the  first  suc- 
cessful series  of  arterial  homotransplantations  were  carried 
out  in  man,  and  during  the  Korean  conflict,  transplants  of 
various  types  were  utilized  in  treating  war  injuries.  Physi- 
cians are  acutely  aware  of  the  great  strides  made  in  recent 
years  in  transplanting  skin,  bone  tissue,  eyes,  and  vessels. 
Progress  is  always  accompanied  by  certain  hurdles  to  be 
overcome — a very  important  one  in  this  area  being  the 
legal  availability  of  donor  material. 

House  Bill  264,  known  as  the  "Tissue  Bill,”  presently 
pending  in  the  Texas  Legislature,  concerns  the  transfer  of 
tissue.  Texas  happens  to  be  one  of  those  states  where  the 
law  is  not  clear  as  to  whether  a person  has  a right  to 
donate  parts  of  his  body  by  will  or  otherwise,  and  if 
he  does  so,  there  is  no  assurance  his  desire  will  be  upheld 
by  our  courts  or  nullified  if  objected  to  by  his  next-of-kin. 
We  have  no  statute  specifically  providing  for  disposition 
of  bodies  or  parts  thereof,  nor  one  prohibiting  it,  and 
very  little  case  law.  And  while  there  is  no  right  of 
property,  as  such,  in  the  dead  body  of  a human  being, 
there  does  seem  to  rest  in  the  surviving  spouse  the  "right 
of  control  and  possession  of  the  body.”  In  one  case  it  was 
held  that  the  wishes  of  the  spouse  should  be  and  are 
generally  considered  by  the  courts  as  paramount  if  the 
parties  were  living  in  a normal  relation  of  marriage. 

This  cloudy  or  confused  state  of  law  is  not  confined  to 
the  United  States.  Prior  to  1952  in  Great  Britain,  a dead 
body  was  classified  in  law  as  belonging  to  no  one,  and, 
consequently,  it  was  illegal  to  bequeath  parts  of  it.  How- 
ever, under  the  present  British  law,  eyes  may  be  taken 
promptly  after  death  if  there  is  no  objection  from  the 
deceased  prior  to  his  death  or  the  next-of-kin.  Also,  they 
can  be  bequeathed,  either  in  a written  statement  or  orally 
in  the  presence  of  two  witnesses.  Holland  and  Spain  secure 
donor  material  either  by  bequest  of  the  deceased  or  consent 
of  the  next-of-kin.  Brazil  obtains  donor  tissue  from  bodies 
of  unclaimed  dead.  Ample  donor  material  is  available  in 
Czechoslovakia  as  it  is  in  Austria.  Autopsies  in  Austria  can 
be  performed  3 hours  after  death  whenever  the  head  of 
a hospital  department  considers  a case  unclear  in  diagnosis 
or  scientifically  interesting,  and  the  surviving  family  of 
the  dead  cannot  prevent  the  autopsy.  France’s  law  is  simi- 
lar in  that  prompt  excision  of  eyes  from  the  dead  can 
be  done  in  certain  specified  hospitals,  even  in  the  absence 
of  permission  from  the  next-of-kin  if  the  medical  director 


is  of  the  opinion  a scientific  or  therapeutic  purpose  will 
be  served;  Tunis  and  Morocco  have  a similar  law. 

Canada  vests  the  right  of  possession  in  the  nearest  mem- 
ber of  the  family,  and  consent  is  required  even  though  a 
bequest  is  made.  In  such  cases,  consent  also  is  necessary  in 
West  Australia,  Syria,  South  Africa,  and  Lebanon.  In  Iran 
the  bodies  of  paupers  without  family  supply  donor  material. 
Sweden  requires  the  consent  of  the  deceased  or  his  nearest 
family.  Refusal  of  the  next-of-kin  to  permit  enucleation 
from  the  dead  seems  to  be  a primary  reason  for  the  un- 
availability of  tissue  in  Venezuela,  and  in  India  because  of 
superstition  and  sentiment,  it  is  not  permitted  to  any 
great  extent.  Of  particular  interest  was  the  fact  that  our 
newest  state,  Alaska,  has  by  recent  legislation  authorized 
the  removal  of  bequeathed  eyes  without  the  signature  of 
the  nearest  members  of  the  family. 

H.  B.  264,  if  enacted,  will  provide  that  any  inhabitant 
of  this  state  of  legal  age  and  of  sound  mind,  by  his  will  or 
by  other  written  instrument,  may  arrange  for  or  prescribe 
for  the  disposition  to  be  made  after  death  of  his  body  or 
any  organ,  member,  or  part  thereof.  The  tissue,  however, 
must  be  transferred  for  the  purpose  of  advancing  medical 
science  or  for  the  replacement  or  rehabilitation  of  diseased 
or  worn-out  organs,  members,  or  pans  of  bodies  of  living 
humans.  It  also  will  provide  that  the  donor,  should  he 
wish  to  do  so,  may  change  his  mind  prior  to  death  and 
revoke  the  bequest.  No  particular  form  or  words  are  neces- 
sary or  required  for  the  bequest,  donation,  or  authoriza- 
tion so  long  as  the  instrument  conveys  the  clear  intention 
of  the  purpose  of  the  person  making  it.  A clause  of  interest 
to  physicians  is  that  civil  and  criminal  liability  is  not  im- 
puted for  the  removal  of  organs  or  parts  of  the  body  so 
long  as  the  donor  has  executed  a valid  written  agreement. 

It  is  hoped  this  tissue  bill  will  be  passed  by  our  present 
Legislature  so  that  the  conflicts  between  scientific  need, 
the  law,  and  the  wishes  of  the  public  will  be  resolved 
legally. 

— Philip  R.  Overton,  LL.B.,  Austin. 


Medical  Subjects  Continue 
Important  in  Legislature 

Committee  hearings  had  been  held  on  a number  of 
health  bills  and  a variety  of  others  had  been  introduced 
into  one  or  the  other  of  the  houses  of  the  Texas  Legisla- 
ture as  this  Journal  went  to  press.  Status  of  the  bills  which 
had  been  considered  or  were  scheduled  for  consideration  by 
the  Council  on  Medical  Jurisprudence  of  the  Texas  Medi- 
cal Association  at  press  time  follows; 

Approved  by  Council 

Among  the  measures  approved  by  the  Council  on  Medi- 
cal Jurispnidence — 

S.  B.  125  (to  revamp  the  antiquated  food  and  drug  act) 
awaited  the  setting  of  a hearing  by  the  Public  Health 
Committee. 

H.  B.  264  (to  permit  donation  and  bequest  of  human 
bodies  and  organs — tissue  bill)  was  reported  favorably 
February  18  by  the  Public  Health  Committee  of  the  House. 
It  was  passed  by  the  House  March  4. 

H.  B.  421  (to  recodify  tuberculosis  stamtes)  was  set 
for  a hearing  in  the  Committee  on  State  Hospitals  and 
Special  Schools  of  the  House  on  March  10. 

S.  B.  163  (to  improve  the  method  of  delayed  registra- 
tions of  birth)  was  awaiting  the  setting  of  a hearing  in 
the  Senate  Jurisprudence  Committee. 
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S.  B.  164  (to  change  the  birth  certificate  in  the  interest 
of  the  illegitimate  child)  awaited  the  setting  of  a hearing 
by  the  Senate  Jurisprudence  Committee. 

S.  B.  162  (to  provide  for  registration  of  marriages  and 
divorces)  awaited  the  setting  of  a hearing  in  the  Senate 
Jurisprudence  Committee. 

S.  B.  88-H.  B.  298  (to  amend  the  Board  of  Nurse  Ex- 
aminers' law)  was  reported  favorably  by  the  House  State 
Affairs  Committee  on  February  16  and  by  the  Senate  Pub- 
lic Health  Committee  on  February  25. 

S.  B.  73-H.  B.  240  and  S.  B.  74-H.  B.  239  (both  per- 
taining to  the  basic  science  act)  were  reported  favorably 
by  the  Public  Health  Committees  of  the  Senate  on  February 
17  and  of  the  House  on  February  25. 

S.  B.  206  (to  permit  coordination  of  city  and  county 
health  programs)  was  to  have  a hearing  March  16  by  the 
State  Affairs  Committee  of  the  Senate. 

H.  B.  204-S.  B.  121  (to  require  licensing  of  hospitals 
with  certain  exceptions)  was  reported  favorably  by  the 
Public  Health  Committees  of  both  House  and  Senate. 

S.  B.  28  (to  provide  for  a medical  examiner  system) 
was  in  subcommittee  for  further  study  after  a hearing  by 
the  Senate  State  Affairs  Committee  on  February  25. 

S.  B.  123-H.  B.  488  (to  amend  the  present  pharmacy 
law)  was  reported  favorably  by  the  Public  Health  Commit- 
tee of  the  House  on  March  4. 

S.  B.  124-H.  B.  556  (to  regulate  dangerous  drugs)  had 
not  been  set  for  hearing  by  Public  Health  Committees  of 
either  house. 

S.  B.  151-H.  B.  487  (to  amend  narcotics  laws)  was  re- 
ported favorably  by  the  Senate  Jurisprudence  Committee  on 
March  2 and  the  House  Public  Health  Committee  on 
March  4. 

S.  B.  245  (to  provide  a penalty  for  encouraging  persons 
under  age  19  to  use  narcotics)  and  S.  B.  244  (to  provide 
a penalty  for  employing  persons  under  age  19  in  traffick- 
ing narcotics)  were  pending  in  the  Jurisprudence  Com- 
mittee. 

S.  B.  250  (to  authorize  school  boards  to  insure  smdent 
athletes  against  bodily  injuries)  awaited  the  setting  of 
hearings  by  the  Senate  Committee  on  Education. 

H.  B.  612  (to  provide  a special  program  for  preschool 
children  with  a hearing  loss)  was  referred  to  the  House 
Committee  on  Education. 

H.  B.  364  (pertaining  to  judicial  restoration  of  persons 
previously  adjudged  mentally  incompetent)  was  referred  to 
the  Committee  on  Judiciary. 

S.  B.  158-H.  B.  395  (to  modernize  the  law  pertaining 
to  nonprofit  corporations,  including  Blue  Cross,  primarily 
relating  to  investment  regulations)  was  reported  favorably 
by  the  Senate  Insurance  Committee.  A House  hearing  was 
set  for  March  10. 

Opposed  by  Council 

Disapproved  by  the  Council  on  Medical  Jurisprudence — 

H.  B.  42  (to  certify  psychologists)  was  in  the  State 
Affairs  Committee  of  the  House  awaiting  the  setting  of  a 
hearing. 

S.  B.  63  (to  remove  jurisdiction  from  local  school  boards 
to  decide  whether  smallpox  vaccination  should  be  a pre- 
requisite for  admission)  was  considered  in  a hearing  before 
the  Senate  Public  Health  Committee  on  February  25,  at 
which  Dr.  J.  M.  Coleman  of  Austin  presented  the  opinion 
of  medicine  as  to  the  disease,  and  was  scheduled  for  a 
second  hearing  March  9. 

S.  B.  228  (to  direct  the  Board  of  Medical  Examiners  to 
issue  licenses  to  physicians  practicing  in  state  hospitals 
when  qualified)  was  awaiting  referral. 


H.  B.  213  (to  permit  nonprofit  corporations  or  associa- 
tions to  employ  physicians  on  a salary  or  commission  or 
other  basis  with  charges  for  his  services  being  paid  to 
the  corporation  or  association)  was  in  the  Public  Health 
Committee  of  the  House  awaiting  the  setting  of  a hearing. 

S.  B.  77  (to  regulate  radiation  exposure  to  radioactive 
materials  and  radiation  producing  equipment)  was  in  a 
subcommittee  of  the  State  Affairs  Committee. 

H.  B.  76  (to  provide  for  a central  licensing  department 
for  deposit  of  examining  funds,  including  basic  science, 
chiropody,  dentistry,  chiropractic,  nurse,  licensed  vocational 
nurse,  optometry,  pharmacy,  and  others)  was  referred  to 
subcommittee  after  a hearing  March  4 by  the  State  Affairs 
Committee. 

S.  B.  231  (to  prohibit  accident  or  sickness  insurance 
carrying  a provision  by  which  payment  of  claims  would 
be  predicated  on  membership  of  the  physician  in  a county 
medical  society)  was  referred  to  the  Committee  on  In- 
surance. 

Not  Acted  on  by  Council 

Of  interest  to  the  medical  profession  but  not  yet  acted 
on  by  the  Council  on  Medical  Jurisprudence — 

S.  B.  215-H.  B.  464  (to  finance  the  Commission  on 
Alcoholism)  were  in  the  State  Affairs  Committees  of  Sen- 
ate and  House  awaiting  the  setting  of  hearings. 

H.  B.  46l  (to  authorize  establishment  of  custodial  in- 
stimtions  for  persons  afflicted  with  cerebral  palsy ) was 
pending  in  the  State  Affairs  Committee. 

H.  B.  473  (to  permit  public  health  center  buildings  in 
counties  of  more  than  100,000  population)  was  pending 
in  the  Committees  on  Counties. 

H.  B.  500  (pertaining  to  care  of  the  mentally  ill)  was 
referred  to  the  Committee  on  Judiciary. 

H.  B.  294  (to  authorize  Texas  to  enter  into  an  inter- 
state compact  on  mental  health)  was  referred  to  the  Com- 
mittee on  Interstate  Cooperation. 

H.  B.  535  (to  establish  a state  school  for  the  mentally 
retarded  in  the  Gulf  Coast  area)  was  referred  to  the 
Committee  on  State  Affairs. 

H.  J.  R.  39  and  H.  B.  532  (to  permit  Lamar  County 
through  a countywide  election  to  constimte  itself  a hospital 
district  for  the  care  of  its  indigent)  were  referred  to  the 
Constitutional  Amendments  and  Counties  Committees  of 
the  House. 

S.  B.  114-S.  B.  102-H.  B.  303  (to  validate  creation  of 
a countywide  hospital  district  for  El  Paso  County)  were 
reported  favorably  by  committees,  and  H.  B.  302  was 
passed  and  signed  by  the  Governor  on  February  23. 

H.  B.  95  (to  define  the  composition,  duties,  and  re- 
sponsibilities of  the  Board  for  Texas  State  Hospitals  and 
Special  Schools)  was  referred  to  subcommittee  after  a 
hearing  March  3 by  the  State  Hospitals  and  Special 
Schools  Committee.  The  Council  on  Medical  Jurisprudence 
took  no  action  pending  revision  of  a section  of  the  bill  on 
outpatient  care. 

H.  B.  406  (to  establish  a medical  school  in  Bexar  Coun- 
ty) was  referred  to  the  Committee  on  Appropriations. 

H.  B.  9-S.  B.  13  (to  establish  a medical  school  in  Bexar 
County)  and  H.  B.  63-S.  B.  12  (to  establish  a medical 
school  in  Travis  County)  had  been  considered  in  a com- 
mittee hearing  and  were  referred  to  a subcommittee  for 
further  study. 

The  Council  on  Medical  Jurisprudence  took  no  action 
on  the  new  medical  school  bills  as  the  House  of  Delegates 
is  on  record  favoring  a new  medical  school  in  Bexar  County. 

S.  B.  135  (to  authorize  the  University  of  Texas  to  add 
buildings  at  the  Medical  Branch)  was  referred  to  the  Com- 
mittee on  Finance. 
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H.  C.  R.  37  (to  have  the  Commission  on  Higher  Edu- 
cation study  the  problems  that  would  be  encountered  in 
making  the  Medical  Branch  at  Galveston  the  finest  in  the 
land)  was  referred  to  the  Committee  on  State  Affairs. 

S.  B.  273  (enabling  legislation  for  the  constitutional 
amendment  relating  to  vendor’s  medical  care  approved  last 
November)  was  introduced  March  4,  replacing  H.  B.  37- 
S.  B.  196. 


Keogh-Simpson  Bill  Moves  Forward 

Probably  most  important  recent  development  of  interest 
to  Texas  physicians  in  legislation  pertaining  to  medical 
matters  currently  under  consideration  in  the  national  Con- 
gress is  favorable  approval  by  the  House  Ways  and  Means 
Committee,  with  no  amendments,  of  the  Keogh-Simpson 
bill  during  February.  Thus  the  way  was  cleared  for  early 
floor  action,  and  the  bill  is  gaining  new  support  in  the 
Senate  at  the  same  time,  the  American  Medical  Association 
reports. 

The  Keogh-Simpson  bill  would  allow  the  self-employed, 
including  doctors,  to  set  aside  10  per  cent  of  gross  adjusted 
income  up  to  $2,500  when  paid  into  retirement  plans. 
Maximum  set  aside  in  any  lifetime  would  be  $50,000. 
Leader  in  the  campaign  for  enactment  is  the  American 
Thrift  Assembly,  of  which  the  American  Medical  Associa- 
tion is  a member.  Treasury  protest  continued  because  pas- 
sage of  the  bill  would  cut  income  needed  when  budget 
balancing  is  already  a problem. 

A Senate  bill  (S.  J.  Res.  41)  backed  by  58  senators  of 
both  parties  and  calling  for  an  Institute  for  International 
Medical  Research  received  endorsements  from  American 
medicine  and  leading  medical  scientists  during  recent  hear- 
ings by  the  Labor  and  Public  Welfare  Committee.  Dr. 
Gunnar  Gundersen,  AMA  president,  addressing  the  com- 
mittee, recommended — among  other  points — that  due  care 
be  taken  not  to  "rob”  other  countries  of  experts  in  medical 
care  and  scientific  research  through  support  grants  not 
geared  to  salary  differentials. 

When  Representative  Aime  J.  Forand  (D.,  Rhode  Is- 
land) introduced  his  new  social  security  bill  (H.  R.  4700) 
late  in  February,  the  AFL-CIO  called  for  immediate  hear- 
ings. The  bill  offers  hospital  and  surgical  care  to  OASDI 
beneficiaries  and,  in  comparison  with  last  year’s  version 
( H.  R.  9467 ) , permits  wider  choice  of  doctor. 

During  February,  the  Defense  Department  sent  to  Con- 
gress legislation  proposing  the  extension  of  the  $100  per 
month  special  pay  for  physicians  in  the  armed  services, 
which  otherwise  would  expire  on  June  30. 

Driven  forward  by  Chairman  Carl  Vinson  of  the  House 
Armed  Services  Committee,  legislation  to  extend  the  regu- 
lar and  doctor  drafts  4 years  rolled  through  the  House. 
However,  indications  were  that  the  Senate  would  take  its 
time  in  consideration  of  this  measure. 

The  Senate  Labor  and  Welfare  Committee,  under  lead- 
ership of  Chairman  Lister  Hill  (D.,  Alabama),  demon- 
strated its  interest  in  legislation  for  the  aged.  A subcom- 
mittee will  make  a full  year’s  study  of  problems  of  the 
aged,  including  medical  aspects. 

Texas’  junior  Senator  Ralph  Yarborough  of  Austin  is 
supporting  establishment  of  a new  Veterans  Administration 
hospital  in  South  Texas. 

Nine  general  areas  of  interest  to  health  insurance  are 
included  in  legislation  thus  far  introduced.  Headed  by 
proposals  to  provide  government-sponsored  medical  pay- 
ment benefits  under  the  social  security  system  for  persons 
over  65,  they  also  include  bills  providing  for  health  insur- 
ance programs  for  federal  civil  service  employees. 


EDUCATION 

Medical  School  Facilities 
Evaluated  in  Recent  Reports 

Bills  concerning  the  appropriation  of  funds  for  the  ex- 
isting state  supported  medical  schools  and  teaching  insti- 
mtions  and  for  the  establishment  of  an  additional  medical 
school  have  been  brought  before  the  present  state  legis- 
lature. In  view  of  these  bills,  several  studies  of  the  pres- 
ent medical  education  facilities  become  important.  Included 
among  these  are  the  report  of  the  Committee  of  75,  the 
Hamilton  study,  and  the  Texas  Commission  on  Higher  Edu- 
cation recommendations. 


University  of  Texas  Medical  Branch 

The  University  of  Texas  Committee  of  75,  a citizens’ 
group,  reported  that  the  University  of  Texas  Medical 
Branch  at  Galveston  is  less  than  satisfactory  in  terms  of 
quality  standards  used  in  their  report.  The  committee  be- 
lieves that  the  school  does  not  rank  in  the  upper  half  of 
the  82  four-year  medical  schools  in  the  United  States. 

Among  the  points  brought  out  by  the  report  concerning 
the  Medical  Branch  are  the  following; 

1.  The  present  physical  plant  is  unsatisfactory.  Not  only 
is  there  shortage  of  space  for  student  and  research  labora- 
tories, library  and  teaching  areas,  and  animal  quarters,  but 
a sizable  part  of  the  space  now  in  use  is  obsolete  and  needs 
to  be  modernized  or  replaced.  It  was  estimated  that  be- 
tween $8,000,000  and  $10,000,000  is  needed  for  plant 
improvement. 

2.  The  quality  and  variety  of  clinical  material  available 
for  teaching  are  inadequate. 

3.  In  appraising  the  faculty,  the  committee  felt  that 
there  are  too  few  members  of  the  faculty  to  teach  effec- 
tively the  present  number  of  students.  The  faculty  also 
would  not  qualify  as  superior. 

4.  The  school  is  not  attracting  enough  superior  smdents. 
This  seems  to  result  in  part  from  the  general  quality  of 
the  program  offered,  but  it  is  also  a result  of  the  regental 
policy  of  admitting  only  residents  of  Texas. 

5.  During  much  of  the  period  covered  by  the  study  the 
school  has  lacked  leadership  which  unified  its  staff  to  pur- 
sue the  objectives  sought. 

6.  The  principal  circumstance  hampering  the  develop- 
ment of  a high  quality  program  at  the  Medical  Branch  is 
the  lack  of  adequate  clinical  material  in  the  Galveston 
area.  The  population  of  Galveston  has  been  increasing  at 
only  a moderate  rate  and  hence  the  present  situation  is 
not  likely  to  be  remedied  by  growth  in  the  community  in 
the  foreseeable  future. 

7.  The  attainment  of  the  higher  quality  levels  at  the 
Medical  Branch  will  require  a sharp  reduction  in  the  size 
of  the  entering  class,  the  provision  of  a greater  volume  and 
variety  of  clinical  material,  and  the  provision  of  larger  and 
more  efficient  physical  facilities. 

The  Committee  of  75  made  the  following  recommenda- 
tions concerning  the  Medical  Branch:  Classes  be  limited  to 
from  80  to  100  students;  the  proper  volume  and  variety 
of  clinical  material  be  provided;  the  physical  plant  be 
brought  to  first  class  quality;  the  faculty  be  strengthened; 
the  over-all  program  of  the  Medical  Branch  be  made 
stronger  by  a new  and  closer  working  relationship  with 
the  other  medical  units  of  the  university  system;  and  the 
city  and  county  of  Galveston  and  other  counties  and  mu- 
nicipalities served  by  the  Medical  Branch  hospital  shoulder 
a reasonable  share  of  the  cost  involved  in  the  care  of  their 
indigent  patients  at  the  Medical  Branch. 
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Southwestern  Medical  School 

As  for  the  status  of  the  University  of  Texas  Southwestern 
Medical  School  in  Dallas,  the  Committee  of  75  believes 
that  the  quality  of  operation  does  not  at  the  present  time 
place  the  school  in  the  upper  half  of  medical  schools  in 
the  United  States,  but  that  it  deserves  a rating  of  "satis- 
factory” by  a narrow  margin. 

The  following  points  were  brought  out  by  the  committee 
concerning  the  school ; 

1.  The  school  is  not  attracting  a sufficient  number  of 
outstanding  students. 

2.  The  full-time  staff  of  the  school  is  relatively  young 
and  newly  organized.  Most  of  the  men  are  engaged  in 
some  form  of  research  activity  and  a number  show  prom- 
ise for  a future  of  distinction. 

3.  Morale  in  the  school  and  professional  community  of 
Dallas  regarding  the  school  is  high. 

4.  The  physical  plant  of  the  school  is  new.  The  basic 
science  building,  which  opened  in  1955,  is  modern,  well 
designed,  and  well  adapted  for  its  present  use.  A new 
clinical  sciences  building  was  occupied  for  the  first  time 
in  September,  1958. 

5.  The  physical  plant  provides  at  present  adequate  fa- 
cilities for  research.  A good  basic  library  has  been  organ- 
ized. 

6.  Clinical  material  is  provided  by  the  550-bed  Parkland 
Hospital,  which  was  built  and  is  operated  by  the  Dallas 
Hospital  District.  By  contract  with  the  school,  heads  of 
the  clinical  departments  in  the  medical  school  are  also 
heads  of  the  departments  in  the  hospital.  Additional  clin- 
ical facilities  include  the  Veterans  Administration  Hospital, 
Children’s  Hospital,  Old  Parkland  Hospital,  and  Veterans 
Administration  Hospital  in  McKinney. 

Recommendations  made  by  the  committee  for  the  school 
include  bringing  the  standards  up  somewhere  between  the 
superior  and  outstanding  quality  levels;  in  the  future, 
taking  care  to  maintain  the  excellent  balance  which  now 
exists  between  the  faculty,  facilities,  and  students  to  be 
served;  providing  additional  space  for  laboratory  courses, 
library,  and  animal  areas;  admitting  a limited  number  of 
superior  out-of-state  students  as  one  means  for  improving 
the  over-all  quality  of  the  student  body.  Also,  there  is 
need  for  student  housing  in  the  area  of  the  school  and 
for  an  auditorium  of  sufficient  size  to  hold  the  entire 
student  body,  reports  the  committee. 

M.  D.  Anderson  Hospital  and  Tumor  Institute 

The  quality  of  the  M.  D.  Anderson  Hospital  and  Tumor 
Institute  is  good  and  is  improving,  according  to  the  Com- 
mittee of  75.  It  is  between  satisfactory  and  superior.  The 
following  statements  were  made  by  the  committee  con- 
cerning the  institute: 

1.  In  terms  of  quality  of  the  staff  at  the  institution,  it 
is  being  strengthened.  The  competitive  position  of  the  in- 
stitute in  attracting  men  of  recognized  ability  and  promise 
has  improved  greatly  in  the  last  few  years. 

2.  The  smdents  come  from  several  states  and  foreign 
countries.  Although  their  quality  seems  to  be  satisfactory, 
the  hospital  has  not  attained  a reputation  that  attracts  the 
outstanding  students  in  this  category  in  the  country. 

3.  The  physical  plan  of  the  M.  D.  Anderson  Hospital  is 
of  the  most  modern  construction  and  of  advanced  design 
and,  according  to  the  committee,  one  of  the  finest  plants 
for  its  purpose  in  the  world. 

4.  There  is  an  adequate  volume  and  variety  of  clinical 
material  available  to  the  institution  for  the  attainment  of 
its  objectives  in  research  and  education.  There  is  a small 
instimtional  library  which  is  well  housed. 


The  committee  recommended  that  the  over-all  quality  of 
the  institute  be  raised  to  the  outstanding  level,  that  atten- 
tion be  raised  to  measures  which  will  result  in  the  recruit- 
ment and  development  of  a staff  capable  of  conducting 
outstanding  research,  that  research  funds  be  enlarged  as 
the  staff  develops  the  capability  to  use  the  additional  funds 
effectively,  and  that  continuing  efforts  be  made  to  attract 
gifted  research  students. 

Postgraduate  School  of  Medicine 

The  program  of  the  University  of  Texas  Postgraduate 
School  of  Medicine  of  Houston  has  never  developed  in  the 
manner  intended  by  the  board  of  regents  and  would  clearly 
rate  as  "less  than  satisfactory,”  the  Committee  of  75  states. 

The  school  has  never  had  adequate  support.  This  lack 
of  support  has  been  manifested  in  two  ways:  failure  of  the 
Legislamre  to  appropriate  funds  for  the  operation  of  the 
school,  and  failure  to  evolve  clear-cut  operating  policies 
for  the  school. 

The  conditions  which  exist  at  the  Postgraduate  School  as 
seen  by  the  committee  are  as  follows: 

1.  Teaching  facilities  are  the  various  accredited  hospitals 
which  have  contractual  agreements  with  the  school.  These 
hospitals  have  been  accredited  by  the  Joint  Commission 
on  Accreditation  of  Hospitals. 

2.  Research  facilities  at  the  M.  D.  Anderson  Hospital 
and  in  the  various  affiliated  hospitals  are  available  to  some 
of  the  members  of  the  medical  faculty  of  the  Postgraduate 
School.  Research,  however,  is  the  concern  of  the  school 
only  in  the  sense  that  it  contributes  to  its  educational 
program. 

The  committee  believes  that  the  objectives  of  the  com- 
ponent of  the  University  of  Texas  are  important  and  worth 
while  and  the  program  should  be  brought  up  to  the 
superior  quality  level.  Given  proper  support,  financial  and 
otherwise,  this  school  can  offer  the  University  of  Texas 
an  opportunity  to  attain  a position  of  leadership  in  the 
field  of  graduate  and  postgraduate  medical  education. 

Hamilton  Report 

The  Hamilton  report,  an  independent  study  of  the  Uni- 
versity of  Texas  Medical  Branch,  revealed  that  the  large 
number  of  separate  buildings,  spread  widely  over  the 
34  acre  site  of  the  Medical  Branch  in  Galveston,  results 
in  excessive  travel  time  and  a lack  of  interdepartmental 
coordination.  Many  activities  are  housed  in  buildings  which 
are  substandard  because  they  are  not  fire-resistive  and 
are  in  poor  condition,  according  to  the  report. 

The  proposed  master  plan  of  improving  the  facilities  of 
the  Medical  Branch  made  in  the  Hamilton  Report  include 
the  addition  of  the  following:  (1)  a central  administra- 
tion building  housing  the  library,  autopsy  and  morgue 
suite,  and  class  and  seminar  rooms;  (2)  auditorium;  (3) 
basic  science  addition  and  animal  quarters;  (4)  John  Sealy 
Hospital  addition  for  the  hospitality  shop,  additional  space 
for  administration,  and  lobby;  (5)  outpatient  addition; 
(6)  clinical  diagnostic  building;  (7)  central  service  build- 
ing; (8)  rehabilitation  and  maintenance  building;  (9) 
central  air-cooling  equipment  building;  (10)  recreation 
facilities  for  faculty  and  students;  (11)  parking  facilities. 

Texas  Cammission  on  Higher  Education 

In  a Texas  Commission  on  Higher  Education  report  to 
state  budget  offices  and  legislature,  the  commission  had 
the  following  to  say  about  the  establishing  of  an  additional 
tax-supported  medical  school: 
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In  addition  to  the  need  for  continued  and  increased 
financial  support  for  medical  education,  the  need  exists 
for  a better  balance  among  programs  and  improved  qual- 
ity in  all  higher  education  offerings  in  order  that  these 
institutions  do  not  lead  to  a further  deterioration  in  the 
availability  of  potential  medical  students. 

The  Hamilton  report,  the  commission  pointed  out,  de- 
veloped an  immediate  plan  for  the  Medical  Branch  calling 
for  new  construction  and  remodeling  in  the  next  5 years 
amounting  to  about  $10,500,000.  In  addition,  a long-term 
plan  for  the  following  two  decades  calls  for  a further  ex- 
penditure of  $4,500,000.  These  recommendations  were 
based  on  the  assumption  that  the  size  of  the  entering  class 
would  be  reduced  from  160  to  100.  Although  significant 
improvement  in  the  medical  education  and  related  programs 
at  the  Medical  Branch  could  be  expected,  the  fact  remains 
that  if  these  recommendations  are  actually  effected,  the 
establishment  of  a proposed  new  medical  branch  with  an 
entering  class  of  100  would  provide  a net  gain  of  only  40 
medical  smdents  to  enter  classes  each  year. 

The  cost  of  constructing  and  equipping  a new  medical 
school  could  run  as  high  as  $20,000,000,  assuming  that  a 
state-owned  teaching  hospital  were  erected.  A total  capital 
expendimre  of  as  much  as  $30,500,000  over  a 7 or  8 
year  period  could  be  involved  (with  an  additional  amount 
of  $4,500,000  spread  over  a longer  period).  Additional 
operating  expenses  of  a significant  amount  also  would  be 
required.  Although  the  capital  outlay  and  higher  level  of 
operating  expenses  could  not  be  charged  entirely  to  medi- 
cal education  programs,  these  sums  would  yield  a relatively 
small  increase  in  the  number  of  medical  school  graduates. 

In  the  view  of  the  cost  of  constructing  and  operating  a 
suitable  teaching  hospital,  the  commission  recommended 
long-range  planning  for  a new  medical  school  facility 
rather  than  immediate  action  to  provide  one  so  that  local 
efforts  can  be  made  to  provide  the  required  teaching  hos- 
pital. 


Postgraduate  Courses 

Myringoplasty,  Houston,  March  26-28. — The  University 
of  Texas  Postgraduate  School  of  Medicine  will  present 
this  course  each  day  from  9 until  5 p.  m.  at  the  Texas 
Medical  Center. 

Fractures  and  Other  Trauma,  Chicago,  April  15-18. — 
The  Chicago  Committee  on  Trauma  of  the  American  Col- 
lege of  Surgeons  will  hold  its  third  annual  postgraduate 
course  in  fractures  and  trauma  at  the  John  B.  Murphy 
Memorial  Auditorium,  50  East  Erie  Street.  Dedicated  to 
the  memory  of  Dr.  Fremont  A.  Chandler,  former  professor 
and  head  of  the  Department  of  Orthopaedic  Surgery  of  the 
University  of  Illinois,  the  course  will  cover  almost  all 
phases  of  trauma.  Outstanding  teachers  from  the  five 
medical  schools  and  chiefs  of  service  of  leading  Chicago 
hospitals,  as  well  as  distinguished  guests  from  other  parts 
of  the  country,  will  speak,  in  addition  to  which  illustrated 
lectures,  audiovisual  presentations,  patient  demonstrations, 
and  question-and-answer  periods  will  be  held.  Registration 
fee:  $75.  Residents,  interns,  and  students  will  be  admitted 
free,  if  a note  of  identification  from  chief  of  service  or 
dean  is  presented.  Further  information  is  available  from; 
Dr.  John  J.  Fahey,  committee  chairman,  1791  W.  Howard 
Street,  Chicago  26. 

Dermatology  and  Syphilology,  New  York,  April  21. — 
The  New  York  University  Postgraduate  Medical  School  is 
presenting  the  second  Howard  Fox  Memorial  Lecture,  to 
be  given  by  Dr.  Louis  A.  Brunsting,  Sr.,  head  of  the  Sec- 
tion of  Dermatology  of  the  Mayo  Clinic  and  professor 


of  dermatology  of  the  Mayo  Foundation,  Rochester,  Minn. 
The  title  of  his  talk  will  be  "Porphyria  Cutanea  Tarda.” 
It  is  slated  for  8 p.  m.  in  the  auditorium  of  Alumni  Hall, 
550  First  Avenue,  New  York. 

Histopathology,  New  York,  May  4-8. — The  New  York 
University  Post-Graduate  Medical  School  will  sponsor  this 
part-time  course,  1 to  4 p.  m.  each  day,  under  direction 
of  Dr.  A.  Marvin  Gillman.  The  course  consists  of  lectures, 
demonstrations,  and  microscopic  study  of  exemplary  ma- 
terial covering  intraocular  inflammation,  pyogenic,  granu- 
lomatous, and  nongranulomatous;  glaucoma  and  hypoten- 
sion; trauma;  intraocular  tumors,  fibroblastic  states;  and 
vascular-metabolic  states.  Further  information  may  be  ob- 
tained from  the  Associate  Dean  of  the  school,  550  First 
Avenue,  New  York  16. 

Ophthalmoscopy,  New  York,  May  4-8. — The  New  York 
University  Post-Graduate  Medical  School  will  sponsor  this 
course,  under  direction  of  Dr.  George  N.  Wise,  part-time 
from  9 a.  m.  to  12  noon  daily.  It  will  include  a study  of 
the  normal  fundus,  congenital  anomalies,  diseases  of  the 
vitreous,  retina,  choroid,  optic  nerve  head,  and  traumatic 
fundus  changes.  Students  are  required  to  bring  their  own 
ophthalmoscopes.  Further  information  is  available  from  the 
Associate  Dean  of  the  school,  550  First  Avenue,  New 
York  16. 

Pediatric  Advances,  Philadelphia,  May  25-29. — ^The  Uni- 
versity of  Pennsylvania  Graduate  School  of  Medicine  and 
the  Children’s  Hospital  of  Philadelphia  are  sponsoring  a 
series  of  short  refresher  courses  during  May  and  June,  of 
which  this  is  one.  Conducted  by  the  staff  of  the  Children’s 
Hospital,  the  curriculum  will  consist  of  clinics,  demonstra- 
tions, and  panel  discussions  in  selected  aspects  of  contempo- 
rary pediatrics  in  which  important  advances  are  being  made. 
Tuition;  $115.  Interested  physicians  are  urged  to  apply  ear- 
ly, since  total  attendance  is  limited.  The  registration  fee  will 
be  refunded  if  the  registrant  later  finds  it  impossible  to 
attend.  Inquiries  should  be  addressed  to  Dr.  Irving  J.  Wol- 
man,  director  of  postgraduate  education.  Children’s  Hos- 
pital of  Philadelphia,  1740  Bainbridge  Street,  Philadelphia 
46. 

Medical  Library  Refresher  Courses,  Toronto,  June  13. — 
The  second  refresher  course  program  sponsored  by  the 
Medical  Library  Association  will  be  given  in  a Saturday 
session  at  the  King  Edward  Sheraton  Hotel,  Toronto,  On- 
tario, Canada,  preceding  the  Association’s  fifty-eighth  an- 
nual convention.  Twelve  courses  will  be  offered.  Enroll- 
ment is  limited  to  50  for  each  session,  and  applications 
will  be  accepted  as  they  are  received.  Advance  registration 
is  required,  the  closing  date  being  May  15.  Further  in- 
formation may  be  obtained  from  Miss  Ruth  Mann,  Mayo 
Clinic  Library,  Rochester,  Minn. 


Law-Science  Shart  Caurses  Draw  Texans 

A number  of  Texans  were  among  200  surgeons,  psychi- 
atrists, and  trial  lawyers  from  all  over  the  nation  who 
participated  in  the  University  of  Texas  Law-Science  Insti- 
mte’s  Febmary  short  courses  in  New  Orleans. 

Dr.  Hubert  Winston  Smith,  both  a physician  and  an 
attorney,  is  institute  director.  Others  on  the  program  were 
Drs.  Arthur  Grollman  and  Ruth  Jackson,  Southwestern 
Medical  School,  Dallas;  and  Drs.  William  H.  Ainsworth, 
John  R.  Derrick,  Donald  Duncan,  Walter  O.  Klingman, 
Stephen  R.  Lewis,  Jr.,  C.  Christopher  Morris,  II,  R.  H. 
Rigdon,  and  Samuel  R.  Snodgrass,  University  of  Texas 
Medical  Branch,  Galveston.  Both  courses  were  jointly 
sponsored  by  the  Institute  and  the  Louisiana  State  Bar 
Association. 
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MEDICAL  MEETINGS 


University  of  Texas  Medical  Branch 

Dr.  Selman  A.  Waksman,  director  emeritus  of  the  Insti- 
tute of  Microbiology  at  Rutgers  University,  gave  the  public 
Meyer  Bodansky  lecture  at  the  University  of  Texas  Medical 
Branch  during  January.  His  subject  was  "Social  Implication 
of  Antibiotics.”  Best  known  for  his  discovery  of  strepto- 
mycin, Dr.  Waksman  received  the  1952  Nobel  Prize  for 
this  discovery. 

Chauncey  D.  Leake,  Ph.D.,  former  executive  director  of 
the  University  of  Texas  Medical  Branch  and  now  assistant 
dean  at  Ohio  State  University,  has  been  named  president- 
elect of  the  American  Association  for  the  Advancement  of 
Science.  He  has  been  a member  of  the  board  of  this  organ- 
ization for  many  years. 

"Medical  Writing”  was  the  subject  of  Dr.  Jacques  P. 
Gray  of  Parke,  Davis  and  Comi>any,  when  he  appeared  as 
guest  speaker  at  the  Medical  Branch  during  February. 

Dr.  H.  Middleton  of  Chepstow,  Wales,  visited  in  Gal- 
veston recently.  He  is  consultant  anesthesiologist  for  plastic 
surgery  and  Burn  Centre  for  Wales  and  was  guest  of  Dr. 
James  Bennett,  resident  in  the  Department  of  Plastic  Sur- 
gery at  the  University  of  Texas  Medical  Branch. 

The  Medical  School’s  chapter  of  Alpha  Omega  Alpha 
held  its  annual  banquet  on  December  3.  Col.  Charles  H. 
Roadman,  gave  the  banquet  address  as  well  as  an  open 
lecture  in  the  afternoon. 

Dr.  Arild  E.  Hansen,  professor  of  pediatrics  and  chair- 
man of  the  department,  has  been  elected  to  the  American 
Board  of  Pediatrics.  Dr.  J.  Fred  Mullins,  professor  of 
dermatology  and  chairman,  has  been  chosen  to  serve  on 
the  board  of  the  National  Foundation  for  Research  in 
Cutaneous  Diseases. 

Charles  AI.  Pomerat,  Ph.D.,  director  of  the  Tissue  Cul- 
ture Laboratory  at  the  Medical  Branch,  gave  the  annual 
Israel  Wechsler  Lecture  at  Mount  Sinai  Hospital,  New 
York. 


Baylor  University  College  of  Medicine 

Four  instructors  at  Brooke  Army  Medical  Center  have 
been  appointed  assistant  professors  of  the  Baylor  Uni- 
versity Graduate  School  through  affiliation  with  the  de- 
partment of  administration  at  the  Army  Medical  Service 
School.  They  are  Lt.  Col.  Elwood  W.  Camp,  Major  Dan  G. 
Kadrovach,  Major  Hasty  Riddle,  and  Major  Warren  L. 
Taylor. 


Eye  Research  Grants  Available 

The  Research  Committee  of  the  National  Society  for  the 
Prevention  of  Blindness  invites  requests  for  research  grants 
in  1959.  Funds  are  available  for  projects  that  may  con- 
tribute to  basic  understanding  of  eye  function  and  pathol- 
ogy or  that  may  improve  methods  of  diagnosis,  treatment 
or  prevention  of  blinding  eye  disease.  Grants  will  be  made 
this  spring  for  requests  received  prior  to  May  1,  and  in- 
quiries can  be  addressed  to  Research  Committee,  National 
Society  for  the  Prevention  of  Blindness,  1790  Broadway, 
New  York  19. 

During  the  past  year,  a grant  of  $4,500  was  awarded  to 
Dr.  Gaynelle  Robertson,  University  of  Texas  Medical 
Branch,  Galveston,  for  a smdy  on  effect  of  electrolytes  on 
eye  tissue  in  ocular  surgery. 


Association  of  American  Physicians,  Surgeons 
To  Assemble  in  Fort  Worth,  April  2-4 

The  socio-economic  aspects  of  medical  practice  will  be 
spotlighted  April  2-4,  when  the  Association'  of  American 
Physicians  and  Surgeons  holds  its  sixteenth  annual  meeting 
of  Assembly  and  delegates.  The  conference  will  be  at  the 
Hilton  Hotel  in  Fort  Worth,  with  Dr.  E.  E.  Anthony  Jr. 
as  chairman. 

Speakers  will  include  Dr.  Mai  Rumph  of  Fort  Worth, 
president;  Dr.  Robert  D.  Moreton  of  Fort  Worth,  president 
of  the  Tarrant  County  Medical  Society;  Dr.  Howard  O. 
Smith  of  Marlin,  President  of  the  Texas  Medical  Associa- 
tion; Dr.  Cyrus  W.  Anderson  of  Denver,  immediate  past 
president  of  the  association;  the  Rev.  George  A.  Taggart 
of  Anderson,  Ind.,  Presbyterian  minister;  Charles  C.  Tan- 
sill,  Ph.D.,  of  Washington,  D.  C.,  professor  of  American 
history  at  Fordham  and  Georgetown  Universities  and 
author  of  10  books  on  American  foreign  policy;  Kent 
Courtney  of  New  Orleans,  publisher  of  The  Independent 
American;  C.  Hamilton  Moses  of  Little  Rock,  past  presi- 
dent of  the  Arkansas  Power  and  Light  Company;  Dr. 
Robert  S.  Green  of  Cincinnati,  director  of  the  Memorial 
Heart  Laboratory  and  Clinics  of  St.  Mary’s  Hospital;  Dr. 
Howard  A.  Nelson  of  Greenwood,  Miss.,  immediate  past 
president  of  the  Mississippi  Medical  Association;  and  Con- 
gressman Bruce  Alger,  Republican  representative  from 
Dallas. 

Dr.  Rumph  will  preside  over  the  assembly  business  ses- 
sion, while  Dr.  Thomas  Parker  of  Greenville,  S.  C.,  Speak- 
er, will  preside  over  the  delegates. 

Physicians  who  are  members  of  their  county  medical 
societies  are  invited  to  attend. 


Top  Speakers,  Awards  Set 

For  SAMA  Convention  in  Chicago 

Scientific  papers  and  exhibits  by  more  than  a score  of 
students,  interns,  and  residents,  as  well  as  presentations  by 
leaders  in  medicine,  will  highlight  the  ninth  annual  con- 
vention of  the  Student  American  Medical  Association  April 
30-May  3 in  the  Sheraton  Hotel  of  Chicago.  In  addition, 
the  group’s  House  of  Delegates  will  meet  April  30  and 
May  3. 

Speakers  will  include  Dr.  Corbett  H.  Thigpen,  Georgia 
psychiatrist  and  co-author  of  "Three  Faces  of  Eve,”  who 
will  discuss  "Multiple  Personality”  and  show  color  film 
sequences  of  the  patient  undergoing  treatment;  Dr.  Alton 
Ochsner  of  New  Orleans,  who  will  speak  on  "Smoking 
and  Its  Relationship  to  Lung  Cancer”;  Dr.  Carl  C.  Byers 
of  Cleveland,  whose  topic  will  be  "He  Who  Laughs — Last”; 
and  Dr.  R.  B.  Robins,  Arkansas  general  practitioner. 

The  SAMA  Photographic  Salon,  a new  feamre,  will  show 
best  medical  and  general  interest  photographs  as  selected 
from  hundreds  submitted  by  physician-photographers  from 
all  over  the  nation,  and  the  SAMA  Woman’s  Auxiliary  will 
hold  its  second  annual  meeting  concurrent  with  SAMA  at 
the  same  hotel.  The  American  Medical  Association  will 
sponsor  the  traditional  reception  honoring  newly  elected 
SAMA  national  officers  as  the  final  event  of  the  meeting. 

SAMA-Lakeside  Laboratories  Awards,  including  cash, 
plaques  and  free  all-expense  trips  to  the  American  Medical 
Association’s  convention  and  the  privilege  of  exhibiting 
in  that  world-famed  scientific  assembly,  will  be  given  for 
best  exhibits  by  students  and  interns  or  residents. 
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Physical  Therapists  Complete 
San  Antonio  Meeting  Plans 

The  state  conference  of  the  Texas  Chapter,  American 
Physical  Therapy  Association,  will  be  held  in  San  Antonio 
at  the  Gunter  Hotel  April  17-19,  in  conjunction  with  the 
annual  session  of  the  Texas  Medical  Association. 

The  convention  will  open  with  a 6 p.  m.  dinner  meeting 
in  the  Texas  Room  on  Friday  night,  followed  by  a hospi- 
tality period  sponsored  by  the  Central  Section  of  the  Texas 
Chapter. 

Formal  registration  will  begin  Saturday  morning  on  the 
Gunter  mezzanine.  A 10  a.  m.  group  discussion,  "How  We 
Can  Improve  Our  Services  to  the  Patient,”  will  be  chair- 
manned  by  Lt.  Col.  Agnes  P.  Snyder,  A.M.S.S.,  Fort  Sam 
Houston. 

Following  luncheon  at  Casa  Rio,  the  group  will  hear  a 
second  panel  discussion,  "Professional  Problems  of  Physical 
Therapists.”  Participants  will  be  Miss  Ruby  Decker,  Gal- 
veston, moderator;  Dr.  Oscar  Selke,  Jr.,  Houston;  Dr.  Louis 
Leavitt,  Houston;  and  Col.  Earl  W.  Brannon,  Jr.,  Lackland 
Air  Force  Base,  San  Antonio. 

A 45-minute  film  program  is  slated  for  later  in  the 
afternoon,  with  cocktails  and  banquet  with  entertainment 
scheduled  from  6:30  until  9 p.  m. 

Sunday  at  9 a.  m.,  the  group  will  hold  a breakfast  in 
the  Gunter  Ballroom,  followed  by  the  annual  business 
meeting. 


Southwest  Allergy  Forum 
Plans  April  Session 

The  twentieth  annual  meeting  of  the  Southwest  Allergy 
Forum,  to  be  held  at  the  Shamrock  Hilton  Hotel  in 
Houston  April  26-28,  will  attract  guest  speakers  from 
across  the  nation,  as  well  as  Texas  doctors. 

Texans  on  the  program  will  include  Dr.  Richard  L.  Et- 
ter  of  Houston,  president;  Dr.  Donald  M.  Gready,  presi- 
dent of  the  Harris  County  Medical  Society;  Drs.  Boen 
Swinny  and  Boen  Swinny,  Jr.,  Galveston;  Dr.  Salmon  R. 
Halpern,  Dallas;  Dr.  S.  H.  Jaros,  Harlingen;  Dr.  T.  S. 
Painter,  Jr.,  Austin;  Dr.  Albert  H.  Unger,  El  Paso;  Drs. 
David  M.  Earl,  Wilson  G.  Brown,  and  J.  M.  Robison,  all 
of  Houston;  Capt.  Hans  Pollack,  Capt.  Robert  E.  Smith, 
and  Dr.  Bernard  T.  Fein,  all  of  San  Antonio.  Among 
chairmen  of  the  various  sessions  are  Dr.  Clyde  F.  Elkins, 
Lubbock,  and  Dr.  James  R.  Holman,  Dallas. 

Among  the  variety  of  topics  to  be  presented  will  be 
panel  discussions  of  allergy  in  infants  and  children,  nasal 
polypi,  food  allergy,  and  unusual  and  personal  problems 
in  allergy. 

A program  of  entertainment  has  been  planned  for  visit- 
ing ladies. 

General  PracHfioners  fo  Hear  Texans 

The  eleventh  annual  scientific  assembly  of  the  American 
Academy  of  General  Practice,  slated  for  April  6-9  in  San 
Francisco,  is  expected  to  draw  7,000  doctors  and  guests. 
The  nation’s  second  largest  medical  association  and  the  only 
American  medical  group  strictly  for  family  doctors,  the 
Academy  is  headed  by  Dr.  Holland  T.  Jackson  of  Fort 
Worth. 

Other  Texans  on  the  program  include  Dr.  Arthur  Groll- 
man.  University  of  Texas  Southwestern  Medical  School, 
Dallas,  who  will  discuss  hypenension;  and  Lt.  Col.  E.  H. 


Vogel,  Fort  Sam  Houston,  who  will  speak  on  immediate 
burn  therapy  by  general  practitioners. 

The  only  national  medical  association  which  requires  its 
members  to  do  continuing  postgraduate  study,  the  academy 
has  scheduled  study  subjects  ranging  from  surgery  and 
public  health  to  animal  diseases  and  immunization  for 
this  meeting.  Climaxing  the  assembly  will  be  a lecture  on 
space  travel  by  Capt.  Norman  L.  Barr,  USN,  presented  by 
closed-circuit  color  television  using  a radically  new  tele- 
casting process.  Its  use  at  the  assembly  will  mark  its  initial 
appearance  on  the  scientific  program  of  a medical  associa- 
tion. 

There  will  be  100  scientific  exhibits,  300  technical  ex- 
hibits, and  presentation  of  10  general  practice  residency 
training  awards  of  $1,000  each.  Dr.  Fount  Richardson, 
Fayetteville,  Ark.,  the  academy’s  president-elect,  will  become 
president. 


Blood  Bankers  Elect  Officers 

Dr.  John  B.  Alsever,  Southwest  Blood  Banks,  Inc.,  of 
Phoenix,  Ariz.,  was  elected  president  when  the  South  Cen- 
tral Association  of  Blcx)d  Banks  held  its  first  annual  meet- 
ing in  Austin  February  6-7. 

Texans  among  the  officers  are  Dr.  Charles  Pelphrey, 
Austin,  vice-president;  Florence  Del  Prete,  Potter  County 
Memorial  Blood  Center,  Amarillo,  reelected  treasurer;  L. 
Ruth  Guy,  Ph.D.,  Dallas,  reelected  secretary;  and  Dr. 
J.  M.  Hill,  Dallas,  Texas  district  director. 

Albuquerque,  N.  Mex.,  was  selected  as  the  I960  annual 
meeting  site,  with  date  to  be  announced  later. 

At  the  Austin  meeting.  Dr.  J.  M.  Hill  of  the  Wadley 
Research  Center,  Dallas,  discussed  "The  Role  of  Research 
in  Blood  Banking”;  Dr.  John  C.  Gibson,  II,  of  Harvard 
Medical  School,  Boston,  discussed  "Blood  Component  Ther- 
apy”; and  the  Texas  State  Department  of  Health’s  K.  C. 
Knolle,  Austin,  described  "New  Developments  in  Sero- 
logic Techniques.”  Luncheon  speaker  was  Dr.  Ralph  M. 
Hartwell  of  New  Orleans. 


Medical  Technologists  Set 
Scientific,  Social  Programs 

Preregistration  is  strongly  urged  for  persons  planning  to 
attend  the  twenty-seventh  annual  convention  of  the  Texas 
Society  of  Medical  Technologists  April  10-11  at  the  Gunter 
Hotel  in  San  Antonio.  Medical  technologists,  students  of 
medical  technology,  and  guests  are  invited. 

The  scientific  program  will  include  an  instrumentation 
seminar  and  will  cover  space  medicine,  tissue  culture, 
coagulation  problems,  endocrinology,  hemolytic  disease  of 
the  newborn,  and  regulations  for  radioisotope  laboratory 
workers.  The  social  program  will  include  a reception,  lunch- 
eon, style  show,  dinner  and  dancing  at  La  Villita,  and 
a historical  tour. 

Further  information  is  available  from  Mrs.  Betty  Bird- 
song, 114  Milford  Drive,  San  Antonio  1. 


American  College  of  Surgeons  District  2 

The  second  Texas  district  of  the  American  College  of 
Surgeons  held  an  all-day  session  March  7 at  the  Hilton 
Hotel  in  San  Antonio.  President  is  Dr.  R.  R.  Nixon,  San 
Antonio. 
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Houston  to  Hove 
Pediatric  Symposium 

The  Baylor  University  College  of  Medicine  Department 
of  Pediatrics  and  the  Division  of  Maternal  and  Child 
Health,  Texas  State  Department  of  Health,  are  presenting 
a pediatric  symposium  March  26-28  in  the  auditorium  of 
Texas  Children’s  Hospital  in  Houston. 

Guest  speakers  will  include  Dr.  A.  H.  Parmalee,  Sr., 
clinical  professor  of  pediatrics,  University  of  Southern 
California;  Dr.  Warren  E.  Wheeler,  chairman  of  the  De- 
partment of  Pediatrics,  Ohio  State  University;  and  Dr. 
John  Caffey,  professor  of  radiology.  College  of  Physicians 
and  Surgeons,  Columbia  University. 

Texas  physicians  on  the  program  include  Drs.  Martha 
Yow,  Russell  J.  Blattner,  Murdina  M.  Desmond,  J.  C. 
Brennan,  Carlos  Vallbona,  George  Salmon,  Joseph  Melnick, 
C William  Daeschner,  Edward  B.  Singleton,  Richard  H. 
Eppright,  and  Fred  M.  Taylor,  all  of  Houston. 


Proctology  Convention  Slated 

The  eleventh  annual  convention  of  the  International 
Academy  of  Proctology  will  be  held  April  5-9  at  the  Plaaa 
Hotel  in  New  York.  An  unusual  seminar  on  praaical 
techniques  for  office  and  hospital  is  being  planned,  and 
there  will  be  special  emphasis  on  anal  and  rectal  panel 
presentations  and  on  newer  treatment  methods,  as  requested 
by  those  who  attended  the  Mexico  City  meeting  in  1958. 
There  will  be  a good  representation  from  Mexico,  and  a 
full  program  is  planned  for  members  of  the  Women’s 
Auxiliary  and  their  guests.^ 


Gill  Spring  EENT  Congress  Set 

The  Gill  Memorial  Eye,  Ear  and  Throat  Hospital  and 
the  Elbyrne  G.  Gill  Eye  and  Ear  Foundation  are  holding 
their  thirty-second  annual  Spring  Congress  April  6-11  in 
the  home  town  of  these  institutions,  Roanoke,  Va.  Open 
to  interested  physicians,  the  program  will  cover  ophthal- 
mology, otology,  rhinology,  laryngoscopy,  maxillofacial 
surgery,  bronchoscopy,  and  esophagoscopy. 

Myasthenia  Gravis  Symposium  Ahead 

The  second  International  Symposium  on  Myasthenia 
Gravis  will  be  held  under  the  joint  auspices  of  the  Myas- 
thenia Gravis  Foundation,  Inc.  of  New  York  and  the  Na- 
tional Instimte  of  Neurological  Diseases  and  Blindness, 
Bethesda,  Md.,  April  18-19  in  Los  Angeles.  Physicians  and 
smdents  may  attend,  and  there  is  no  registration  fee.  Fifty- 
seven  speakers  from  western  Europe,  Canada,  Soviet  Rus- 
sia, and  the  United  States  will  present  their  current  work. 

Phi  Lambda  Kappa  to  Meet 

The  seventh  annual  interim  scientific  meeting  of  Phi 
Lambda  Kappa,  national  medical  fraternity,  will  be  held 
in  Miami  Beach,  Fla.,  April  5-12.  Designed  for  the  benefit 
of  the  general  practitioner,  the  program  will  feamre  papers 
and  symposiums  by  specialists.  All  members  of  the  medical 
and  dental  professions  may  attend,  and  registration  informa- 
tion is  available  from  Dr.  Samuel  L.  Lemel,  1621  Euclid 
Avenue,  Cleveland  14,  Ohio. 


Texas  Radiological  Society  Elects 

Dr.  Herman  C.  Sehested  of  Fort  Worth  was  elected 
1959  president  of  the  Texas  Radiological  Society  when 
that  group  met  in  Dallas  January  30-February  1.  Other 
officers  are  Dr.  Delphin  von  Briesen  of  El  Paso,  president- 
elect; Dr.  Ben  DuBilier  of  Austin,  first  vice-president;  Dr. 
Albert  G.  Barsh  of  Lubbock,  second  vice-president;  and  Dr. 
R.  P.  O’Bannon  of  Fort  Worth,  secretary-treasurer. 

The  next  meeting  of  the  society  will  be  in  Houston  in 
January,  I960. 

Guest  speakers  at  the  Dallas  session  included  Dr.  C. 
Allen  Good,  Mayo  Clinic,  Rochester,  Minn.;  Dr.  Walter 
Murphy,  Roswell  Park  Memorial  Hospital,  Buffalo,  N.  Y.; 
Dr.  Gwilym  S.  Lodwick,  University  of  Missouri,  Columbia; 
Dr.  1.  Steinberg,  Cornell  University,  New  York  City;  Dr. 
'Theodore  A.  Tristan,  University  of  Rochester,  Rochester, 
N.  Y. 

Border  Public  Health  Session  Ahead 

When  the  United  States-Mexico  Border  Public  Health 
Association  holds  its  seventeenth  annual  meeting  in  Browns- 
ville and  Matamoros  March  30  to  April  3,  the  program  will 
include  discussions  on  the  recent  progress  in  public  health 
in  both  countries,  the  activities  of  joint  health  councils  in 
border  communities,  the  epidemiology  and  laboratory  as- 
pects of  arthropod-borne  encephalitides,  the  needs  and  re- 
sources for  the  training  of  public  health  personnel  working 
along  the  border,  the  rabies  problem  in  the  border  area, 
and  the  attentuated  live  poliovirus  oral  vaccine. 

Also  slated  are  meetings  of  six  sections:  maternal -child 
health,  veterinary  public  health,  venereal  diseases,  nursing, 
sanitation,  and  tuberculosis.  There  will  be  simultaneous 
translation  services  designed  for  those  who  do  not  under- 
stand Spanish. 

Texas  Academy  of  Internal  Medicine 

’The  Texas  Academy  of  Internists  met  in  Galveston, 
December  6.  Dr.  E.  L.  Persons,  president  of  the  American 
Society  of  Internal  Medicipe,  was  guest  speaker.  Dr.  James 
V.  Warren,  Dr.  Raymond  Gregory,  and  Dr.  Joseph  Bass 
were  among  the  Medical  Branch  faculty  members  who 
participated  in  the  program.  Dr.  George  R.  Herrmann, 
professor  of  clinical  medicine,  is  vice-president. 

Oklahoma  Extends  Invitation 

The  Oklahoma  State  Medical  Association  has  invited 
members  of  the  Texas  Medical  Association  who  are  unable 
to  attend  the  annual  session  in  San  Antonio  April  18-21 
to  attend  the  Oklahoma  group’s  annual  convention  April 
20-22  in  Tulsa.  There  is  no  registration  fee  for  Texans 
who  can  identify  themselves  as  members  of  the  Texas 
Association. 


American  Goiter  Association  to  Meet 

’The  American  Goiter  Association  will  hold  its  annual 
meeting  April  30-May  2 in  the  Drake  Hotel,  Chicago.  The 
program  will  consist  of  papers  and  discussion  dealing  with 
the  thyroid  gland,  its  physiology,  pharmacology,  pathology, 
and  therapy.  President  of  the  group  is  Dr.  Warren  H. 
Cole  of  Chicago,  and  Dr.  John  C.  McClintock  of  Albany, 
N.  Y.,  as  secretary. 
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DRUG  NOTES 

Daricon  Introduced  for  Ulcers 
And  Gastrointestinal  Disorders 

Daricon  (Pfizer)  is  indicated  in  duodenal,  gastric,  and 
marginal  peptic  ulcer,  ulcerative  colitis,  and  other  gastro- 
intestinal and  genitourinary  disorders.  The  generic  name 
is  oxyphencyclimine  as  the  hydrochloride.  The  dose  is 
usually  10  mg.  twice  a day.  The  drug  is  supplied  in  10  mg. 
tablets.  Chemically,  it  is  l-methyl-4,  5,  6-tetrahydro-2-pyri- 
midyl- methyl -a- cyclohexyl- a -phenylglycolate  HCl.  This 
places  Daricon  in  a class  of  compounds  of  which  the  Ab- 
bott Company’s  Tral  (hexocyclium  methyl  sulfate)  is  a 
close  relative.  Antrenyl  Bromide  (Ciba)  is  similar  while 
Artane  (Lederle),  Kemadrin  (Burroughs  and  Wellcome), 
Elorine  (Lilly),  and  Pathilon  (Lederle)  are  somewhat 
similar. 

A new  synthetic  analgesic  which  is  10  times  more  ef- 
fective than  morphine  and  50  times  more  effective  than 


Table  1. — Brands  of  N-Acetyl-Aminophenol. 


Amdil  (Breon) 

Anelix  (Kirkman) 
Apamide  (Ames) 
Elixodyne  (Lemmon) 
Febrolin  (Buffington) 
Fendon  (A.  P.  C.) 


Lyteca  (Lloyd,  Dabney) 
Metalid  (Columbus) 
Nebs  (Norwich) 
Tempra  (Mead) 

Tylenol  (McNeil) 


codeine  while  being  less  addicting  and  safer  has  been  given 
trial  in  more  than  200  patients.  The  substance  is  NIH 
7519,  devised  by  the  National  Institute  of  Health.  Smith, 
Kline  and  French,  Abbott,  Merck,  New  York  Quinine,  and 
Mallinckrodt  are  companies  considering  its  production.  The 
new  drug  is  exp>ected  to  be  priced  intermediate  to  high. 

Chemically  it  is  related  to  other  narcotics,  being  a heavi- 
er, more  highly  substituted  molecule.  Many  of  our  usable 
narcotics  are  methyl  morphinan  derivatives.  NIH  7519 
is  a benzomorphinan  derivative. 

Madriqid  (Roche)  recently  has  been  introduced.  This  is 
the  best  example  to  date  of  contributing  to  our  "jungle” 
of  trade  names. 

The  psychology  of  the  frequency  of  dose  is  good.  People 
with  acute  infections  constantly  are  aware  of  their  condi- 
tions and  by  taking  only  one  tablet  every  12  hours  feel 
they  are  not  doing  enough  for  their  conditions. 

Although  the  name  is  catchy,  simple,  related,  and  ap- 
propriate to  the  product,  I can  see  no  justification  to  the 
pointless  additional  burden  created  by  coining  a new  name 
for  a new  dose  form.  Madriqid  physicians  will  recognize 
as  merely  Madribon  supplied  in  125  mg.  capsules  to  be 
given  four  times  a day. 

If  physicians  agree  that  assigning  new  names  to  such 
items  is  a nuisance,  they  should  let  the  sales  representatives 
hear  about  it. 

N-Acetyl-para-aminophenol,  Acetaminophen,  the  analges- 
ic, antipyretic  is  appearing  more  and  more  frequently  in 
formulations.  A summary  such  as  that  in  the  accompany- 
ing tables  may  win  some  new  friends  and  at  the  same 


Table  2. — Combinations  of  N-Acetyl-Para-Aminophenol. 


Other  Ingredients 


Manufacturer  Brand 


Acetylcarbromal  

Aspirin,  phenacetin,  caffeine  

Aspirin,  caffeine  

Aspirin,  caffeine  

Aspirin,  caffeine,  codeine  

Butabarbital,  d-amphetamine  sulfate,  aspirin,  salicylamide 

Butabarbital,  d-amphetamine  sulfate,  aspirin,  salicylamide,  atropine, 

hyoscine,  hyoscyamine  

Butabarbital  Sod 

Butabarbital  Sod 

Butabarbital  Sod.,  methamphetamine 

Demerol  

Dihydrocodeinone,  phenylephrine,  pyrilamine,  potassium  guaiacol-sulfonate, 

cough  syrup  base 

Zoxazolamine  (Flexin)  

Flexin,  hydrocortisone  

d-Methorphan,  chlorpheniramine,  phenylephrine  

d-Methorphan,  phenylephrine,  pyrilamine  and  Pot.  guaiacolate 

Methyliso-octenylamide  mucate,  salicylamide  

Methyliso-octenylamide  mucate,  salicylamide,  caffeine 

Neosynephrine,  thenyldiamine,  caffeine 

Phenacetin,  phenylpropanolamine,  phenyltoloxamine  

Phenyltoloxamine,  salicylamide,  dl -amphetamine,  Metropine  

Phenyltoloxamine,  salicylamide,  vitamin  C,  citrus  bioflavonoids, 

caffeine,  amphetamine  

Salicylamide  

Salicylamide,  caffeine,  phenylephrine,  chlorpheniramine, 

phenyltoloxamine,  pyrilamine  

Salicylamide,  codeine,  caffeine  

Salicylamide,  phenobarbital,  caffeine  

Thephorin,  Madribon,  caffeine  

Compiled  from  the  American  Drug  Index,  1959. 


Ames 

Apromal 

Buffington 

Doloro  Compound 

Chicago  Pharm. 

Acetylduo 

Squibb 

Trigesic 

Squibb 

Trigesic  with 
codeine 

Smart 

Prolar 

Smart 

Prolar-B 

Physicians 

Butapap 

Allison 

Nacetyl 

McNeil 

Algoson 

Breon 

Demerol  APAP 

Central 

Codigesic 

McNeil 

Flexilon 

McNeil 

Flexilon-HC 

LaRoche 

Romilar-CF 

Central 

Thormal 

Crystal 

Migrade 

Dumas-Wilson 

Nygram 

Winthrop 

Neosynephrine 

Compound 

Chilcott 

Sinutab 

Strasenburgh 

Acogesic 

Lloyd,  Dabney 

Euphenex 

Columbus 

Pediagesic 

Physicians 

Contramal-CP 

Chicago  Pharm. 

Cylamide 

Chicago  Pharm. 

Cylamide  with 
Phenobarbital 

LaRoche 

Madricidin 
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time  show  staunch  prescribers  even  further  choices  and 
combinations.  The  number  of  formulations  may  be  a gauge 
indicating  an  effective,  trouble-free  agent. 

Sycotrol  (Reed  and  Carnrick)  is  a new  cholinergic 
drug  recently  released  to  relieve  anxiety  and  fears  associated 
with  cardiac  and  gastrointestinal  symptoms.  Dose;  One 
3 mg.  tablet  four  times  a day.  Sycotrol  combined  with 
nerve  blocking  agents  (scopolamine,  methyl  nitrate)  and 
the  antacids  magnesium  and  aluminum  hydroxides  in  the 
form  of  Modutrol  (Reed  and  Carnrick)  is  said  to  "com- 
pletely heal  peptic  ulcer.” 

Sycotrol  is  an  extremely  close  relative  of  Suavatil 
(Merck,  Sharp  and  Dohme).  If  CH2  is  added  to  the 
diethylamino  portion  of  Suavatil  and  then  drawn  into  a 
cyclic  structure,  we  would  have  the  structural  formula  of 
Sycotrol. 

No  generic  name  is  used. 

— Herbert  Schwartz,  M.S.,  Austin. 

OF  GENERAL  INTEREST 

Progress,  Past 
Mingle  in 
San  Antonio 

Historic  San  Antonio,  where  the  shadows  of  the  past 
mingle  with  the  sunshine  of  the  present,  will  be  the  scene 
of  the  ninety-second  annual  session  of  the  Texas  Medical 
Association  and  the  forty-first  convention  of  its  Woman’s 
Auxiliary. 

Because  the  city  is  San  Antonio,  the  days  selected  for  the 
convention  are  those  of  April  18-21:  week  of  the  annual 
Fiesta  de  San  Jacinto,  when  one  of  the  great  carnivals  of 
the  world  is  staged  there. 

Among  Texas’  most  publicized  cities,  San  Antonio  covers 
some  154  square  miles  and  has  a population  of  about 
600,000.  Its  climate  is  semitropical  with  average  mean 
temperatures  ranging  from  50.6  degrees  in  January  to  a 
high  of  84.4  degrees  in  August,  making  it  an  ideal  locale 
for  vacationers  and  retired  persons. 


SHADOWS  OF  THE  PAST 

Much  of  the  charm  of  San  Antonio — like  that  of  New 
Orleans,  San  Francisco,  and  Williamsburg — lies  in  the 
memory  of  its  past. 

Here  is  the  old  stone  Alamo  established  in  1718,  where 
Travis,  Bowie,  Crockett,  and  180  more  died  in  1836,  fight- 
ing what  has  been  called  the  most  heroic  battle  in  all 
history,  with  odds  of  25  to  1.  Here  are  the  four  missions 
and  their  aqueduct,  dating  back  to  1720,  the  era  of  the 
Spanish  conquistadors.  And  here  is  the  rambling  Spanish 
Governors’  Palace,  erected  about  1749,  where  Moses  Austin 
came  in  1820  to  ask  permission  to  bring  a colony  of 
United  States  citizens  into  Spanish  Texas. 

Here  in  the  heart  of  San  Antonio  is  La  Villita,  the 
"little  town,”  a city  block  restoration  of  San  Antonio’s 
earliest  residential  settlement.  First  a crude  Indian  village 
and  then,  in  1722,  an  adobe  dwelling  place  of  soldiers 
attached  to  the  Mission  San  Antonio  de  Valero  (the  Al- 


amo), its  present  restoration  was  begun  in  1939  and  it 
now  houses  little  crafts  shops. 

Also  a well  known  landmark  is  San  Fernando  Cathedral 
on  the  west  side  of  Main  Plaza,  a site  originally  selected 
by  order  of  the  King  of  Spain.  Santa  Anna  used  the  tower 
of  the  then  existing  church  for  observation  during  the 
siege  of  the  Alamo. 

The  importance  of  all  these  landmarks  is  felt  most 
strongly,  of  course,  during  the  annual  Fiesta  de  San  Ja- 
cinto, held  during  the  week  of  April  21,  when  San  An- 
tonians hold  daily  street  and  river  parades  with  elaborate 
floats;  crown  Fiesta  royalty,  attired  in  glittering  robes; 
participate  in  dances,  pageants,  and  parties  of  all  kinds. 
The  concluding  Flambeau  on  the  last  Saturday  night  of  the 
Fiesta  has  been  described  as  the  most  beautiful  lighted 
parade  held  anywhere  in  America. 


GROWING  MEDICAL  CENTER 

One  of  the  most  important  medical  centers  in  the 
Southwest,  San  Antonio  is  indeed  a city  of  hospitals,  and, 
by  1961,  it  will  be  the  home  of  the  nation’s  first  atomic 
age  hospital. 

Brooke  Army  Medical  Center,  the  world’s  largest  military 
medical  installation,  is  engaged  in  training  personnel  in  the 
latest  methods  of  field  medicine,  treating  the  sick  and 
wounded,  and  conducting  medical  research.  Parts  of  this 
center  are  the  2,446  bed  Brooke  Army  Hospital,  which 
has  more  than- MO  clinics  and  separate  medical  service 
activities;  the  Medical  Field  Service  School,  only  Army 
school  for  training  in  field  medicine,  where  nearly  all  Air 
Force  doctors,  dentists,  nurses,  administrative  officers,  and 
enlisted  technicians  are  indoarinated;  and  the  Fourth  Army 
Medical  Laboratory,  which  services  armed  forces  installa- 
tions throughout  the  five  state  area  of  the  Fourth  Army, 
conducting  routine  diagnostic  testing,  producing  serums, 
testing  animal  origin  foodstuffs,  and  making  studies  on 
epidemics. 

Southwest  Foundation  for  Research  and  Education  is  one 
of  the  largest  recipients  of  grants-in-aid  for  medical  re- 


Mission  San  Francisco  de  la  Espada  was  founded 
originally  on  the  Medina  River  and  was  moved  to  San 
Antonio  in  1730  because  of  hostile  Indion  raids. 
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Among  the  attractions  to  physicians  who  attend  the 
annual  session  in  San  Antonio  will  be  (1)  Mission  Phar- 
macol Express,  which  will  make  a round  trip  every  holf 
hour,  stopping  at  the  St.  Anthony,  Gunter,  and  Hilton 
Hotels;  (2)  Arneson  River  Theatre,  located  on  the  San 
Antonio  River,  which  will  be  the  central  reviewing  site 
for  a Fiesta  river  parade  ot  annual  session  time  (tourists 
may  take  boat  rides  on  the  river  or  stroll  along  its 


banks);  (3)  newly  remodeled  Hilton  Hotel  and  Grand 
Ballroom,  headquarters  for  annual  session,  viewed  here 
from  the  Hilton  Inn  Motor  Hotel  across  the  street;  (4) 
Baptist  Memorial  Hospital,  one  of  the  newest  hospitals 
in  the  city;  (5)  headquarters  building  of  the  Air  Force 
School  of  Aviation  Medicine  at  Randolph  Air  Force  Bose; 
(6)  skyline  of  San  Antonio;  and  (7)  the  Alamo,  site  of 
Memorial  Services  during  annual  session  this  year. 


190 


TEXAS  State  Journal  of  Medicine,  MARCH,  1959 


search  from  national  sources  in  this  part  of  the  country. 
A nonprofit  organization,  it  engages  in  basic  research  in 
biomedicine.  The  foundation’s  sister  organization,  South- 
west Research  Institute,  conducts  applied  research  on  many 
problems  relating  to  medicine  and  medical  research,  in- 
cluding medical  instrumentation  and  design.  Staffs  of  these 
two  institutions  total  more  than  600. 

The  other  San  Antonio  medical  institutions  will  also  in- 
terest visiting  members  of  the  Texas  Medical  Association. 
Located  here  are  the  1,000  bed  San  Antonio  State  Tuber- 
culosis Hospital,  the  3,000  patient  San  Antonio  State  Hos- 
pital for  the  mentally  ill,  and  six  city  hospitals:  Nix 
Memorial,  Santa  Rosa,  Medical  Arts,  Baptist  Memorial,  and 
Robert  B.  Green  Hospital. 

Recently  opened  was  the  new  United  States  Air  Force 
Hospital  at  Lackland  Air  Force  Base,  containing  1,000  beds, 
to  which  patients  are  flown  from  all  parts  of  the  world 
for  treatment  and  smdy.  Additions  now  under  construction 
will  double  its  facilities. 

The  Air  Force  School  of  Aviation  Medicine  head- 
quartered at  Randolph  Air  Force  Base  is  famed  for  its 
contributions  to  fundamental  medical  knowledge.  Now 
under  construction  at  Brooks  Air  Force  Base  is  a new  plant 
for  the  Schcx>l  of  Aviation  Medicine. 

Now  being  designed  is  the  new  Southwest  Texas  Meth- 
odist Hospital  to  be  located  in  a northwest  medical  center, 
where  the  proposed  new  San  Antonio  medical  school  also 
would  be  simated. 

This  hospital,  which  already  has  received  national  pub- 
licity, will  be  under  construction  in  the  fall  of  1959.  It 
is  designed  to  withstand  namral  and  man-made  disasters, 
with  its  vital  services  to  be  housed  underground  in  a 
survival  complex.  Though  this  hospital  will  eventually 
have  750  beds,  it  will  be  built  in  phases — the  first,  the 
survival  complex  and  a 175  bed  unit — to  cost  more  than 
S3,000,000. 

The  Bexar  County  Medical  Society  maintains  one  of  the 
oldest  medical  libraries  in  the  state;  valued  at  $50,000,  it 
consists  of  about  15,000  volumes.  In  addition,  the  libraries 
at  Brooke  Army  Hospital  and  the  Medical  Field  Service 
School  contain  more  than  40,000  volumes,  journals,  and 
other  medical  literamre,  valued  at  $150,000. 

It  is  estimated  that  San  Antonio  receives  an  income  in 
excess  of  $10,000,000  annually  from  persons  who  come  to 
the  city  for  medical  attention  and  hospitalization  and  from 
members  of  their  families  who  accompany  them. 

At  the  same  time,  it  has  one  of  the  finest  city-county 
charity  hospital  systems  in  the  nation  with  a medical  staff 
of  100  leading  local  physicians  and  surgeons. 


MILITARY  STRONGHOLD 

San  Antonio  today  ranks  as  one  of  the  world’s  vital  mili- 
tary centers,  but  the  soldier  has  been  important  to  San 
Antonio  since  its  founding  as  a presidio. 

Fort  Sam  Houston,  headquarters  of  the  Fourth  Army 
and  Brooke  Army  Medical  Center,  has  an  88  foot  clock 
tower  which  served  as  a watchtower  when  the  fort  was 
established  in  1876.  The  present  day  serviceman  knows 
that  long  before  his  time  “Fort  Sam”  was  a famed  cavalry 
and  artillery  post — and  that  among  the  earlier  warriors  it 
has  housed  was  Geronimo,  the  Apache  chief,  imprisoned 
there  with  a band  of  his  Indians  back  in  1886. 

Kelly  Air  Force  Base  is  the  nation’s  oldest  military  air- 
field. It  now  serves  as  America’s  largest  aircraft  repair 
base  and  as  headquarters  for  the  San  Antonio  Air  Materiel 
Area  and  for  the  Continental  Division  of  the  Military  Air 
Transport  Service. 


Lackland  Air  Force  Base,  "the  Gateway  to  the  Air 
Force,”  is  a key  basic  training  and  indoctrination  center 
and  an  Air  Force  Officer  Candidate  School,  while  Ran- 
dolph Air  Force  Base,  one  of  the  nation’s  most  beautiful 
bases,  is  also  the  world’s  largest  aerial  training  center  de- 
voted to  crew  tactical  training.  In  its  Administration  Build- 
ing is  an  aviation  historical  museum  open  to  the  public. 


TOURIST  ATTRACTIONS 

Physicians  and  their  families,  perhaps  visiting  San 
Antonio  for  the  first  time  during  the  Texas  Medical  As- 
sociation annual  session,  may  wish  to  include  extra  days 
of  sight-seeing. 

They  may  enjoy  a boat  ride  up  the  picturesque  San 
Antonio  River  which  winds  through  the  town,  or  a day 
at  363-acre  Brackenridge  Park,  which  houses  the  fifth 
largest  zoo  in  the  United  States,  a fine  aquarium,  a Chi- 
nese Garden,  and  the  Sunken  Garden  Theater. 


The  88  foot  clock  tower  at  Fort  Sam  Houston  in  San 
Antonio  served  as  a watchtower  when  the  fort  was 
established  in  1876. 


One  of  the  greatest  collections  of  original  circusana,  the 
Hertzberg  Circus  Collection,  is  on  display  in  a wing  of  the 
San  Antonio  Public  Library.  Viewing  it,  the  tourist  can 
trace  the  evolution  of  the  circus  from  the  original  grant 
by  King  George  III  of  England  through  the  early  colonial 
shows,  the  great  Barnum’s  heyday,  and  to  the  present.  One 
room  contains  a complete  miniature  circus. 

Ancient  and  modern  art  treasures  are  on  continual  ex- 
hibit in  the  Witte  Museum  adjacent  to  Brackenridge  Park 
and  at  the  Marion  Koogler  McNay  Art  Institute  a few 
blocks  away.  The  largest  collection  of  modern  French  art 
in  the  Southwest — including  paintings  by  Van  Gogh, 
Gauguin,  Cezanne,  and  their  contemporaries — hangs  in  the 
McNay  Art  Institute,  as  does  watercolor  art  by  such  famous 
Americans  as  Winslow  Homer,  John  Marin,  and  Mary 
Cassatt,  plus  numerous  other  types  of  collections. 

The  Witte  Museum  includes  important  Indian  displays, 
a Transportation  Room  filled  with  old  vehicles,  a doll  col- 
lection from  around  the  world,  and,  behind  the  main 
building,  a group  of  interesting  old  homes  salvaged  from 
San  Antonio’s  past.  In  its  Fiesta  Room,  visitors  will  find 
a dazzling  display  of  robes,  costumes,  and  jewels  from 
"royalty”  of  past  Fiestas  de  San  Jacinto  since  1909. 
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Personals 

Dr.  A.  B.  Cairns,  Methodist  Hospital  pathologist,  Dallas, 
was  on  the  program  February  14-15,  when  the  University 
of  Texas  held  its  eleventh  Hospital  Pharmacy  Seminar  in 
Austin.  The  seminar  topic  was  poison  information  centers. 

Brooke  Army  Hospital  in  San  Antonio  has  named  its 
neuropsychiatric  building  in  honor  of  the  late  Brig.  Gen. 
Rawley  E.  Chambers  in  special  ceremonies  held  during 
February.  Maj.  Gen.  William  E.  Shambora,  commander  of 
the  Brooke  Army  Medical  Center,  was  chief  speaker. 

Dr.  Andres  Goth,  professor  of  pharmacology.  University 
of  Texas  Southwestern  Medical  School,  Dallas,  will  be 
among  speakers  when  the  Dallas  County  Pharmaceutical 
Association  sponsors  a pharmacy  and  management  confer- 
ence in  Dallas  March  18-19. 

Dr.  Carlos  A.  Slaughter  of  Sugar  Land  has  been  elected 
a trustee  of  the  Laura  Eldridge  Memorial  Hospital  in  that 
city. 

Austin  Drs.  M.  Elizabeth  Gentry  and  Georgia  F.  Legett 
have  been  listed  in  the  first  edition  of  "Who’s  Who  of 
American  Women.” 

Dr.  Joe  Thorne  Gilbert  has  been  elected  to  the  board 
of  directors  of  the  Austin  Chamber  of  Commerce. 

Dr.  James  L.  Pipkm,  Houston,  Baylor  University  Post- 
graduate School  of  Medicine,  participated  on  the  program 
of  the  ninth  biennial  meeting  of  the  Southeastern  States 
Cancer  Seminar  in  Tampa,  November  19-21. 

Dr.  John  C.  Turner  Jr.,  who  has  been  a fellow  in  sur- 
gery in  the  Mayo  Foundation  in  Rochester,  Minn.,  has 
left  that  city  to  be  located  in  Tyler.  A second  former  Mayo 
fellow  in  surgery.  Dr.  J.  W.  Nixon,  Jr.,  will  be  located  in 
San  Antonio.  Dr.  Herman  J.  Schultz,  who  has  been  a 
fellow  in  dermatology  and  syphilology  in  the  Mayo  Founda- 
tion, will  be  located  in  Houston. 

Dr.  Hubertus  Strughold,  adviser  for  research  and  pro- 
fessor of  space  medicine  at  the  Air  Force  School  of  Avi- 
ation Medicine  in  San  Antonio,  has  been  named  the  1958 
winner  of  the  Dr.  John  J.  Jeffries  award  for  outstanding 
contributions  in  space  and  aviation  medicine  research.  The 
presentation  was  made  in  New  York  in  January,  at  the 
Instimte  of  the  Aeronautical  Sciences  Honors  Night  Dinner. 

Dr.  Edda  Von  Bose  of  San  Antonio,  who  recently  re- 
tired after  44  years  of  medical  practice  in  hospitals  across 
the  nation,  has  been  selected  as  "Woman  Physician  of  the 
Year”  by  the  Alamo  Chapter  of  the  American  Medical 
Women’s  Association.  She  was  honored  at  the  women’s 
dinner  of  the  International  Medical  Assembly  of  Southwest 
Texas  held  in  San  Antonio  in  January. 

"Millions  Can  Be  Saved”  was  the  topic  of  Dr.  Ridings 
E.  Lee  of  Dallas  when  he  appeared  as  chief  speaker  at 
the  recent  thirteenth  annual  Goodwill  Industries  awards 
and  installation  dinner  in  San  Antonio.  He  was  introduced 
by  Dr.  C.  W.  Tennison,  immediate  past  president  of  the 
Bexar  County  Medical  Society  and  president-elect  of  the 
medical  staff  of  Santa  Rosa  Hospital. 

Dr.  T.  W.  Eolbre  has  been  elected  president  of  Nix 
Memorial  Hospital,  San  Antonio,  with  Dr.  Paul  L.  Gorsuch, 
vice-president,  and  Dr.  Robert  W.  Griffin,  secretary. 

Remrning  as  chief  of  Brooke  Army  Hospital’s  Depart- 
ment of  Medicine  in  San  Antonio  is  Col.  Robert  E.  Blount, 
who  held  that  position  prior  to  a just-completed  3-year 
stint  as  consultant  in  medicine  to  the  Surgeon  of  the  Army 
in  Europe. 

Mrs.  Dorothy  Barton  Saegert,  wife  of  Dr.  August  H. 
Saegert,  San  Antonio,  died  in  that  city  January  22,  1959. 
In  addition  to  her  husband,  she  is  survived  by  two  daugh- 
ters and  her  mother,  all  of  San  Antonio. 

Dr.  Lester  L.  Keyser,  for  the  past  21  years  associated 
with  the  Fredericksburg  Hospital  and  Clinic,  has  been 


appointed  medical  director  for  the  new  Southern  Methodist 
University  Smdent  Health  Centet,  Dallas. 

Dr.  Hugh  E.  Wilson,  HI,  Dallas,  was  selected  to  receive 
the  silver  "Jayson,”  symbolic  of  selection  as  one  of  the 
United  States  Junior  Chamber  of  Commerce  10  outstanding 
young  men  of  1958. 

Dr.  Everett  R.  Veirs.  chief  of  the  Section  of  Ophthal- 
mology for  Scott  and  White  Clinic,  Temple,  is  author  of 
a fast-selling  book  for  patients,  "So  You  Have  Glaucoma,” 
all  proceeds  of  which  are  going  toward  the  fund  for  a 
proposed  new  $10,000,000  physical  plant  for  the  clinic. 
Dr.  Veirs  is  also  the  author  of  a medical  text,  "The 
Lacrimal  System.” 

Dr.  Floyd  Lee  Spring,  Friona,  married  the  former  Miss 
Anne  Moore  of  Manchester,  England,  in  Friona  December 
6,  1958.  They  are  at  home  in  Friona,  where  Dr.  Spring 
is  in  general  practice. 

The  name  of  the  Obstetrical  and  Gynecological  Assembly 
of  Houston  has  been  changed  to  the  Herman  W.  Johnson 
Obstetrical  and  Gynecological  Society  in  honor  of  the  late 
Dr.  Herman  W.  Johnson. 

The  new  Matagorda  County  hospital  unit  in  Palacios 
will  be  named  the  Wagner  General  Hospital  in  memory 
of  the  late  Dr.  J.  R.  Wagner,  who  died  May  28,  1957. 
The  name  was  selected  by  the  County  Hospital  Board  as 
the  winning  entry  in  a citywide  contest  sponsored  by  the 
Palacios  Rotary  Club.  Nineteen  of  the  submitted  entries 
contained  the  name  of  the  widely-known  country  doctor, 
a former  president  of  the  Matagorda  County  Medical 
Society. 

Texans  recently  named  fellows  of  the  American  College 
of  Radiology  include  Dr.  V.  H.  Shoultz,  Abilene;  Dr. 
James  A.  Martin,  Dallas;  Drs.  Gilbert  H.  Fletcher  and 
Luther  M.  Vaughan,  Houston;  Drs.  Robert  P.  Boverie  and 
Delphin  von  Briesen,  El  Paso. 

New  San  Antonio  parents  include  Dr.  and  Mrs.  Melvin 
L.  Thornton,  who  have  a girl,  and  Dr.  and  Mrs.  Raymond 
B.  Wait,  who  have  a boy. 


Texas  Blue  Shield  Program  Cited 

C.  Lincoln  Williston,  executive  secretary  of  the  Texas 
Medical  Association;  Dr.  Roy  T.  Lester,  medical  director 
of  Blue  Shield  of  Texas;  and  Dr.  Russell  L.  Deter,  chair- 
man of  the  Texas  Medical  Association’s  Committee  on 
Voluntary  Health  Insurance  and  Health  Care  Costs,  at- 
tended the  annual  Blue  Shield  National  Professional  Rela- 
tions Conference  held  in  Chicago  February  9-1 L 

"We  believe  we  have  an  effective  portfolio  of  communi- 
cation between  Blue  Shield  and  the  Texas  Medical  Associ- 
ation,” Mr.  Williston  told  the  conference  members,  point- 
ing to  a 19-point  program  of  professional  relations  for 
Blue  Shield  developed  in  Texas  with  leadership  by  the 
Texas  Medical  Association. 

This  program,  he  continued,  has  as  its  objective  "educa- 
tion: informing  physicians  of  existing  problems,  and  secur- 
ing their  wholehearted  cooperation  in  correcting  them.” 


Nursing  Recruits  Reach  New  High 

Admissions  to  schools  of  professional  and  practical  nurs- 
ing reached  a new  high  in  1958,  according  to  the  Com- 
mittee on  Careers,  National  League  for  Nursing,  New 
York.  An  estimated  46,600  smdents  entered  basic  profes- 
sional nursing  schools,  compared  with  44,281  the  preceding 
year.  Some  20,000  began  training  for  careers  in  practical 
nursing,  compared  with  16,710  the  year  earlier. 
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Preventive  Mental  Health  Centers  Seen 

Ten  regional  mental  health  centers  in  Texas,  proposed 
by  the  Division  of  Mental  Health,  Texas  State  Department 
of  Health,  would  be  controlled  and  administered  by  local 
authorities,  with  minimum  standards  set  by  the  State 
Health  Department,  and  with  operating  expenses  provided 
jointly  from  state  and  local  funds,  a recent  report  from 
the  department  states. 

(At  a January  24  meeting  of  the  Texas  Medical  Associa- 
tion Committee  on  Mental  Health,  it  was  recommended 
that  "regional  mental  health  centers,  being  primarily  pre- 
ventive in  nature,  remain  under  the  State  Board  of 
Health.”) 

Proposed  services  of  such  centers  would  include  services 
for  emotionally  disturbed  children,  mentally  retarded  chil- 
dren, handicapped  children,  young  to  elderly  adults,  indi- 
viduals returning  to  the  community  from  state  hospitals 
and  special  schools,  and  alcoholics,  as  well  as  development 
of  long-range  community  mental  health  programs  of  pre- 
vention in  cooperation  with  community  leaders  and  those 
in  the  "helping”  professions. 

The  Division  of  Mental  Health  has  asked  the  Legisla- 
mre  to  appropriate  $200,000  for  five  regional  centers  in 
1959-1960  and  $400,000  for  10  centers  in  1960-1961. 
Over  half  the  people  in  Texas,  living  in  more  than  200 
of  the  state’s  254  counties,  have  an  almost  complete  lack 
of  reasonably  accessible  preventive  services  in  mental  health, 
the  department  points  out.  Only  10  of  254  counties  have 
psychiatric  outpatient  clinics  for  children  or  adults,  and  40 
per  cenr  of  the  state’s  population  lives  outside  the  20 
metropolitan  areas  in  which  95  per  cent  of  the  psychiatrists 
in  private  practice  are  located. 

Localities  which  have  expressed  an  interest  in  a regional 
mental  health  center:  Beaumont,  Harlingen,  Lubbock,  Mid- 
land, Odessa,  Tyler,  Victoria,  and  Wichita  Falls. 


More  Psychiatric  Patients  in  General  Hospitals 

There  is  a growing  trend  toward  establishment  of  psy- 
chiatric inpatient  units  in  Texas  general  hospitals,  accord- 
ing to  a report  by  the  Division  of  Mental  Health,  Texas 
State  Department  of  Health,  which  surveyed  20  general 
hospitals  in  17  Texas  communities  in  the  spring  of  1958 
to  make  the  survey. 

The  survey  reveals  that  the  average  psychiatric  unit  in 
the  survey  has  18  beds,  the  number  ranging  from  4 to  35. 
Mental  patients  rarely  remain  here  longer  than  6 weeks, 
and  the  average  length  of  stay  is  about  2 weeks. 

While  average  daily  cost  for  all  patients  in  these  hos- 
pitals is  about  $22,  average  daily  cost  for  psychiatric  pa- 
tients is  approximately  $19,  somewhat  conservative  when 
compared  with  national  average  costs. 

In  most  cities  surveyed,  women  psychiatric  patients  out- 
number men  two  to  one.  Most  of  these  are  in  the  35-45 
age  bracket  and  are  diagnosed  as  having  some  type  of 
illness  characterized  by  depression. 

All  the  psychiatric  units  surveyed  are  equipped  to  admit 
acutely  disturbed  psychotic  patients;  many  accept  patients 
suffering  from  alcoholism,  but  drug  addicts  are  rarely  seen 
by  most  of  these  units. 

Electroshock  therapy  is  by  far  the  chief  specific  treatment 
used  in  the  inpatient  psychiatric  units,  a fact  which  may 
indicate  that  patients  selected  for  treatment  in  general 
hospital  units  are  selected  particularly  for  this  treatment. 
Also,  many  psychiatrists  feel  that  illness  characterized  by 
depression  is  especially  amenable  to  electroshock  therapy. 

The  introduction  of  tranquilizers  in  recent  years  is 


credited  with  the  growing  acceptance  of  psychiatric  patients 
by  hospital  administrators  who  were  formerly  distressed 
by  the  disruptive  or  destructive  behavior  of  some  mental 
patients. 

Most  hospital  administrators  interviewed  felt  their  psychi- 
atric units  were  serving  the  middle  income  group  "or 
higher.”  Apparently,  the  upper  income  group  patient  is 
most  likely  to  go  to  private  psychiatric  hospitals  in  major 
Texas  cities  or  to  a nationally-known  out-of-state  treatment 
center,  rhe  middle  income  patient  is  using  the  general 
hospital  increasingly,  and  the  patient  from  the  lower 
socio-economic  group  goes  to  a state  hospital  for  rreatment. 

There  are  seldom  empty  beds  in  the  psychiatric  units  of 
general  hospitals,  the  survey  showed,  and  35  per  cenr  of 
the  admissions  come  from  geographical  areas  outside  the 
community. 

All  the  surveyed  units  are  staffed  by  members  of  the 
American  Psychiatric  Association.  The  trend  seems  to  be 
for  young  psychiatrists  to  practice  in  association  with  an- 
other psychiatrisr.  The  future  expansion  of  psychiatric 
units  will  depend  on  the  supply  of  psychiatrists,  of  course, 
and  upon  the  willingness  of  these  physicians  to  settle  in 
small  and  medium  sized  cities.  Indications  are  that  even  in 
small  towns,  one  or  two  psychiatrists  have  very  busy  prac- 
tices. 

In  existing  units,  there  is  still  an  acute  shortage  of  an- 
cillary staff  (psychiatric  social  workers,  clinical  psycholo- 
gists, occupational  therapists,  and  psychiatrically  trained 
nurses ) . 

Advantages  of  psychiatric  units  in  general  hospitals  in- 
clude a better  community  attitude  toward  the  mental  pa- 
tient; the  patient’s  opportunity  for  earlier  treatment  and 
a shorter  hospital  stay,  closer  to  home;  and  relief  of  the 
strain  on  overtaxed  state  hospitals,  the  report  states. 


Mental  Health  Grants  Awarded 

Two  employees  of  the  Big  Spring  State  Hospital — Mrs. 
June  Wright,  chief  of  social  service,  and  Keith  C.  Wright, 
industrial  therapist- — have  been  awarded  in-service  training 
grants  by  the  Southern  Regional  Education  Board  under 
its  program  of  mental  health  training  and  research.  They 
will  visit  Topeka  State  Hospital  and  the  Menninger  Founda- 
tion under  the  grants,  which  are  designed  to  enable  staff 
members  of  mental  hospitals  in  the  South  to  observe  new 
or  unusual  programs  in  other  hospitals  in  the  country  in 
order  to  improve  their  own. 

Applications  for  the  grants  are  still  being  accepted;  there 
is  no  deadline  and  applications  are  acted  upon  as  received. 
Ninety  thousand  dollars  was  provided  by  the  National 
Instimte  of  Mental  Health  for  this  purpose.  Those  inter- 
ested should  write  directly  to  the  Southern  Regional  Edu- 
cation Board,  130  Sixth  Street,  N.W.,  Atlanta  13,  Ga. 


Public  Health  Service  Sets  Exam  Series 

Surgeon  General  Leroy  E.  Burney  has  announced  a 
second  series  of  competitive  examinations  for  appointment 
to  the  regular  corps  of  the  United  States  Public  Health 
Service.  These  will  be  held  May  12-15,  and  applications 
must  be  filed  no  later  than  March  27.  Categories  include: 
clinical  and  public  health  nursing,  bacteriology,  entomol- 
ogy, parasitology,  health  education,  and  social  work.  Ap- 
plication forms  and  additional  information  may  be  obtained 
from  the  Surgeon  General,  U.  S.  Public  Health  Service, 
(P),  Washington  25,  D.  C. 
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Easter  Seal  Campaign  Reflects 
Expanding  Services  to  Crippled 

The  1959  Easter  Seal  campaign,  being  conducted  Febru- 
ary 27  to  March  29  (Easter  Sunday),  has  as  its  purpose 
the  continuing  and  expanded  care  and  treatment  of  crip- 
pled children  and  adults. 

Almost  a quarter  million  crippled  persons  received  such 
help  during  1958  through  the  Easter  Seal  contributions  of 
American  citizens,  according  to  a year-end  report  issued  by 
the  National  Society  for  Crippled  Children  and  Adults. 

Fifty  new  centers  and  programs,  including  rehabilita- 
tion and  treatment  centers,  camps,  nursery  schools,  and 
new  and  expanded  programs  within  already  existing  facili- 
ties, bring  total  Easter  Seal  projects  to  substantially  more 
than  1,400.  Broad  scope  of  the  services  includes  care  and 
treatment  of  those  with  orthopedic  disorders,  cerebral  palsy, 
arthritis,  poliomyelitis,  muscular  dystrophy,  and  multiple 
sclerosis. 


Founded  in  1956,  the  Easter  Seal  Research  Foundation 
has  provided  $376,578.28  in  49  grants  to  34  basic  and 
clinical  research  projects  in  29  universities  and  colleges. 

Dr.  Dean  W.  Roberts,  executive  director  of  the  national 
society,  points  out  that  dangerous  shortages  of  trained  work- 
ers in  the  rehabilitation  field  continue  to  be  the  single 
greatest  obstacle  to  further  progress  and  expansion  of  Easter 
Seal  services. 


Texas  Helps  Set  1958  AMEF  Record 

1958  was  a record  year  for  the  American  Medical  Edu- 
cation Foundation,  as  the  nation’s  physicians  demonstrated 
their  concern  over  the  plight  of  the  medical  schools  by 
contributing  a headline-making  sum  of  $1,133,654  to  the 
fund. 

The  1958  amount  is  a 15  per  cent  jump  over  the  1957 
total,  with  35  states — including  Texas — showing  sizable 
increases.  The  Texas  contribution  leaped  from  $29,717.00 
in  1957  to  $44,013.90  this  past  year,  and  the  Woman’s 
Auxiliary  to  the  Texas  Medical  Association  was  one  of  12 
state  auxiliaries  receiving  AMEF  Awards  of  Merit  for  their 
efforts  during  1957-1958. 

The  million-plus  sum  was  distributed  to  85  medical 
schools  at  a special  ceremony  during  the  Congress  on  Medi- 
cal Education  and  Licensure  in  Chicago  February  9,  1959, 
an  event  following  closely  the  eighth  annual  AMEF  state 
chairmen’s  meeting  held  in  Chicago  January  24-25. 

At  the  latter  session.  Dr.  Flugh  H.  Flussey,  dean  of  the 
Georgetown  University  School  of  Medicine,  member  of  the 
AMA  Board  of  Trustees  and  AMEF  board  of  directors,  gave 
the  keynote  address.  Urging  a change  in  the  appeal  made 
by  the  foundation  to  the  medical  profession,  he  said, 
"Rather  than  stress  AMEF  contributions  as  payment  for  a 
debt  owed,  let  us  instead  emphasize  that  they  are  current 
tuition  fees  . . . The  learning  prexess  didn’t  stop  at  grad- 
uation . . . You’ve  been  learning  ever  since  you  left 
medical  school.  And  the  chief  source  for  that  learning  has 
been  the  same  school  from  which  you  graduated.  The  only 


difference  is  that  now  it  must  depend  on  your  conscience 
when  it  comes  to  collecting  tuition.” 

Dr.  Frank  B.  McGlone  of  Denver,  largely  responsible 
for  a 100  per  cent  increase  in  Colorado  contributions  to 
AMEF  during  his  tenure  as  state  chairman,  has  been  ap- 
pointed new  chairman  of  the  national  campaign  commit- 
tee. Committeeman  representing  the  southern  states,  which 
include  Texas,  is  Dr.  Carlo  J.  Tripoli  of  New  Orleans. 


f MEMORIAL 


Ambroise  Pare 

For  a moment  let  us  direct  our  attention  to  the  sixteenth 
century.  Let  us  remember  that  it  was  during  this  period  that 
the  Dark  Ages  were  coming  to  a close  and  the  Renaissance 
was  beginning  to  develop  fully.  Marked  advances  were 
being  made  in  all  fields. 

A Polish  scientist,  Copernicus,  presented  his  startling 
theory  concerning  the  solar  system.  Andreas  Vesalius  of 
Flolland  repudiated  the  centuries  old  works  of  Galen  by 
publishing  his  revolutionary  anatomical  findings  in  "De 
Fabrica  Humani  Corporis.”  Paracelsus  in  Switzerland  was 
changing  concepts  in  materia  medica  by  instituting  the  use 
of  metallic  compounds  as  adjuncts  in  treatment  to  the  old 
herbivorous  derivatives.  This  was  a time  of  great  religious 
turmoil.  The  church  and  state  were  closely  united  with  re- 
sultant incessant  wars  between  France,  Italy,  Austria,  and 
Spain.  It  was  into  this  period  in  1510  in  Laval,  France, 
that  Ambroise  Pare  was  born. 

His  parents  were  poor  and  he  had  very  little  formal 
education.  He  learned  his  medicine  early  as  an  apprentice 
to  an  older  brother  who  was  a physician.  He  was  possessed 
with  a keen  mind  and  he  rapidly  became  a skillful  barber- 
surgeon,  which  was  the  lowest  of  the  three  castes  of  doc- 
tors during  this  period.  As  soon  as  he  was  qualified.  Pare 
became  a combat  surgeon.  He  became  employed  by  Freach 
noblemen  at  war,  his  duty  being  to  care  for  them  in 
case  of  illness  or  injury.  During  this  time  if  his  employers 
were  unharmed  he  was  free  to  treat  any  other  wounded 
whom  he  might  desire  to  see,  and  he  was  allowed  to 
charge  any  fee  which  he  might  desire.  Thus,  he  had  the 
opportunity  to  see  and  observe  multitudes  of  amputations 
and  gunshot  and  other  wounds.  Being  a skilled  and  careful 
observer  and  a wise  thinker  he  was  able  to  make  many 
novel  deductions  concerning  the  treatment  and  care  of 
wounds. 

During  his  experiences  he  became  the  first  man  to  de- 
scribe and  use  a ligamre  for  control  of  hemorrhage  instead 
of  the  customary  actual  cautery.  Also,  he  discovered  that 
it  was  not  necessary  for  «?ounds  to  suppurate.  He  learned 
that  there  was  such  a thing  as  a wound  healing  without 
infection.  It  was  a custom  in  those  days,  as  it  had  been 
through  the  past  several  centuries,  routinely  to  cleanse  each 
wound  with  boiling  oil  to  prevent  contamination  by  effects 
of  gun  powder,  which  was  thought  to  be  poisonous.  Once 
during  a great  battle  he  ran  out  of  boiling  oil  in  his  min- 
istrations and  was  unable  satisfactorily  to  cleanse  the 
wounds  of  all  the  injured.  Pare  was  upset,  as  he  was  a 
conscientious  man,  and  was  unable  to  rest  all  through  the 
subsequent  night  for  worrying  about  the  poor  soldiers  for 
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whose  wounds  he  had  not  been  able  adequately  to  care. 
Early  the  next  morning  he  arose  and  made  his  way  to  his 
patients  and  began  his  rounds.  To  his  surprise  he  noticed 
that  the  wounds  which  had  not  been  boiled  in  oil  looked 
much  better  than  the  ones  which  theoretically  had  been 
treated  correctly.  He  continued  his  observation  of  these 
wounds  and  healing  progressed  much  more  satisfactorily, 
quickly,  and  completely  in  those  which  had  been  left  open 
and  had  been  merely  carefully  cleaned  with  water.  From 
this  he  developed  the  idea  that  suppuration  came  not  from 
the  wound  itself,  but  from  the  air.  Thus,  he  had  the  germ 
theory  idea  some  300  years  before  Lord  Lister  predicated 
and  proved  this  theory  with  his  work  in  England.  Fare’s 
skill  caused  him  to  become  famous  far  and  wide.  He  be- 
came a favorite  of  the  court  and  became  physician  to 
several  kings  of  France.  He  did  more  than  anyone  in 
history  to  elevate  the  place  of  the  barber-surgeon  to  a 
dignified  level. 

With  all  of  these  oppormnities  for  success  which  Pare 
experienced  he  continued  to  be  an  humble  man.  He  took 
little  credit  for  any  success  which  he  might  have  had.  He 
was  a very  moral,  religious,  and  compassionate  man  as  was 
evidenced  in  many  of  his  works.  Many  times  without  fee 
or  recompense  he  would  spend  all  night  with  some  so- 
called  insignificant  person  whom  he  was  nursing  back  to 
life.  He  abhorred  mercy  killing  and  spoke  far  and  wide 
to  effect  the  discontinuance  of  such  practices  during  war 
and  civil  life.  He  became  greatly  interested  in  prosthetic 
appliances  and  developed  numerous  prostheses  for  arms, 
legs,  eyes,  nose,  ears,  and  even  cleft  palates.  Many  of  these 
prostheses  were  ingenious  and  elaborate,  having  mechan- 
isms to  simulate  elbow  and  finger  functions.  Of  course 
they  were  tremendously  heavy  and  practicability  of  many 
of  them  was  questionable,  but  at  least  they  showed  the 
productivity  of  his  mind  in.  a period  during  which  appar- 
ently few  medical  men  were  really  thinking. 

Pare  was  vitally  interested  in  education  and  the  further- 
ance of  medical  information.  He  wrote  numerous  books  on 
practically  every  phase  of  medicine  known  then.  He  was 
interested  in  gout,  poisoning,  plague,  tuberculosis,  genito- 
urinary surgery,  and  obstetrics.  He  was  the  first  to  pop- 
ularize the  precedure  of  podalic  version.  His  idea  to  avoid 
secrecy  in  medicine  was  an  unusual  attribute  in  those  times. 
Pare  did  his  utmost  to  disseminate  all  his  knowledge.  He 
tried  his  best  to  inform  everyone  of  any  ideas  that  he  had 
that  might  equip  them  to  take  better  care  of  their  patients. 
He  did  his  writings  in  French,  which  was  a much  more 
widely  read  and  understood  language  than  the  traditional 
Latin.  In  this  respect  Pare  always  liked  to  compare  him- 
self to  a candle.  He  theorized  that  no  matter  how  many 
other  candles  were  lighted  from  a first  candle  they  could 
still  not  detraa  from  the  light  put  forth  by  the  original 
candle. 

Needless  to  say,  his  revolutionary  ideas  and  his  fame 
caused  him  to  excite  great  jealousies  among  fellow  mem- 
bers of  the  medical  profession.  As  he  grew  old  his  humility 
compelled  him  to  write  his  apologies  in  order  to  refute 
statements  that  had  been  made  about  him  in  various 
pamphlets,  especially  one  written  by  a former  dean  of  the 
faculty  of  medicine.  His  famous  "Apology  for  My  Life  and 
Account  of  My  Journeying  in  Various  Places”  was  written 
when  Pare  was  75  and  offered  his  apologies  to  his  "little 
masters”  for  having  caused  them  so  much  trouble  during 
his  lifetime. 

Pare  had  the  utmost  faith  in  prayer  and  God.  This  was 
proven  by  the  fact  that  he  concluded  his  description  of 
nearly  all  of  his  cases  with  the  sentence,  "I  dressed  his 
wounds  and  God  healed  him.”  This  is  a philosophy  of 
life  which  it  behooves  all  of  us  to  hold  today.  Pare  was 
court  physician  to  the  Catholic  kings  for  many  years,  but 
by  his  own  admission  he  was  Protestant.  He  could  not 


condone  the  persecutionary  methods  of  Catholicism  in  those 
days. 

Pare  lived  a full  life  and  gained  fame  within  his  own 
lifetime.  He  lived  to  a ripe  old  age  and  died  at  age  80. 
We  have  this  statement  by  L’Estoile  concerning  his  death; 
"Thursday  the  20th  of  December  1590,  the  Eve  of  St. 
Thomas,  died  at  Paris  in  his  own  house  Master  Ambroise 
Pare,  surgeon  to  the  king,  at  the  age  of  80  years,  a 
learned  man  and  the  chief  of  his  art  who  in  spite  of  the 
times  had  always  talked  and  talked  freely  for  the  peace  and 
for  the  good  of  the  people,  that  which  made  him  as  much 
loved  by  the  good  as  he  was  wished  evil  and  hated  by  the 
wicked.”  Pare  was  buried  at  the  Church  of  St.  Andrews 
des  Arcs  in  the  nave  at  the  foot  of  the  tower. 

To  Ambroise  Pare  might  be  aptly  applied  the  sketch  of 
the  ideal  medical  man  as  conceived  by  Robert  Lewis  Steven- 
son. "Generosity  he  has  such  as  is  possible  only  to  those 
who  practice  an  art,  never  to  those  who  drive  a trade; 
discretion,  tested  by  hundreds  of  secrets;  tact,  tried  in  a 
hundred  embarrassments;  and  what  are  more  important, 
Herculean  cheerfulness  and  courage.  So  it  is  that  he  brings 
air  and  cheer  into  the  sick  room  and  often  enough,  though 
not  so  often  as  he  wishes,  brings  healing.” 

Suggested  Readings 

1.  Bodenheimer,  J.  M.:  Ambroise  Pare;  Military  Sur- 
geon 61:194-199  (July-Dee.)  1927. 

2.  Brown,  A.  J.:  Old  Masterpieces  in  Surgery,  The  Sur- 
geon’s Library,  Surg.,  Gynec.,  & Obst.  38:707-711  (May) 
1927. 

3.  Gibson,  T. : Prostheses  of  Ambroise  Pare,  Brit.  J. 
Plastic  Surg.  8:3-8  (April)  1955. 

4.  Middleton,  G.  W. ; Historical  Setting  of  Ambroise 
Pare,  Am.  Med.  (new  series)  20:413-417  (July)  1925. 

5.  Miller,  J.  L. : Joyfull  Newes  Out  of  the  New-Found 
Worlde;  Lectures  on  the  History  of  Medicine,  Mayo  Foun- 
dation Lectures,  Philadelphia,  W.  B.  Saunders,  1926-1932, 
pp.  253-294. 

6.  Osier,  W. : The  Anatomie  Universelle  of  Ambroise 
Pare,  Ann.  Med.  History  1:424-425  1917. 

7.  Riddell,  W.  R. : Contributors  to  the  Science  of  Medi- 
cine; Ambroise  Pare,  M.  J.  & Rec.  121:175-177  (Jan.- 
June)  1925. 

8.  Valentine,  St.  J. : Ambrose  Pare,  Barber-Surgeon,  Can- 
adian M.  A.  J.  72:612-615  (April)  1955. 
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^ Motion  Pictures 


Someone  Is  Watching 

16  mm.,  black  and  white,  sound,  15  min.,  1957. 

This  film,  produced  by  the  Information  Productions, 
Inc.,  New  York,  for  the  New  York  State  Department  of 
Health,  deals  with  the  various  ways  in  which  legal  nar- 
cotics stocks  fall  into  the  hands  of  dope  addicts  and  ped- 
dlers through  carelessness  and  false  confidence.  It  empha- 
sizes the  need  for  safeguarding  of  drugs.  Actual  cases  are 
taken  from  the  files  of  the  New  York  State  Health  De- 
partment’s Bureau  of  Narcotics  Control. 

Dallas  Auxiliary  Gives  Films 

The  Woman’s  Auxiliary  to  the  Dallas  County  Medical 
Society  has  presented  the  Memorial  Library  of  the  Texas 
Medical  Association  with  three  films,  two  copies  of  "Molly 
Grows  Up”  and  one  copy  of  "None  for  the  Road.”  These 
films  are  in  great  demand  and  the  additional  copies  will 
fill  a need  for  programs. 
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Books  Newly  Acquired 

Transactions  of  the  Association  of  American  Physicians, 
Seventy-first  Session,  1958. 

Coates,  John  Boyd  (Ed.)  ; Preventive  Medicine  in  World 
War  II,  Communicable  Diseases,  vol.  4.,  Washington,  Med- 
ical Department,  United  States  Army,  1958. 
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locations, Philadelphia,  W.  B.  Saunders,  1959. 
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Saunders,  1959. 
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insonism, Springfield,  111.,  Charles  C Thomas,  1958. 

Lewis,  George  Morris:  Practical  Dermatology,  ed.  2, 
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Year  Book  of  General  Surgery,  1958-59,  Chicago,  Year 
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Year  Book  of  Medicine',  1958-59,  Chicago,  Year  Book 
Publishers,  1958. 
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Book  Notes 

An  Introduction  to  the  Study 
Of  Experimental  Medicine 

Claude  Bernard,  226  pages.  $1.50.  New  York,  Dover 
Publications,  Inc.,  1957. 

"Even  mistaken  hypotheses  and  theories  are  of  use  in 
leading  to  discoveries.”  This  is  an  important  statement 
made  by  Qaude  Bernard  in  this  book. 

Bernard  has  often  been  called  the  "father  of  experi- 
mental medicine”  and  is  famous  for  contribution  in  the 
discovery  of  the  vasomotor  system  and  functions  of  the 
pancreas. 

In  this  book  Bernard  attempts  to  illustrate  the  value  of 
mistaken  theories  or  hypotheses  by  using  the  ancient  al- 
chemists as  examples.  He  goes  on  to  show  that  although 
the  alchemists’  theories  were  false,  their  research  led  to  the 
founding  and  later  development  of  the  science  of  chemistry. 

This  book  is  the  only  important  work  of  Claude  Ber- 
nard now  available  in  English  translation.  In  it  his  efforts 
to  transform  physiology  into  an  exact  science  are  given. 

The  Medical  Management  of  Cancer 

Henry  D.  Diamond,  M.D.,  F.A.C.P.,  Associate  Attending 
Physician,  Medical  Neoplasia  Service  of  the  Department  of 
Medicine,  Memorial  Center  for  Cancer  and  Allied  Diseases; 
Assistant  Professor  of  Clinical  Medicine,  Cornell  University 
Medical  College.  179  pages.  $6.75.  New  York  and  London, 
Grune  and  Stratton,  1958. 

Although  this  is  a small  book,  the  author  has  crowded 
into  it  a wealth  of  information. 

In  his  discussion  of  the  lymphomas,  leukemias,  plasma 
cell  myeloma,  cancer  of  the  lung,  cancer  of  thyroid,  cancer 
of  the  breast,  and  cancer  of  the  prostate,  the  general 
scheme  of  discussion  deals  with  the  etiology  and  incidence 
insofar  as  it  is  known,  the  pathology  and  natural  history 
of  the  disease,  the  sites  of  probable  involvement  in  ac- 
cordance with  their  frequency,  modes  of  diagnosis,  the 
accepted  modes  of  , treatment  and  their  evaluation,  and  the 
end  results  one  might  expect. 

This  book  is  written  from  the  practical  point  of  view 
so  that  the  practicing  physician  in  a short  time  can  ob- 
tain information  that  might  otherwise  take  hours  of  read- 
ing in  more  voluminous  discussions  of  the  subject. 

One  of  the  most  valuable  things  about  this  small  book 
is  a liberal  number  of  good  references  on  the  subject.  A 
total  of  130  references  are  included  for  the  lymphomas  and 
leukemias  alone.  In  his  ^scussion  of  isotopies  in  the  ap- 
pendix, it  was  interesting  to  note  that  Andreaus  Cassius  in 
1685  did  the  classical  experiment  of  producing  colloidal 
gold  which  went  almost  unnoticed  until  Faraday’s  famous 
paper  in  1857,  and  on  this  base  some  90  years  later,  Shep>- 
pard,  Goodell,  and  Hahn  in  1947  were  to  use  it  in  the 
radioactive  form. 

It  simply  points  up  the  indebtedness  of  each  generation 
to  the  preceding  ones.  There  is  much  food  for  thought 
compressed  into  this  monograph. 

— Joe  C.  Rude,  M.D.,  Austin. 
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Aldosterone 

An  International  Symposium,  edited  by  Alex  F.  Muller, 
M.D.,  and  CECILIA  M.  O’CONNOR,  B.Sc.  232  pages.  $8. 
Boston,  Little,  Brown  and  Company.  1958. 

This  is  another  volume  in  the  excellent  series  of  sym- 
posiums on  endocrine  problems.  The  discovery  of  aldo- 
sterone has  opened  new  vistas  in  the  understanding  of  water 
and  electrolyte  metabolism.  Conn’s  report  of  a syndrome 
due  to  an  aldosterone  producing  adrenal  mmor  and  the 
description  of  elevated  aldosterone  excretion  in  cases  with 
edema  have  given  emphasis  to  the  importance  of  this  hor- 
mone. This  symposium,  held  in  June,  1957,  in  Geneva, 
includes  fine  basic  experimental  approaches  and  data  con- 
cerning the  origin  and  effects  of  aldosterone  as  well  as  the 
relation  of  these  data  to  clinical  problems.  Of  particular 
note  is  the  paper  by  Dr.  Stanbury  relating  aldosterone  to 
the  kidney  and  its  handling  of  potassium  and  the  effect 
of  potassium  deficiency  on  renal  function. 

The  data  on  physiological  control  of  aldosterone  produc- 
tion, presented  in  p>apers  by  Stahl,  Banter,  and  Muller, 
showed  the  significance  of  such  factors  as  fluid  shift,  in- 
travascular volume,  and  posture  on  the  basic  output  and 
diurnal  variation  of  aldosterone  excretion.  In  the  papers  by 
Ayres  and  others  and  Gross  and  Desaulles,  the  physiologic 
action  of  aldosterone  has  been  elucidated.  A number  of 
clinical  cases  are  discussed  in  light  of  the  findings  presented. 
There  are  several  reports  on  basic  methodology:  urine  assay 
for  aldosterone,  physiological  effects  of  aldosterone  in  ani- 
mals under  varying  conditions,  and  the  content  of  the  vari- 
ous hormones  in  the  adrenals  and  adrenal  tumors.  The 
discussion,  after  the  papers  and  at  the  end  of  the  sympos- 
ium, is  searching  and  informative.  Many  questions  remain 
to  be  answered,  though,  by  later  investigations:  Why  do 
tumors  producing  an  excess  of  aldosterone  produce  different 
syndromes  from  those  of  cardiac  failure  and  cirrhosis?  What 
is  the  mechanism  of  production  of  edema  by  aldosterone? 
What  is  the  mechanism  of  control  of  aldosterone  in  edema- 
tous states? 

In  summary,  this  is  an  excellent  volume,  although  a 
highly  technical  one,  and  should  be  studied  by  anyone 
doing  endocrinologic  or  metabolic  research  and  those  prac- 
titioners who  specialize  in  endocrinology. 

— Leonard  R.  Robbins,  M.D.,  Houston. 

Electrocardiography 

Michael  Bernreiter,  M.D.,  F.A.C.P.,  Assistant  Clinical 
Professor  of  Medicine,  University  of  Kansas  Medical  School. 
134  pages.  $5.  Philadelphia,  J.  B.  Lippincott  Co.,  1958. 

This  is  another  short  manual  of  elearocardiography.  It 
has  no  advantages  over  the  several  such  manuals  that  have 
been  published  in  the  last  5 years  and  is  deficient  in  the 
excessive  conciseness  of  some  of  the  basic  considerations. 
There  are  some  clear  eleCTrocardiographic  tracings  of  clin- 
ical problems,  and  the  section  on  arrhythmias  is  well  il- 
lustrated. 

— Homer  R.  Goehrs,  M.D.,  Austin. 

What  We  Do  Know  About  Heart  Attacks 

John  W.  Gofman,  M.D.,  Professor  of  Medical  Physics, 
University  of  California,  Berkeley.  180  pages.  $3.50.  New 
York,  G.  P.  Putnam’s  Sons,  1958. 

Obviously  written  for  the  general  reader,  this  small 
volume  deals  with  a subject  that  currently  is  receiving  wide 
attention.  Except  for  considerable  repetition  the  material  is 
presented  attractively. 

The  mechanism  of  coronary  occlusion  is  briefly  ex- 
plained. This  is  followed  by  a discussion  of  various  factors 


that  have  been  incriminated  in  the  causation  of  coronary 
atherosclerosis.  These  include  the  plasma  lipoproteins,  age, 
sex,  obesity,  hypertension,  diet,  heredity,  smoking,  occupa- 
tion, and  diabetes.  It  is  concluded  that  an  increase  in  the 
blood  lipioproteins  and  hypertension  are  the  two  known 
basic  factors  that  hasten  the  atherosclerotic  process.  There- 
fore it  is  advised  that  persons  be  examined  for  these  ab- 
normalities and  treated  as  early  as  possible  for  the  pre- 
vention of  heart  attacks. 

Most  physicians  probably  will  find  this  book  interesting 
and  thought  provoking.  They  will  read  with  particular 
interest  the  author’s  explanation  of  the  lipoproteins  as 
separated  by  the  ultracentrifuge  and  his  concept  of  the 
differences  of  the  various  fractions.  However,  most  medi- 
cal men  undoubtedly  will  view  with  a healthy  skepticism 
many  of  the  conclusions  reached  by  the  author  and  await 
much  more  experimental  and  clinical  evidence  before  ac- 
cepting the  opinion  of  a single  investigator  in  such  a 
controversial  field.  For  similar  reasons  they  probably  will 
recommend  the  book  to  only  a selected  group  of  patients. 

— R.  Lewis  Cope,  M.D.,  Houston. 

Ligament  and  Tendon  Relaxation 

George  Stewart  Hackett,  M.D.,  F.A.C.S.,  Consulting 
Surgeon,  Mercy  Hospital,  Canton,  Ohio.  ed.  3.  151  pages. 
$6.75.  Springfield,  111.,  Charles  C Thomas,  1958. 

The  author  has  written  a monograph  on  a specific  sub- 
ject primarily  of  ligament  and  tendon  relaxation.  Upon 
his  original  investigation  he  concentrated  his  attention  pri- 
marily in  the  lumbosacral  and  sacroiliac  regions.  However, 
as  his  technique  developed  he  expanded  his  field  of  interest 
to  all  ligaments  of  the  body  with  the  idea  of  treating  them 
by  prolotherapy,  which  is  a coined  word  arising  from  the 
word,  "proli-,”  meaning  offspring.  This  prefix  is  used  in 
the  word  "proliferate”  to  produce  new  cells  in  rapid  suc- 
cession. The  various  trigger  point  areas  of  tenderness  have 
been  identified  with  their  specific  distribution  of  derma- 
tome sensation  change.  The  diagrams  are  given  to  illustrate 
these  dermatome  areas  of  pain  distribution. 

The  therapy  known  as  prolotherapy  consists  primarily  of 
injecting  a sclerosing  solution,  such  as  Sylnasol  or  a zinc 
sulfate-phenol  stock  solution.  These  injections  are  made  on 
the  basis  that  fibrous  tissue  proliferation  is  established  and 
better  attachment  of  the  musculotendinous  area  can  be 
made  to  the  underlying  bony  structure.  Throughout  the 
entire  book  the  author  stresses  the  importance  of  accurate 
diagnosis  and  localization  of  the  true  point  of  pathology. 
He  confirms  his  theories  on  the  treatment  by  animal  experi- 
mentations and  also  by  case  histories  which  are  outlined 
in  the  book. 

— Edward  F.  Thomas,  M.D.,  Amarillo. 

The  Neuroses  and  Their  Treatment 

Edward  Podolsky,  M.D.,  Department  of  Psychiatry,  Kings 
County  Hospital,  Brooklyn.  555  pages.  $10.  New  York, 
Philosophical  Library,  Inc.,  1958. 

This  book  consists  of  32  separate  papers  that  have  been 
collected  by  the  editor  and  reprinted  by  permission  of  the 
editors  of  15  leading  psychiatric  journals. 

The  first  one-third  of  the  book  contains  articles  concern- 
ing anxiety  and  hysteria  in  children.  The  latter  two-thirds 
contains  articles  referable  to  the  psychotherapeutic  and 
pharmacotherapeutic  methods  of  treatment  of  the  neuroses. 
There  are  a few  outstanding  contributions  to  a better  un- 
derstanding of  the  psychopathology  of  neuroses  and  several 
very  useful  and  practical  papers  on  drug  therapy. 

— E.  C.  Winkelmann,  M.D.,  San  Angelo. 
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Registration,  Information,  and  Messages 

This  year  there  will  be  no  advance  registration  for  the 
annual  session. 

The  Registration  Desk  in  the  lobby  of  the  Hilton  Hotel 
will  be  open  daily  Samrday  through  Tuesday,  April  18-21, 
from  8 a.  m.  to  5:30  p.  m.  In  addition,  there  will  be 
registration,  especially  for  members  of  the  House  of  Dele- 
gates but  open  to  all,  at  the  entrance  to  the  Roof  Garden 
of  the  Hilton  Hotel  from  7 to  8 p.  m.  Saturday,  immedi- 
ately preceding  the  first  meeting  of  the  House. 

Information  may  be  obtained  at  or  near  the  Registra- 
tion Desk  or  from  the  Message  Center,  at  which  emergency 
messages  for  physicians  will  be  accepted  and  telephones 
maintained  for  use  by  physicians.  Physicians  are  requested 
to  encourage  their  offices,  families,  and  patients  to  keep 
their  calls  to  the  Message  Center  at  a minimum  and  to 
check  in  with  their  offices  or  homes  at  intervals  so  that 
such  messages  as  do  come  to  the  Message  Center  can  be 
handled  espeditiously.  Those  who  see  notices  that  they 
have  messages  at  the  Message  Center  are  asked  to  check 
promptly  with  the  Center. 

A Message  Center  in  the  lobby  of  the  Hilton  Hotel  will 
be  open  Saturday  through  Tuesday,  8 a.  m.  to  6 p.  m. 
A Message  Center  in  Mezzanine  C of  the  Gunter  Hotel 
will  be  open  Sunday  through  Tuesday,  8:30  a.  m.  to 
6 p.  m. 

Mail  and  telegrams  may  be  addressed  in  care  of  the 
Texas  Medical  Association,  Hilton  Hotel,  during  the  period 
of  the  annual  session. 


Woman's  Auxiliary 

The  Woman’s  Auxiliary  will  have  headquarters  at  the 
St.  Anthony  Hotel,  and  all  women  attending  the  annual 
session  are  invited  to  register  there  at  the  Auxiliary  Regis- 
tration Desk  in  the  lobby. 


Hotel  Accommodations 

Hotel  and  motel  reservations  are  being  made  directly 
with  the  hotel  or  motel  of  choice.  Most  Association  activi- 
ties will  be  at  the  Hilton  and  Gunter  Hotels  and  Auxiliary 
events  at  the  St.  Anthony  Hotel.  A list  of  available  facili- 
ties follows: 

Blue  Bonnet  Hotel,  426  North  St.  Mary’s 

Crockett  Hotel,  301  East  Crockett 

Gunter  Hotel,  205  East  Houston  (booked  to  capacity) 

Hilton  Hotel  and  Inn,  309  South  St.  Mary’s  (booked  to  capacity) 
Menger  Hotel,  204  Alamo  Pifiza.  (booked  to  capacity) 

Robert  E.  Lee  Hotel,  311  West  Travis 

St.  Anthony  Hotel,  Travis  and  Navarro  (booked  to  capacity) 

White  Plaza  Hotel,  203  East  Travis 
Alamotel  Courts,  1119  Austin  Highway 
Aloha  Motel,  1435  Austin  Highway 
Alpine  Motel,  1107  Austin  Highway 
Belvedere  Motor  Hotel,  1970  Austin  Highway 
Cactus  Courts,  1054  Austin  Highway 
Casa  Linda  Motel,  3215  Broadway 
El  Montan  Motor  Hotel,  6806  San  Pedro 
Flamingo  Hotel,  1131  Austin  Highway 
Holiday,  3535  Broadway 
Modern  Motel,  1474  Austin  Highway 
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Pan  American,  5433  Broadway 

Park  Mo-Tel,  3617  Broadway 

Park  Plaza  Motel,  2908  Broadway 

Ranch  Motel,  3101  Broadway 

Rio  Lado  Drive  In  Motel,  1100  North  St.  Mary's 

Siesta  Motor  Courts,  4441  Fredericksburg  Road 

Skyline  Motel,  1401  Austin  Highway 

Travis  Motel,  4455  Fredericksburg  Road 

Town  House  Motel,  942  N.E.  Military  Dr. 

The  Westerner,  1116  Austin  Highway 
■Victory  Court,  1125  Austin  Highway 
The  'Wayfarer  Motel,  600  East  Elmira 
Western  Sun  Motel,  1031  Austin  Highway 

The  local  Committee  on  Housing  is  headed  by  Dr.  Wil- 
liam D.  Montgomery,  who  will  attempt  to  assist  those 
having  difficulty  obtaining  accommodations.  The  committee 
will  have  someone  on  duty  in  the  area  of  the  Registration 
Desk  during  the  session. 

Transportation 

The  "Mission  Pharmacal  Express”  will  provide  transpor- 
tation for  participants  in  the  Texas  Medical  Association 
annual  session  and  Woman’s  Auxiliary  convention  in  San 
Antonio,  April  19-21.  The  "train”  is  scheduled  to  make  a 
round  trip  every  half  hour  with  stops  at  the  St.  Anthony, 
Gunter,  and  Hilton  Hotels.  On  Sunday  the  schedule  will 
begin  at  12  noon  with  special  runs  between  4 and  6 p.  m. 
to  include  the  Alamo,  where  Memorial  Services  will  be 
held  at  5 p.  m.  Monday  and  Tuesday  the  train  will  run 
from  8 a.  m.  to  5:30  p.  m.  on  the  regular  half  hour 
schedule.  This  transportation  is  offered  through  courtesy  of 
the  Mission  Pharmacal  Company  of  San  Antonio.  - 


Annual  Session  Reporter 

Physicians  attending  the  1959  annual  session  will  have 
available  each  motning  Sunday  through  Tuesday  the  An- 
nual Session  Reporter,  courtesy  of  Great  American  Reserve 
Insurance  Company  of  Dallas.  The  newspaper  will  be  dis- 
tributed in  the  registration  area  in  the  lobby  of  the  Hilton 
Hotel,  near  the  entrance  to  the  Grand  Ballroom  of  the 
Hilton  Hotel,  and  on  the  mezzanine  floor  of  the  Gunter 
Hotel. 

General  Meeting  Luncheons 

The  Association  will  sponsor  two  General  Meeting 
Luncheons,  one  Monday  and  the  other  Tuesday,  both  at 
12:30  p.  m.  and  both  in  the  Roof  Garden,  Hilton  Hotel. 
Members  of  the  Association  and  Auxiliary  and  guests  are 
invited.  Tickets  will  be  required  for  admittance,  and  they 
will  be  on  sale  at  $3  each  near  the  Registration  Desk  in 
the  lobby  of  the  Hilton  Hotel. 

President's  Party 

A seated  dinner  honoring  the  President  will  be  held 
Tuesday  at  8:30  p.  m.  in  the  Grand  Ballroom  of  the  Hilton 
Hotel.  Larry  Herman’s  Orchestra  will  furnish  music  for 
dancing  with  Eduardo  Martinez  Mexican  Revue  providing 
the  floor  show.  Tickets  at  $7.25  each  will  be  on  sale  near 
the  Registration  Desk  in  the  lobby  of  the  Hilton  Hotel. 
Association  and  Auxiliary  members  and  guests  may  attend; 
tickets  will  be  required  for  admittance.  Dress  will  be 
optional. 


DAILY  SCHEDULE 


Saturday 


9:00 

a.m., 

9:00 

a.m.. 

10:00 

a.m., 

1:30 

p.m.. 

1:30 

p.m.. 

2:00 

p.m., 

3:00 

p.m., 

4:00 

p.m.. 

8:00 

p.m.. 

Sunday 

7:30 

a.m.. 

7:30 

a.m., 

8:00 

a.m., 

8:30 

a.m.. 

9:00 

a.m., 

9:00 

a.m., 

9:00 

a.m., 

9:00 

a.m.. 

9:00 

a.m., 

10:00 

a.m.. 

12:00 

noon. 

12:30 

p.m.. 

1:30 

p.m., 

2:00 

p.m.. 

2:00 

p.m., 

2:00 

p.m.. 

5:00 

p.m.. 

6:30 

p.m.. 

7:00 

p.m.. 

7:30 

p.m., 

Texas  Heart  Association  Board  of  Direaors 
Texas  Society  of  Plastic  Surgeons 
Committee  on  Cancer  Symposium 
Committee  on  Nuclear  and  Atomic  Medicine 
Symposium 

Texas  Heart  Association 

Texas  Society  of  Athletic  Team  Physicians 

Texas  Air-Medics  Association 

Committee  on  Industrial  Health  Symposium 

House  of  Delegates 


Chairmen  of  Reference  Committees  Breakfast 

■Woman's  Auxiliary  Council  Women's  Breakfast 

Texas  Diabetes  Association 

Texas  Neutopsychiatric  Association 

Reference  Committees 

Texas  Ait-Medics  Association 

Texas  Chapter,  American  College  of  Chest  Physicians 
Texas  Heart  Association 
Texas  Society  of  Anesthesiologists 
Gonzales  Warm  Springs  Foundation  Medical 
Advisory  Committee 
Blue  Cross-Blue  Shield  Luncheon 
Woman's  Auxiliary  State  Executive  Board 
Texas  Traumatic  Surgical  Society  and  Texas 
Industrial  Medical  Association 
Texas  Neuropsychiatric  Association  Section  on 
Neurology  and  Neurosurgery 
Texas  Neuropsychiatric  Association  Seaion  on 
Psychiatry 

Texas  Society  of  Gastroenterologists  and 
Proctologists 
Memorial  Services 

Texas  Chapter,  American  Association  of  Public 
Health  Physicians 

Woman's  Auxiliary  Past  Presidents  Dinner 

House  of  Delegates 

Scientific’  and  Technical  Exhibits 


Monday 


8: 

:00 

a.m.. 

8: 

:30 

a.m.. 

9: 

:50 

a.m.. 

10: 

:00 

a.m.. 

10: 

;00 

a.m.. 

10: 

:00 

a.m.. 

10: 

:00 

a.m.. 

10: 

:00 

a.m., 

12: 

:00 

noon, 

12: 

;15 

p.m.. 

12: 

:30 

p.m.. 

12: 

:30 

p.m., 

12: 

30 

p.m.. 

1; 

:30 

p.m.. 

2: 

15 

p.m.. 

2: 

15 

p.m., 

3: 

30 

p.m.. 

4: 

:45 

p.m.. 

5: 

30, 

6:00 

Tuesday 


8:00 

a.m., 

8:00 

a.m., 

8:30 

a.m.. 

10:00 

a.m., 

10:00 

a.m.. 

10:00 

a.m.. 

12:00 

noon, 

12:15 

p.m., 

12:30 

p.m., 

12:30 

p.m., 

2:15 

p.m.. 

2:30 

p.m.. 

3:00 

p.m.. 

4:45 

p.m.. 

7:00 

p.m., 

8:30 

p.m.. 

Woman's  Auxiliary  Business  Session 

Refresher  Courses 

General  Meeting 

Motion  Pictures 

Texas  Air-Medics  Association 

Texas  Dermatological  Society 

Texas  Ophthalmological  Association 

Texas  Orthopedic  Association 

Woman's  Auxiliary  County  Presidents  Luncheon 

Texas  Otolaryngological  Association 

General  Meeting  Luncheon 

Past  Presidents  Association 

Texas  Chapter,  American  Academy  of  Pediatrics 
Woman’s  Auxiliary  Business  Session 
Scientific  Sections 

Conference  of  City  and  County  Health  Officers 

Woman’s  Auxiliary  Tea 

Texas  Society  of  Pathologists,  Inc. 

p.m..  Alumni  Banquets 

Scientific  and  Technical  Exhibits 


Orientation  Program 

Woman's  Auxiliary  Business  Session 

Refresher  Courses 

General  Meeting 

Motion  Pictures 

Texas  Ophthalmological  Association 

Woman's  Auxiliary  Style  Show  Luncheon 

Society  of  Life  Insurance  Medical  Directors  of  Texas 

General  Meeting  Luncheon 

Fifty  "year  Club 

Scientific  Sections 

House  of  Delegates 

Woman’s  Auxiliary  Post-Convention  Executive 
Board  Meeting 

Texas  Physical  Medicine  and  Rehabilitation  Society 
Fraternity  Patties 
Presidents’  Party 

Scientific  and  Technical  Exhibits 
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Alumni  Banquets 

Alumni  banquets  will  be  held  Monday  evening.  Dr.  Wil- 
liam M.  Center,  San  Antonio,  is  chairman  of  the  committee 
arranging  these  events.  Tickets  will  be  on  sale  in  the 
registration  area  in  the  lobby  of  the  Hilton  Hotel.  Banquets 
planned,  all  scheduled  for  the  Hilton  Hotel,  together  with 
the  San  Antonio  physician  in  charge,  are  as  follows: 

Baylor  University  College  of  Medicine. — Walnut  Room, 
6 p.  m..  Dr.  Darrell  Willerson. 

Louisiana  State  University  School  of  Medicine. — Parlor 
B,  6 p.  m..  Dr.  Thomas  Hebert. 

Tulane  University  School  of  Medicine. — Crystal  Ball- 
room, 6 p.  m.,  Dr.  Dan  A.  Russell,  Jr. 

University  of  Arkansas  School  of  Medicine. — Grand 
Ballroom,  6 p.  m..  Dr.  William  M.  Center. 

University  of  Tenneseee  School  of  Medicine. — Alamo 
Room,  6 p.  m..  Dr.  Carl  J.  Walker. 

University  of  Texas  Medical  Branch. — Roof  Garden, 
5:30  p.  m..  Dr.  M.  Bradfield  Oxford.  Dinner  at  6:30 
p.  m.  will  follow  cocktails.  Classes  of  1909,  1919,  1934, 
1939,  1944,  and  1949  will  have  reunion  celebrations. 


Fraternity  Parties 

Fraternity  parties  will  be  held  Tuesday  from  7 to  8 p.  m. 
Dr.  James  L.  Mims,  Jr.,  San  Antonio,  is  chairman  of 
the  committee  planning  these  affairs.  The  parties  planned, 
with  the  local  chairmen,  are  as  follows; 

Alpha  Kappa  Kappa. — Roof  Garden,  Hilton  Hotel,  Dr. 
Charles  M.  Manhoff. 

Nu  Sigma  Nu. — Walnut  Room,  Hilton  Hotel,  Dr. 
Charles  F.  Skripka. 

Phi  Beta  Pi. — South  Terrace,  Gunter  Hotel,  Dr.  David 
T.  McMahon,  Jr. 

Phi  Chi. — Assembly  Room,  Gunter  Hotel,  Dr.  James  L. 
Mims,  Jr. 

Phi  Delta  Epsilon. — Parlor  B,  Hilton  Hotel,  Dr.  M.  M. 
Rosenzweig. 

Phi  Rho  Sigma. — Texas  Room,  Gunter  Hotel,  Dr.  Rolan 
R.  Botkin. 

Theta  Kappa  Psi. — Alamo  Room,  Hilton  Hotel,  Dr. 
Royal  B.  Lea. 

River  Parade  and  Fiesta 

The  1959  annual  session  was  planned  so  that  physicians 
and  their  families  in  addition  to  attending  the  session 
might  enjoy  Fiesta  de  San  Jacinto,  the  festival  traditionally 
held  in  San  Antonio  the  week  in  which  April  21  occurs. 
Because  many  persons  not  associated  with  the  medical 
meeting  will  be  in  San  Antonio  for  Fiesta,  annual  session 
participants  who  wish  to  take  part  in  Fiesta  activities 
should  plan  early  to  arrange  for  bedroom  accommodations 
for  rhe  entire  period  they  expect  to  be  in  San  Antonio  and 
to  secure  tickets  for  the  events  they  wish  to  attend. 

All  inquiries  about  Fiesta  should  be  directed  to  the 
Fiesta  Association,  325  Majestic  Building,  San  Antonio. 

Special  efforts  have  been  made  to  permit  annual  session 
visitors  to  attend  the  River  Parade  on  Monday  evening, 
April  20.  Tickets  have  been  reserved  in  special  sections  for 
the  Texas  Medical  Association  until  April  1.  They  may  be 
obtained  from  the  Fiesta  Association  as  follows  (check 
should  accompany  ticket  request)  : 


Arneson  River  Theatre  (center  of  parade  activities), 
entered  through  gate  5: 

Box  seats  with  chairs  (boxes  5-9),  105  tickets  at  $4.80. 
Amphitheatre  seats  (rows  D-Q),  187  tickets  at  $3.60. 
Riverside  seats  (on  river  banks  near  the  beginning  of 
the  parade  in  close  proximity  to  the  Hilton  Hotel  and  La 
Villita),  entered  through  gate  4: 

Box  seats  with  chairs  (boxes  1-4),  181  tickets  at  $1.80. 
Riverside  chair  seats  (section  G),  190  tickets  at  $1.50. 


Riverside  bleacher  seats,  unreserved  (sections  A-C),  760 
tickets  at  $1.20. 

After  April  1,  the  sections  blocked  out  for  the  Texas 
Medical  Association  will  not  be  held,  but  tickets  probably 
will  be  available  in  other  locations. 

Other  Fiesta  events  of  possible  interest  follow: 


April  19. 
April  20. 
April  21. 

April  22. 
April  23. 


April  24. 


Presentation  of  Miss  Fiesta,  4:30  p.  m. 
Pilgrimage  to  Alamo,  4:30  or  5 p.  m. 

A Night  in  Old  San  Antonio,  5-10  p.  m. 
Street  Dancing,  8:30  p.  m. 

A Night  in  Old  San  Antonio,  5-10  p.  m. 
Garden  Festival  and  Concert,  4-10  p.  m. 
Festival  Ceremonial  Dress  Parade,  4:30  p.  m. 
A Night  in  Old  San  Antonio,  5-10  p.  m. 
Band  Festival,  7:30  p.  m. 

Battle  of  Flowers,  3:30  p.  m. 

A Night  in  Old  San  Antonio,  5-10  p.  m. 
Street  Dancing,  8:30  p.  m. 


House  of  Delegal'es 


The  House  of  Delegates  will  hold  its  first  meeting  Sat- 
urday at  8 p.  m.  in  the  Roof  Garden  of  the  Hilton  Hotel. 
It  is  anticipated  the  House  will  reconvene  Sunday  at  7:30 
p.  m.  and  Tuesday  at  2:30  p.  m.  in  the  same  room.  The 
agenda  for  the  House,  together  with  such  reports  and 
resolutions  as  were  available  at  press  time  and  a list  of 
officers  and  committees,  have  been  incorporated  into  a 
Handbook  for  Delegates  and  may  be  obtained  by  others 
up>on  request.  All  members  of  the  Association  may  attend 
meetings  of  the  House  but  may  not  participate  in  discus- 
sion or  voting  unless  designated  as  delegates. 


Reference  Committees 

Reference  committees  will  hold  their  first  meetings  to 
consider  business  assigned  to  them  by  the  Speaker  of  the 
House  of  Delegates  at  9 a.  m.  Sunday.  Additional  meetings 
will  be  at  such  other  times  as  the  chairmen  of  the  com- 
mittees find  necessary.  Meeting  places  other  than  for  the 
first  meetings  will  be  assigned  at  the  Message  Center  in 
the  lobby  of  the  Hilton  Hotel.  Comminee  chairmen  are 
urged  to  inform  the  Message  Center  staff  when  they  have 
called  meetings  so  that  inquiries  can  be  answered. 

Any  member  of  the  Association  may  arrange  with  a 
reference  committee  for  appearance  in  defense  of  or  op- 
position to  items  referred  to  it  from  the  House  of  Dele- 
gates. 

Meetings  of  reference  committees  Sunday  at  9 a.  m. 
will  be  held  in  the  Hilton  Hotel  as  follows: 

Reports  of  Officers  and  Committees. — Parlor  A. 

Resolutions  and  Memorials. — Parlor  C. 

Finance. — Parlor  E. 

Constitution  and  By-Laws. — Parlor  B. 

Scientific  Work. — Parlor  D. 

Medical  Service  and  Public  Relations. — Alarno  Room. 

Board  of  Councilors. — Parlor  F. 

Board  of  Trustees. — Room  1130. 
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Chairmen  of  reference  committees  are  asked  to  attend  a 
breakfast  meeting  with  the  Speaker  of  the  House  of  Dele- 
gates at  7:30  a.  m.  Sunday  in  Parlor  A of  the  Hilton  Hotel 
to  discuss  procedures  and  expedite  business. 

Committee  Meetings 

Specific  announcements  about  committee  meetings  to  be 
held  at  the  time  of  the  annual  session  will  be  made  later. 

Stenographers 

A Stenographers  Room  will  be  set  up  in  Room  307  of 
the  Hilton  Hotel.  Stenographers  will  be  furnished  for  As- 
sociation business  upon  request  at  the  Message  Center  in 
the  lobby  of  the  Hilton  Hotel. 

Press  Room 

A Press  Room  will  be  maintained  in  Room  530  of  the 
Hilton  Hotel. 


Orientation  Program 

An  orientation  program  for  new  and  transfer  members 
of  the  Texas  Medical  Association,  as  authorized  by  the 
House  of  Delegates  for  provisional  members,  will  be  held 
Tuesday  morning,  beginning  at  8 a.  m.,  in  the  Crystal 
Ballroom  of  the  Hilton  Hotel.  The  program,  open  to  all 
members  of  the  Association,  follows: 


1.  (8:00) 

2.  (8:30) 

3.  (8:35) 

4.  (8:45) 

5.  (9:00) 

6.  (9:30) 

7.  (9:50) 

8.  (10:10) 
9.  (10:25) 

10.  (10:45) 

11.  (11:05) 

12.  (11:25) 

13.  (12:00) 


Registration  and  Coffee. 

Call  to  Order. 

C.  E.  Willingham,  Tyler. 
Welcome:  Objectives  of  Orientation  Pro- 
gram. ■ Travis  Smith,  Abilene. 

The  Medical  Association:  An  Accounting  of 
Stewardship — What  Happens  to  Your  $S0? 

Troy  A.  Shafer,  Harlingen. 
Public  Relations  and  Socio-Economic  Con- 
siderations in  the  Practice  of  Medicine. 

Mr.  C.  Lincoln  Williston,  Austin. 
Medical  Ethics  Considerations  in  the  Practice 
of  Medicine. 

C.  E.  Oswalt,  Jr.,  Fort  Stockton. 
Medical  Etiquette:  Obligations  of  the  Physi- 
cian to  Colleagues  and  to  the  Profession. 

R.  Mayo  Tenery,  Waxahachie. 

Coffee. 

Serving  the  Doctors  of  Texas. 

Donald  M.  Anderson,  Austin. 
Voluntary  Health  Insurance. 

Roy  T.  Lester,  Dallas. 
Workmen's  Compensation  Laws:  Charges, 
Obligations,  and  the  Law. 

Smith  Pettigrew,  Dallas. 
Legal  Aspects  of  Medical  Practice:  Malprac- 
tice— How  to  Avoid  It. 

Philip  R.  Overton,  LL.B.,  Austin. 
Adjournment  to  Attend  General  Meeting 
Luncheon. 


A Day  of  Special  Symposiums 

The  Committee  on  Cancer,  Industrial  Health,  and  Nu- 
clear and  Atomic  Medicine  of  the  Texas  Medical  Associa- 
tion will  sponsor  a series  of  three  programs  on  Saturday, 
April  18,  arranged  so  that  physicians  may  attend  all  three. 
They  are  designed  for  all  members  of  the  Association. 


Cancer  in  Texas  Today 
(Sponsored  by  the  Committee  on  Cancer) 
Saturday,  April  18,  10:00  a.  m. 

Roof  Garden,  Hilton  Hotel 

1.  How  Much  Cancer?  Henry  A.  HOLLE,  Austin. 

2.  What  Kinds  of  Cancer?  CHARLES  PHILLIPS,  Houston. 

3.  Where  Is  It?  Maynard  S.  Hart,  El  Paso. 

4.  What  Are  We  Doing  About  It? 

R.  Lee  Clark,  Jr.,  Houston. 

Radiation  Overexposures  and  Accidents 

( Sponsored  by  the  Committee  on  Nuclear  and  Atomic 
Medicine ) 

Saturday,  April  18,  1:30  p.  m. 

Roof  Garden,  Hilton  Hotel 

Herbert  C.  Allen,  Jr.,  Houston,  Moderator 
This  symposium  will  deal  with  the  clinical  signs  and 
symptoms  related  to  nuclear  accidents,  problems  confront- 
ing the  physician  with  respea  to  estimation  of  radiation 
dosage  received  by  the  casualties,  and  the  management  and 
treatment  of  these  patients. 

1.  (1:30)  Department  of  Defense:  Radiological  Mu- 

tual Assistance  Plan. 

G.  Victor  Beard,  Washington,  D.  C. 

2.  (2:00)  Fatal  Nuclear  Accidents. 

a.  (2:00)  Los  Alamos  1950  and  1958:  Three  Fatal 
Overexposures  at  Los  Alamos. 

Thomas  L.  Shipman,  Los  Alamos,  N.  Mex. 

3.  (2:40)  Intermission. 

4.  (3:00)  Nonfatal  Nuclear  Accidents. 

a.  (3:00)  Argonne  National  Laboratories:  Accident- 

al Overexposure  at  Argonne  National 

Laboratories. 

Asher  J.  Finkel,  Lamont,  111. 

b.  (3:20)  Oak  Ridge,  Tenn.:  Clinical  and  Labora- 

tory Findings  of  Patients  Exposed  to  Ra- 
diation at  Y-12  Plant,  Oak  Ridge. 
Beecher  Sitterson,  Oak  Ridge,  Tenn. 

5.  (3:50)  Numerical  Overexposure  Without  Injury. 

Thomas  L.  Shipman,  Los  Alamos,  N.  Mex. 

6.  (4:05)  Manned  Space  Flight  and  the  Biological 

Implication  of  Space  Radiation. 

Wright  H.  Langham,  Ph.D., 
Los  Alamos,  N.  Mex. 

Your  Hospital  Employees’  Health 
(Sponsored  by  the  Committee  on  Industrial  Health) 
Saturday,  April  18,  4:00  p.  m. 

Crystal  Ballroom,  Hilton  Hotel 

1.  Introduction.  VAL  C.  Baird,  Houston. 

2.  Corridor  Diagnoses;  Transitory  Treatments. 

Robert  J.  Potts,  Dallas. 

3.  American  Medical  Association  Principles. 

Lemuel  C.  McGee,  Wilmington,  Del. 

4.  American  Hospital  Association  Principles. 

Mr.  Tol  Terrell,  San  Angelo. 

5.  Public  Health  Principles.  HENRY  A.  HOLLE,  Austin. 

6.  Nursing  Principles.  Lucile  Petry  Leone,  R.N., 

Washington,  D.  C. 

7.  Engineering  Principles. 

Lt.  Col.  Floyd  Berry,  Fort  Sam  Houston. 

8.  Texas  Hospital  Association. 

Mr.  W.  P.  Earngey,  Jr.,  Fort  Worth. 

9.  Clinical  Nursing  and  Absenteeism. 

Dorothy  Haskins,  R.N.,  Dallas. 
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10.  Dollars  and  Sense  of  Occupational  Health. 

Mr.  H.  W.  Ferguson,  Houston. 

6:00  p.  m.,  Crystal  Ballroom,  Hilton  Hotel 

11.  (6:00)  Social  Hour. 

12.  (6:45)  Dinner. 

Introduction  of  Distinguished  Guests. 
Introduction  of  Speaker. 

Howard  O.  Smith,  Marlin. 
Medical  Decision  and  Leadership. 

E.  Vincent  Askey,  Los  Angeles,  Calif. 
Closing  Remarks. 

Val  C.  Baird,  Houston. 

Bl  ue  Cross-Blve  Shield  Luncheon 

Blue  Cross-Blue  Shield  of  Texas  will  have  a luncheon 
for  members  of  the  House  of  Delegates  on  Sunday  at  12 
noon  in  the  Roof  Garden  of  the  Hilton  Hotel.  W.  R. 
McBee  of  Dallas,  executive  director  of  Blue  Cross-Blue 
Shield  of  Texas,  will  speak.  Robert  Hawthorne  with  Blue 
Cross-Blue  Shield  in  Dallas  is  making  the  arrangements. 

Fifty  Year  Club 

The  Fifty  Year  Club  for  physicians  who  have  been  in 
practice  at  least  50  years  will  have  a special  table  at  the 
General  Meeting  Luncheon  on  Tuesday  at  12:30  p.  m.  in 
the  Roof  Garden  of  the  Hilton  Hotel.  Tickets  at  $3  each 
will  be  available  near  the  Registration  Desk  in  the  lobby 
of  the  Hilton  Hotel  and  will  be  required  for  admittance 
to  the  luncheon.  Dr.  L.  H.  Reeves,  Fort  Worth,  can  give 
further  information  about  the  organization. 

Gonzales  Worm  Springs  Foundation 
Medical  Advisory  Committee 

The  Medical  Advisory  Committee  of  the  Gonzales  Warm 
Springs  Foundation  will  meet  Sunday  at  10  a.  m.  in  the 
Alamo  Room  of  the  Gunter  Hotel.  Dr.  Odon  F.  von 
Werssowetz  is  the  contact  person. 

Past  Presidents  Association 

The  Past  Presidents  Association  will  have  a special 
table  at  the  General  Meeting  Luncheon  on  Monday  at 
12:30  p.  m.  in  the  Roof  Garden  of  the  Hilton  Hotel. 
Tickets  at  $3  each  will  be  on  sale  near  the  Registration 
Desk  in  the  lobby  of  the  Hilton  Hotel  and  will  be  required 
for  admittance  to  the  luncheon.  Dr.  L.  H.  Reeves,  Fort 
Worth,  secretary,  can  give  additional  information. 

Society  of  Life  Insurance  Medical  Directors 

The  Society  of  Life  Insurance  Medical  Directors  of  Texas 
will  have  a luncheon  Tuesday  at  12:15  p.  m.  in  Parlor  C 
of  the  Hilton  Hotel.  Dr.  Chester  E.  Cook,  Dallas,  secretary, 
is  making  the  arrangements. 

Texas  Chapter,  American  Academy  of  Pediatrics 

The  Texas  Chapter  of  the  American  Academy  of  Pedi- 
atrics will  meet  for  luncheon  Monday  at  12:30  p.  m.  in 
Parlor  C of  the  Hilton  Hotel.  Dr.  William  L.  Wilson,  head 
of  the  Division  of  Occupational  Health  of  the  Texas  State 
Department  of  Health,  Austin,  will  speak  on  "Poison  Con- 
trol.” Dr.  W.  W.  Kelton,  Austin,  secretary  of  the  chapter, 
is  in  charge  of  arrangements. 


Texas  Otolaryngological  Association 

An  organizational  luncheon  for  a Texas  Otolaryngologi- 
cal Association  will  be  held  Monday  at  12:15  p.  m.  in 
the  Assembly  Room,  Gunter  Hotel.  Further  information 
may  be  obtained  from  Dr.  Jack  L.  Turner,  Odessa,  chair- 
man of  the  Texas  Medical  Association’s  Section  on  Eye, 
Ear,  Nose,  and  Throat. 

Golf  Tournament 

The  annual  Texas  Medical  Association  Golf  Tournament 
will  be  held  Monday,  April  20,  at  Oak  Hills  Country  Club. 
All  members  of  the  Association  are  eligible  to  participate. 
The  tournament  fee  of  |8  includes  green  fee,  tournament 
expenses,  a chance  to  win  a prize,  and  snacks  at  the  end 
of  the  tournament.  Luncheon  and  refreshments  will  be 
available  at  the  club  as  desired.  Tournament  play  will  begin 
at  9 a.  m.  and  run  until  2 p.  m.  Rules  of  play  will  be 
similar  to  those  used  by  the  American  Medical  Golfing 
Association.  Present  plans  call  for  five  flights  with  similar 
prizes  in  each  flight.  There  will  be  four  handicap  flights 
and  one  Callaway  flight  for  those  without  an  established 
handicap.  All  players  should  present  verification  of  their 
home  club  handicap  signed  by  the  club  secretary  or  pro- 
fessional; otherwise  handicap  will  be  set  by  the  Golf 
Committee.  No  handicaps  over  25  will  be  allowed.  The 
club  professional  is  Warren  Smith. 

Taxicabs  will  be  available  to  provide  transportation 
to  and  from  the  club  for  one  to  four  p>ersons  per  cab. 
Direction  sheets  will  be  available  near  the  Registration 
Desk  in  the  lobby  of  the  Hilton  Hotel  for  those  with 
private  transportation.  Members  of  the  Golf  Committee 
will  be  available  near  the  Registration  Desk  on  Sunday 
afternoon  and  Monday  morning  to  assist  in  assigning  time 
and  foursomes  for  play. 

All  communications  should  be  directed  to  Dr.  Ernest  A. 
Maxwell,  124  Dallas  Street,  San  Antonio,  chairman  of  the 
Golf  Committee.  Other  members  are  Drs.  M.  Bradfield 
Oxford,  A.  B.  Pyterek,  and  Carl  Goeth,  all  of  San  Antonio. 

Annual  Session  Committees 

The  Council  on  Scientific  Work,  which  has  coordinated 
plans  for  the  annual  session,  consists  of  Drs.  L.  Bonham 
Jones,  San  Antonio,  chairman;  B.  H.  Williams,  Temple; 
Herman  C.  Sehested,  Fort  Worth;  E.  D.  McKay,  Amarillo; 
and  John  C.  Kennedy,  Houston,  with  Dr.  Howard  O. 
Smith,  Marlin,  and  C.  Lincoln  Williston,  Austin,  serving 
ex  officio. 

The  Committee  on  General  Arrangements  for  the  An- 
nual Session,  all  members  of  San  Antonio,  is  composed 
of  Dr.  A.  Fletcher  Clark,  Jr.,  chairman,  and  the  chairmen 
of  his  local  committees:  Drs.  William  M.  Center  (Alumni 
Dinners),  James  L.  Mims,  Jr.  (Fraternity  Parties),  Ernest 
A.  Maxwell  (Golf),  William  D.  Montgomery  (Housing), 
John  H.  Bohmfalk  (Memorial  Services),  and  Charles  L. 
McGehee  ( Sponsorship ) . 


And  Bring  Your  Wife 
WOMAN'S  AUXILIARY  CONVENTION 
April  18-21 — Son  Antonio 
Program  on  Page  240 
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GUESTS 


Dr.  Walter  C. 

Alvarez, 
Professor  Emeritus 
of  Medicine, 
University  of 
Minnesota  Medical 
School,  Chicago,  111. 


The  Art  of  Helping  a Nervous  Per- 
son, General  Meeting  Luncheon, 
Monday,  1 :20  p.  m. 

The  Many  "Nervous”  People  Who 
Are  Really  Mildly  Psychotic,  Sec- 
tion on  General  Practice,  Monday, 
3:45  p.  m. 

Sponsor:  Carl  E.  Bosshardt,  San  Antonio 


Guest  of  Texas  Medical  Association. 


Allergy  in  Dermatology,  Refresher 
Course,  Monday,  8:30  a.  m. 

Eruptions  on  the  Hands,  Texas 
Dermatological  Society,  Monday, 
10:00  a.  m. 

Epithelioma;  Diagnosis  and  Treat- 
ment, General  Meeting,  Tuesday, 
10:30  a.  m. 

Sponsor:  C.  Ferd  Lehman,  San  Antonio 


Guest  of  Texas  Dermatological 
Association  and  Texas  Medical  Association. 


Dr.  George  C. 

Andrews, 
Clinical  Professor 
of  Dermatology 
( retired ) , College 
of  Physicians  and 
Surgeons,  Columbia 
University, 

New  York,  N.  Y. 


Dr.  Harry  E. 
Bacon, 

Professor  and  Head, 
Department  of 
Rectal  and  Colonic 
Surgery,  Temple 
University  School 
of  Medicine, 
Philadelphia,  Pa. 


Diagnosis  and  Treatment  of  Cancer 
of  the  Rectum  and  Colon,  Texas 
Society  of  Gastroenterologists  and 
Proctologists,  Sunday,  3:00  p.  m. 
Cancer  of  the  Rectum  and  Colon;  5 
and  10  Year  Survivals,  General 
Meeting,  Monday,  11:00  a.  m. 
Technique  and  Value  of  Sigmoid- 
oscopy, Section  on  General  Prac- 
tice, Monday,  2 :45  p.  m. 

Sponsor:  J.  B.  Copeland,  San  Antonio 
Co-Sponsor:  O.  P.  Griffin,  Fort  Worth. 

Guest  of  Texas  Society  of 
Gastroenterologists  and  Proctologists  and 
Texas  Medical  Association. 


Congestive  Heart  Failure  and  the 
Heart,  Texas  Heart  Association, 
Sunday,  10:00  a.  m. 

Panel  Discussion:  Hypertension, 
Texas  Heaa  Association,  Sunday, 
10:45  a.  m. 

Panel  Discussion:  Rheumatic  Fever 
and  Rheumatic  Heart  . Disease, 
Texas  Heart  Association,  Sunday, 
3:45  p.  m. 

The  Development  of  Modern  Con- 
cepts of  Coronary  Heart  Disease, 
Refresher  Course,  Monday,  8:30 
a.  m. 

Panel  Discussion:  Atherosclerosis, 
Section  on  Internal  Medicine, 
Monday,  4:15  p.  m. 

Sponsor:  L.  B.  Reppert,  San  Antonio 

Co-Sponsor:  W.  B.  Adamson,  Abilene 

Guest  of  Texas  Heart  Association  and 
Texas  Medical  Association. 


Dr.  Richard  J. 
Bing, 

Professor  of 
Medicine, 
Washington 
University  School 
of  Medicine, 

St.  Louis,  Mo. 


Dr.  Edward  L. 

Compere, 
Professor  and 
Chairman, 
Department  of 
Orthopedic  Surgery, 
Northwestern 
University  Medical 
School,  Chicago,  111. 


Diagnosis  and  Treatment  of  Whip- 
lash Injuries  of  the  Neck,  Texas 
Orthopedic  Association,  Monday, 
11:15  a.  m. 

Panel  Discussion:  The  Management 
of  Infection,  Section  on  Surgery, 
Tuesday,  3:45  p.  m. 

Helpful  Hints  to  the  General  Prac- 
titioner for  the  Management  of 
Various  Orthopedic  Problems,  Re- 
fresher Course,  Tuesday,  8:30 
a.  m. 

The  Management  of  Sciatica  and 
Low  Back  Pain,  General  Meeting, 
Tuesday,  11:30  a.  m. 

Sponsor:  Phillip  L.  Day,  San  Antonio 
Co-Sponsor:  R.  A.  Murray,  Temple 

Guest  of  Texas  Orthopedic  Association 
and  Texas  Medical  Association. 


The  Challenge  of  Carcinoma  of  the 
Breast,  Refresher  Course,  Monday, 
8:30  a.  m. 

Mammary  Dysplasia;  Diagnosis  and 
Treatment,  Section  on  Obstetrics 
and  Gynecology,  Tuesday,  2:15 
p.  m. 

Cystic  Tumors  of  the  Neck,  Seaion 
on  Pathology,  Tuesday,  3:45  p.  m. 

Sponsor:  D.  L.  Galindo,  San  Antonio. 
Co-Sponsor:  J.  D.  Weaver,  Austin 

Guest  courtesy  of  Texas  Division, 
American  Cancer  Society. 


Dr.  Murray  M. 
Copeland, 
Professor  and 
Chairman, 
Department  of 
Oncology,  George- 
town University 
Medical  Center, 
Washington,  D.  C. 


Make  Hotel  Reservations  for  Son  Antonio 

(Card  After  Page  204) 
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The  Importance  of  Proper  Nutrition  ] 

in  the  Treatment  of  Diabetes,  i 

Texas  Diabetes  Association,  Sun-  j 

day,  10:45  a.  m.  1 

■1  • » 

The  Differential  Diagnosis  of  Post- 
anesthetic Respiratory  Inadequacy . 
Texas  Society  of  Anesthesiologists, 
Sunday,  11:30  a.  m. 

Treatment  of  Narcotic  and  Barbitu- 
rate Poisoning,  Refresher  Course, 

Panel  Discussion:  The  Role  of  Diet 
in  Diabetes,  Texas  Diabetes  As- 
sociation, Sunday,  12:45  p.  m. 

Dietary  Fat  and  the  Atherosclerosis 
Problem  of  the  Diabetic,  Texas 
Diabetes  Association,  Sunday, 

2:40  p.  m.  1 

Dr.  James  E. 
Eckenhoff, 
Professor  of 
Anesthesiology, 
University  of 
Pennsylvania 
School  of 
Medicine, 
Philadelphia,  Pa. 


Sponsor:  W.  E.  McKiski,  San  Antonio 
Co-Sponsor:  M.  T.  Jenkins,  Dallas 


Guest  of  Texas  Society  of  Anesthesiologists 
and  Texas  Medical  Association. 


Panel  Discussion:  Atherosclerosis, 
Section  on  Internal  Medicine, 
Monday,  4:15  p.  m. 

Management  of  Obesity,  Section  pn 
Internal  Medicine,  Tuesday,  2 :45 
p.  m. 

Sponsor:  Marie  D.  Gordon,  San  Antonio 

Guest  of  Texas  Diabetes  Association 
and  Texas  Medical  Association. 


Dr.  Grace  A. 
Goldsmith, 
Professor  of 
Medicine,  Tulane 
University  School 
of  Medicine, 
New  Orleans,  La. 


Soft  Tissue  Injuries  of  the  Pace,  Re- 
fresher Course,  Monday,  8:30 
a.  m. 

Fractures  and  Traumatic  Injuries  of 
the  Malar  Bones,  Section  on  Eye, 
Ear,  Nose,  and  Throat,  Monday, 
2:15  p.  m. 

Fractures  and  Traumatic  Injuries  of 
the  Maxilla,  Section  on  Eye,  Ear, 
Nose,  and  Throat,  Monday,  3:45 
p.  m. 

Sponsor:  E.  P.  Waller,  San  Antonio 
Co-Sponsor:  J.  L.  Turner,  Odessa 

Guesr  of  Texas  Medical  Association. 


Dr.  John  B. 
Erich, 

Head,  Department 
of  Plastic  Surgery, 
Mayo  Clinic, 
Rochester,  Minn. 


Dr.  Jack  R. 

Ewalt, 
Professor  of 
Psychiatry,  Harvard 
Medical  School, 
Boston,  Mass. 


Psychiatry  in  Industry,  Texas  Trau- 
matic Surgical  Society  and  Texas 
Industrial  Medical  Association, 
Sunday,  2:00  p.  m. 

Psychiatry  for  the  Family  Physician, 
Refresher  Course,  Monday,  8:30 
a.  m. 

Trends  in  the  Care  of  the  Mentally 
111,  General  Meeting,  Tuesday, 
10:00  a.  m. 

Sponsor:  James  R.  Blair,  Jr.,  San  Antonio 

Guest  of  Texas  Industrial  Medical 
Association  and  Texas  Medical  Association. 


Dr.  Gunnar 
Gundersen, 
President,  American 
Medical  Association, 
La  Crosse,  Wis. 


Land  of  the  Free  and  Easy?  General 
Meeting  Luncheon,  Tuesday,  1:25 
p.  m. 

Sponsor:  Walter  Walthall.  San  Antonio 
Co-Sponsor:  Howard  O.  Smith,  Marlin 


Guest  courtesy  of  American  Medical 
Association. 


Use  of  Clarification  of  the  Doctor- 
Patient  Relationship  as  a Goal  in 
Brief  Psychotherapy,  Texas  Neuro- 
psychiatric Association,  Sunday, 
10:30  a.  m. 

Panel  Discussion:  Goals  and  Moti- 
vation in  Psychotherapy,  Texas 
Neuropsychiatric  Association,  Sun- 
day, 3:30  p.  m. 

The  Impact  of  the  Patient  on  the 
Physician,  General  Meeting,  Mon- 
day, 10:00  a.  m. 

Sponsor:  Brooks  W.  Mullen,  San  Antonio 
Co-Sponsor:  Stephen  Weisz,  Dallas 

Guest  of  Texas  Neuropsychiatric 

Association  and  Texas  Medical  Association. 


Dr.  Eugene  A. 

Hargrove, 
Director  of  Mental 
Hospital  System, 
State  of 

North  Carolina, 
Raleigh,  N.  C. 


TEXAS  MEDICAL  ASSOCIATION  MEMBERS 

Are  Invited  to  Attend 

RELATED  ORGANIZATIONS  PROGRAMS 

See  Pages  227-333 
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Address,  Texas  Chapter,  American 
Association  of  Public  Health  Phy- 
sicians, Sunday,  6:30  p.  m. 

Coronary  Artery  Disease — Its  Epi- 
demiology, Conference  of  City 
and  County  Health  Officers,  Mon- 
day, 2:15  p.  m. 

Ionizing  Radiation  and  Public 
Health,  Section  on  Public  Health, 
Tuesday,  2:15  p.  m. 

Sponsor:  J.  C.  Ellington,  San  Antonio 
Co-Sponsor:  Henry  A.  Holle,  Austin 


Guest  of  Conference  of  City  and  County 
Health  Officers  and  Texas  Medical 
Association. 


Dr.  Herman  E. 

Hilleboe, 
Commissioner  of 
Health,  State  of 
New  York, 
Albany,  N.  Y. 


Dr.  Champ  Lyons, 
Professor  and 
Chairman, 
Department  of 
Surgery,  Medical 
College  of  Alabama, 
Birmingham,  Ala. 


Cerebrovascular  Insufficiency,  Gen- 
eral Meeting,  Monday,  11:30 
a.  m. 

"Fourth  Space”  Sequestration  of  Ex- 
tracellular Fluid,  Section  on  Sur- 
gery, Tuesday,  2:40  p.  m. 

Panel  Discussion:  The  Management 
of  Acute  Trauma,  Section  on  Sur- 
gery, Monday,  3:45  p.  m. 

Panel  Discussion:  Massive  Gastroin- 
testinal Tract  Hemorrhage,  Section 
on  Internal  Medicine,  Tuesday, 
4:15  p.  m. 

Sponsor:  I.  C.  Skinner,  San  Antonio 
Guest  of  Texas  Medical  Association, 


Dr.  Oscar  B. 
Hunter,  Jr., 
Director,  Oscar  B. 
Hunter  Memorial 
Laboratory, 
Washington,  D.  C. 


Radioisotopes  in  the  Clinical  Path- 
ology Laboratory,  Section  on  Path- 
ology, Monday,  2:15  p.  m. 

Diagnostic  Procedures,  Using  Radio- 
active Isotopes  at  Tracer  Levels, 
Section  on  Pathology,  Monday, 
3:00  p.  m. 

Panel  Discussion:  Atherosclerosis, 
Section  on  Internal  Medicine, 
Monday,  4:15  p.  m. 

Problems  in  Hemolytic  Disease,  Sec- 
tion on  Pathology,  Tuesday,  2:15 
p.  m. 

Sponsor:  Albert  M.  Richmond, 

San  Antonio 

Co-SpOnsor:  E.  E,  Muirhead,  Dallas 
Guest  of  Texas  Medical  Association. 


The  Routine  Skull  Examination, 
Refresher  Course,  Monday,  8:30 
a.  m. 

Evaluation  of  Diaphragms  in  Diag- 
nosis of  Chest  Lesions,  Section  on 
Radiology,  Monday,  2:45  p.  m. 

Rarer  Types  of  Mediastinal  Masses, 
Section  on  Radiology,  Tuesday, 
2:45  p.  m. 

Panel  Discussion:  Massive  Gastro- 
intestinal Tract  Hemorrhage,  Sec- 
tion on  Internal  Medicine,  Tues- 
day, 4:15  p.  m. 

Sponsor:  Dean  B.  Jones,  San  Antonio 
Guest  of  Texas  Medical  Association. 


Dr.  Ted  F.  Leigh, 
Professor  of 
Radiology,  Emory 
University  School 
of  Medicine, 
Atlanta,  Ga. 


Spontaneous  Subarachnoid  Hemor- 
rhage, Texas  Neuropsychiatric  As- 
sociation, Sunday,  10:00  a.  m. 

Round-Table  Discussion  of  Hydro- 
cephalus, Texas  Neuropsychiatric 
Association,  Sunday,  2:30  p.  m. 

Intracranial  Hemorrhage  in  Infancy 
and  Childhood,  Section  on  Pedi- 
atrics, Monday,  3:45  p.  m. 

Post-Meningitic  Subdural  Effusions, 
Seaion  on  Pediatrics,  Tuesday, 
2:45  p.  m. 

Sponsor:  Ralph  A.  Munslow,  San  Antonio 
Co-Sponsor:  Samuel  R.  Snodgrass, 
Galveston 

Guest  of  Texas  Neuropsychiatric 
Association  and  Texas  Pediatric  Society. 


Dr.  Donald  D. 
Matson, 

Neurosurgeon,  The 
Children’s  Hospital, 
Boston,  Mass. 


Dr.  John  M. 
McLean, 
Professor  of 
Clinical  Surgery 
( Ophthalmology ) , 
Cornell  University 
Medical  College, 
New  York,  N.  Y. 


Miscellaneous  Medical  Conditions  in 
Ophthalmology,  Refresher  Course, 
Monday,  8:30  a.  m. 

Some  Practical  Points  in  Ophthal- 
mic Surgery,  Part  1,  Texas  Oph- 
thalmological  Association,  Tues- 
day, 11:00  a.  m. 

Some  Practical  Points  in  Ophthal- 
mic Surgery,  Part  11,  Section  on 
Eye,  Ear,  Nose,  and  Throat,  Tues- 
day, 4:15  p.  m. 

Sponsor:  A.  A.  Nisbet,  San  Antonio 
Co-Sponsor:  Hal  Maxwell,  Dallas 

Guest  of  Texas  Ophthalmological 

Association  and  Texas  Medical  Association. 


BE  SURE  TO  VISIT  EXHIBITS 

Sunday  Noon  through  Tuesday 

Scientific  Exhibits — Hilton  Hotel  Mezzanine  and  Fifteenth  Floor 
Technical  Exhibits — Hilton  Hotel  Grand  Ballroom  and  Mezzanine;  Gunter  Hotel  Mezzanine 
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Abnormal  Uterine  Bleeding  at  or 
After  the  Menopause,  General 
Meeting,  Tuesday,  11  a.  m. 

Stress  Incontinence  in  the  Female; 
Investigation  and  Treatment,  Sec- 
tion on  General  Practice,  Tuesday, 
2:15  p.  m. 

Surgical  Emergencies  in  Pregnancy, 
Section  on  Obstetrics  and  Gyne- 
cology, Tuesday,  3 :45  p.  m. 

Sponsor:  J,  Layton  Cochran,  San  Antonio 

Co-Sponsor;  G.  V.  Brindley,  Sr.,  Temple 

Guest  courtesy  of  Texas  Division, 
American  Cancer  Society. 


Dr.  Newell  W. 
Philpott, 
Professor  of 
Obsretrics  and 
Gynecology,  McGill 
University  Faculty 
of  Medicine, 
Montreal,  Canada. 


Dr.  Duncan  E. 
Reid, 

Professor  and  Head, 
Department  of 
Obstetrics,  Harvard 
Medical  School, 
Boston,  Mass. 


Repetitive  Abortion  and  Premature 
Labor,  Section  on  Obstetrics  and 
Gynecology,  Monday,  3:45  p.  m. 

The  Management  of  Difficult  Labor 
and  Delivery,  Refresher  Course, 
Tuesday,  8:30  a.  m. 

Management  of  Late  Pregnancy 
Bleeding,  Section  on  General 
Practice,  Tuesday,  2:45  p.  m. 

Sponsor:  James  M.  Betler,  San  Antonio 
Guest  of  Texas  Medical  Association. 


Management  of  Renal  Failure  in 
Children,  Section  on  Pediatrics, 
Monday,  2:45  p.  m. 

The  Management  of  the  Allergic 
Child,  Refresher  Course,  Tuesday, 
8:30  a.  m. 

Fluid  Therapy  in  the  Surgical  Infant, 
Section  on  Pediatrics,  Tuesday, 
2:15  p.  m. 

Sponsor:  Howard  A.  Britton,  San  Antonio 
Guest  of  Texas  Medical  Association. 


Dr.  Mitchell  I. 
Rubin, 

Professor  and  Head, 
Department  of 
Pediatrics, 
University  of 
Buffalo  School 
of  Medicine, 
Buffalo,  N.  Y. 


Dr.  O.  a.  Sander, 
Asstxiate  Professor 
of  Occupational 
and  Environmental 
Medicine, 
Marquette 
University  School 
of  Medicine, 
Milwaukee,  Wis. 


Newer  Concepts  of  the  Pathogenesis 
of  the  Pneumoconioses,  Texas 
Chapter,  American  College  of 
Chest  Physicians,  Sunday,  2:00 
p.  m. 

The  Benign  Pneumoconioses,  Gener- 
al Meeting,  Monday,  10:30  a.  m. 

Sponsor;  David  McCullough,  San  Antonio 


Guest  of  Texas  Chapter,  American  College 
of  Chest’  Physicians  and  Texas  Medical 
Association. 


Use  of  Sedatives  and  Anesthetic 
Drugs  in  Liver  Disease,  Texas  So- 
ciety of  Anesthesiologists,  Sunday, 
10:45  a.  m. 

Clinical  Application  of  Enzymology 
in  Diagnosis  of  Digestive  Tract 
Disease,  Seaion  on  Internal  Medi- 
cine, Monday,  2:45  p.  m. 

Physiological  Aids  in  the  Diagnosis 
and  Treatment  of  Peptic  Ulcer, 
Refresher  Course,  Tuesday,  8:30 
a.  m. 

Panel  Discussion:  Massive  Gastroin- 
testinal- Tract  Flemorrhage,  Sec- 
tion on  Internal  Medicine,  Tues- 
day, 4:15  p.  m. 

Sponsor:  Leon  Kopecky,  San  Antonio 

Co-Sponsor:  John  R.  Kelsey,  Jr.,  Houston 

Guest  of  Texas  Medical  Association. 


Dr.  John  T. 
Sessions,  Jr., 
Associate  Professor 
of  Medicine, 
University  of  North 
Carolina  School 
of  Medicine, 
Chapel  Hill,  N.  C. 


Surgery  of  the  Conjunctiva  and 
Socket,  Texas  Ophthalmological 
Association,  Monday,  11:00  a.  m. 

Burns  of  the  Eyelids,  Refresher 
Course,  Tuesday,  8:30  a.  m. 

Medial  Fractures  of  the  Orbit,  Sec- 
tion on  Eye,  Ear,  Nose,  and 
Throat,  Tuesday,  2:15  p.  m. 


Dr.  Byron  Smith, 
Surgeon  Director, 
Manhattan  Eye,  Ear, 
and  Throat 
Hospital, 

New  York,  N.  Y. 


Sponsor:  James  L.  Mims,  Jr.,  San  Antonio 
Co-Sponsor:  R.  Marion  Johnson,  Houston 

Guest  of  Texas  Ophthalmological 
Association  and  Texas  Medical  Association. 

W 


ENJOY  THE  RIVER  PARADE  AND  FIESTA! 

For  Complete  Schedule  of  Events  During  April  19-24 
Look  on  Page  200 
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Surgical  Mamgement  of  Benign 
Pancreatic  Disease,  Texas  Trau- 
matic Surgical  Society  and  Texas 
Industrial  Medical  Association, 
Sunday,  3:10  p.  m. 

Gastric  Ulcer  vs.  Carcinoma,  Re- 
fresher Course,  Monday,  8:30 
a.  m. 

Some  Problems  in  Biliary  Tract.  Sur- 
gery, Section  on  Surgery,  Monday, 
2:40  p.  m. 

Sponsor:  August  F.  Herff,  Jr., 

San  Antonio 

Co-Sponsor;  Frederick  F.  Rogers, 
Corpus  Christ! 

Guest  of  Texas  Traumatic  Surgical 
Society  and  Texas  Medical  Association. 


SPECIAL  SPEAKERS 

Dr.  E.  Vincent  Askey,  Speaker  of  the  House  of  Dele- 
gates, American  Medical  Association,  Los  Angeles, 
Calif. 

Medical  Decision  and  Leadership. 

Symposium  of  Committee  on  Industrial  Health,  Saturday 
evening. 

Dr.  Lenox  D.  Baker,  Professor  of  Orthopedic  Surgery, 
Duke  University  School  of  Medicine,  Durham,  N.  C. 

Guest  of  the  Texas  Physical  Medicine  and  Rehabilitation 
Society  through  the  courtesy  of  United  Cerebral  Palsy 
of  Texas,  Inc.  Sponsor:  Roy  N.  Davis,  San  Antonio; 
co-sponsor:  Odon  F.  vorf  Werssowetz,  Gonzales. 

Marie-Striimpell  Arthritis  and  Low  Back  Pain. 

Texas  Orthopedic  Association,  Monday,  3:35  p.  m. 

The  Rational  Treatment  of  Cerebral  Palsy. 

Section  on  Pediatrics,  Tuesday,  3:45  p.  m. 

Dr.  G.  Victor  Beard,  Radiation  Protection  Branch,  Atom- 
ic Energy  Commission,  Washington,  D.  C. 

Department  of  Defense:  Radiological  Mutual  Assistance 
Plan. 

Symposium  of  Committee  on  Nuclear  and  Atomic  Medi- 
cine, Samrday,  1:30  p.  m. 

W.  H.  Bell,  LL.B.  Attorney,  Texas  State  Department  of 
Health,  Austin. 

Panel  Discussion:  Public  Health  Legislation. 

Conference  of  City  and  County  Health  Officers,  Monday, 
2:45  p.  m. 

Floyd  Berry,  Lt.  Col.,  USA  (MC),  Fort  Sam  Houston, 
representing  Surgeon  General,  United  States  Army. 

Engineering  Principles. 

Symposium  of  Committee  on  Industrial  Health,  Saturday 
afternoon. 

Paul  H.  Boatman,  Chief,  Air  Traffic  Control  Division, 
Civil  Aeronautics  Administration,  Fort  Worth. 

Air  Traffic  Control. 

Texas  Air-Medics  Association,  Sunday,  4:00  p.  m. 

J.  J.  Brennan,  Lt.  Col.,  USA  (MC),  William  Beaumont 
Hospital,  Fort  Bliss. 

Repair  of  Avulsion  Injury  of  the  Posterior  Cruciate  Lig- 
ament. 

Texas  Orthopedic  Association,  Monday,  2 :20  p.  m. 


Elmer  Brown,  Head  Trainer,  Texas  Christian  University 
Football  Squad,  Fort  Worth. 

A Trainer’s  Responsibility  to  Players  and  Team  Physi- 
cians. 

Texas  Society  of  Athletic  Team  Physicians,  Saturday, 
2:50  p.  m. 

Dr.  Francis  L.  Chamberlain,  President,  American  Heart 
Association,  San  Francisco,  Calif. 

Address,  Awards  Dinner,  Saturday,  7:00  p.  m. 

Panel  Discussion:  Hypertension,  Sunday,  10:45  a.  m. 

Panel  Discussion:  Rheumatic  Fever  and  Rheumatic  Heart 
Disease,  Sunday,  3:45  p.  m. 

Texas  Heart  Association. 

Myrtle  Holtby  Dawson,  Ed.D.,  Clinical  Assistant  in 
Speech,  Department  of  Otolaryngology,  Baylor  Uni- 
versity College  of  Medicine,  Houston. 

Psychological  Aspects  of  Treatment  of  Vocal  Nodule 
Cases. 

Section  on  Eye,  Ear,  Nose,  and  Throat,  Monday,  4:15 
p.  m. 

Dr.  Howard  A.  Dishongh,  President,  Civil  Air  Medical 
Association,  Little  Rock,  Ark. 

Reminiscences,  Twenty-Five  Years  as  Medical  Examiner 
for  Civil  Aviation. 

Texas  Air-Medics  Association,  Sunday,  3:00  p.  m. 

Dr.  Garfield  G.  Duncan,  Clinical  Professor  of  Medi- 
cine, Jefferson  Medical  College,  Philadelphia,  Pa. 
Sponsor:  R.  G.  Greenlee,  Midland. 

Newer  Concepts  in  the  Management  of  Diabetes,  10:00 
a.  m. 

Panel  Discussion:  The  Role  of  Diet  in  Diabetes,  12:45 
p.  m. 

Practical  Considerations  in  Dealing  with  Etiology,  Recog- 
nition, and  Treatment  of  Diabetic  Coma,  3:10  p.  m. 

Texas  Diabetes  Association,  Sunday. 

William  P.  Earngey,  President,  Texas  Hospital  Associa- 
tion, Fort  Worth. 

Texas  Hospital  Association. 

Symposium  of  Committee  on  Industrial  Health,  Saturday 
afternoon. 

H.  W.  Ferguson,  Vice  President,  Humble  Oil  and  Refin- 
ing Company,  Houston. 

Dollars  and  Sense  of  Occupational  Health. 

Symposium  of  Committee  on  Industrial  Health,  Saturday 
afternoon. 

Dr.  Asher  J.  Finkel,  Director  of  Health  Division,  Ar- 
gonne  National  Laboratories,  Lamont,  111. 

Argonne  National  Laboratories:  Accidental  Overexposure 
at  Argonne  National  Laboratories. 

Symposium  of  Committee  on  Nuclear  and  Atomic  Medi- 
cine, Samrday,  2:55  p.  m. 

Dorothy  Haskins,  R.N.,  Director  of  Nursing  Services, 
Dallas  County  Hospital  District,  Dallas. 

Clinical  Nursing  and  Absenteeism. 

SympKJsium  of  Committee  on  Industrial  Health,  Samrday 
afternoon. 

William  R.  Hunt,  Management  Service  for  Doctors, 
Waco. 

Philosophy  and  Techniques  of  Business  Marmgement  in 
Medical  Practice. 

Refresher  Course,  Tuesday,  8:30  a.  m. 


Dr.  Kenneth  W. 
Warren, 
Surgeon, 

Lahey  Clinic, 
Boston,  Mass. 
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John  M.  Hunter,  Regional  Attorney,  Civil  Aeronautics 
Administration,  Fort  Worth. 

The  Federal  Aviation  Agency — Federal  Aviation  Act  of 
1958. 

Texas  Air-Medics  Association,  Monday,  11:30  a.  m. 

J.  V.  Irons,  Sc.D.,  Austin. 

Results  of  Virus  and  Blood  Studies  on  1958  Cases  of 
Polio. 

Section  on  Public  Health,  Tuesday,  2:45  p.  m. 

John  A.  Jenicek,  Lt.  Col.,  USA  (MC),  Brooke  Army 
Medical  Center. 

Treatment  of  Drug  Overdose:  Plan  or  Panic. 

Texas  Society  of  Anesthesiologists,  Sunday  morning. 

K.  K.  Klein,  Assistant  Professor  of  Physical  Education, 

University  of  Texas,  Austin. 

The  Development  of  a Progressive  Resistive  Program  for 
Rebuilding  the  Strength  Stability  of  the  Knee  as  Based 
on  the  Single  Maximum  Lift  and  Related  Research 
Findings  for  Injury  Prevention  and  Rehabilitation. 

Texas  Society  of  Athletic  Team  Physicians,  Saturday, 
4:00  p.  m. 

Irvin  Jay  Knopf,  Ph.D.,  Dallas. 

Contributions  of  Psychology  to  Medical  Education. 

Texas  Neuropsychiatric  Association,  Sunday,  9:30  a.  m. 

Wright  H.  Langham,  Ph.D.,  Leader,  Biomedical  Research 
Group,  Los  Alamos  Scientific  Laboratory,  Los  Alamos, 
N.  Mex. 

Manned  Space  Flight  and  the  Biological  Implication  of 
Space  Radiation. 

Symposium  of  Committee  on  Nuclear  and  Atomic  Medi- 
cine, Saturday,  4:05  p.  m. 

Lucile  Petry  Leone,  R.N.,  Chief  Nurse  Officer,  United 
States  Public  Health  Service,  Washington,  D.  C. 

Nursing  Principles. 

Symposium  of  Committee  on  Industrial  Health,  Saturday 
afternoon. 

Lemuel  C.  McGee,  Member  of  American  Medical  Associ- 
ation Council  on  Industrial  Health,  Wilmington,  Del. 

American  Medical  Association  Principles. 

Symposium  of  Committee  on  Industrial  Health,  Saturday 
afternoon. 

Max  K.  Mendenhall,  Major,  USA  (MC),  Brooke  Army 
Medical  Center. 

Treatment  of  Drug  Overdose:  Plan  or  Panic. 

Texas  Society  of  Anesthesiologists,  Sunday  morning. 

Mark  M.  Myers,  Dental-Medical  Economics,  Dallas. 

Philosophy  and  Techniques  of  Business  Management  in 
Medical  Practice. 

Refresher  Course,  Tuesday,  8:30  a.  m. 

Dr.  John  Mallory  Packard,  Research  Associate  in  Avi- 
ation Medicine,  Naval  School  of  Aviation  Medicine, 
Pensacola,  Fla. 

Panel  Discussion:  Hypertension,  10:45  a.  m. 

Aggressive  Management  of  Pulmonary  Heart  Disease, 
3:00  p.  m. 

Panel  Discussion:  Rheumatic  Fever  and  Rheumatic  Heart 
Disease,  3:45  p.  m. 

Texas  Heart  Association,  Sunday. 

L.  W.  Richardson,  D.D.S.,  Fort  Worth. 

Prevention  of  Mouth  and  Teeth  Injuries  in  Football 
Players. 

Texas  Society  of  Athletic  Team  Physicians,  Saturday, 
3:40  p.  m. 


Norman  Scott,  Col.,  USA  (MC),  Brooke  Army  Medical 
Center. 

Panel  Discussion:  Massive  Gastrointestinal  Tract  Hem- 
orrhage. 

Section  on  Internal  Medicine,  Tuesday,  4:15  p.  m. 

Dr.  Thomas  L.  Shipman,  Health  Division  Leader,  Los 
Alamos  Scientific  Laboratory,  Los  Alamos,  N.  Mex. 

Los  Alamos  1950  and  1958:  Three  Fatal  Overexposures 
at  Los  Alamos,  2:00  p.  m. 

Numerical  Overexposure  Without  Injury,  3:45  p.  m. 

Symposium  of  Committee  on  Nuclear  and  Atomic  Medi- 
cine, Saturday. 

Dr.  Beecher  Sitterson,  Oak  Ridge  Institute  of  Nuclear 
Studies,  Oak  Ridge,  Tenn. 

Oak  Ridge,  Tenn.:  Clinical  and  Laboratory  Findings  of 
Patients  Exposed  to  Radiation  at  Y-12  Plant,  Oak 
Ridge. 

Symposium  of  Committee  on  Nuclear  and  Atomic  Medi- 
cine, Saturday,  3:15  p.  m. 

Charles  A.  Smith,  Deputy  Regional  Attorney,  Civil  Aero- 
nautics Administration,  Fort  Worth. 

Legal  Problems  Associated  with  Certification  of  Airmen. 

Texas  Air-Medics  Association,  Sunday,  3:30  p.  m. 

J.  O.  Smith,  LL.B.,  Attorney,  Texas  State  Department  of 
Health,  Austin. 

Panel  Discussion:  Public  Health  Legislation. 

Conference  of  City  and  County  Health  Officers,  Monday, 
2:45  p.  m. 

Dr.  John  E.  Smith,  Chief  Flight  Examiner,  Civil  Aero- 
nautics Administration,  Washington,  D.  C. 

Cardiovascular  Disease  in  Relation  to  Safety  in  Aviation. 

Texas  Air-Medics  Association,  Monday,  10:00  a.  m. 

Elwood  B.  Taylor,  Medical  Dental  Business  Counsel, 
Fort  Worth. 

Philosophy  and  Techniques  of  Business  Management  in 
Medical  Practice. 

Refresher  Course,  Tuesday,  8:30  a.  m. 

Tol  Terrell,  Immediate  Past  President,  American  Hos- 
pital Association,  San  Angelo. 

American  Hospital  Association  Principles. 

Symposium  of  Committee  on  Industrial  Health,  Saturday 
afternoon. 

Joseph  J.  Werbke,  Agricultural  Specialist,  Fort  Worth. 

Toxicology  of  Chemicals  Used  in  Agricultural  Aviation. 

Texas  Air-Medics  Association,  Monday,  10:30  a.  m. 

N.  T.  Werthessen,  Ph.D.,  Southwest  Research  Founda- 
tion, San  Antonio. 

Atherosclerosis  in  the  Baboon  and  Its  Significance  to 
the  Study  of  Atherosclerosis  in  Man. 

Texas  Heart  Association,  Saturday,  2:00  p.  m. 

Panel  Discussion:  Atherosclerosis. 

Section  on  Internal  Medicine,  Monday,  4:15  p.  m. 

MEMBER  SPEAKERS 

Colvin  H.  Agnew,  Galveston. 

Abdominal  Aortography. 

Section  on  Radiology,  Tuesday,  3:45  p.  m. 

John  J.  Andujar,  Fort  Worth. 

Public  Health  Applications  of  the  Plasmacrit  (PCT)  Ex- 
clusion Test  for  Syphilis. 

Section  on  Public  Health,  Tuesday,  3:45  p.  m. 
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Ray  M.  Balyeat,  Col.,  USAF  (MC),  Randolph  Air 
Force  Base. 

Visual  Problems  of  Supersonic  Speed. 

Section  on  Eye,  Ear,  Nose,  and  Throat,  Tuesday,  3 :45 
p.  m. 

W.  W.  Bondurant,  Jr.,  San  Antonio. 

Panel  Discussion;  Atherosclerosis. 

Section  on  Internal  Medicine,  Monday,  4:15  p.  m. 

Frederick  J.  Bonte,  Dallas. 

Hydrocarbon  Pneumonitis. 

Section  on  Radiology,  Monday,  4:15  p.  m. 

H.  H.  Brindley,  Temple. 

Disabilities  of  the  Hip  in  Children. 

Section  on  Pediatrics,  Monday,  4:15  p.  m. 

H.  Frank  Carman,  Dallas. 

Present  Day  Medical  Treatment  of  Tuberculosis. 

Section  on  General  Practice,  Monday,  4:15  p.  m. 

Lois  Cowan  Collins,  Houston. 

Roentgenographic  Examination  of  the  Chest. 

Refresher  Course,  Tuesday,  8:30  a.  m. 

Robert  N.  Cooley,  Galveston. 

Abdominal  Aortography. 

Section  on  Radiology,  Tuesday,  3:45  p.  m. 

W.  E.  Crump,  Wichita  Falls. 

Panel  Discussion:  The  Management  of  Acute  Trauma. 
Section  on  Surgery,  Monday,  3:45  p.  m. 

Harold  L.  Dobson,  Houston. 

Clinical  Characteristics  of  the  Newer  Oral  Hypoglycemic 
Agents. 

Section  on  Internal  Medicine,  Tuesday,  2:15  p.  m. 

Michael  M.  Donovan,  Houston. 

Panel  Discussion:  The  Management  of  Acute  Trauma. 
Section  on  Surgery,  Monday,  3:45  p.  m. 

Gilbert  H.  Fletcher,  Houston. 

Clinical  Evaluation  of  Supervoltage  Roentgen  Therapy 
Based  on  2,000  Cases. 

Section  on  Radiology,  Monday,  2:15  p.  m. 

Robert  B.  Giles,  Dallas. 

Serum  Protein  Abnormalities  in  Multiple  Myeloma. 
Section  on  Internal  Medicine,  Monday,  3:45  p.  m. 

Wendell  D.  Gingrich,  Galveston. 

Ocular  Infections. 

Section  on  Eye,  Ear,  Nose,  and  Throat,  Tuesday,  2:45 
p.  m. 

Van  D.  Goodall,  Clifton. 

Philosophy  and  Techniques  of  Business  Management  in 
Medical  Practice. 

Refresher  Course,  Tuesday,  8:30  a.  m. 

Mary  Ellen  Haggard,  Galveston. 

Idiopathic  Thrombocytopenic  Purpura  in  Infancy  and 
Childhood. 

Section  on  Pediatrics,  Monday,  2:15  p.  ra. 

Robert  Hausman,  San  Antonio. 

Granular  Cells  {Stout  Cells)  in  the  Musculature  of  the 
Appendix. 

Section  on  Pathology,  Tuesday,  2:45  p.  m. 

Lloyd  R.  Hershberger,  San  Angelo. 

Procedures  to  Follow  in  Setting  Up  an  Isotope  Program; 

Hospital  and  Office  Types. 

Section  on  Pathology,  Monday,  2:45  p.  m. 


E.  S.  Irvine,  Wichita  Falls. 

Experience  with  Cervical  Cytology  in  a Clinic  Practice. 
Section  on  Obstetrics  and  Gynecology,  Tuesday,  4:15 
p.  m. 

E.  W.  Irvine,  Jr.,  Wichita  Falls. 

Experience  with  Cervical  Cytology  in  a Clinic  Practice. 
Section  on  Obstetrics  and  Gynecology,  Tuesday,  4:15 
p.  m. 

J.  L.  Jackson,  III,  Wichita  Falls. 

Elective  Induction  of  Labor  with  Special  Emphasis  on  a 
Ripe  Cervix. 

Section  on  Obstetrics  and  Gynecology,  Monday,  2:45 
p.  m. 

W.  T.  Kable,  Jr.,  Wichita  Falls. 

Experience  with  Cervical  Cytology  in  a Clinic  Practice. 
Section  on  Obstetrics  and  Gynecology,  Tuesday,  4:15 
p.  m. 

Marvin  Knight,  Dallas. 

Low  Back  Pain. 

Section  on  General  Practice,  Tuesday,  3:45  p.  m. 

Richard  E.  Leigh,  Houston. 

Handling  Some  Important  Eye  Problems  in  General 
Practice. 

Section  on  General  Practice,  Monday,  2:15  p.  m. 

Stephen  R.  Lewis,  Galveston. 

Panel  Discussion:  The  Management  of  Infection;  Role  of 
Prophylactic  Antibiotic  Agents. 

Section  on  Surgery,  Tuesday,  3:45  p.  m. 

Arthur  B.  Lunin,  Houston. 

Management  of  Endometriosis. 

Section  on  Obstetrics  and  Gynecology,  Monday,  4:15 
p.  m. 

Charles  L.  Martin,  Dallas. 

Treatment  of  Intrathoracic  Metastases  with  Radiation 
Therapy. 

Section  on  Radiology,  Monday,  3:45  p.  m. 

Robert  A.  McCall,  Dallas. 

Diagnosis  of  Cancer  of  the  Breast. 

Section  on  Obstetrics  and  Gynecology,  Monday,  2:15 
p.  m. 

O.  L.  MORPHIS,  Fort  Worth. 

Reduction  of  Radiation  Hazard  to  Personnel  Using  In- 
terstitial Implants. 

Section  on  Radiology,  Tuesday,  4:15  p.  m. 

Edwin  J.  Morrow,  Houston. 

Neurological  Manifestations  of  Porphyria. 

Section  on  Internal  Medicine,  Monday,  2:15  p.  m. 

Robert  A.  Murray,  Temple. 

Care  of  the  Injured  Hand. 

Section  on  Surgery,  Monday,  2:15  p.  m. 

Tom  M.  Nash,  Dallas. 

Panel  Discussion;  The  Management  of  Acute  Trauma. 
Section  on  Surgery,  Monday,  3:45  p.  m. 

Robert  Nelson,  Houston. 

Panel  Discussion:  Massive  Gastrointestinal  Tract  Hem- 
orrhage. 

Section  on  Internal  Medicine,  Tuesday,  4:15  p.  m. 

Joseph  T.  Painter,  Houston. 

Neurological  Manifestations  of  Porphyria. 

Section  on  Internal  Medicine,  Monday,  2:15  p.  m. 
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Marcel  Patterson,  Galveston. 

The  Clinical  Recognition  of  Massive  Intra-Abdominal 
Bleeding  from  Extra  Gastrointestinal  Sources. 

Section  on  Internal  Medicine,  Tuesday,  3:45  p.  tn. 

Edgar  J.  Poth,  Galveston. 

Panel  Discussion:  The  Management  of  Infection;  The 
Epidemiology  of  Staphylococcus  Infection. 

Section  on  Surgery,  Tuesday,  3:45  p.  m. 

James  E.  Pridgen,  San  Antonio. 

Panel  Discussion:  The  Management  of  Infection;  Surgical 
Management  of  Infection. 

Section  on  Surgery,  Tuesday,  3:45  p.  m. 

Jack  A.  Pritchard,  Dallas. 

Anemia  and  the  Bleeding  Gynecologic  Patient. 

Seaion  on  Obstetrics  and  Gynecology,  Tuesday,  2:45 
p.  m. 

J.  Paul  Rader,  Odessa. 

Surgical  Management  of  Prontal  Skull  Fractures. 

Seaion  on  Eye,  Ear,  Nose,  and  Throat,  Monday,  2:45 
p.  m. 

W.  V.  Ramsey,  Jr.,  Abilene. 

Post-Cricoid  Esophageal  Web. 

Section  on  Radiology,  Tuesday,  2:15  p.  in. 

Jack  Reynolds,  Dallas. 

Hydrocarbon  Pneumonitis. 

Section  on  Radiology,  Monday,  4:15  p.  m. 

J.  R.  Riley,  Corpus  Christi. 

Cholangiography , Oral  and  Intravenous. 

Section  on  General  Praaice,  Tuesday,  4:15  p.  m. 

Raymond  Rose,  Houston. 

Tumor  Localization,  Using  Radioactive  Isotopes. 

Section  on  Pathology,  Monday,  4:00  p.  m. 

V.  H.  Shoultz,  Abilene. 

Post-Cricoid  Esophageal  Web. 

Section  on  Radiology,  Tuesday,  2:15  p.  m. 

C C.  Shullenberger,  Houston. 

Treatment  of  Leukemia  and  Polycythemia,  Using  Radio- 
active Isotopes. 

Section  on  Pathology,  Monday,  3:45  p.  m. 

James  C.  Stinson,  Temple. 

Selected  Specimens  Photographed  by  the  Use  of  a Spe- 
cial Technique  as  an  Aid  in  Teaching  Pathology. 
Section  on  Pathology,  Tuesday,  4:15  p.  m. 

Jerry  A.  Stirman,  Dallas. 

Newer  Concepts  of  Management  of  Shock  in  Bums. 
Section  on  Surgery,  Tuesday,  2:15  p.  m. 

Wataru  W.  Sutow,  Houston. 

Present  Approach  to  Chemotherapy  of  Neoplastic  Disease 
in  Children. 

Section  on  Pediatrics,  Tuesday,  4:15  p.  m. 

Ben  j.  Wilson,  Dallas. 

Newer  Concepts  of  Management  of  Shock  in  Burns. 
Section  on  Surgery,  Tuesday,  2:15  p.  m. 

Ben  T.  Withers,  Houston. 

Psychological  Aspects  of  Treatment  of  Vocal  Nodule 
Cases. 

Section  on  Eye,  Ear,  Nose,  and  Throat,  Monday,  4:15 
p.  m. 

Fred  J.  Wolma,  Jr.,  Galveston. 

Organization  of  a Staphylococcal  Control  Program. 
Section  on  FHiblic  Health,  Tuesday,  4:15  p.  m. 


MEMORIAL  SERVICES 

Sunday,  April  19,  5:00  p.  m. 

The  Alamo 

John  H.  Bohmfalk,  San  Antonio,  Chairman, 
Committee  on  Memorial  Services,  Presiding. 

1.  Organ  Prelude.  Mrs.  NORMAN  JACOB,  San  Antonio. 

2.  Invocation.  The  Rev.  Donald  E.  Redmond, 

San  Antonio,  District  Superintendent  of 
the  Methodist  Church. 

3.  Special  Music.  CHORUS  OF  OUR  Lady  OF  THE 

Lake  College.  Gerald  Ingraham, 
Director,  and  SISTER  M.  Elaine, 
Accomp>anist. 

Adoramus  Te,  Christe Q.  Gasperini 

How  Lovely  Is  Thy  Dwelling  Place Brahms 

4.  Introduction  of  Speaker  P.  I.  NiXON, 

San  Antonio. 

5.  Memorial  Address  for  Deceased  Physicians. 

Valin  R.  Woodward,  Austin. 

6.  Memorial  Address  for  Deceased  Members  of  the 

Woman’s  Auxiliary.  MRS.  CARLOS  HAMILTON, 

Houston. 

7.  Benediction.  DR.  REDMOND. 

8.  Organ  Postlude.  MRS.  JACOB. 

(Conn  Organ  furnished  by  Griffin  Piano  Co.,  San  Antonio.) 


GENERAL  MEETINGS 

Monday,  April  20,  9:50  a.  m. 

Grand  Ballroom,  Hilton  Hotel 

Howard  O.  Smith,  President,  Presiding. 

1 . (9:50)  Invocation. 

The  Right  Rev.  F.  Percy  Goddard,  Tyler, 

Suffragan  Bishop,  Episcopal  Diocese  of  Texas. 

2.  (10:00)  The  Impact  of  the  Patient  on  the  Physician. 

Eugene  A.  Hargrove,  Raleigh,  N.  C. 

This  presentation  will  focus  on  the  doctor-patient  relationship,  and 
in  particular,  the  doctor’s  response  to  the  patient.  Many  untoward 
reactions,  such  as  inflexibility,  over-identification,  undue  authoritari- 
anism, withdrawal,  arrogance,  and  rejection,  which  the  student  doc- 
tor shows  in  relationship  with  the  patient  come  about  not  necessar- 
ily from  personality  deficits  of  the  student  physician,  but  from  his 
lack  of  understanding  of  the  reciprocal  namre  of  the  doCTor-patient 
relationship. 

3.  (10:30)  The  Benign  Pneumoconioses. 

O.  A.  Sander,  Milwaukee,  Wis. 

4.  (11:00)  Cancer  of  the  Rectum  and  Colon:  5 and  10 

Year  Survivals. 

Harry  E.  Bacon,  Philadelphia,  Pa. 

The  author's  experiences  with  cancer  of  the  rectum  and  colon 
encompasses  a series  of  1,840  patients  with  proved  rectal  cancer: 
the  mortality  rate  is  3.5  per  cent.  A recent  study  revealed  that  17.1 
per  cent  of  specimens  cleared  by  the  Spalteholtz  method  presented 
cancerous  lymph  nodes  in  the  inferior  mesenteric  zone  of  lymphatic 
spread.  The  author  now  has  performed  454  ligations  of  the  inferior 
mesenteric  artery  at  the  aorta  for  removal  of  these  nodes,  and  by 
this  technique  has  increased  the  5 year  survivals  by  5 per  cent. 

5.  (11:30)  Cerebrovascular  Insufficiency. 

Champ  Lyons,  Birmingham,  Ala. 
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Tuesday,  April  21,  10:00  a.  m. 

Grand  Ballroom,  Hilton  Hotel 

Howard  O.  Smith,  President,  Presiding. 

1.  (10:00)  Trends  in  the  Care  of  the  Mentally  III. 

Jack  R.  Ewalt,  Boston,  Mass. 

Informatioa  will  be  presented  from  a national  survey  on  factors 
in  the  use  of  help  from  family  physician,  psychiatrist,  clergy,  or 
other  agencies  by  people  who  are  worried  or  in  a simation  of 
stress.  National  trends  in  ways  of  managing  patients  also  will  be 
discussed. 

2.  (10:30)  Epithelioma;  Diagnosis  and  Treatment. 

George  C.  Andrews,  New  York,  N.  Y. 

Epitheliomas  are  common  skin  tumors  which  are  characterized  by 
slow  evolution,  a tendency  to  invasion  and  destruction  of  normal 
soft  tissues,  a tendency  to  local  recurrence  after  operative  removal. 
Metastases  from  epitheliomas  of  the  skin  are  rare,  but  may  occur, 
or  the  tumors  may  involve  cartilage  or  bone  or  even  cause  death. 
Epitheliomas  of  the  mucocutaneous  junctions  ate  more  malignant 
Differential  diagnosis  and  treatment  will  be  discussed. 

3.  (11:00)  Abnormal  Uterine  Bleeding  at  or  After  the 

Menopause. 

Newell  W.  Philpott,  Montreal,  Canada. 

This  is  a resume  of  the  causes  of  abnormal  bleeding  which  occur 
around  the  time  of  the  menopause  and  which  ate  frequently  mis- 
diagnosed, including  benign  tumors,  early  malignancy,  and  those 
endocrine  dyscrasias  associated  with  the  menopause.  A survey  of 
experiences  with  a well  woman  clinic  and  the  screening  by  cytology 
tests  will  be  reported. 

4.  (11:30)  The  Management  of  Sciatica  and  Low  Back 

Pain. 

Edward  L.  Compere,  Chicago,  111. 

The  most  common  cause  of  low  back  pain  with  sciatica  is  a 
displaced,  bulging,  or  disintegrated  intervertebral  disk.  Tumors  of 
nerve  roots  of  the  spinal  cord,  however,  can  reproduce  identical 
symptoms.  Rheumatoid  arthritis'  may  produce  swelling  of  ligaments 
and  nerve  roots  with  backache  and  sciatic  nerve  pain.  Visceral 
lesions,  such  as  colitis,  prostatitis,  or  duodenal  ulcer,  may  cause 
severe  backache.  The  majority  of  patients  with  low  back  pain  can 
be  cured  by  nonoperative  procedures. 


GENERAL  MEETING  LUNCHEONS 


Monday,  April  20,  12:30  p.  m. 

Roof  Garden,  Hilton  Hotel 

Howard  O.  Smith,  Marlin,  Presiding. 


1.  (12:30)  Luncheon. 

Irwocation.  The  Right  Rev.  F.  Percy 

Goddard,  Tyler,  Suffragan  Bishop, 

Episcopal  Diocese  of  Texas. 

Introductions: 

General  Practitioner  of  the  Year. 

C.  E.  Willingham,  Vice-President,  Texas 
Medical  Association. 

Franklin  W.  Yeager,  President-Elect, 
Texas  Medical  Association. 

Chairmen  of  Boards  and  Councils. 

A.  Fletcher  Clark,  Jr.,  Chairman,  Com- 
mittee on  General  Arrangements. 

Specialty  Society  Representatives. 

Past  Presidents  Association. 

2.  (1:20)  The  Art  of  Helping  a Nervous  Person. 

Walter  C.  Alvarez,  Chicago,  111. 

In  helping  nervous  persons,  much  depends  on  the  physician’s 
ability  to  make  friends,  and  thereby  to  get  all  of  the  story  of 
strain,  unhappiness,  and  mental  suffering.  Today,  too  many  physi- 
cians spend  too  little  time  with  each  patient.  They  neither  talk  to 
the  patient  nor  let  the  patient  talk  to  them.  The  greatest  thing 
physicians  need  to  remember  is  that  a high  percentage  of  diseases 
cannot  be  diagnosed  by  any  laboratory  or  x-ray  rests.  They  can  be 
diagnosed  only  from  a good  history. 


Tuesday,  April  21,  12:30  p.  m. 
Roof  Garden,  Hilton  Hotel 


Howard  O.  Smith,  Marlin,  President,  Presiding. 


1.  (12:30)  Luncheon. 

Invocation.  JACK  B.  Lee,  San  Antonio. 
Introductions: 

Registrants  for  Orientation  Program. 

Fifty  Year  Club. 

Walter  Walthall,  President,  Bexar  County 
Medical  Society. 

Civic  Guests. 


2.  (1:15)  Presentation  of  Anson  Jones  Award  for  Lay 

Medical  Reporting. 

Joe  R.  Donaldson,  Pampa,  Chairman, 
Committee  on  General  Arrangements. 


3.  (1:20)  Announcement  of  Scientific  Exhibit  Awards. 

4.  (1:25)  Land  of  the  Free  and  Easy? 

Gunnar  Gundersen,  La  Crosse,  Wis. 


Justice  Louis  D.  Brandeis  once  said  that  what  America  needs  is 
not  to  do  things  for  our  fellow  citizens,  but  to  keep  open  the  paths 
that  allow  them  to  do  things  for  themselves.  This  author  believes 
that  it  is  time  for  a few  new  freedoms:  Freedom  from  demoralizing 
government  beneficence  and  freedom  for  individual  responsibility 
and  initiative. 


REFRESHER  COURSES 


The  refresher  course  program  for  the  1959  annual  ses- 
sion will  include  16  courses,  each  consisting  of  an  hour 
of  lecmre  plus  15  minutes  of  questions  and  answers.  The 
courses,  to  be  presented  generally  by  out-of-state  medical 
leaders,  are  primarily  for  the  benefit  of  physicians  doing 
general  practice  but  also  are  of  value  to  specialists.  Cate- 
gory II  (informal)  hour-for-hour  credit  will  be  granted 
by  the  Texas  Academy  of  General  Practice  for  each  course. 

The  schedule  runs  from  8:30  to  9:45  a.  m.  Monday 
and  Tuesday,  April  20-21,  each  course  being  complete  in  a 
single  day.  Complimentary  coffee  will  be  served  from  7 :45 
to  8:15  a.  m.  on  the  fifteenth  floor  of  the  Hilton  Hotel 
each  day  the  courses  are  held.  No  tickets  will  be  required 
for  attendance  at  courses. 

Following  is  the  list  of  courses  and  instructors,  together 
with  room  assignments: 


MONDAY,  APRIL  20,  8:30  to  9:45  a.  m. 

M-1.  Allergy  in  Dermatology. 

George  C.  Andrews,  New  York,  N.  Y. 
(Parlor  A,  Hilton  Hotel.) 

Allergy  plays  an  important  role  in  dermatology.  If  one  broadens 
the  concept  of  allergy  to  include  altered  reactivity  connected  with 
clinical  phenomena,  sensitization  to  physical  agents  and  contaaants 
may  be  considered.  The  "id”  reactions  are  regarded  as  expressions 
of  allergy  to  bacteria  or  fungi  or  their  products  of  metabolism. 
Allergy  to  foodstuffs,  inhalants,  and  drug  sensitivity  ate  commonly 
expressed  in  eruptions  on  the  skin. 

M-2.  The  Development  of  Modern  Concepts  of  Coronary 
Heart  Disease. 

Richard  J.  Bing,  St.  Louis,  Mo. 

(Parlor  B,  Hilton  HoteL) 

The  development  of  modern  concepts  of  coronary  heart  disease 
will  be  reviewed.  Knowledge  of  the  coronary  circulation  is  of  re- 
cent date,  and  its  discovery  is  closely  bound  to  the  advent  of  modern 
methods  of  scientific  investigation.  The  contribution  of  the  English 
clinical  school  around  John  Hunter,  of  the  German  school  around 
Cohnheim,  will  be  discussed.  Modern  methods  in  evaluating  the 
severity  and  treatment  of  coronary  heart  disease  will  be  dealt  with. 
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M-3.  The  Challenge  of  Carcinoma  of  the  Breast. 

Murray  M.  Copeland,  Washington,  D.  C. 
(Alamo  Qub,  Hilton  Hotel.) 

M-4.  Treatment  of  Narcotic  and.  Barbiturate  Poisoning. 

James  E.  Eckenhoff,  Philadelphia,  Pa. 
(Parlor  D,  Hilton  Hotel.) 

Supportive  therapy  of  narcotic  poisoning  will  be  discussed  in 
terms  of  respiration,  circulation,  gastric  lavage,  catheterization  of 
the  urinary  bladder,  prevention  of  infeaion,  damage  to  the  eyes 
and  lips,  and  analeptic  drugs.  Examples  of  cases  of  mortality  in 
barbiturate  poisoning  treated  by  supportive  therapy  and  mortality 
in  poisoning  treated  by  supportive  therapy  and  analeptics  will  be 
presented. 

M-5.  Soft  Tissue  Injuries  of  the  Face. 

John  B.  Erich,  Rochester,  Minn. 
(Assembly  Room,  Gunter  Hotel.) 

M-6.  Psychiatry  for  the  Family  Physician. 

Jack  R.  Ewalt,  Boston,  Mass. 
(Walnut  Room,  Hilton  Hotel.) 

Psychiatric  responsibility  of  the  family  physician  must  fit  into 
the  busy  schedule  of  a general  medical  praaice.  This  paper  will 
be  devoted  to  signs  and  symptoms  of  personality  stress  and  signs 
of  nervous  or  mental  illness  which  can  be  detected  in  a routine 
medical  examination.  Additional  time  will  be  devoted  to  the  treat- 
ment feasible  for  the  family  physician  to  use  in  office  and  general 
hospital. 

M-7.  The  Routine  Skull  Examination. 

Ted  F.  Leigh,  Atlanta,  Ga. 

(Parlor  C,  Hilton  Hotel.) 

Routine  radiologic  examination  of  the  skull  frequently  gives 
important  information  concerning  cranial  and  intracranial  pathology. 
Principal  areas  which  can  be  investigated  in  a routine  skull  exam- 
ination include  the  flat  bones  of  the  cranium,  intracranial  vault, 
sella  turcica,  and  petrous  pyramids.  Other  areas  of  the  skull  also 
can  be  seen  in  the  same  examination,  including  the  orbits,  para- 
nasal sinuses,  mastoids,  and  floors  of  the  three  fossae.  To  illustrate 
normal  and  pathologic  changes,  films  will  be  presented. 

M-8.  Miscellaneous  Medical  Conditions  in  Ophthalmology. 

John  M.  McLean,  New  York,  N.  Y. 
(South  Terrace,  Gunter  Hotel.) 

This  Kodachrome  demonstration  will  illustrate  many  of  the 
ocular  manifestations  of  medical  disease,  both  rare  and  common. 

M-9.  Gastric  Ulcer  vs.  Carcinoma. 

Kenneth  W.  Warren,  Boston,  Mass. 
(Parlor  F,  Hilton  Hotel.) 

Controversy  exists  regarding  the  inability  to  differentiate  absolutely 
between  a benign  and  a malignant  gastric  ulcer  except  by  micro- 
scopic analysis  of  the  removed  ulcer.  Many  surgeons  conclude  that 
all  gastric  ulcers  should  be  removed  surgically  while  most  internists 
and  gastroenterologists  feel  that  distinction  between  the  benign  and 
malignant  gastric  ulcer  can  be  made  in  a majority  of  patients.  A 
method  of  managing  the  patient  with  an  ulcerating  lesion  of  the 
stomach  will  be  discussed. 


TUESDAY,  APRIL  21,  8:30  to  9:45  a.  m. 

T-11.  Helpful  Hints  to  the  General  Practitioner  for  the 
Management  of  Various  Orthopedic  Problems. 

Edward  L.  Compere,  Chicago,  111. 
(Parlor  B,  Hilton  Hotel.) 

Among  the  subjects  discussed  will  be  compression  dressings,  anti- 
biotics following  surgical  procedures,  closed  fractures,  open  frac- 
tures, physiological  compression  between  fracture  surfaces  and  dis- 
traction between  fraaure  fragments,  early  ambulation,  prolonged 
recumbency,  hydrocortisone  in  knee  joint  surgery,  opening  of  recent 
fractures  for  reduaion  or  internal  fixation,  stiffening  of  hands, 
surgical  scars,  incisions  in  skin  creases  and  folds,  fat  embolism, 
flexion  traction  of  the  cervical  spine,  and  surgery  at  night. 

T-12.  The  Management  of  Difficult  Labor  and  Delivery. 

Duncan  E.  Reid,  Boston,  Mass. 
(Walnut  Room,  Hilton  Hotel.) 


T-13.  The  Management  of  the  Allergic  Child. 

Mitchell  I.  Rubin,  Buffalo,  N.  Y. 
(Parlor  F,  Hilton  Hotel.) 

T-14.  Physiological  Aids  in  the  Diagnosis  and  Treatment 
of  Peptic  Ulcer. 

John  T.  Sessions,  Jr.,  Chapel  Hill,  N.  C. 
(Parlor  C,  Hilton  Hotel.) 

T-15.  Burns  of  the  Eyelids. 

Byron  Smith,  New  York,  N.  Y. 
(South  Terrace,  Gunter  Hotel.) 

Burns  of  the  eyelids  cause  cicatricial  ectropion.  Deformity  of  the 
eyelids  predisposes  to  drying  of  the  surface  of  the  eye  ball.  The 
cornea  becomes  ulcerated  and  opaque,  resulting  in  permanent  visual 
diminution.  The  only  solution  is  corneal  grafting.  Skin  of  the  eye- 
lids may  be  replaced  by  skin  grafts.  The  color  and  consistency  of 
the  eyelid  skin  should  be  matched.  During  healing,  grafts  soften 
and  simulate  normal  appearance  and  function. 

T-l6.  Roentgenographic  Examination  of  the  Chest. 

Lois  Cowan  Collins,  Houston. 
(Parlor  A,  Hilton  Hotel.) 

The  basic  features  of  film  analysis  will  be  reviewed  and  il- 
lustrated. Individual  cases  will  be  used  to  demonstrate  the  way  in 
which  this  objective  analysis  should  be  correlated  with  history, 
physical  findings,  and  laboratory  data  either  to  establish  the  diag- 
nosis or  to  direct  the  sequence  of  further  investigative  procedures. 

T-17.  Philosophy  and  Techniques  of  Business  Management 
in  Medical  Practice. 

Van  D.  Goodall,  Qifton,  Moderator; 
Mr.  William  R.  Hunt,  Waco; 
Mr.  Mark  M.  Myers,  Dallas;  and 
Mr.  Elwood  B.  Taylor,  Fort  Worth. 
(Alamo  Club,  Hilton  Hotel.) 


SECTION  MEETINGS 

SECTION  ON  GENERAL  PRACTICE 

Chairman — James  H.  Sammons,  Highlands. 

Secretary — ^Woodrow  M.  Avent,  Waco. 

Monday,  April  20,  2:15  to  4:45  p.  m. 

Grand  Ballroom,  Hilton  Hotel 

1.  (2:15)  Some  Serious  Ophthalmological  Problems 

Frequently  Encountered  in  General  Practice. 

Richard  E.  Leigh,  Houston. 

This  discussion  will  deal  with  the  differential  diagnosis  of  acute 
glaucoma,  acute  conjunaivitis,  and  acute  iritis,  with  the  proper 
handling  of  each. 

2.  (2:45)  Technique  and  Value  of  Sigmoidoscopy. 

Harry  E.  Bacon,  Philadelphia,  Pa. 

Most  common  site  of  cancer  in  males  is  the  rectum  and  colon, 
the  second  most  frequent  location  in  females.  An  estimated  37,000 
in  the  United  States  die  annually  from  bowel  cancer.  Over  80  per 
cent  of  cancerous  lesions  are  in  the  distal  25  cm.  of  bowel,  within 
reach  of  the  sigmoidoscope.  Precancerous  growths  are  also  in  this 
area.  Yet,  how  many  physicians  routinely  use  the  sigmoidoscope  and 
to  the  full  distance  of  25  cm.? 

3.  (3:15)  Intermission  to  Visit  Exhibits. 

4.  (3:45)  The  Many  Nervous  People  Who  Are  Really 

Mildly  Psychotic. 

Walter  C.  Alvarez,  Chicago,  111. 

Few  physicians  realize  that  a considerable  percentage  of  their 
nervous  patients  are  more  psychotic  than  neurotic.  Innumerable  per- 
sons are  mildly  schizophrenic,  and  innumerable  other  persons  have 
repeated  spells  of  a psychotic  type  of  depression.  The  greatest  mis- 
take many  laymen  and  physicians  make  is  to  assume  that  the  insane 
patient  is  dangerous,  violent,  or  irrational.  Most  of  the  patients  in 
a mental  hospital  ate  reasonable,  quiet,  and  apparently  normal  most 
of  the  time. 
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5.  (4:15)  Present  Day  Medical  Treatment  of  Tubercu- 

losis. H.  Frank  Carman,  Dallas. 

Medical  caxe  of  tuberculosis  will  be  discussed,  including  newer 
methods  as  well  as  some  that  have  been  abandoned.  Lantern  slides 
proving  that  some  of  the  older  methods  made  the  difference  in  the 
patient's  getting  well  will  be  shown.  Modern  drugs  and  sensitivity 
tests  also  will  be  discussed. 

Tuesday,  April  21,  2:15  to  4:45  p.  m. 

Grand  Ballroom,  Hilton  Hotel 

6.  (2:15)  Stress  Incontinence  in  the  Female;  Investi- 

gation and  Treatment. 

Newell  W.  Philpott,  Montreal,  Canada. 

A distressing  symptom  which  occurs  in  the  middle-aged  female 
is  stress  incontinence.  The  chief  cause  for  this  is  moderate  or  severe 
prolapse  of  the  organs  in  the  vagina.  Proper  investigation  from  the 
urological  and  gynacological  point  of  view  will  be  stressed.  Treatment 
by  exercises  and  the  operative  approach  will  be  reviewed.  This 
would  include  the  various  types  of  corrective  measures  which  are 
used  with  the  vaginal  approach  or  through  the  abdomen. 


7. 

(2:45) 

Management  of  Late  Pregnancy  Bleeding. 

Duncan  E.  Reid,  Boston,  Mass. 

8. 

(3:15) 

Intermission  to  Visit  Exhibits. 

9. 

(3:45) 

Low  Back  Pain. 

Marvin  Knight,  Dallas. 

10. 

(4:15) 

Cholangiography,  Oral  and  Intravenous. 

J.  R.  Riley,  Corpus  Christ!. 

The  ptesentation  consists  of  a review  of  that  physiology  necessary 
to  the  proper  interpretation  and  utilization  of  facts  that  can  be 
obtained  from  modern  methods  of  oral  and  intravenous  cholangiog- 
raphy. Intravenous  cholangiography  is  discussed,  emphasizing  the 
significance  of  failure  of  visualization  of  the  common  duct  in 
patients  who  have  had  cholecysteaomy. 


SECTION  ON  INTERNAL  MEDICINE 

Chairman — Hugh  Arnold,  Houston. 

Secretary — ^J.  Wilson  David,  Corsicana. 

Monday,  April  20,  2:15  to  4:45  p.  m. 

Roof  Garden,  Hilton  Hotel 

1 . (2:15)  Neurological  Manifestations  of  Porphyria. 
Edwin  J.  Morrow  and  Joseph  T.  Painter,  Houston. 

Porphyria  as  a cause  of  atypical  abdominal  pain  has  been 
emphasized;  as  a cause  of  unusual  neurological  syndromes,  it  has 
been  overlooked.  Four  cases  presented  point  out  the  need  for 
awareness  of  this  condition.  With  benefit  from  administration  of 
BAL  or  EDTA,  diagnosis  becomes  of  more  than  academic  interest. 

Discussion — John  J.  Bunting,  Houston. 

2.  (2:45)  Clinical  Application  of  Enzymology  and  Di- 

agnosis of  Digestive  Tract  Disease. 

John  T.  Sessions,  Jr.,  Chapel  Hill,  N.  C. 

3.  (3:15)  Intermission  to  Visit  Exhibits. 

4.  (3:45)  Serum  Protein  Abnormalities  in  Multiple 

Myeloma. 

Robert  B.  Giles,  Dallas. 

Technical  aspects  of  protein  chemistry  will  be  presented,  including 
electrophoresis,  ultracentrifugation,  ion  exchange  chromatography, 
immunochemistry,  and  immunology.  Abnormal  globulin  synthesis 
will  be  related  to  agammaglobulinemia  and  hyperglobulinemia,  fre- 
quent infections,  hemolytic  anemia,  thrombocytopenia,  and  hemor- 
rhagic tendencies;  macro-globulins,  cryoglobulins,  Bence  Jones  pro- 
teins, and  amyloidosis  will  be  related  to  their  clinical  features. 

Discussion — Edmund  N.  Gouldin,  Houston. 


5.  (4:15)  Panel  Discussion:  Atherosclerosis. 

W.  W.  Bondurant,  Jr.,  San  Antonio,  Moderator; 

N.  T.  Werthessen,  Ph.D.,  San  Antonio; 
Grace  A.  Goldsmith,  New  Orleans,  La.; 
Richard  J.  Bing,  St.  Louis,  Mo.;  and 
Oscar  B.  Hunter,  Jr.,  Washington,  D.  C. 

Tuesday,  April  21,  2:15  to  4:45  p.  m. 

Parlor  B,  Hilton  Hotel 

6.  (2:15)  Clinical  Characteristics  of  the  Newer  Oral 

Hypoglycemic  Agents. 

Harold  L.  Dobson,  Houston. 

Tolbutamide,  carbutamide,  and  chlorpropamide  are  useful  but 
primarily  drugs  of  convenience.  Phenformin  is  used  for  patients 
with  juvenile  diabetes.  Metahexamide  is  more  potent  than  tolbuta- 
mide but  not  as  useful  as  chlorpropamide.  Furfurylurea  is  more  po- 
tent than  tolbutamide  but  mote  toxic.  Salicylates  are  also  hypo- 
glycemic agents. 

Discussion — Edwin  L.  Rippy,  Dallas. 

7.  (2:45)  Management  of  Obesity. 

Grace  A.  Goldsmith,  New  Orleans,  La. 

Fundamental  cause  of  obesity  is  an  energy  intake  in  excess  of 
expendimre.  Management  includes  search  for  the  factors  responsible 
for  excessive  intake,  motivation  to  lose  weight,  individualized  diet, 
and  follow-up.  A diet  furnishing  1,000  calories  less  than  daily  re- 
quirement will  permit  loss  of  about  2 pounds  weekly.  Miracle  or 
fad  diets  ate  to  be  avoided  if  petmanent  results  are  to  be  achieved. 
Exercise  in  moderation  is  desirable.  Anorexigenic  drugs  are  for 
special  situations. 

8.  (3:15)  Intermission  to  Visit  Exhibits. 

9.  (3:45)  The  Clinical  Recognition  of  Massive  Intra- 

Abdominal  Bleeding  from  Extra  Gastrointes- 
tinal Sources. 

Marcel  Patterson,  Galveston. 

A smdy  of  deaths  from  bleeding  into  the  abdominal  cavity  or 
retroperitoneal  area  ( usually  resulting  from  an  abdominal  aorta  or 
other  major  vessel  aneurysm  rupture)  will  be  presented.  Clinical 
diagnosis  is  emphasized  since  death  from  intra-abdominal  bleeding 
may  be  preventable  with  recent  advances  in  vascular  surgery. 

Discussion — Jesse  E.  Thompson,  Dallas. 

10.  (4:15)  Panel  Discussion:  Massive  Gastrointestinal 

Tract  Hemorrhage. 

Robert  Nelson,  Houston,  Moderator; 
John  T.  Sessions,  Jr.,  Chapel  Hill,  N.  C.; 
Norman  Scott,  Col.,  USA  (MC), 
Brooke  Army  Medical  Center; 
Ted  F.  Leigh,  Atlanta,  Ga.;  and 
Champ  Lyons,  Birmingham,  Ala. 

SECTION  ON  SURGERY 

Chairman — T.  G.  Blocker,  Galveston. 

Secretary — Ridings  E.  Lee,  Dallas. 

Monday,  April  20,  2:15  to  4:45  p.  m. 

Crystal  Ballroom,  Hilton  Hotel 

1.  (2:15)  Care  of  the  Injured  Hand. 

Robert  A.  Murray,  Temple. 

The  examination  and  treatment  of  the  injured  hand  is  presented 
from  the  standpoint  of  soft  tissue  injuries,  sprains  and  strains,  frac- 
tures and  dislocations,  and  amputations.  Special  emphasis  is  placed 
upon  the  preservation  of  tissue  and  function. 

2.  (2:40)  Some  Problems  in  Biliary  Tract  Surgery. 

Kenneth  W.  Warren,  Boston,  Mass. 

This  presentation  will  deal  with  biliary  tract  surgery  and  the 
diagnosis  and  surgical  management  of  simple  and  complicated 
cholelithiasis,  acute  cholecystitis,  choledocholithiasis,  fibrosis  of  the 
sphincter  of  Oddi,  strictures  of  the  common  bile  duct,  and  obstrua- 
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ing  tumors  of  the  ampulla  and  peri-ampullary  area.  Gallstone 
detection  and  surgical  removal  before  serious  complications  occur  will 
be  emphasized.  Also  discussed  will  be  common  duct  striaure  man- 
agement and  results  following  resenion  of  ampullary  and  peri- 
ampullary tumors. 

3.  (3:15)  Intermission  to  Visit  Exhibits. 

4.  (3:45)  Panel  Discussion:  The  Management  of 

Acute  Trattma. 

Champ  Lyons,  Birmingham,  Ala.; 

Michael  M.  Donovan,  Houston; 

Tom  M.  Nash,  Dallas;  and 
W.  E.  Crump,  Wichita  Falls. 

Tuesday,  April  21,  2:15  to  4:45  p.  m. 

Crystal  Ballroom,  Hilton  Hotel 

5.  (2:15)  Newer  Concepts  of  Management  of  Shock 

in  Burns. 

Jerry  A.  Stirman  and 
Ben  J.  Wilson,  Dallas. 

The  currently  controversial  subject  of  the  use  of  whole  blood 
versus  salt  solution  is  evaluated.  The  treatment  of  burns  is  dis- 
cussed. An  evaluation  of  shock  therapy  in  the  severely  burned  is 
presented. 

6.  (2:40)  "Fourth  Space”  Sequestration  of  Extracellu- 

lar Fluid. 

Champ  Lyons,  Birmingham,  Ala. 

7.  (3:15)  Intermission  to  Visit  Exhibits. 

8.  (3:45)  Panel  Discussion:  The  Management  of  In- 

fection. 

a.  Role  of  Prophylactic  Antibiotic  Agents. 

Stephen  R.  Lewis,  Galveston. 

b.  Surgical  Management  of  Infection. 

James  E.  Pridgen,  San  Antonio. 

c.  The  Epidemiology  of  Staphylococcus  In- 

fection. 

Edgar  J.  Poth,  Galveston. 

d.  Discussion. 

Edward  L.  Compere,  Chicago,  111. 


5.  (4:15)  Management  of  Endometriosis. 

Arthur  B.  Lunin,  Houston. 

Diagnosis  of  endometriosis  is  often  difficult.  In  addition  to 
physical  examination,  other  special  examinations  often  must  be  done 
to  determine  the  extent  of  disease  and  the  best  treatment.  Tempo- 
rary relief  may  be  obtained  with  nonsurgical  treatment;  the  most 
satisfactory  results  usually  follow  operation.  Every  attempt  is  made 
to  permit  future  pregnancy. 

Discussion — Milton  Turner,  Austin. 

Tuesday,  April  21,  2:15  to  4:45  p.  m. 

Alamo  Club,  Hilton  Hotel 

6.  (2:15)  Mammary  Dysplasia;  Diagnosis  and  Treat- 

ment. 

Murray  M.  Copeland,  Washington,  D.  C. 

7.  (2:45)  Anemia  and  the  Bleeding  Gynecologic  Pa- 

tient. Jack  A.  Pritchard,  Dallas. 

The  gynecologic  patient  who  is  anemic  due  to  chronic  excessive 
menstrual  flow  typically  is  subjeaed  to  multiple  blood  transfusions; 
then  some  form  of  surgery  is  carried  out.  Preoperative  iron  therapy 
rather  than  blood  transfusion  is  demonstrated  to  be  a prompt  and 
effective  means  of  therapy  but  without  hazard. 

Discussion — Frank  M.  Posey,  Jr.,  San  Antonio. 

8.  (3:15)  Intermission  to  Visit  Exhibits. 

9.  (3:45)  Surgical  Emergencies  in  Pregnancy. 

Newell  W.  Philpott,  Montreal,  Canada. 

10.  (4:15)  Experience  with  Cervical  Cytology  in  a Clin- 

ic Practice. 

W.  T.  Kable,  Jr.,  E.  S.  Irvine,  and 
E.  W.  Irvine,  Jr.,  Wichita  Falls. 

Detection  of  carcinoma  of  the  cervix  has  undergone  considerable 
change  so  that  pelvic  examination  with  visualization  of  the  cervix 
can  no  longer  be  considered  adequate  in  ruling  out  cervical  malig- 
nancy. Cervical  cytology  was  used  in  1,565  patients  in  a clinic 
practice;  it  is  an  aid  in  early  diagnosis  of  carcinoma. 

SECTION  ON  EYE,  EAR,  NOSE,  AND  THROAT 

Chairman — ^Jack  L.  Turner,  Odessa. 

Secretary — Vance  Terrell,  Stephenville. 


SECTION  ON  OBSTETRICS  AND  GYNECOLOGY 

Chairman — W.  H.  Jondahl,  Harlingen. 

Secretary — Milton  A.  Davison,  Marlin. 

Monday,  April  20,  2:15  to  4:45  p.  m. 

Alamo  Club,  Hilton  Hotel 

1 . (2:15)  Diagnosis  of  Cancer  of  the  Breast. 

Robert  A.  McCall,  Dallas. 

Importance  of  careful  routine  to  detect  breast  lesions  is  dis- 
cussed. Adequate  history  and  physical  examination  with  additional 
aids  are  stressed.  Importance  of  surgical  biopsy  with  immediate 
frozen  seaion  in  diagnosis  of  suspicious  lesions  is  brought  out.  A 
list  of  important  conditions  in  which  biopsy  is  usually  necessary  is 
mentioned. 

Discussion — Albert  W.  Hartman,  Jr.,  San  Antonio. 

2.  (2:45)  Elective  Induction  of  Labor  with  Special 

Emphasis  on  a Ripe  Cervix. 

J.  L.  Jackson,  III,  Wichita  Falls. 

This  paper  is  a comparative  study  of  450  elective  surgical  in- 
ductions of  labor  as  compared  with  700  spontaneous  labors;  all  tbe 
inductions  are  cases  from  the  private  practice  of  the  author.  Surgi- 
cal induction  was  accomplished  by  stripping  and  rupturing  the 
membranes.  No  pitocin  was  used  in  the  cases  studied. 

Discussion — Elmer  T.  Coates,  San  Antonio. 

3.  (3:15)  Intermission  to  Visit  Exhibits. 

4.  (3:45)  Repetitive  Abortion  and  Premature  Labor. 

Duncan  E.  Reid,  Boston,  Mass. 


Monday,  April  20,  2:15  to  4:45  p.  m. 

South  Terrace,  Gunter  Hotel 

1.  (2:15)  Fractures  and  Traumatic  Injuries  of  the 

Malar  Bones. 

John  B.  Erich,  Rochester,  Minn. 

2.  (2:45)  Surgical  Management  of  Frontal  Skull 

Fractures.  J.  PAUL  Rader,  Odessa. 

Ten  cases  of  frontal  skull  fraaures  are  presented.  Discussed  will 
be  sex,  age,  method  of  injury,  clinical  and  x-ray  findings,  surgical 
attacks  emphasizing  indications  for  each  and  for  immediate  or 
delayed  cranioplasty,  complications,  and  preoperative  and  postopera- 
tive management. 

Discussion:  Lloyd  A.  Stores,  Lubbock. 

3.  (3:15)  Intermission  to  Visit  Exhibits. 

4.  (3:45)  Fractures  and  Traumatic  Injuries  of  the 

Maxilla. 

John  B.  Erich,  Rochester,  Minn. 

a' 

5.  (4:15)  Psychological  Aspects  of  Treatment  of  Vocal 

Nodule  Cases. 

Ben  T.  Withers  and  Myrtle 
Holtby  Dawson,  Ed.D.,  Houston. 

Psychosomatic  factors  in  addition  to  vocal  abuse,  allergy,  and/or 
endocrine  imbalance  are  prominent  among  the  etiologies  of  vocal 
nodules.  Surgical  removal  in  irreversible  nodules  is  the  first  treatment 
step  required;  smaller  nodules  often  will  regress  with  nonsurgical 
therapy.  In  all  cases,  proper  voice  use  and  healthy  psychological 
outlook  must  be  taught. 

Discussion:  Claude  D.  Winborn,  Dallas. 
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Tuesday/  April  21,  2:15  to  4:45  p.  m. 
South  Terrace,  Gunter  Hotel 


6.  (2:15)  Medial  Fractures  of  the  Orbit. 

Byron  Smith,  New  York,  N.  Y. 

Fractures  of  the  nose  and  adjacent  medial  walls  of  the  orbits 
have  increased  as  the  rate  of  vehicle  accidents  increases.  Fraaures 
cause  facial  deformity,  disturbance  of  tear  drainage,  and  difficulty 
in  eye  motility.  Since  skull  fracture  may  complicate  the  medial 
orbital  fracture,  treatment  of  the  orbital  deformity  is  delayed. 
Recognition  of  double  vision,  displacement  of  the  eye  ball,  dis- 
turbances of  the  drainage,  and  poor  lid  funaion  constitute  some 
of  the  problems  of  the  eye  surgeon. 

7.  (2:45)  Ocular  Infections. 

Wendell  D.  Gingrich,  Galveston. 

8.  (3:15)  Intermission  to  Visit  Exhibits. 

9.  (3:45)  Visual  Problems  of  Supersonic  Speed. 

Ray  M.  Balyeat,  Col.,  USAF  (MC), 
Randolph  Air  Force  Base. 


10.  (4:15)  Some  Practical  Points  in  Ophthalmic  Sur- 

gery— Part  II. 

John  M.  McLean,  New  York,  N.  Y. 

Practical  points  in  management  of  glaucoma  cases  and  indications 
for  various  operative  techniques  are  summarized  with  hints  as  to 
certain  factors  in  their  performance  which  may  help  to  avoid  com- 
plications. A few  practical  points  in  muscle,  lid,  and  orbital  sur- 
gery also  are  included  and  illustrated. 


SECTION  ON  RADIOLOGY 

Chairman — Francis  E.  O’Neill,  San  Antonio. 
Secretary — C.  W.  Yates,  Rosenberg. 


Monday,  April  20,  2:15  to  4:45  p.  m. 

Alamo  Room,  Hilton  Hotel 

1.  (2:15)  Clinical  Evaluation  of  Supervoltage  Roent- 

gen Therapy  Based  on  2,000  Cases. 

Gilbert  H.  Fletcher,  Houston. 

In  over  2,000  patients  treated  on  a cobalt-60  telethetapy  unit 
and  a 22  mev  betatron,  trends  toward  improved  cure  rates  are  seen 
in  oropharynx  squamous  cell  carcinomas,  late  cervical  cancers,  and 
urinary  bladder  tumors.  Palliative  therapy  for  other  types  of  cancers 
and  radiation  for  breast  carcinomas  also  will  be  discussed. 

Discussion. 

2.  (2:45)  Evaluation  of  Diaphragms  in  Diagnosis  of 

Chest  Lesions. 

Ted  F.  Leigh,  Atlanta,  Ga. 

Because  of  contrasting  shadows  made  by  air  filled  lung  bases,  left 
and  right  diaphragm  leaves  usually  are  well  visualized  on  chest  radi- 
ologic examinations;  however,  when  diseases  occur  in  the  lung  or 
pleural  space,  shadows  may  be  obliterated  partially  or  completely. 
These  abnormalities  give  clues  as  to  the  type  lesion  present. 

3.  (3:15)  Intermission  to  Visit  Exhibits. 

4.  (3:45)  Treatment  of  Intrathoracic  Metastases  with 

Radiation  Therapy. 

Charles  L.  Martin,  Dallas. 

The  palliative  treatment  of  inoperable  intrathoracic  cancer  metas- 
tases with  radiation  is  difficult  because  the  normal  lung  tissue  is 
easily  damaged  by  doses  commonly  believed  to  be  cancetocidal.  A 
small  group  of  cases  will  be  presented  to  illustrate  techniques  which 
relieved  symptoms  without  producing  irreparable  lung  damage. 

Discussion. 


5.  (4:15)  Hydrocarbon  Pneumonitis. 

Jack  Reynolds  and  Frederick  J.  Bonte,  Dallas. 

Sixty  cases  of  toxic  hydrocarbon  ingestion  which  show  relatively 
characteristic  distribution  patterns  when  pneumonitis  occurs  are  re- 
viewed. In  over  85  per  cent  of  the  cases,  pneumonia  develops 
rapidly  and  can  be  demonstrated  radiographically  within  a half 
hour  after  ingestion  in  clinical  material  and  in  experimental 
animals. 

Discussion. 

Tuesday,  April  21,  2:15  to  4:45  p.  m. 

Alamo  Room,  Hilton  Hotel 

6.  (2:15)  Post-Cricoid  Esophageal  Web. 

V.  H.  Shoultz  and  W.  V.  RAMSEY,  jR.,  Abilene. 

Post-cricoid  esophageal  webs,  associated  with  dysphagia,  anemia, 
and  atrophy  of  the  skin  and  mucosa  and  generally  known  as  the 
Plummer-Vinson  syndrome,  apparendy  result  from  dietary  deficiency. 
Treatment  calls  for  iron,  vitamins,  and  a balanced  diet.  Esopho- 
goscopy  may  be  indicated  when  dysphagia  persists. 

Discussion. 

7.  (2:45)  Rarer  Types  of  Mediastinal  Masses. 

Ted  F.  Leigh,  Atlanta,  Ga. 

General  and  radiologic  characteristics  will  be  discussed  of  such 
lesions  as  abscesses,  hematomas,  tumors  of  mesenchymal  origin, 
meningoceles,  neurenteric  cysts,  thymic  cysts,  parathyroid  tumors, 
mesotheliomas,  bronchogenic  cysts,  duplications  of  the  alimentary 
traCT,  tumors  of  the  trachea,  extramedullary  hematopoiesis,  plasma- 
cytomas, glomus  tumors,  and  pseudocysts  of  the  pancreas. 

8.  (3:15)  Intermission  to  Visit  Exhibits. 

9.  (3:45)  Abdominal  Aortography. 

Colvin  H.  Agnew  and  Robert  N.  Cooley,  Galveston. 

Abdominal  aortography  is  reviewed,  showing  techniques,  antici- 
pated complications,  methods  to  reduce  complications,  and  clinical 
applications,  and  emphasizing  the  choice  between  translumbar  and 
retrograde  routes.  Selective  visceral  arteriography  may  provide  a more 
accurate  method  for  studying  the  branches  of  the  abdominal  aoru 
in  abdominal  angina  and  hypertension. 

Discussion. 

10.  (4:15)  Reduction  of  Radiation  Hazard  to  Personnel 

Using  Interstitial  Implants. 

O.  L.  Morphis,  Fort  Worth. 

Clinical  cases  will  demonstrate  how  the  hazard  to  personnel 
handling  interstitial  radium  needles  is  reduced  to  a minimum  by 
sewing  Teflon  mbing  through  the  tissue  ( a specially  designed 
needle  holds  the  tubing).  A method  of  implanting  tubes  with  one 
end  buried  within  the  tissue  also  will  be  presented. 

Discussion. 


SECTION  ON  PUBLIC  HEALTH 

Chairman — Fred  K.  Laurentz,  Houston. 

Secretary — W.  V.  Bradshaw,  Fort  Worth. 

Tuesday,  April  21,  2:15  to  4:45  p.  m. 

Texas  Room,  Gunter  Hotel 

1.  (2:15)  Ionizing  Radiation  and  Public  Health. 

Herman  E.  Hilleboe,  Albany,  N.  Y. 

The  many  curative,  power-producing  and  food-growing  services 
from  the  atom  are  opposed  to  the  lives  lost  or  shortened  by  the 
somatic  and  genetic  effects  of  increased  radiation  exposure.  The 
healing  arts  impose  about  half  of  the  exposure  level.  Physicians  can 
minimize  the  total  by  taking  elementary  precautions  and  by  measur- 
ing benefits  against  hazards.  Public  health  physicians  can  help  by 
limiting  mass  screenings,  by  monitoring  medical  and  industrial 
sources,  and  by  maintaining  minimal  exposure  standards. 

2.  (2:45)  Results  of  Virus  and  Blood  Studies  on  1958 

Cases  of  Polio. 

J.  V.  Irons,  Sc.D.,  Austin. 
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3.  (3:15)  Intermission  to  Visit  Exhibits. 

4.  (3:45)  Public  Health  Applications  of  the  Plasma- 

crit  (PCT)  Exclusion  Test  for  Syphilis. 

John  J.  Andujar,  Fort  Worth. 

The  development  of  the  plasmacrit  ( PCT ) test  for  exclusion  of 
syphilis  provides,  for  the  first  time,  a swift  (8  minute),  inexpensive, 
safe,  finger-tip  blood  screening  procedure,  utilizing  plasma  residue  of 
microhematocrit  determination.  Advantages  in  public  health  screen- 
ing, pediatrics,  blood  banking,  and  routine  office  and  hospital 
praaice  are  self-evident. 

5.  (4:15)  Organization  of  a Staphylococcal  Control 

Program. 

Fred  J.  Wolma,  Jr.,  Galveston. 

SECTION  ON  PATHOLOGY 


7.  (4:15)  Selected  Specimens  Photographed  by  the  Use 

of  a Special  Technique  as  an  Aid  in  Teach- 
ing Pathology. 

James  C.  Stinson,  Temple. 

Routine  photographs  of  some  specimens  are  not  suitable  for  teach- 
ing purposes.  Photographs  made  by  an  infrequently  used  technique 
demonstrate  to  advantage  specimens  with  villous  or  fibrinous  com- 
ponents, specimens  that  collapse  from  their  own  weight,  vascular 
tissues,  and  specimens  that  collea  highlights.  Photographs  will  be 
shown. 

Discussion:  Charles  Phillips,  Houston. 


SECTION  ON  PEDIATRICS 

Chairman — A.  O.  Manske,  Waco.’ 
Secretary — Harold  H.  Bevil,  Beaumont. 


Chairman — Jarrett  E.  Williams,  Abilene. 
Secretary — Alvin  O.  Severance,  San  Antonio. 


Monday,  April  20,  2:15  to  4:45  p.  m 
Walnut  Room,  Hilton  Hotel 


Monday,  April  20,  2:15  to  4:45  p.  m. 
Parlor  A,  Hilton  Hotel 


1.  (2:15)  Radioisotopes  in  the  Clinical  Pathology 

Laboratory. 

Oscar  B.  Hunter,  Jr.,  Washington,  D.  C. 

Methods  of  using  isotopes  which  will  be  discussed  include  blood 
volume  studies  with  radioactive  iodinated  serum  albumin,  blood 
volume  studies  with  radioactive  chromate,  red  cell  survival  studies 
with  radioactive  chromate,  plasma  clearance  studies  with  radioaaive 
iron,  red  cell  survival  studies  with  radioactive  iron,  intestinal  ab- 
sorption smdies  with  radioactive  iron,  and  tests  for  pernicious 
anemia  with  radioactive  cobalt. 


2.  Symposium  on  Radioisotopes. 

a.  (2:45)  Procedures  to  Follow  in  Setting  Up  an 

Isotope  Program;  Hospital  and  Office 
Types. 

Lloyd  R.  Hershberger,  San  Angelo. 

b.  (3:00)  Diagnostic  Procedures,  Using  Radioac- 

tive Isotopes  at  Tracer  Levels. 

Oscar  B.  Hunter,  Jr.,  Washington,  D.  C. 

c.  (3:15)  Intermission  to  Visit  Exhibits. 

d.  (3:45)  Treatment  of  Leukemia  and  Polycythe- 

mia, Using  Radioactive  Isotopes. 

C.  C.  Shullenberger,  Houston. 

e.  (4:00)  Tumor  Localization,  Using  Radioactive 

Isotopes.  Raymond  Rose,  Houston. 

f.  (4:15)  Discussion. 


Tuesday,  April  21,  2:15  to  4:45  p.  m. 
Parlor  A,  Hilton  Hotel 


3.  (2:15)  Problems  in  Hemolytic  Disease. 

Oscar  B.  Hunter,  Jr.,  Washington,  D.  C. 

4.  (2:45)  Granular  Cells  (Stout  Cells)  in  the  Muscula- 

ture of  the  Appendix. 

Robert  Hausman,  San  Antonio. 

Chance  observation  of  a granular  cell  cluster  in  an  appendix 
musculature,  morphologically  similar  to  the  cells  of  granular  cell 
myoblastoma,  prompted  further  investigation.  Examination  of  1,374 
sections  from  126  appendices  showed  such  cells  in  5 appendices. 
Further  smdy  might  show  derivation  of  granular  cell  myoblastomas. 

Discussion:  Robert  T.  Bryan,  Jr.,  Dallas. 

5.  (3:15)  Intermission  to  Visit  Exhibits. 

6.  (3:45)  Cystic  Tumors  of  the  Neck. 

Murray  M.  Copeland,  Washington,  D.  C. 


1.  (2:15)  Idiopathic  Thrombocytopenic  Purpura  in 

Infancy  and  Childhood. 

Mary  Ellen  Haggard,  Galveston. 

Symptoms  of  purpura  are  common  to  many  disorders;  hence,  a 
history  and  physical  examination  and  a hemogram  and  bone  mar- 
row evaluation  are  essential  for  accurate  diagnosis.  Only  after  the 
exclusion  of  multiple  etiologic  possibilities  can  the  diagnosis  of 
idiopathic  thrombocytopenic  purpura  be  made.  Spleneaomy  may  be 
necessary  for  control. 

2.  (2:45)  Management  of  Renal  Failure  in  Children. 

Mitchell  I.  Rubin,  Buffalo,  N.  Y. 

3.  (3:15)  Intermission  to  Visit  Exhibits. 

4.  (3:45)  Intracranial  Hemorrhage  in  Infancy  and 

Childhood. 

Donald  D.  Matson,  Boston,  Mass. 

Intracranial  bleeding  is  a common  source  of  immediate  mortality 
and  morbidity.  Diagnosis  of  subacute  and  chronic  subdural  hema- 
tomas is  by  subdural  punaure  through  the  coronal  sumre.  Treatment 
consists  in  repeated  tapping  of  the  subdural  blood  and  removal  of 
membranes  at  craniotomy.  Spontaneous  hemorrhage  may  indicate  an 
intracranial  tumor  or  a variety  of  congenital  vascular  malformations. 
The  number  of  lesions  amenable  to  surgery  is  increasing.  No  child 
should  be  abandoned  until  studied  by  aneriography  and  competent 
surgical  intervention  when  indicated. 

5.  (4:15)  Disabilities  of  the  Hip  in  Children. 

H.  H.  Brindley,  Temple. 

Congenital  abnormalities  (congenital  dislocation  of  the  hip); 
inflammatory  or  infeaious  diseases  (synovitis  of  the  hip  and  pyo- 
genic arthritis ) ; osteochondritis  or  Perthe’s  disease;  and  clipped 
capital  femoral  epiphysis  will  be  discussed.  If  recognized  early, 
these  disabilities  usually  can  be  treated  with  satisfactory  results. 

Tuesday,  April  21,  2:15  to  4:45  p.  m. 

Walnut  Room,  Hilton  Hotel 

6.  (2:15)  Fluid  Therapy  in  the  Surgical  Infant. 

Mitchell  I.  Rubin,  Buffalo,  N.  Y. 

7.  (2:45)  Post-Meningitic  Subdural  Effusions. 

Donald  D.  Matson,  Boston,  Mass. 

One  of  the  complications  of  bacterial  meningitis  in  infancy  recog- 
nized with  increasing  frequency  consists  of  accumulation  of  effusions 
in  the  subdural  spaces.  Treatment  is  initiated  by  subdural  punaures 
through  the  coronal  sutures.  If  small  colleaions  of  fluid  only  are 
present,  repeated  tapping  for  1 or  2 weeks  may  dry  them.  If  large 
collections  of  highly  xanthochromic  or  bloody  fluid  are  found,  burr 
hole  exploration  is  indicated.  When  a well  established  membrane  is 
found,  excision  by  craniotomy  is  recommended. 

8.  (3:15)  Intermission  to  Visit  Exhibits. 
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9.  (3:45)  The  Rational  Treatment  of  Cerebral  Palsy. 

Lenox  D.  Baker,  Durham,  N.  C. 

10.  (4:15)  Present  Approach  to  Chemotherapy  of  Neo- 

plastic Disease  in  Children. 

Wataru  W.  Sutow,  Houston. 


EXHIBITS 


MOTION  PICTURES 

Monday,  April  20,  10:00  a.  m. 

Parlor  A,  Hilton  Hotel 

1.  (10:00)  No  Margin  for  Error — 1958. 

This  film  presents  one  of  the  most  pressing  current  problems  in 
legal  medicine,  the  cause  and  effea  of  human  mistakes  in  the  com- 
plex system  of  the  modern  hospital. 

2.  (10:30)  Chemopallidectomy  in  the  Treatment  of 

Hyperkinetic  Disorders — color,  1957. 

This  motion  piCTure,  by  Dr.  Irving  S.  Cooper,  describes  the  surgi- 
cal procedures  to  relieve  parkinsonism  and  other  involuntary  move- 
ment disorders. 

3.  (10:50)  Surgical  Treatment  of  Bronchogenic  Carci- 

noma— color,  1958. 

The  current  indications  for  radical  pneumonectomy  and  for  lobec- 
tomy are  considered,  and  the  operative  technique  for  each  procedure 
is  illustrated  by  appropriate  case  presentations.  Dr.  G.  V.  Brindley, 
Jr.,  prepared  the  film. 

4.  (11:20)  Surgical  Treatment  of  Prolapse  of  the  Rec- 

tum— color,  1958. 

The  surgical  treatment  of  true  prolapse  of  the  rectum  by  a one 
stage  operation  with  perineal  approach  is  shown  in  this  piaure  by 
Dr.  W.  A.  Altemeier.  The  procedure  is  based  upon  the  concept 
that  true  rectal  prolapse  is  essentially  a sliding  hernia  of  the  cul-de- 
sac  through  a defect  in  the  pelvic  diaphragm  which  presents  as  a 
prolapsing  intussusception  through  the  rectal  and  anal  canals. 

5.  (11:51)  Caudal  Pancreatico-Jef unostomy  for  Chronic 

(Relapsing)  Pancreatitis — color,  1958. 

Chronic  relapsing  pancreatitis  remains  an  enigma.  Caudal  pan- 
createaomy  with  distal  pancteatico-jejunostomy  has  afforded  striking 
relief  of  symptoms  for  periods  ranging  up  to  4 years.  Dr.  John  A. 
Schilling  produced  this  film. 

6.  (12:15)  Vertical  Frontier. 

A new  film  on  space  medicine,  this  picture  was  produced  by  the 
United  States  Ait  Force. 

7.  (12:45)  Simultaneous  Esophago-Gastroscopy;  A Sim- 

ple Method  of  Rotation  for  Multiple  Posi- 
tion Examination — 1958. 

Dr.  Henry  Laurens  and  Dr.  A.  C.  Btoders,  Jr.,  of  Scott  and 
White  Clinic  prepared  this  film. 

Tuesday,  April  21,  10:00  a.  m. 

Parlor  A,  Hilton  Hotel 

8.  (10:00)  Someone  Is  Watching — 1957. 

This  motion  piaure  from  the  New  York  State  Health  Department 
calls  attention  to  the  various  ways  in  which  legal  narcotics  stocks 
fall  into  the  hands  of  dope  addias  and  peddlers  through  careless- 
ness and  false  confidence.  It  emphasizes  the  need  for  safeguarding 
of  drugs. 

9.  (10:20)  The  Story  of  Renal  Calculi — color,  1958. 

The  various  etiologic  factors  associated  with  the  formation  of  renal 
calculi  and  the  phases  of  preoperative  investigation  that  ate  essential 
to  establishing  the  underlying  causative  factor  in  each  individual 
patient  are  described.  The  surgical  removal  of  stones  is  outlined  as 
it  is  accomplished  by  pelviolithotomy,  by  nephrolithotomy,  or  by 
resection  of  the  lower  pole  of  the  kidney.  Dr.  Charles  C.  Higgins 
produced  the  film. 


10.  (10:55)  Common  Duct  Stones — color,  1958. 

This  film  by  Dr.  Robert  M.  Moore  and  Dr.  Albert  O.  Single- 
ton.  Jr.  illustrates  the  approach  to  the  common  dua  and  its 
identification,  methods  of  exploration,  extraction  of  an  impaaed 
stone  from  the  ampulla  of  Vater  by  the  transduodenal  approach, 
and  the  authors'  method  of  using  T-mbe  drainage. 

11.  (11:27)  Disaster  Plan — 1958. 

The  film  shows  how  a hospital  and  community  in  case  of  major 
disaster — tornado,  explosion,  train  wreck — are  able  to  spring  into 
aaion  to  care  for  victims  under  a smoothly  coordinated  advance 
plan  of  action. 

12.  (11:45)  Bedside  Management  of  Fluid  Balance  Prob- 

lems— 1958. 

Simple  bedside  tests  for  blood  and  urinary  electrolytes  are  now 
available.  These  tests  permit  the  physician  to  solve  complex  fluid- 
electrolyte  problems  rather  promptly,  and  without  the  facilities  of  a 
medical  center. 

13.  (12:05)  Aortic  Resection  for  Abdominal  Aneurysm 

—color,  1959. 

The  film  is  divided  into  three  parts.  Part  I is  the  diagnosis  of 
abdominal  aneurysms  and  the  seleaion  of  the  patients  for  surgery. 
In  Part  II  the  type  of  incision  used  is  demonstrated.  The  technique 
of  resenion  is  well  visualized.  Part  III  is  a demonstration  of  the 
resected  specimen  along  with  a brief  discussion  of  the  pathology 
and  a brief  postoperative  follow-up  of  the  patient.  Dr.  Fred  J. 
Wolma,  Jr.,  prepared  this  picture. 

14.  (12:30)  Respiratory  Resuscitation  Techniques — 1958. 

A new  resuscitation  technique  of  mouth-to-mouth  breathing  is 
demonstrated  in  this  picture  by  Dr.  Peter  Safar. 


SCIENTIFIC  EXHIBITS 

Scientific  exhibits  numbered  1-37  will  be  displayed  on 
the  mezzanine  floor  of  the  Hilton  Hotel;  those  numbered 
38-40  will  be  displayed  in  the  hall  of  the  fifteenth  floor 
of  the  Hilton  Hotel.  All  will  be  shown  from  noon  Sunday 
through  Tuesday,  April  19-21. 

First,  second,  and  honorable  mention  awards  will  be 
given  in  three  categories  of  exhibits : ( 1 ) individual,  ( 2 ) 
group,  (3)  institutional.  A fourth  category,  educational- 
promotional,  will  not  be  eligible  for  awards. 

In  addition  to  the  official  awards,  determined  by  a judg- 
ing committee,  ratings  will  be  given  to  exhibits  in  a 
"popularity  poll”  in  which  all  visitors  to  the  exhibits  are 
invited  to  participate.  Ballots  for  this  poll,  which  not  only 
is  planned  to  give  recognition  to  exhibits  deemed  outstand- 
ing by  popular  vote,  but  also  is  expected  to  be  helpful  to 
the  Committee  on  Scientific  Exhibits  in  arranging  worth- 
while exhibits  at  future  annual  sessions,  will  be  available  at 
the  entrance  to  the  exhibit  areas. 

Following  is  a list  of  exhibitors  and  their  exhibits,  alpha- 
betically within  categories: 

INDIVIDUAL  EXHIBITS 

40.  Jack  A.  Adelman,  San  Antonio.  "Hypometabolism : 
A New  Approach  to  Diagnosis  and  Treatment.” 

This  exhibit  presents  a clinical  study  of  hypometabolism  in  which 
diagnoses  were  confirmed  by  prolonged  Achilles  tendon  reflexes. 
Clinical  data  are  presented  on  55  proven  hypometabolic  patients 
drawn  from  a survey  of  over  1,000  patients  with  various  disease 
states.  Results  of  tracings  of  Achilles  tendon  reflexes  made  in  these 
patients  are  correlated  with  clinical  aspeas  of  hypometabolic,  hypo- 
thyroid, and  hyperthyroid  states. 

6.  Dr.  Jasper  H.  Arnold  and  Will  Fahlberg, 
Ph.D.,  Houston.  "The  Effect  of  Centrifugation  on  Bacteria 
and  Cells  in  Urine  Samples.” 

Posters,  lighted  color  transparencies,  centrifuge  tubes,  culture  tubes, 
and  petri  dishes  will  be  used  to  demonstrate:  ( 1 ) methods  on 
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urinalyses  and  urine  cultures  from  300  hospitals;  (2)  results  from 
various  levels  of  centrifuged  urines  and  from  centrifuged  and  un- 
centrifuged urine  specimens;  ( 3 ) conclusions  and  explanations  for 
them. 

8.  Dr.  Louis  W.  Breck,  El  Paso.  "Modified  Risser 
Localizer  Technique  Employing  a Standard  Table  with 
Some  Simple  Accessories.” 

The  principle  of  using  strong  head  and  foot  traaion  and  the 
localized  pressure  pad  has  been  adapted  to  the  standard  Albee-' 
Gjmper  table.  The  exhibit  will  display  a detailed  model  of  the 
Albee-Comper  table  with  a doll  on  it  demonstrating  the  special 
accessory  apparatus,  plus  photographs  of  the  actual  apparatus  in 
use  on  patients. 

34.  Dr.  Marvin  E.  Chernosky,  Houston.  "Dermo- 
Planing  for  the  Prevention  of  Skin  Cancer.” 

This  exhibit  will  demonstrate  a new  approach  to  the  ever  growing 
dermatological  problem  of  cancer  prophylaxis.  With  the  aid  of  color 
transparencies,  the  office  technique  of  dermo-planing  of  precancer- 
ous  skin  lesions  will  be  shown  together  with  the  clinical  results 
obtained.  Post-operative  histological  studies  are  to  be  presented. 

7.  Lt.  Col.  James  L.  Hansen,  M.  C.,  and  Lt.  Col. 
Prince  D.  Beach,  M.  C.,  Fort  Sam  Houston.  "Carcinoma 
of  the  Penis.” 

This  will  be  an  exhibit  of  9 patients  with  squamous  cell  cetci- 
noma  of  the  penis.  Details  of  pathology  will  be  shown  in  illumi- 
nated color  transparencies  of  the  gross  specimens  and  color  photo- 
micrographs. 

27.  Lt.  Col.  James  L.  Hansen,  M.  C,  and  Col.  L.  K. 
Mantell,  M.  C.,  Fort  Sam  Houston.  "Carcinoma  of  the 
Urinary  Bladder.” 

The  exhibit  will  depict  the  current  Armed  Forces  Institute  of 
Pathology  classification  of  bladder  carcinoma  illustrated  by  illumi- 
nated color  photomicrographs  described  by  captions.  The  staging  of 
bladder  carcinoma  currently  being  used  by  urologists  will  be  shown 
also  by  wax  models  in  color. 

12.  Dr.  Robert  C.  Hardy,  San  Antonio.  "Phrenico- 
Facial  Nerve  Anastomosis:  A New  Operation  for  Facial 
Palsy.” 

The  ease  with  which  the  phrenic  nerve  may  be  anastomosed  to 
the  facial  nerve  will  be  depiaed  in  surgical  sketches.  The  advan- 
tage of  this  operation  in  providing  facial  symmetry  in  repose,  talk- 
ing, or  smiling  will  be  verified  by  photographs.  Its  advantages 
over  other  procedures  in  leaving  no  neurologic  or  physiologic 
sequellae  will  be  listed. 

31.  Dr.  Karl  John  Karnaky,  Houston.  "Leukorrhea, 
Vaginal  and  Cervical,  a 20  Year  Smdy.” 

The  exhibit  will  show  causes  of  vaginal  and  cervical  leukorrhea 
and  advances  in  diagnosis  and  treatment.  Also  to  be  shown  will  be 
the  latest  methods  of  lowering  the  vaginal  and  cervical  pH  to  1.0 
as  well  as  the  new  vaginal  adhesives  which  eliminate  the  use  of 
packings  during  treatment. 

10.  Dr.  Oscar  L.  Morphis,  Fort  Worth.  "Implantation 
of  Radioactive  Materials  Using  Teflon  Tubing  to  Reduce 
Radiation  Hazard  to  a Minimum.” 

Radium  or  other  radioaaive  materials  can  be  placed  accurately 
within  a tumor  with  a minimum  exposure  to  personnel  by  first 
sewing  plastic  tubing  "Teflon”  through  the  base  of  the  tumor. 
After  all  tubes  are  in  place  and  the  pattern  of  radiation  is  satis- 
factory the  tubes  are  filled  with  the  radioactive  substance  and  the 
ends  of  the  tube  sealed  with  Machel  skin  clips. 

5.  Drs.  Francis  Edward  O’Neill,  Jerome  J.  Wies- 
NER,  Alvin  Thaggard,  and  Roy  Bradley,  San  Antonio. 
"What  Should  You  Know  About  X-Ray  Protection?” 

The  permissible  dosage  of  irradiation;  the  methods  of  proteaion; 
and  the  technical  faaors  necessary  to  reduce  the  absorbed  dosage 
while  still  improving  the  quality  of  the  radiographic  and  fluoro- 
scopic examination  will  be  demonstrated. 

37.  Drs.  Milford  O.  Rouse,  Cecil  O.  Patterson, 
Herbert  A.  Bailey,  F.  Clark  Douglas,  John  H. 
Fisher,  and  W.  Crockett  Chears,  Jr.,  Dallas.  "Newer 
Aids  in  the  Diagnosis  of  Diarrhea.” 

Methods  will  be  outlined  and  data  from  case  records  will  be 
presented  illustrating  the  differential  diagnosis  of  diarrhea  by  the 


use  of  small  intestinal  mucosal  biopsy,  radioactively  tagged  test 
meals,  and  other  tests  of  function  of  the  digestive  system. 

35.  Dr.  Lawrence  M.  Sheets,  San  Antonio.  "Surgical 
Aspects  of  Diaphragmatic  Hernias.” 

Diagnosis,  selection  of  patients,  and  operative  techniques  for 
right  and  left  diaphragmatic  hernias  will  be  presented.  Included 
will  be  congenital  and  acquired,  traumatic  and  nontraumatic,  and 
eventrations  and  complete  hernias. 

11.  Drs.  Francis  C.  Usher,  John  R.  Hill,  John 
OCHSNER,  and  L.  L.  D.  Tuttle,  Jr.,  Houston.  "Marlex 
Mesh:  A New  Plastic  Mesh  for  Replacing  Tissue  Defects.” 

The  exhibit  will  show  the  results  of  implantation  of  Marlex 
mesh  in  dogs  for  the  repair  of  tissue  defects  of  the  abdominal 
wall,  chest  wall,  and  diaphragm.  It  also  will  demonstrate  the  use 
of  this  new  plastic  mesh  in  similar  defens  in  humans. 

GROUP  EXHIBITS 

38.  Drs.  E.  Stanley  Crawford,  John  R.  Kelsey, 
Jr.,  and  JOHN  FITZGERALD,  Houston.  "The  Treatment  of 
Bleeding  Esophageal  Varices  and  Portal  Hypertension.” 

Approximately  20  per  cent  of  patients  admitted  to  a general 
hospital  with  upper  gastrointestinal  bleeding  have  bleeding  esopha- 
geal varices.  The  mortality  of  this  condition  is  90  pet  cent  in  1 
year.  This  exhibit  will  demonstrate  the  most  effenive  of  numerous 
methods  suggested  for  control  of  this  condition.  A new  operative 
technique  will  be  presented. 

23.  Drs.  Fred  R.  Guilford,  William  K.  Wright, 
W.  Leonard  Draper,  and  Olaf  Haug,  Houston.  "Res- 
toration of  Hearing  by  Surgical  Technique.” 

The  exhibit  will  illustrate  the  surgical  techniques  of  repair  of 
perforations  of  the  tympanic  membrance  and  mobilization  of  the 
stapes  which  has  been  fixed  as  a result  of  otosclerosis. 

22.  Drs.  John  McGivney,  Marcel  Patterson,  Ed- 
ward Lefeber,  and  Louis  Field,  University  of  Texas 
Medical  Branch,  Galveston.  'What  Is  Your  Diagnosis? 
A Clinic  in  Proctology.” 

Color  photographs  taken  through  a proctoscope  will  be  projected 
at  the  end  of  simulated  proctoscopes.  A description  of  the  lesion 
will  be  revealed  under  a sliding  panel  below  each  proctoscope. 

32.  Drs.  A.  A.  Mintz,  Andrew  Megarity,  and  Fred 
T.  Matthes,  Houston.  "Antipyretic  Therapy  in  the  Febrile 
Infant:  An  Ever  Present  Problem.” 

This  exhibit  will  deal  with  management  of  fever  during  infancy 
with  particular  reference  to  use  of  the  pharmacologic  agent, 
acetaminophen.  Fever  per  se.  mechanisms  responsible  for  develop- 
ment of  fever,  and  the  pharmacology  of  acetaminophen  will  be  re- 
viewed, A clinical  smdy  demonstrating  the  use  of  acetaminophen  in 
young  infants  will  be  presented. 

16.  Col.  George  Prazak,  M.  C.,  and  Capt.  John  S. 
Ferguson,  M.  C.,  Brooke  Army  Hospital,  Fort  Sam  Hous- 
ton. "Cutaneous  Mycoses.” 

This  exhibit  will  present  color  transparencies  of  different  culture 
variants  and  microscopic  identifying  features  of  the  common  cutane- 
ous dermatophytes,  together  with  clinical  photographs  of  the  classi- 
cal types  of  dermatophytoses.  All  photomicrographs  have  been  pre- 
pared by  use  of  the  slide  culture  technique,  and  the  application  of 
this  technique  in  a teaching  program  will  be  stressed. 

29.  Drs.  Milford  O.  Rouse,  Cecil  O.  Patterson, 
Herbert  A.  Bailey,  F.  Clark  Douglas,  John  W. 
Fisher,  and  W.  Crockett  Chears,  Jr.,  Dallas  (sup- 
ported in  part  by  E.  R^^Squibb  & Sons).  "Gastrografin  in 
Gastroenterologic  Diagnosis.” 

The  indications,  advantages,  and  disadvantages  of  Gastrografin 
as  an  oral  radiopaque  medium  for  diagnostic  gastrointestinal  roent- 
genography will  be  presented.  Illustrative  cases  will  be  shown. 

21.  Drs.  Robert  R.  Shaw,  Donald  L.  Paulson, 
and  John  L.  Kee,  Jr.,  Dallas.  "Bullous  Emphysema.” 

Bullous  emphysema  may  cause  severe  disability  if  untreated.  This 
exhibit  will  illustrate  the  differential  diagnostic  points  useful  in 
determining  which  cases  may  be  helped  by  surgery.  Illustrative 
cases  will  be  presented  with  roentgenograms,  photographs  of  the 
gross  specimens,  and  pulmonary  funaion  smdies. 
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25.  Dr.  Odon  F.  von  Werssowetz,  Texas  Rehabilita- 
tion Center,  Gonzales.  "Home  Care  of  the  Hemiplegic  Pa- 
tient.” 

Home  care  of  the  estimated  90,000  hemiplegics  in  Texas  is 
important  in  their  total  rehabilitation.  Methods  will  be  shown  which 
can  be  applied  successfully  at  home,  under  supervision  of  the  family 
physician,  to  prevent  development  of  deformities,  preserve  range  of 
joint  motion,  increase  strength,  and  develop  functional  activities  of 
daily  living. 


INSTITUTIONAL  EXHIBITS 

9.  East  Texas  Tuberculosis  Hospital,  Tyler:  Dr. 
Lewis  R.  F^^mmer.  "Differential  Diagnosis  in  Pulmonary 
Tuberculosis.” 

Eight  selective  cases  will  be  shown  which,  although  diagnosed  as 
pulmonary  ruberculosis  on  the  outside,  turned  out  to  be  non- 
tuberculous  after  work-up  in  this  hospital. 

36.  Hermann  Hospital,  Houston:  Drs.  W.  T.  Arnold, 
J.  M.  Hampton,  H.  G.  Glass,  and  Walter  Olin,  and  Cath- 
erine Carruth,  R.  N.  "Cytological  Evaluation  of  Gastric 
Lesions.” 

An  analysis  of  300  consecutive  patients  with  upper  gastrointestinal 
symptoms  by  the  usual  diagnostic  methods  plus  gastric  cytology  will 
be  presented,  with  the  over-all  diagnostic  approach  being  emphasized. 
The  value  of  a negative  as  well  as  a positive  gastric  cytology  will  be 
stressed  and  case  reports  given. 

30.  Scott  and  White  Clinic,  Temple:  Drs.  R.  D. 
Haines,  W.  N.  Powell,  R.  A.  Murray,  A.  W.  Sommer,  and 
W.  A.  Ross.  "Multiple  Myeloma.” 

This  exhibit  will  review  84  cases  of  multiple  myeloma.  It  will 
comprise  the  clinical  statistical  data,  tabulated  abnormal  laboratory 
smdies  seen  on  initial  visit,  plasmapheresis  pictures,  photomicro- 
grams of  bone  marrow  aspirations,  abnormal  x-rays  and  unusual 
pathologic  fractures  seen  to  heal  with  therapy,  and  indications  when 
orthopedic  measures  are  to  be  instituted. 

3.  Scott  and  White  Clinic,  Temple:  Drs.  D.  A. 
Malooly,  W.  N.  Powell,  N.  C.  Hightower,  Jr.,  R.  D. 
Haines,  and  J.  D.  Ibarra.  "Acute  Intermittent  Porphyria.” 

The  chemistry,  clinical  features,  and  current  concepts  of  therapy 
of  acute  intermittent  porphyria  will  be  emphasized.  A schematic 
summary  of  the  metabolic  pathways  of  porphyrin  synthesis  in  the 
normal  and  in  acute  intermittent  porphyria  will  be  presented.  Simple 
laboratory  procedures  for  determination  of  uroporphyrin,  copropor- 
phyrin, and  porphobilinogen  will  be  illustrated. 

13.  University  of  Texas  Medical  Branch,  Galves- 
ton: Drs.  Colvin  H.  Agnew,  Robert  N.  Cooley,  John  Der- 
rick, and  Raymond  Bermudez.  "Selective  Visceral  Arteriog- 
raphy.” 

Vascular  insufficiency  may  cause  a variety  of  abdominal  symptoms. 
The  diagnosis  of  stenosis  is  essential  to  proper  management.  Its  ex- 
istence and  extent  by  seleaive  visceral  arteriogr^hy  preoperatively  is 
feasible  by  the  technique  to  be  displayed. 

19.  University  of  Texas  Medical  Branch,  Galves- 
ton: Drs.  A.  R.  Remmers  and  H.  E.  Sarles.  "Sarcoidosis  in 
Texas.” 

A detailed  review  of  the  proven  cases  of  sarcoidosis  studied  at  the 
University  of  Texas  Medical  Branch  from  1947  through  1958  will 
be  presented.  Thirty-one  acceptable  cases  will  be  reported  with  em- 
phasis on  the  symptoms,  signs,  geographic  distribution,  radiologic 
findings,  and  diagnostic  criteria. 

2.  Veterans  Administration  Center,  Temple:  Drs. 
Marjorie  J.  Williams  and  Shirley  A.  Howard.  "Bilateral 
Primary  Bronchogenic  Carcinoma.” 

Four  examples  of  primary  bilateral  bronchogenic  carcinoma  en- 
countered by  routine  studies  in  85  consecutive  autopsies  presenting 
bronchogenic  carcinoma  will  be  depicted.  The  clinical,  cancerogenic, 
and  histogenic  aspects  will  be  emphasized.  Illuminated  x-rays,  photo- 
micrographs, and  explanatory  materials  will  be  utilized. 


EDUCATIONAL-PROMOTIONAL  EXHIBITS 

1.  American  Cancer  Society,  Texas  Division,  Aus- 
tin. "Examination  of  the  Colon  and  Rectum.” 

This  exhibit  will  depict  the  importance  of  the  sigmoidoscope  in 
the  deteaion  of  cancer  of  the  colon  and  rectum  indicating  that 
through  the  use  of  this  instrument  physicians  can  find  70  per  cent 
of  all  cancers  of  the  large  bowel. 

14.  International  Medical  Assembly  of  South- 
west Texas,  San  Antonio. 

The  officers  and  members  of  the  International  Medical  Assembly 
of  Southwest  Texas  cordially  invite  physicians  to  attend  the  assembly's 
twenty-fourth  annual  session.  Representatives  will  be  happy  to  dis- 
cuss their  program  and  activities  with  the  doctors. 

39.  Office  of  the  Surgeon  General,  Department 
OF  THE  Army,  and  the  Eighth  United  States  Corps 
(Reserve),  Washington.  "The  Initial  Care  of  the  Severely 
Burned  Patient.” 

18.  Office  of  the  Surgeon  General,  Department 
OF  THE  Army  and  the  Eighth  United  States  Corps 
(Reserve),  Washington.  "Nuclear  War  and  Survival.” 

17.  Office  of  the  Surgeon  General,  Department 
OF  THE  Army,  and  the  Eighth  United  States  Corps 
(Reserve),  Washington.  "Nuclear  Weapons  Effects  on  a 
Biological  Specimen.” 

15.  SchenLabs  Pharmaceuticals,  Inc.,  New  York: 
Dr.  William  T.  Strauss.  "Penicillin  Reactions;  Their  Diag- 
nosis and  Treatment.” 

This  exhibit  will  review  the  problem  of  penicillin  reactions  and 
summarize  accepted  regimens  of  general,  supportive,  and  specific 
treatment.  Incidence  of  reactions  will  be  presented,  and  the  various 
types  of  reactions  will  be  described.  Clinical  photographs  of  reac- 
tions in  which  penicillin  was  the  causative  agent  will  be  utilized. 

24.  Texas  Academy  of  General  Practice,  Austin. 

Physicians  are  invited  to  stop  by  to  look  at  the  display  of  the 
Texas  Academy.  Booklets  entitled  "22  Questions  and  Answers  about 
the  American  Academy  of  General  Praaice”  will  be  available. 

26.  Texas  Heart  Association,  Houston.  "Here’s  Help 
for  the  Sodium-Restricted  Patient.” 

The  exhibit  will  be  designed  to  acquaint  doctors  of  medicine  with 
three  new  sodium  restricted  diet  manuals  which  are  available  through 
the  Hean  Association  to  patients  only  on  the  prescription  of  a 
physician.  Each  of  the  three  booklets  is  for  a different  level  of 
sodium  restriaion  (500  mg.,  1,000  mg.,  and  mild). 

28.  Texas  Medical  Association,  Committee  on 
Cancer.  "Cancer  in  Texas  Today.” 

The  exhibit  will  consist  of  a four  panel  spread:  "How  Much 
cancer.’”  "What  kinds  of  cancer?”  "Where  is  this  cancer?”  and 
"What  are  we  doing  about  it?”  This  exhibit  will  supplement  a four 
paper  symposium  on  the  same  subject  to  be  given  by  the  Committee 
on  Cancer  on  Saturday  of  the  annual  session. 

20.  Texas  Medical  Association,  Committee  on 
Medical  History  (aided  by  Schering  Corporation). 
"Texas  Medical  History.” 

This  will  be  the  first  of  a series  of  exhibits  dealing  with  medical 
personalities  in  Texas;  Anson  Jones  will  be  featured  this  year.  The 
role  of  physicians  as  authors  will  be  a portion  of  the  exhibit. 

4.  Texas  Medical  Association,  Austin.  "Memorial 
Library.” 

The  many  services  of  the  Texas  Medical  Association’s  Memorial 
Library  will  be  on  display.  Physicians  are  invited  to  stop  by  and  talk 
with  the  representatives  about  any  questions  or  inquiries  they  might 
have  concerning  the  library  service. 

33.  Texas  Tuberculosis  Association,  Austin.  "Lit- 
erature Dealing  with  Tuberculosis.” 

This  booth  will  have  informative  literature  dealing  with  mbercu- 
losis  control  problems  in  Texas,  sample  copies  of  useful  journals  for 
keeping  abreast  of  advances  in  tuberculosis  control  and  treatment, 
and  other  literature  on  diseases  of  the  chest  available  to  physicians 
on  request. 
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TECHNICAL  EXHIBITS 

Technical  exhibits  1-94  will  be  displayed  in  the  Grand 
Ballroom  of  the  Hilton  Hotel;  95M-102M  on  the  mexza- 
nine  of  the  Hilton  Hotel;  and  103G-105G  on  the  mez- 
zanine of  the  Gunter  Hotel.  Products  on  display  should  be 
of  interest  to  all  practicing  physicians.  Exhibits  in  the 
Gunter  Hotel  will  be  of  special  interest  to  those  specializ- 
ing in  eye,  ear,  nose  and  throat.  Recesses  in  the  pro- 
gram and  breaks  between  formal  events  in  the  mornings 
and  afternoons  have  been  provided  to  assure  physicians 
an  opportunity  for  visiting  the  exhibits. 

Following  is  an  alphabetical  list  of  exhibits: 

Abbott  Laboratories,  North  Chicago,  Booth  40 

The  exhibit  will  feature  the  Abbott  Laboratories  Anti- 
biotic Triad — three  products  which  together  provide  con- 
trol of  all  coccal  infections:  Erythrocin®  Stearate;  Compo- 
cillin®-VK;  and  Spontin®.  Also  shown  will  be  Abbott’s 
unique  new  "metered  release  dose  form’’  products,  Tral 
Gradumets®  and  Desoxyn  Gradumets®,  plus  a selection 
of  other  Abbott  specialties. 

Alcon  Laboratories,  Inc.,  Fort  Worth, 

Booths  66  and  103G 

Physicians  are  cordially  invited  to  visit  booth  66  where 
Alcon  Laboratories,  Inc.,  will  be  exhibiting  Rhinologic  and 
Sterile  Ophthalmic  preparations.  Representatives  will  be 
glad  to  discuss  Alcon  Drop-tainer  and  Steri-unit  products; 
Alcon-efrin  Nasal  Decongestant  in  choice  of  3 strengths 
12,  25,  and  50  dropper  bottles;  Alcon-efrin  25  Spray  Pack- 
age; as  well  as  Zincfrin  for  conjunctivitis. 

• 

A.  S.  Aloe  Company,  St.  Louis,  Booth  83 

The  A.  S.  Aloe  Company  will  be  pleased  to  have  physi- 
cians drop  by  its  booth  and  inspect  the  absolute  latest  in 
surgical  supplies  and  equipment.  An  Aloe  representative 
will  look  forward  to  discussing  mutual  items  of  intetest 
with  members  of  the  Texas  Medical  Association. 

American  Optical  Company,  Dallas,  Booths  9 and  104G 

American  Optical  Company  cordially  invites  doctors  to 
see  what  is  new  for  1959-  Products  of  interest  to  everyone 
will  be  on  display  in  the  main  exhibit  hall.  The  booth  at 
the  Gunter  Hotel  will  feamre,  among  many  products  of 
interest  to  the  Ophthalmologist:  the  Noyori  Hand  Fundus 
Camera;  the  AO  Radiuscope;  new  Cataract  Frames;  and 
AOLite  Aspheric  Cataract  Lenses. 

American  Sterilizer  Company,  Erie,  Pa.,  Booth  41 

The  American  Sterilizer  Company  will  feature:  A.  Auto- 
claves: (1)  Model  613-R — This  new  autoclave  which  is 
exceedingly  popular  is  the  finest  small  autoclave  on  the 
market;  (2)  Model  8816 — Square  in  size  8x8x16,  this 
autoclave  is  designed  for  increased  loading  capacity;  ( 3 ) 
Model  1022 — Size  10x10x22,  the  completely  automatic 
unit  for  clinics  or  centralized  sterilization  is  10  inches 
square.  B.  Sterilizers:  (1)  The  8 and  16  inch  portable 
boiling  type  units  and  dry  heat  sterilizers. 

Audio-Digest  Foundation,  Glendale,  Calif.,  Booth  19 

Audio-Digest  Foundation — a subsidiary  of  the  California 
Medical  Association — gives  the  busy  physician  an  effortless 
tour  through  the  best  of  current  medical  literature  each 


week.  This  medical  tape-recorded  "newscast" — compiled 
and  reviewed  by  a professional  Board  of  Editors — may  be 
heard  in  the  physician’s  automobile,  home,  or  office.  The 
Foundation  also  offers  medical  lectures  by  nationally  rec- 
ognized authorities. 

Ayerst  Laboratories,  New  York,  Booth  94 

Physicians  are  invited  to  visit  booth  94  where  Ayerst 
representatives  will  be  on  hand  to  welcome  them  and  dis- 
cuss any  Ayerst  specialties  of  interest  to  them. 

Bausch  & Lomb  Optical  Co.,  Dallas,  Booth  105G 

Bausch  & Lomb  will  exhibit  a complete  Refracting  Unit 
together  with  its  latest  slit  lamp,  known  as  the  Thorpe 
Slit  Lamp,  as  well  as  the  Bausch  & Lomb  Keratometer, 
so  popular  today  in  the  use  of  the  fitting  of  Contact 
Lenses.  Representatives  also  will  feature  the  Bausch  & 
Lomb  School  Vision  Tester  complete  with  slides,  and  will 
be  happy  to  demonstrate  any  of  this  equipment. 

Bentex  Pharmaceufical  Company,  Houston,  Booth  23 

Bentex  will  display  Gynben,  for  best  results  in  Vaginitis; 
Benizol,  to  restore  Mental  Clarity  to  the  Senile  patient; 
and  Neothyn,  for  effective  Bronchodilation  and  liquefaction 
of  tenacious  mucous  in  Asthma. 

Borden  Company,  New  York,  Booth  49 

Most  important  new  item  at  the  Borden  Pharmaceutical 
Division’s  booth  will  be  Liquid  Bremil,  which  adds  all  the 
convenience  of  a liquid  to  the  significant  advantages  already 
established  by  Bremil  Powdered.  Borden’s  full  line  of  for- 
mula products  will  be  on  display  including  Mull-Soy,  the 
original  hypoallergenic  formula.  Other  new  additions  are 
Dermabase  and  Junitar,  the  nonstaining  tar  bath,  and  Mar- 
celle  Hypoalletgenic  Cosmetics,  pure  beauty  aids  for  deli- 
cate skins. 

George  A.  Breon  & Company,  New  York,  Booth  51 

At  the  Breon  booth,  professional  representatives  will 
present  the  company’s  leading  prescription  specialties,  Dem- 
erol APAP  and  Compound  Tablets,  Broxolin  Vaginal 
Cream,  Doxegest,  Blockain  and  Bronkephrine;  The  Dia- 
parene  products  for  care  of  the  infant  and  aged  incontinent; 
and  a new  product  of  Lanteen  research,  Lanesta  Vaginal 
Gel  . . . for  more  reliable  family  planning.  Homemakers 
Products  is  a division  of  George  A.  Breon  & Co.;  Breon 
is  the  distributor  for  Esta  Medical  Laboratories,  Inc. 

Burroughs  Wellcome  & Co.,  Tuckahoe,  N.  Y.,  Booth  30 

Through  the  extensive  research  facilities  of  'B.W.  & Co.,’ 
both  here  and  in  other  countries,  notable  advances  have 
been  made  relating  to  leukemia,  malaria,  diabetes,  and 
diseases  of  the  autonomjp  nervous  system  and  to  antibiotic, 
muscle-relaxant,  antihistaminic,  and  antinauseant  drugs.  An 
informed  staff  will  welcome  the  opportunity  to  discuss 
B.W.  & Co.’  products  and  latest  developments  with  Texas 
doctors. 

Carnai-ion  Compony,  Los  Angeles,  Booth  74 

Carnation  Company  cordially  invites  physicians  to  visit 
booth  74  where  medical  specialist  reptesentatives  will  be 
pleased  to  welcome  new  and  old  friends  of  the  Texas 
Medical  Association.  Recent  literamte  and  information  re- 
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garding  Carnation  evaporated.  Carnation  Instant  Non-Fat, 
and  the  newest  product,  Carnalac  will  be  available.  Any 
question  pertaining  to  Carnation’s  physician-researched  ma- 
terial for  use  in  praaice  or  hospital  will  be  cheerfully 
discussed.  Helpful  and  valuable  literamre  will  be  available 
also. 

G.  W.  Carnrick  Co.,  New  Jersey,  Booth  101M 

Carnrick  representatives  will  be  waiting  to  greet  physi- 
cians at  the  exhibit.  Among  the  products  feamred  are 
Bontril,  the  well  known  anti-obesity  product,  Penite,  for 
prevention  of  anginal  attacks  and  Nolamine,  a new  oral 
nasal  decongestant  in  a timed-release  tablet.  Nolamine  is 
designed  to  exert  decongestion  and  antihistaminic  activity 
for  8 to  10  hours  with  a single  dose. 

Cibo  Pharmaceutical  Products,  Inc.,  Summit,  N.  J., 
Booth  21 

The  Ciba  exhibit  will  feature  Singoserp,  a new  synthetic 
analog  of  Reserpine  which  possesses  the  favorable  cardio- 
vascular effects  of  the  Rauwolfia  dmgs  but  at  the  same 
time  is  less  sedative.  The  drug  is  indicated  in  most  forms 
of  arterial  hypertension  and  pre-eclamsia  associated  with 
pregnancy  when  rapid  reduction  of  blood  pressure  is  not 
required.  Singoserp  permits  individualization  of  dosage 
and  keeps  side  effects  at  a minimum. 

Coca-Cola  Company,  N.  Y.,  Booth  25 

Ice-cold  Coca-Cola  will  be  served  through  the  courtesy 
and  cooperation  of  the  San  Antonio  Coca-Cola  Bottling 
Co.,  Inc.,  and  The  Coca-Cola  Company. 

Codman  & Shurtleff,  Inc.,  Boston,  Booth  76 

Codman  & Shurtleff,  Inc.,  designers  and  manufacturers 
of  surgical  instruments  for  120  years,  will  exhibit  at  booth 
76,  a representative  line  of  surgical  instruments  in  the 
Pediatric,  Orthopedic,  Neurosurgical,  Cardiovascular,  Tho- 
racic, and  General  fields. 

Coreco  Research  Corporation,  N.  Y.,  Booth  24 

The  Coret  Camera  embodies  the  principle  of  electronic 
flash  and  constant  automatic  control  of  such  factors  as 
distance,  aperture,  field,  and  exposure.  For  the  first  time, 
Coreco  offers  a completely  automatic  professional  clinical 
camera  designed  to  achieve  the  ultimate  in  surface,  intra- 
oral, and  intra-tubular  photography.  Because  of  the  sim- 
plicity of  operation,  even  an  inexperienced  doctor  or  nurse 
can  achieve  consistently  perfect  color  transparencies. 

Cranford  X-Ray  Company,  Housfon,  Booth  27 

Cranford  X-Ray  Company  will  have  representatives  at 
the  booth  to  demonstrate  the  many  advantages  and  merits 
of  the  completely  new  Mattern  Medalist  line  of  fine  x-ray 
equipment.  Sanborn’s  new  portable  ECG  the  Model  300 
will  be  demonstrated  with  other  Sanborn  recording  systems. 
The  representatives  will  be  looking  forward  to  seeing  Texas 
physicians. 

Curtis  Surgical  Supply  Company,  Waco,  Booth  90 

The  following  is  a list  of  the  main  items  Curtis  intends 
to  exhibit:  one  Clay-Adams  Hematocrit  Centrifuge,  a Spen- 
cer Microscope,  a Welch-Allyn  Transformer,  and  a num- 


ber of  miscellaneous  items  including  some  new  items  which 
Curtis  representatives  think  will  be  of  interest  to  the  medi- 
cal profession. 

Cutter  Laboratories,  Berkeley,  Calif.,  Booth  92 

Cutter  Laboratories  will  feature  their  new  anticolic 
preparation  Barbicaine.  In  the  blood  fraction  line,  Hyper- 
tussis.  Polio  Immune  Globulin,  and  Hyparotin  will  be 
shown  along  with  the  Cutter  line  of  pediatric  biologicals. 
Also  featured  will  be  Adult  Dip-Tet  for  boosters  or  basic 
immunization  of  children  over  8 years  and  immunization 
of  adults.  Included  will  be  the  Saftiflex  Blood  Bag  and 

accessories  along  with  intravenous  solutions. 

1 

Dallas  Radionics,  Dallas,  Booth  82 

Doctors  will  find  on  display  in  booth  82,  by  Dallas 
Radionics,  items  manufacmred  by  the  Bird  Oxygen  Breath- 
ing Equipment  Company,  Baird-Atomic,  Gilson  Medical 
Electronics,  and  Waters  Corporation.  The  Bird  Mark  7 
Residual  Breather  and  Assistor/ Controller  will  be  demon- 
strated throughout  the  meeting.  A 17  inch  multi-trace  os- 
cilloscope for  use  in  physiological  measurements  and  moni- 
toring will  be  shown. 

Davies,  Rose  & Company,  Ltd.,  Boston,  Booth  13 

Davies,  Rose  & Company,  Limited,  cordially  invites  the 
members  of  the  Texas  Medical  Association  to  visit  its 
booth.  Although  most  physicians  need  no  introduction  to 
its  outstanding  cardiac  therapies — Pil.  Digitalis  and  Tablets 
Quinidine  Sulfate,  Natural — the  company  representative, 
F.  L.  Moulton,  will  be  on  hand  to  explain  the  dependabil- 
ity of  the  company’s  laboratory  produaions. 

Desitin  Chemical  Company,  Providence,  R.  I.,  Booth  71 

Desitin  Chemical  Company  will  display  Desitin  Oint- 
ment, pioneer  CLO  ointment  for  burns,  ulcers,  diaper  rash, 
abrasions,  etc.;  Desitin  Powder,  saturated  with  CLO;  Desi- 
tin Hemorrhoidal  Suppositories  and  Rectal  Ointment,  re- 
lieves pain  and  itching,  promotes  healing;  Desitin  Baby 
Lotion,  protective,  antiseptic  emollient;  Desitin  Acne 
Cream,  non-staining,  flesh-tinted  "Medicream”;  Desitin  Cos- 
metic and  Nursery  Soap,  supermild,  pleasantly  scented, 
antiseptic  and  deodorant. 

Devereux  Schools,  Devon,  Pa.,  Booth  62 

Devereux  Schools  provide  nursery-kindergarten  through 
high  school.  Complete  facilities  are  provided  for  the  educa- 
tion and  training  of  exceptional  children  who  are  unable 
to  adjust  in  the  usual  public  schools  or  normally-geared 
private  schools.  Consultations  are  available  with  resident 
psychiatric,  medical,  and  psychological  personnel,  and  re- 
ferring physician,  when  indicated.  Children  are  placed  ac- 
cording to  age,  academic  level,  and  problem  presented. 

Dittmar  & Company,  Inc.,  San  Antonio,  Booth  4 

The  exhibit  of  Dittmar  & Company,  Inc.,  San  Antonio 
investment  banking  firm,  will  feamre  displays  and  litera- 
ture on  the  Wellington  Fund,  a mutual  fund  with  sound 
investment  policies  and  balanced  diversification.  A compe- 
tent representative  will  be  available  at  all  times  for  com- 
plete information  on  all  types  of  securities.  The  firm  is  a 
member  of  the  New  York  Stock  Exchange. 


TEXAS  State  Journal  of  Medicine,  MARCH,  1959 


221 


Doho  Chemical  Corporation,  New  York,  Booth  7 

Doho  Chemical  Corporation  will  exhibit  Auralgan  for 
Otitis  Media  and  removal  of  Cerumen;  Otosmosan,  a non- 
toxic Fungicidal  and  Bactericidal  ear  medication;  Rhinalgan, 
a nasal  decongestant;  and  New  Larylgan,  throat  spray  and 
gargle.  The  Mallon  division  will  feamre  Rectalgan,  liquid 
topical  anesthesia  for  use  with  hemorrhoids,  prurims,  and 
perineal  suturing;  and  Dermoplast,  Aerosol  spray  for  relief 
of  surface  pain,  itching,  burns,  and  abrasions. 

Dome  Chemicals  Inc.,  New  York,  Booth  67 

Dome  will  present  Acid  Mantle  topical  corticosteroids; 
Cort-Dome  Creme  and  Lotion  (pH  4.6);  Neo-Cort-Dome, 
Cort-Tar-Quin  Cream  and  Lotion;  Cort-Quin  Creme;  Hist- 
A-Cort-E  and  Es-A-Cort  Creme  for  senile  vaginitis,  krauro- 
sis, pruritus,  and  leukoplakia  vulvae.  Dome  will  introduce 
a complete  acne  treatment:  Acne-Dome  Creme,  Compact, 
Medicated  Cleanser,  Lotion;  Domerine  Shampoo;  Acne- 
Cort-Dome;  Acid  Mantle,  Domeboro,  Vi-Dom-A-C  Pillettes 
and  Vlem-Dome.  Soyaloid  Colloid  Infant  Bath,  Soy-Boro 
Powder,  and  Soy-Dome  Soapless  Skin  Cleanser  also  will  be 
shown. 

Duke  Laboratories,  Inc.,  South  Norwalk,  Conn.,  Booth  89 

Duke  Laboratories,  Inc.,  booth  89,  will  display  Elasto- 
plast,  stretchable,  adhesive  surfaced  bandages  and  unit 
dressings;  Gelocast,  prepared  Unnas-paste  bandage;  Tecto, 
a protective  emollient  cream;  Aquaphor,  an  ointment  base; 
and  Nivea  Creme,  Nivea  Skin  Oil,  and  Basis  Soap  for  pa- 
tients with  dry,  sensitive  skin. 

Eaton  Laboratories,  Norwich,  N.  Y.,  Booth  15 

Furoxone®  (brand  of  furazolidone)  Liquid  and  Tablets 
solve  acute  diarrheal  disease  problems,  swiftly  relieve 
symptoms,  rapidly  destroy  bacterial  pathogens,  succeed 
where  others  fail  against  the  enteric  "problem  pathogens” 
— increasingly  prevalent,  refractory  strains  of  Staphylococ- 
cus, Escherichia,  Salmonella,  and  Shigella.  Furoxone  Liquid 
and  Tablets  do  not  upset  the  balance  of  normal  intestinal 
flora;  do  not  encourage  monilial  or  staphylococcal  over- 
growth; do  not  induce  significant  bacterial  resistance. 

Endo  Laboral'ories,  Inc.,  Richmond  Hill,  N.  Y.,  Booth  1 1 

Percodan®  and  Percodan-Demi  Tablets,  new  analgesics 
which  provide  faster,  longer  lasting,  and  more  thorough 
relief  from  pain,  will  be  featured  at  the  Endo  exhibit, 
as  will  Hycomine®  syrup,  the  "complete  cough  prescription 
for  complete  cough  control.”  The  latest  published  clinical 
reports  on  Coumadin®,  the  anti-coagulant  which  most 
nearly  approaches  the  ideal,  also  will  be  available. 

Ethical  Phormaceutical  Company,  San  Antonio,  Booth  16 

Ethical  will  present  the  new  appetite  depressant  Levocap. 
Levocap  will  not  cause  insomnia  or  restlessness  and  has 
minimal  CNS  stimulation.  Levocap  is  available  at  all  drug 
stores. 

Charles  O.  Finley  & Company,  Chicago  and  Austin, 
Booth  95 

The  Charles  O.  Finley  & Company,  administrator  of  the 
Texas  Medical  Association’s  Group  Disability  Program  and 
the  Group  Accidental  Death,  Dismemberment,  and  Loss 
of  Sight  Program,  invites  members  of  the  Association  to 
discuss  these  insurance  programs  with  representatives. 


C.  F.  Fleet  Company,  Inc.,  Lynchburg,  Va.,  Booth  86 

Fleet  will  feature  Clysmathane,  its  most  recent  contribu- 
tion in  the  field  of  medication  by  rectum — an  advanced 
method  of  xanthine  therapy.  Clysmathane  is  a stable  solu- 
tion of  theophylline  monoethanolamine,  is  easily  retained, 
has  rapid  and  uniform  absorption,  has  prompt  and  predict- 
able blood  levels,  with  no  rectal  irritation  after  prolonged 
use. 

Foregger  Company,  Inc.,  Roslyn  Heights,  N.  Y., 

Booth  84 

The  Foregger  Company,  Inc.,  booth  84,  will  display 
the  latest  developments  in  anesthesia  apparatus  equipped 
with  the  Copper  Kettle  for  unexcelled  ether  and  Fluothane 
vaporization,  as  well  as  new  designs  in  CO2  absorbers  and 
endotracheal  equipment.  Also  displayed  will  be  the  new 
Eiffel  Model  Anesthesia  Apparams,  a light  mobile,  com- 
pactly designed  unit,  sturdily  constructed  on  a tip-proof 
base. 

Geigy  Pharmaceuticals,  Yonkers,  N.  Y.,  Booth  70 

Geigy  Pharmaceuticals  cordially  invites  members  of  the 
Association  to  visit  its  technical  display.  Information  on 
products  valuable  in  the  therapy  of  rheumatic,  metabolic, 
dermatologic  and  cardiovascular  diseases  will  be  presented 
by  the  staff  in  attendance. 

General  Electric  Compony,  X-Ray  Department,  Dallas, 
Booth  1 8 

Whatever  the  physician’s  X-Ray  requirements,  they  can 
be  met  by  General  Electric’s  full  range  line.  Doctors  can 
choose  with  confidence  from  this  one  dependable  direct 
source.  Learn  how  x-ray  examinations  can  be  made  Easier, 
Better,  Faster,  and  with  less  radiation  to  the  patient.  Gen- 
eral Electric  Company  representatives  invite  members  of 
the  Association  to  stop  in  and  see  them. 

Gerber  Boby  Foods,  Fremont,  Mich.,  Booth  39 

High  Meat  Dinners  provide  more  than  9 grams  of 
protein  per  container.  With  Gerber  High  Protein  Cereal 
and  the  Meats-for-Babies,  they  offer  a wide  choice  of  well 
accepted  foods  that  adequately  supply  the  complete  pro- 
teins. Physicians  are  invited  to  ask  the  Gerber  representa- 
tive for  further  information  on  these  and  other  top  qual- 
ity baby  foods. 

Gilbert  X-Ray  Company  of  Texas,  Dallas,  Booth  93 

In  booth  93  representatives  of  the  Engineering  and 
Planning  Departments  of  the  Gilbert  X-Ray  Company  will 
be  on  hand  to  assist  in  any  program  physicians  may  be 
considering  pertaining  to  the  installation  of  an  X-Ray 
Department.  Doctors  are  itjyited  to  come  by  and  renew 
old  acquaintances. 

Graham  Laboratories,  Inc.,  Dallas,  Booth  14 

All  physicians  are  cordially  invited  to  visit  with  a Gra- 
ham representative  in  booth  14.  Here  they  may  see  Gra- 
ham’s complete  service  for  those  interested  in  Allergy. 
This  service  includes  Extracts,  both  diagnostic  and  thera- 
peutic, patch  tests,  syringes,  needles,  and  other  items  for 
the  physician’s  convenience. 
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Great  American  Reserve  Insurance  Company,  Dallas, 
Booth  91 

Highlighted  by  a 4-foot  blowup  of  the  Texas  Medical 
Association  Life  Insurance  Policy,  the  exhibit  will  employ 
other  back  lighted  panels  to  stress  the  maximum  protection 
and  uniform  low  cost  of  the  TMA  Life  Plan.  Always  avail- 
able at  the  exhibit  will  be  a supply  of  current  TMA  Life 
Plan  brochures. 

Health  Insuronce  Council,  New  York,  Booth  64 

The  Health  Insurance  Council  exhibit  will  be  designed 
to  provide  general  information  on  health  insurance  as 
underwritten  by  insurance  companies.  In  addition,  it  also 
will  make  available  information  on  uniform  claim  forms 
for  use  by  doctors  and  hospitals  in  support  of  health  in- 
surance claims. 

H.  J.  Heinz  Company,  Pittsburgh,  Booth  73 

Both  new  Heinz  Meat  Dinners — beef,  veal,  chicken  and 
ham — which  are  "main  dish”  items,  and  Fruit  Juices  for 
babies,  all  of  which  contain  the  same  amount  of  Vitamin 
C as  orange  juice,  are  important  sources  of  nutrients  and 
vitamins.  These  items  and  literature  for  physicians,  nurses, 
and  mothers  will  be  on  display  at  the  Heinz  booth. 

Hyland  Laboratories,  Los  Angeles,  Booth  75 

Hyland  Laboratories  will  show  two  new  rapid  slide 
screening  tests:  RA-Test,  for  detection  of  rheumatoid  fac- 
tor in  rheumatoid  arthritis  patients;  and  GG-Test,  for 
rapid  estimation  of  clinically  significant  serum  gamma 
globulin  levels.  Hyland  Antihemophilic  Plasma,  Gamma 
Globulin  products.  Normal  Serum  Albumin  and  ready-to- 
streak  culmre  media  also  will  be  shown. 

Investors  Diversified  Services,  Inc.,  San  Antonio, 

Booth  98 

Investors  Diversified  Services  will  have  an  Information 
Booth  for  the  purpose  of  providing  information  regarding 
their  five  Mutual  Funds  and  Face  Amount  Certificates. 
This  detailed  material  on  these  services  has  been  regis- 
tered with  the  Securities  and  Exchange  Commission.  In- 
vestors Diversified  Services,  founded  in  1894,  is  the  largest 
investment  comp>any  of  its  type  in  the  United  States  today. 

C.  B.  Kendall  Company,  Indianapolis,  Booth  63 

The  C.  B.  Kendall  Company  offers  a warm  welcome  to 
all  members  of  the  Texas  Medical  Association  and  extends 
its  thanks  for  their  continued  acceptance  of  Kendall 
products. 

Knoll  Pharmaceutical  Company,  Orange,  N.  J.,  Booth  59 

Dilaudid  Cough  Syrup  is  now  available  "for  coughs  that 
must  be  controlled.”  This  new  preparation  combines  the 
antitussive  Dilaudid  with  the  expectorant  glyceryl  guaiaco- 
late.  Vita-Metrazol  Elixir  and  Tablets  are  indicated  for 
hastening  postoperative  recovery  and  convalescence  as  well 
as  fatigue  and  senility.  Information  concerning  Dilaudid 
Cough  Syrup,  Vita-Metrazol,  as  well  as  Quadrinal  and  other 
Knoll  products  will  be  available  for  review. 

Lanier  Company,  Atlanta,  Ga.,  Booth  85 

The  Gray  Audograph  Key-Noter  is  so  simple  to  operate 
that  it  puts  new  pleasure  into  dictation.  The  Key-Noter  is 


so  small,  so  light  and  rugged  that  physicians  will  use 
it  for  the  toughest  daily  use  and  carry  it  with  them  wher- 
ever they  go.  The  Key-Noter  is  a priceless  aid  to  memory; 
in  fact,  it  is  a silent  partner.  Doctors  are  invited  to  com- 
pare it. 

E.  Leitz,  Inc.,  New  York,  Booth  47 

The  latest  equipment  in  the  line  of  Research  Micro- 
scopes, Laboratory  Microscopes,  Phase  and  Photomicrog- 
raphy will  be  shown  at  the  meeting  of  the  Texas  Medi- 
cal Association,  San  Antonio.  Two  new  instruments — the 
Prado  500  Micro-Projector  and  the  Model  SM  low  priced 
laboratory  microscope  of  the  binocular  type — will  be  fea- 
mred.  The  popular  Leitz  Photrometer  for  clinical  laboratory 
work  again  will  be  shown. 

Libby's  Baby  Foods,  Chicago,  Booth  96 

Physicians  are  cordially  invited  to  discuss  Libby’s  Strained 
and  Junior  Baby  Foods.  Those  visiting  the  booth  may 
sample  Libby’s  especially  Strained  and  Homogenized  Juices 
for  Babies.  Now  available,  in  addition  to  Orange  Juice 
for  Babies,  are  five  new  varieties  of  Juices  all  fortified 
with  Vitamin  C — Apple,  Tomato,  Vegetable,  Apricot  Nec- 
tar, and  Apricot  Pineapple  Nectar.  Love  and  Libby’s  Make 
Baby  Grow! 

Eli  Lilly  and  Company,  Indianapolis,  Booth  36 

Physicians  are  cordially  invited  to  visit  the  Lilly  exhibit 
located  in  space  36.  The  Lilly  sales  people  in  attendance 
will  welcome  questions  about  Lilly  products  and  recent 
therap>eutic  developments. 

J.  B.  Lippincott  Company,  Philadelphia,  Booth  37 

J.  B.  Lippincott  Company  will  present,  for  visitors’  ap- 
proval, a display  of  professional  books  and  journals  geared 
to  the  latest  and  most  important  trends  in  Medicine  and 
Allied  Subjects.  These  publications,  written  and  edited  by 
men  active  in  clinical  fields  and  teaching,  are  a continua- 
tion of  more  than  100  years  of  traditionally  significant 
publishing. 

Lloyd  Brothers,  Inc.,  Cincinnati,  Booth  61 

The  Lloyd  Brothers  exhibit  will  feamre  two  products, 
Doxical  and  Doxidan.  Doxical,  the  new  non-laxative  fecal 
softener,  provides  more  complete  homogenization  of  the 
fecal  material,  having  double  the  surfactant  action  of  the 
older  chemical,  dioctyl  sodium  sulfosuccinate.  Doxidan  is 
a true  synergistic  combination  of  calcium  bis- (dioctyl  sulfo- 
succinate), a new  superior  fecal  softener,  and  danthron, 
a mild  peristaltic  stimulant  which  acts  solely  on  the  lower 
bowel. 

Loma  Linda  Food  Company,  Arlington,  Calif.,  Booth  34 

With  the  background  of  years  of  experience  in  perfect- 
ing a hypoallergenic  milk  powder,  and  also  a newly  devel- 
oped concentrated  liquid  milk  the  protein  of  which  is 
fully  derived  from  the  soy  bean  and  formulated  with  other 
essential  additives  to  care  for  the  needs  of  babies,  growing 
children,  and  adults,  the  Loma  Linda  Food  Company  will 
be  happy  to  welcome  physicians  to  its  exhibit.  Attendants 
will  be  pleased  to  discuss  the  values  of  Soyalac  powder  and 
concentrated  liquid.  Samples  of  this  flavorful  product  will 
be  served  at  the  exhibit. 
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J.  A.  Majors  Company,  Dallas,  Booth  69 

The  latest  editions  published  by  W.  B.  Saunders  Com- 
pany will  be  on  display:  DePalma — "Atlas  of  Fracmres 
and  Dislocations”;  Wohl — "Long  Term  Illness”;  Cecil — 
"Textbook  of  Medicine”  (new  10th  edition);  Duncan — 
"Metabolism”  (new  4th  edition);  McLaughlin — "Surgery 
of  Trauma”;  Jackson — "Diseases  of  E.  N.  T.”  (new  2nd 
edition);  Lewis — "Dermatology”  (new  2nd  edition);  and 
many  others. 

Maltbie  Laboratories  Division,  Wallace  & Tiernan,  Inc., 
Belleville,  N.  J.,  Booth  12 

Maltbie  Laboratories  will  fearure  the  new  dermatologic 
ointment,  Caldecott,  containing  calcium  undecylenate, 
hydrocortisone,  and  neomycin  for  a comprehensive  therapy 
of  skin  conditions  caused  by  fungi,  bacteria,  or  allergy. 
Also  to  be  exhibited  are  Desenex,  most  widely  prescribed 
for  athlete’s  foot;  Nesacaine,  a safe,  potent  and  rapid- 
acting local  anesthetic;  Bifran  for  the  management  of  the 
over-weight  patient;  and  Cholans  for  the  treatment  of 
hepatobiliary  dysfunction. 

S.  E.  Massengill  Company,  Kansas  City,  Booth  6 

Best  wishes  from  Massengill  to  the  Texas  Medical  As- 
sociation for  a most  successful  and  informative  meeting! 
Massengill  representatives  will  be  present  at  booth  6 to 
discuss  those  Massengill  products  in  which  physicians  are 
interested.  The  S.  E.  Massengill  Company  and  its  repre- 
sentatives pledge  their  cooperation  in  assuring  the  complete 
success  of  the  Association’s  meeting. 

Mead  Johnson  & Company,  Evansville,  Ind.,  Booth  45 

The  Mead  Johnson  exhibit  has  been  arranged  to  give 
doctors  the  optimum  in  quick  service  and  product  informa- 
tion. To  make  each  doctor’s  visit  productive,  specially 
trained  representatives  will  be  on  duty  to  tell  about  their 
products. 

Medco  Products  Co.,  Inc.,  Tulsa,  Booth  78 

Medco  Products  Co.  will  present  the  Medco-Sonlator, 
providing  a new  concept  in  therapy  by  combining  muscle 
stimulation  and  ultra  sound  simultaneously  through  a single 
three-way  sound  applicator.  The  Medco-Sonlator  is  a dis- 
tinct advance  in  the  effectiveness  of  physical  therapy  in 
office  or  hospital.  A few  minutes  spent  in  the  Medco 
booth  should  prove  of  value  to  a physician’s  practice. 

Medical  Protective  Company,  Fort  Woyne,  Ind., 

Booth  32 

The  Medical  Protective  Company,  originator  of  Profes- 
sional Protection  Exclusively,  now  in  its  sixtieth  year,  pro- 
vides unexcelled  coverage  in  any  claim  or  suit  for  damages 
based  on  professional  services  rendered  or  which  should 
have  been  rendered,  plus  unparalleled  experience  from  the 
successful  handling  of  some  78,000  claims  and  suits  in 
the  professional  liability  field. 

Merck  Sharp  & Dohme,  Philadelphia,  Booth  44 

A new  adrenocortical  steroid  will  be  fearured  at  the 
Merck  Sharp  & Dohme  booth.  Decadron’s  antiinflammatory 
activity  is  more  potent  on  a weight  basis  than  any  other 
known  gluco-corticoid.  Electrolyte  imbalance  is  not  ordi- 
narily a therapeutic  problem.  Also  of  interest  is  Diuril,  a 
diuretic  compound  that  possesses  favorable  biologic  prop- 


erties common  to  both  the  mercurial  preparations  and  the 
carbonic  anhydrase  inhibitors.  It  acts  essentially  without 
toxic  effects. 

Wm.  S.  Merrell  Company,  Cincinnati,  Booth  50 

Simron,  a new  low  dose  iron,  provides  full  therapeutic 
response  in  treatment  of  iron  deficiency  anemia.  Doctors 
are  invited  to  discuss  this  and  other  Merrell  research 
products  with  representatives. 

Metro  Med.,  Inc.,  Houston,  Booth  33 

Again  Metro  Med.  cordially  invites  all  physicians  to  visit 
its  booth  where  generous  samples  of  Span-Rd,  Digestamic, 
and  Serbio  may  be  obtained  for  the  asking.  Courteous 
representatives  will  be  most  happy  to  furnish  complete  in- 
formation on  any  of  the  company’s  products. 

Miller  Surgical  Company,  Chicago,  Booth  58 

Physicians  are  invited  to  see  the  Miller  Electrosurgical 
units  and  accessories  such  as  snares,  suction-coagulation  at- 
tachments, and  grasping  forceps.  Also  on  display  will  be 
a complete  line  of  diagnostic  equipment,  consisting  of 
illuminated  otoscope,  ophthalmoscope,  eyespud  with  mag- 
net, trans illumination  lamps,  mirror  headlite,  vaginal  spec- 
ulum with  smoke  ejector,  and  gorsch  operating  scopes  and 
stainless  steel  proctoscopes,  all  sizes,  with  magnification. 

Mission  Pharmacal  Company,  San  Antonio,  Booth  20 

Mission  Pharmacal  Company  is  manufacturer  of  fine 
pharmaceutical  tablets  such  as  Fosfree,  Iromin-G,  Prulet, 
Fetamin,  Homapin,  and  Supac-B. 

C.  V.  Mosby  Company,  St.  Louis,  Mo.,  Booth  43 

Williamson’s  "Office  Laboratory  and  X-Ray”;  "Rehabil- 
itation Medicine”  by  Rusk;  "Pediatric  Index”  by  Patton; 
"Drugs  of  Choice — 1958-59”  by  Modell  will  be  among 
recent  releases  shown  at  the  C.  V.  Mosby  Company  exhibit. 
Physicians  are  invited  to  examine  the  new  1959  books 
which  will  be  feamred  at  booth  43. 

V.  Mueller  & Company,  Chicago,  Booth  42 

Doctors  are  invited  to  visit  booth  42  and  avail  them- 
selves of  the  opportunity  to  examine  the  newest  instruments 
and  equipment  developments. 

Nordson  Pharmoceutical  Laboratories,  Inc.,  Irvington, 
N.  J.,  Booth  81 

Ergromar  is  the  product  to  be  featured.  It  is  a new  form 
of  specially  processed  ergotamine  tartrate  specifically  for 
sublingual  administration  in  the  treatment  of  recurrent  and 
throbbing  rype  vascular  and  migraine  headache.  By-passing 
the  gastric  and  hepatic  enzymatic  barriers,  Ergromar  in- 
sures more  rapid  relief  and  avoids  gastric  upset. 

Ortho  Pharmaceutical  Corporation,  Roritan,  N.  J., 
Booth  57 

ORTHO  cordially  invites  those  attending  the  annual  ses- 
sion to  visit  booth  57  where  the  well-known  line  of  ob- 
stetrical and  gynecological  pharmaceuticals  will  be  on 
display.  Particular  emphasis  will  be  placed  on  ORTHO 
preparations  for  the  control  of  conception.  ORTHO  repre- 
sentatives will  welcome  the  opportunity  to  meet  physicians 
and  offer  pertinent  information  on  their  products. 
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Parke,  Davis  & Company,  Detroit,  Booth  22 

Medical  Services  members  of  the  staff  will  be  in  attend- 
ance at  the  annual  session  booth  to  discuss  important 
Parke-Davis  specialties  which  will  be  on  display. 

Pet  Milk  Company,  St.  Louis,  Booth  56 

Pet  Milk  Company  will  be  pleased  to  have  -visitors  stop 
and  discuss  the  variety  of  time-saving  material  available 
to  busy  physicians.  Representatives  will  be  on  hand  to 
discuss  the  merits  of  "Pet”  Evaporated  Milk  for  infant 
feeding  and  Instant  "Pet”  Nonfat  Dry  Milk  for  special 
diets. 

Wm.  P.  Poythress  & Co.,  Inc.,  Richmond,  Va.,  Booth  38 

A cordial  welcome  awaits  physicians  from  Larry  Murrell 
at  the  Poythress  booth  (number  38).  Solfoserpine,  new 
distinctive  combination  of  reserpine,  phenobarbital,  and 
colloidal  sulfur;  Mudrane,  outstanding  anti-asthmatic  tab- 
let; Solfoton;  and  other  well  established  Poythress  products 
will  be  featured.  Poythress  will  be  grateful  for  requests 
for  literature  and  trial  supplies. 

Professional  Pharmacal  Company,  Inc.,  San  Antonio, 
Booth  80 

Professional  Pharmacal  Co.,  Inc.,  will  display  its  com- 
plete line  of  BufOpto  Ophthalmic  Solutions.  Two  new 
superb  BufOpto  Ophthalmic  solutions,  BufOpto  Vernacel 
and  BufOpto  Efricel  10  per  cent  will  be  featured.  Special 
representatives  will  be  on  hand  to  answer  any  questions 
concerning  these  products. 

Purdue  Frederick  Company,  New  York,  Booth  26 

Purdue  Frederick  Company  will  present  the  following 
products:  Cerumenex,  cerumenolytic  for  the  quick  removal 
of  excessive  cerumen;  ProBilagol,  liquid  cholecystokinetic 
for  the  dynamic  therapy  of  biliary  tract  diseases;  Senokot, 
constipation  corrective;  Senokap,  which  produces  timed 
stool  softening  and  elimination  by  the  addition  of  dioctyl 
sodium  sulfosuccinate  to  Senokot;  Senobile,  which  utilizes 
the  peristaltic  action  of  bile  salts  with  Senokot;  Senokot 
with  Psyllium,  which  adds  the  bulk  effect  of  psyllium  to 
Senokot. 

R.  J.  Reynolds  Tobacco  Company,  Winston-Salem,  N.  C., 
Booth  8 

Doctors  are  welcome  to  the  R.  J.  Reynolds  Tobacco  Com- 
pany Exhibit!  They  are  cordially  invited  to  receive  a cigar- 
ette case  (monogrammed  with  their  initials)  containing 
their  choice  of  Camel,  Winston  Filter,  Menthol  Fresh  Sal- 
em, or  Cavalier  King  Size  Cigarettes. 

Rhinopto  Company,  Dallas,  Booth  60 

The  Rhinopto  Company  cordially  invites  physicians  to 
visit  its  booth.  Featured  will  be  Rhinall  Nose  Drops  and 
Spray,  a time-proven,  safe  nasal  decongestant,  without 
burning  or  irritation,  for  infants,  children,  and  adults; 
and  Rhinall  Cough  Syrup  for  effective  relief  of  cough  and 
congestion. 

A.  H.  Robins  Company,  Inc.,  Richmond,  Va.,  Booth  46 

Dimetane,  Robins’  "unsurpassed”  antihistamine,  will  be 
featured  in  tablets,  elixir,  Extentabs,  and  the  new  inject- 


able dosage  forms.  Also  shown  will  be  the  digestive  enzyme 
supplement  Entozyme,  the  Pabalate  antirheumatic  formula- 
tions, and  the  various  forms  of  Donnatal. 

William  H.  Rorer,  Inc.,  Philadelphia,  Booth  79 

Maalox,  the  non-constipating,  pleasant-tasting  antacid, 
and  the  new  double-strength  Tablet  Maalox  No.  2 will  be 
featured.  Other  product  highlights  will  be  Fermalox,  a 
new  buffered  iron  tablet;  Fermatin,  a dynamic  new  tonic 
in  a capsule  for  underpar  patients;  and  Parepectolin,  a 
palatable  anti-diarrheal  preparation  for  adults  and  children. 
Representatives  will  be  on  hand  to  answer  questions  about 
these  and  other  Rorer  Products. 

Ross  Laboratories,  Columbus,  Ohio,  Booth  35 

As  adjunct  to  the  physician’s  oral  reassurance  of  anxious 
new  parents,  the  Ross  Developmental  Series  offers  visual 
materials  (Individual  Case  Records,  Behavioral  Develop- 
ment Folders,  Emotional  Development  Booklets ) . Current 
concepts  stress  the  development  of  the  infant  as  a whole 
being.  Physiologic  infant  feeding  may  be  discussed  with 
the  Similac  representative. 

Savage  Laboratories,  Inc.,  Bellaire,  Booth  3 

Savage  Laboratories,  Inc.,  will  feature  Chromagen,  the 
first  injectable  combination  of  cobalt  and  iron  for  specific 
hemopoietic  stimulation.  Also  on  display  will  be  Neo- 
pavrin,  the  new  smooth  muscle  antispasmodic  which  acts 
directly  upon  the  muscle  in  spasm,  and  Pyralgin,  the  super- 
ior analgesic  and  anti-pyretic.  Representatives  of  Savage 
Laboratories  will  welcome  physicians  at  this  booth. 

SchenLabs  Pharmaceuticals,  Inc.,  New  York,  Booth  54 

SchenLabs  cordially  invite  members  of  the  Association 
to  discuss  with  their  representatives  the  important  discovery 
Neutrapen,  the  only  specific  for  penicillin  reactions.  Neu- 
trapen  has  demonstrated  its  effectiveness  by  successfully 
eliminating  about  93  per  cent  of  allergic  reactions  to  peni- 
cillin. Also  featured  will  be  other  unique  products  of 
SchenLabs  research  and  development. 

Schering  Corporation,  Bloomfield,  N.  J.,  Booth  87 

Schering  representatives  will  be  on  hand  at  the  Schering 
technical  exhibit  to  welcome  the  physicians  of  Texas. 
Products  of  Schering  research  which  represent  therapeutic 
advances  and  which  will  be  featured  at  the  exhibit  include 
Deronil,  a new  and  highly  effective  corticosteroid;  Polara- 
mine,  the  antihistamine  of  choice  in  allergic  manifestations; 
and  Trilafon,  Schering’s  safe,  clinically  superior  tranquil- 
izing  and  anti-emetic  agent. 

G.  D.  Searle  & Co.,  Chicago,  III.,  Booth  17 

Physicians  are  cordially  invited  to  visit  the  Searle  booth 
where  representatives  will  be  happy  to  answer  any  ques- 
tions regarding  Searle  Products  of  Research.  Featured  will 
be  Dartal,  new  tranquilizing  agent;  Enovid,  synthetic 
steroid;  Zanchol,  biliary  abstergent;  Nilevar,  anabolic 
agent;  and  Rolicton,  non-mercurial  oral  diuretic.  Also  fea- 
tured will  be  Vallestril,  Pro-Banthine  and  Pro-Banthine 
with  Dartal,  and  Dramamine  and  Dramamine-D. 
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Seven-Up  Developers  of  Texas,  Waco,  Booth  100 

Company  representatives  will  sample  7-Up  from  an 
open  booth.  In  the  booth  there  also  will  be  displayed  a 
selective  vender  that  is  suitable  for  a doctor’s  office.  During 
the  sampling  of  7-Up,  representatives  will  distribute  7-Up 
receipt  books  to  acquaint  everyone  with  the  many  uses  of 
7-Up. 

Smith  Kline  & French  Laboratories,  Philadelphia, 

Booth  31 

S.  K.  F.  will  feature  ( 1 ) Temaril®  Tablets  and  Syrup — 
oral  medications  for  the  relief  of  itching,  regardless  of 
cause;  (2)  Vi-Sorbin®,  a potent  modern  tonic  containing 
Bi2,  Be,  iron,  folic  acid,  and  the  Absorption  Enhancement 
Factor,  D-Sorbitol;  (3)  Compazine®,  the  tranquilizer  and 
antiemetic  virmally  free  from  drowsiness  and  depressing 
effect;  (4)  Thorazine®,  one  of  the  fundamental  drugs 
in  medicine. 

Smykal  Business  Machines  Company,  San  Antonio, 
Booth  97 

See  how  a secretary  or  office  nurse  can  render  state- 
ments the  "Instant  Electric”  way.  Doctors  using  or  con- 
templating the  use  of  microfilmed  records  also  will  be 
interested  in  the  M.F.R.P.  which  enables  them  not  only 
to  view  the  microfilmed  image,  but  with  the  push  of  a 
button  secure  instant  copy;  Smykal  Business  Machines  Com- 
pany, dealers  for  Minnesota,  Mining  and  Manufacmring 
Company,  invite  physicians  to  booth  97. 

Noo  Spears  Company,  San  Antonio,  Booth  10 

Frank  Morgan,  Ray  Farley,  Ralph  Cearley,  as  well  as 
Jerry  Mabry  and  Noa  Spears,  Jr.,  will  all  be  on  hand  to 
greet  one  and  all  of  their  Texas  physician  friends  in 
booth  10.  Doctors  are  invited  to  see  them  for  all  their 
needs  and  receive  the  service  that  has  been  famous  with 
Texas  doctors  for  almost  60  years. 

E.  R.  Squibb  & Sons,  New  York,  Booth  1 

E.  R.  Squibb  & Sons  has  long  been  a leader  in  develop- 
ment of  new  therapeutic  agents  for  prevention  and  treat- 
ment of  disease.  The  results  of  diligent  research  are  avail- 
able to  the  Medical  Profession  in  new  products  or  improve- 
ments in  products  already  marketed.  At  booth  1 repre- 
sentatives will  be  pleased  to  present  up-to-date  informa- 
tion on  these  advances  for  the  doctor’s  consideration. 

Terrell  Supply  Company,  Fort  Worth,  Booth  68 

Terrell  Supply  Company  representarives  are  looking  for- 
ward to  being  with  their  many  friends  at  the  1959  Annual 
Session  of  the  Texas  Medical  Association.  The  exhibit  will 
include  the  latest  equipment  and  diagnostic  instruments 
and  ultrasonic  machines. 

Texas  Employers'  Insurance  Association,  Dallas,  Booth  2 

Texas’  largest  writer  of  workmen’s  compensation  insur- 
ance will  feature  the  story  of  one  of  its  important  services 
— a rehabilitation  program  for  workers  handicapped  as  the 
result  of  industrial  injuries. 

Texas  Pharmacal  Company,  San  Antonio,  Booth  72 

Texas  Pharmacal  Company  will  exhibit  distinctive  phar- 
maceuticals and  Allercreme  Hypo-allergenic  Cosmetics.  In 


addition,  a cordial  invitation  to  visit  the  Texas  Pharmacal 
Company  plant  in  San  Antonio  is  extended  to  all  physi- 
cians and  their  families  who  would  be  interested  in  viewing 
the  actual  manufacture  of  these  preparations.  Physicians  are 
invited  to  inquire  at  the  Texas  Pharmacal  Company  booth 
for  further  information. 

U.  S.  Vitamin  Corporation,  New  York,  Booth  29 

The  exhibit  will  feature  LUFA  (Lipotropic  factors  with 
Unsaturated  Fatty  Acids),  the  new  promising  approach  to 
hyper-cholesterolemia,  hyper-betalipoproteinemia,  and  ather- 
osclerosis. LUFA  Capsules  effectively  help  to  reduce  elevated 
cholesterol  and  other  blood  lipid  levels;  maintain  normal 
function  of  the  liver,  site  of  metabolism  of  cholesterol, 
lipoproteins,  and  other  lipids. 

Upjohn  Company,  Kalamazoo,  Mich.,  Booth  53 

Professional  representatives  of  the  Upjohn  Company 
are  eager  to  contribute  to  the  success  of  the  Texas  Medical 
Association’s  meeting.  They  will  be  in  San  Antonio  to 
discuss  products  of  Upjohn  research  that  are  designed  to 
assist  physicians  in  the  practice  of  their  profession.  Upjohn 
solicits  inquiries  and  comments. 

Vanguard  Pharmaceutical  Corporation,  Cedar  Grove, 

N.  J.,  Booth  77 

Vanul®,  the  only  product  to  be  exhibited,  is  a new 
concept  in  the  therapy  of  gastric  and  duodenal  ulcers. 
Vanul®  is  a tenacious  vegetable  mucilage.  This  preparation 
effeaively  coats  the  gastric  and  duodenal  mucosa,  promot- 
ing tissue  regeneration  and  encouraging  rapid  healing. 
Clinical  results  by  investigators  show  Vanul®  to  be  effec- 
tive in  healing  patients  on  a virtually  non-restricted  diet. 

Warner-Chilcotl'  Laboratories,  Morris  Plains,  N.  J., 
Booth  55 

Choledyl  has  been  highly  effective  in  the  treatment  of 
bronchial  asthma,  bronchospasm,  and  congestive  heart  fail- 
ure. Choledyl  assures  oral  theophylline  blood  levels,  with 
minimal  side  reactions;  it  rarely  produces  fastness.  Gelusil 
— the  physician’s  antacid — is  for  the  relief  of  gastric  hyper- 
acidity and  management  of  peptic  ulcer.  It  is  nonconstipat- 
ing and  contains  no  laxative  which  might  cause  irritation 
and  hypermotility. 

Westwood  Pharmoeeuticals,  Buffalo,  N.  Y.,  Booth  5 

Westwood  invites  physicians  to  stop  by  their  booth  to 
discuss  their  unique  dermatological  products:  Fostex 
Cream,  Fostex  Cake,  Sebulex,  Lowila  Cake  and  Lowila 
Emollient.  These  products  are  particularly  suitable  for  per- 
sonal use  by  physicians  and  their  families,  who  may  be 
plagued  with  dandruff,  acne,  dry  itchy  skin,  and  sensitivi- 
ties to  soap.  Physicians  are  encouraged  to  register  so  that 
prescription  units  may  be  sent  to  their  home. 

White  Laboratories,  Inc.,  Kenilworth,  N.  J.,  Booth  65 

Mol-Iron — ferrous  sulfate  in  a therapeutically  potentiated 
form — has  been  described  by  competent  investigators  as 
the  most  effective  iron  therapy  known.  Rapid  hemoglobin 
increases  plus  markedly  low  incidence  of  side-effects  ate 
outstanding  characteristics  of  the  product.  Mol-Iron  is 
available  in  drop,  liquid,  and  tablet  forms,  also  as  Mol- 
Iron  with  Calcium  and  Vitamin  D,  Mol-Iron  with  Liver 
and  Vitamins,  and  others. 
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Winthrop  Laboratories,  New  York,  Booth  28 

Winthrop  Laboratories  will  feature  Trancopal,  a new 
major  chemical  contribution  to  therapeutics,  a nonhypnotic, 
muscle  relaxant  and  tranquilizer  which  combines  high 
clinical  effectiveness  with  low  toxicity  100  mg.  Caplets 
(average  dose  1 Caplet  t.i.d. ). 


RELATED  ORGANIZATIONS 

TEXAS  AIR-MEDICS  ASSOCIATION 


18. 

(11:30) 

The  Federal  Aviation  Agency — Federal  Avi- 
ation Act  of  1958. 

Mr.  John  M.  Hunter,  Eort  Worth. 

19. 

(12:15) 

Luncheon. 

20. 

(1:15) 

Business  Meeting,  Election  of  Officers. 

21. 

(1:45) 

Federal  Aviation  Act  Forum,  Round-Table 
Discussion. 

W.  A.  OSTENDORF,  Fort  Worth,  Presiding. 

22. 

(4:30) 

Presentation  of  Officers  for  Following  Yeaa. 

President — R.  Henry  Harrison,  Bryan. 

Vice-President — ^W.  W.  Sumner,  Fort  Worth. 

Secretary — C.  F.  Miller,  Waco. 

Saturday,  April  18,  3:00  p.  m. 

Renaissance  Room,  Menger  Hotel 

1.  (3:00)  Registration  and  Get-Together. 

2.  (7:30)  Dinner  Party.  Mexican  Style  Dinner  to  Be 

Served  on  the  San  Antonio  River. 


TEXAS  CHAPTER,  AMERICAN  ASSOCIATION 
OF  PUBLIC  HEALTH  PHYSICIANS 

President — David  M.  Cowgill,  San  Benito. 
President-Elect — Fred  K.  Laurentz,  Houston. 
Secretary — B.  M.  Primer,  Austin. 

Sunday,  April  19,  6:30  p.  m. 

Parlor  F,  Hilton  Hotel 


Sunday,  April  19,  9:00  a.  m. 

Renaissance  Room,  Menger  Hotel 

3.  (9:00)  Registration. 

4.  (10:00)  Opening  Session. 

5.  (10:30)  Informal  Discussion,  Medical  Examiner 

Problems. 

W.  A.  OSTENDORF,  Fort  Worth. 

6.  (12:00)  Recess. 

1.  (2:00)  Opening  Session. 

Dudley  P.  Laugenour,  Dallas,  Moderator. 

8.  (2:30)  President’s  Address. 

R.  Henry  Harrison,  Bryan. 


1.  (6:30)  Dinner  Meeting  and  Address. 

Herman  E.  Hilleboe,  Albany,  N.  Y. 

2.  (8:00)  Business  Meeting: 

a.  Reports  of  Committees 

b.  Election  of  Officers 

TEXAS  CHAPTER,  AMERICAN 
COLLEGE  OF  CHEST  PHYSICIANS 

President — J.  O.  Armstrong,  Dallas. 

Vice-President — Lawrence  M.  Shefts,  San  Antonio. 
Secretary — Carlos  J.  Quintanilla,  Harlingen. 

Program  Chairman — Elliott  Mendenhall,  Dallas. 

Sunday,  April  19,  9:00  a.  m. 


9. 

(3:00) 

Reminiscences,  Twenty-Five  Years  as  Medi- 

Walnut Room. 

, Hilton  Hotel 

cal  Examiner  for  Civil  Aviation. 

Edward 

Egbert,  El  Paso,  Presiding. 

Howard  A.  Dishongh,  Little  Rock,  Ark. 

1. 

(9:00) 

Advances  in  Inhalation  Therapy  and  Other 

10. 

(3:30) 

Legal  Problems  Associated  with  Certifica- 

Physical Aids  in  Treatment  of  Pulmonary 

tion  of  Airmen. 

Diseases.  WILLIAM  F.  Miller,  Dallas. 

Mr.  Charles  A.  Smith.  Fort  Worth. 

2. 

(9:30) 

Tuberculous  Meningitis  in  Children. 

11. 

(4:00) 

Air  Traffic  Control. 

Patrick  I.  McShane,  Austin. 

Mr.  Paul  H.  Boatman,  Fort  Worth. 

3. 

(10:00) 

Physiology  of  Pulmonary  Diffusion  in  Nor- 

12. 

(4:45) 

Executive  Council  Meeting. 

mal  Persons  and  in  Patients  with  Pulmonary 
Pathology. 

13. 

(6:00) 

Cocktail  Party. 

Russell  H.  Wilson,  McKinney. 

14. 

(7:00) 

President’s  Banquet. 

4. 

(10:30) 

Recess. 

Monday,  April  20,  10:00  a.  m. 

Renaissance  Room,  Menger  Hotel 

5. 

(10:45) 

Pulmonary  Alveolar  Proteinosis. 

Robert  J.  Carabasi,  Temple. 

15. 

(10:00) 

Cardiovascular  Disease  in  Relation  to  Safety 
in  Aviation.  ■ 

6. 

(11:15) 

Panel  Discussion:  Tuberculin  Testing. 

John  E.  Smith,  Washington,  D.  C. 

John  Chapman,  Dallas; 
Howard  Smith,  Austin; 

16. 

(10:30) 

Toxicology  of  Chemicals  Used  in  Agricul- 

Austin Hill,  Houston; 

tural  Aviation. 

Max  Johnson,  San  Antonio;  and 

Mr.  Joseph  J.  Werbke,  Fort  Worth. 

J.  Edward  Johnson,  Austin,  Moderator. 

17. 

(11:00) 

Treatment  of  Poisoning  of  Agricultural 
Chemicals. 

7. 

(12:30) 

Luncheon  and  Business  Meeting. 

John  S.  Minnett,  Dallas. 

J.  O.  Armstrong,  Dallas,  Presiding. 
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8.  (2:00)  Charles  M.  Hendricks  Memorial  Lecture: 

Newer  Concepts  of  the  Pathogenesis  of  the 
Pneumoconioses. 

O.  A.  Sander,  Milwaukee,  Wis. 


9.  (3:00)  Cor  Pulmonale,  Its  Mechanism  and  Treat- 

ment. 

William  R.  Owen,  Houston. 

10.  (3:30)  Treatment  of  Stab  Wounds  of  Chest. 

John  Selby,  Lubbock. 


11.  (4:00)  Surgical  Treatment  of  Bullous  Emphysema. 

John  Kee,  Dallas. 


TEXAS  DERMATOLOGICAL  SOCIETY 

President — Earl  L.  Loftis,  Dallas. 

Vice-President — ^Thomas  H.  Diseker,  San  Antonio. 

Secretary — Edmund  N.  Walsh,  Eon  Worth. 

Program  Chairman — Eugene  Schoch,  Austin. 

Monday,  April  20,  10:00  a.  m. 

Parlor  B,  Hilton  Hotel 

1.  Eruptions  on  the  Hands. 

George  C.  Andrews,  New  York,  N.  Y. 

2.  Histopathologic  Similarities. 

John  M.  Knox,  Houston,  and 
R.  Kingsley  McHenry,  Dallas. 
Discussion — C.  H.  McCuistion,  Austin. 

3.  Hemangio-Endothelioma  and  Thrombocytopenia;  A 
Case  Report  and  Review  of  the  Literature. 

Charles  J.  Wilson,  Galveston. 
Discussion — J.  B.  Richardson,  Houston. 

4.  Cancer  of  the  Skin;  A Study  of  300  Patients. 

J.  M.  Riddell,  Fort  Worth. 
Discussion — J.  B.  Howell,  Dallas. 

5.  Ringworm  of  the  Scalp. 

Lee  j.  Alexander,  Dallas. 
Discussion — Lewis  Pipkin,  San  Antonio. 

6.  New  Advances  in  Psoriasis. 

Edward  M.  Shapiro,  Pasadena. 
Discussion- — W.  C.  King,  Austin. 


TEXAS  DIABETES  ASSOCIATION 

President — Merton  M.  Minter,  San  Antonio. 
President-Elect — Ralph  G.  Greenlee,  Midland. 

First  Vice-President — Frank  Wallace,  Waxahachie. 
Second  Vice-President — J.  J.  Delaney,  Corpus  Christi. 
Secretary-Treasurer — Warren  W.  Moorman,  Fort  Worth. 

Sunday,  April  19,  8:00  a.  m. 


Alamo  Club, 

Hilton  Hotel 

1. 

(8:00) 

Registration. 

2. 

(9:00) 

Fundoscopic  Changes  in  Diabetes 
Dan  Russell,  Jr.,  San 

Mellitus. 

Antonio. 

3. 

(9:20) 

Observations  on  Hypoglycemia. 

Harold  Dobson,  John  Scoggins, 
and  H.  GuiLAK,  Houston. 

4.  (9:40)  The  Relationship  Between  the  Mechanism 

of  Action  of  the  Sulfonylureas  and  the  Se- 
cretion of  Insulin  into  the  Portal  Circula- 
tion. Leonard  L.  Madison,  Dallas. 


5.  (10:00)  Newer  Concepts  in  the  Management  of  Di- 
abetes. 

Garfield  G.  Duncan,  Philadelphia,  Pa. 


6.  (10:45)  The  Importance  of  Proper  Nutrition  in  the 
Treatment  of  Diabetes. 

Grace  A.  Goldsmith,  New  Orleans,  La. 


7.  (12:00)  Luncheon. 


8.  (12:45)  Panel  Discussion:  The  Role  of  Diet  in  Di- 
abetes. 

Grace  A.  Goldsmith,  New  Orleans,  La.; 
Garfield  G.  Duncan,  Philadelphia,  Pa.;  and 
Merton  M.  Minter,  San  Antonio,  Moderator. 


9.  (2:00)  Business  Meeting. 

10.  (2:20)  Newer  Oral  Hypoglycemic  Agents. 

R.  E.  Carter, 
Harold  Dobson, 
H.  Guilak,  and 
John  Scoggins,  Houston. 


11.  (2:40)  Dietary  Eat  and  the  Atherosclerosis  Problem 

of  the  Diabetic. 

Grace  A.  Goldsmith,  New  Orleans,  La. 

12.  (3:10)  Practical  Considerations  in  Dealing  with 

Etiology,  Recognition,  and  Treatment  of  Di- 
abetic Coma. 

Garfield  G.  Duncan,  Philadelphia,  Pa. 


13.  (4:00)  Current  Concepts  of  Necrobiosis  Lipoidica 

Diabeticorum. 

Marvin  E.  Chernosky,  Houston. 


14.  (4:20)  Renal  Complications  of  Diabetes. 

Robert  Moser,  San  Antonio. 


TEXAS  HEART  ASSOCIATION 

President — William  B.  Adamson,  Abilene. 

President-Elect — Robert  E.  Leslie,  El  Campo. 

First  Vice-President — Henry  M.  Winans,  Dallas. 

Second  Vice-President — Milton  Hejtmancik,  Galveston. 
Secretary-Treasurer — Charles  L.  Bybee,  Houston. 

Program  Chairman — D.  D.  Warren,  Waco. 

Executive  Director — Mr.  Ernest  T.  Guy,  Houston. 

(On  Friday,  April  17,  the  Executive  Committee  will 
meet  in  Parlor  D of  the  Hilton  Hotel  for  a luncheon  at 
12:00  noon  and  an  afternoon  meeting;  Samrday,  April  18, 
the  Board  of  Directors  will  meet  at  9:00  a.  m.  in  Parlor  B 
of  the  Hilton  Hotel.) 

Saturday,  April  18,  1:30  p.  m. 

Parlor  B,  Hilton  Hotel  ** 

William  B.  Adamson,  Abilene,  President,  Presiding. 

1.  (1:30)  The  Blood  Lipids  in  Atherosclerotic  Coro- 

nary Artery  Disease. 

George  Herrmann,  Galveston. 

2.  (2:00;  Atherosclerosis  in  the  Baboon  and  Its  Sig- 

nificance to  the  Study  of  Atherosclerosis  in 
Man. 

N.  T.  WertheSSEN,  Ph.D.,  San  Antonio. 
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3.  (2:30)  Intermission. 

4.  (2:45)  Cineangiofluorography  in  Cardiovascular 

Disease. 

Carleton  B.  Chapman,  Dallas. 

5.  (3:15)  Cardiac  Arrhythmias  in  70,000  Asympto- 

matic People,  Including  Their  Relationship 
to  Loss  of  Consciousness. 

Lawrence  E.  Lamb,  Randolph  Air  Force  Base. 

7:30  p.  m.,  Anacacho  Room,  St.  Anthony  Hotel 


TEXAS  NEUROPSYCHIATRIC  ASSOCIATION 

President — Samuel  R.  Snodgrass,  Galveston. 

President-Elect — Hamilton  Ford,  Galveston. 

Vice-President — Alfred  H.  Hill,  San  Antonio. 
Secretary-Treasurer — Clarence  Hoekstra,  Dallas. 

(The  Executive  Committee  will  meet  in  the  Alamo 
Room  of  the  Gunter  Hotel  at  3 p.  m.  on  Samrday,  April 
18.) 

Sunday,  April  19,  8:30  a.  m. 

South  Terrace,  Gunter  Hotel 


6.  (7:30)  Awards  Dinner. 

Address.  FRANCIS  L.  CHAMBERLAIN, 

San  Francisco,  Calif. 


1.  (8:30)  Registration. 

2.  (8:50)  Opening  Remarks. 

S.  R.  Snodgrass,  Galveston,  President. 


Sunday,  April  19,  9:00  a.  m. 
Grand  Ballroom,  Hilton  Hotel 


7.  (9:00)  Ventricular  Septal  Defect;  Classification 

Based  on  Physiologic  Data  in  168  Cases. 

Dan  G.  McNamara,  Houston. 

8.  (9:20)  A Rational  Dosage  of  Digitalis  in  Infants 

and  Children. 

George  W.  Thomson,  San  Antonio. 


9.  (9:40) 


Cardiac  Enlargement — How  Is  It  Ascer- 
tained? 

James  A.  Greene,  Houston. 


10.  (10:00)  Congestive  Heart  Failure  and  the  Heart. 

Richard  J.  Bing,  St.  Louis,  Mo. 

11.  (10:45)  Panel  Discussion:  Hypertension. 

Richard  J.  Bing,  St.  Louis,  Mo.; 
Francis  L.  Chamberlain,  San  Francisco,  Calif.; 

Alfred  W.  Harris,  Dallas; 
John  Mallory  Packard,  Pensacola,  Fla.;  and 
William  B.  Adamson,  Abilene,  Moderator. 


Scientific  Session. 

Alfred  H.  Hill,  San  Antonio,  Vice-President,  Presiding. 

3.  (9:00)  Some  Factors  Influencing  the  Prognosis  and 

Treatment  of  Epilepsy. 

William  P.  Wilson,  Galveston. 
Discussion — Stephen  Weisz,  Dallas. 

4.  (9:30)  Contributions  of  Psychology  to  Medical  Edu- 

cation. 

Robert  L.  Stubblefield,  and 
Jay  Knopf,  Ph.D.,  Dallas. 

Discussion — ^William  T.  Lhamon,  Houston. 


5.  (10:00)  Spontaneous  Subarachnoid  Hemorrhage. 

Donald  D.  Matson,  Boston,  Mass. 

6.  (10:30)  Use  of  Clarification  of  the  Doctor-Patient 

Relationship  as  a Goal  in  Brief  Psychother- 
apy. 

Eugene  A.  Hargrove,  Raleigh,  N.  C. 

7.  (11:15)  Business  Session,  Texas  District  Branch  So- 

ciety of  the  American  Psychiatric  Associa- 
tion. 


12.  (12:15)  Luncheon  and  Annual  Meeting. 

13.  (2:00)  Infarction  of  the  Myocardium:  An  Anatom- 

ic Study.  Bela  Halpert,  Houston. 


14.  (2:20)  Formation  of  Abdominal  Aortic  Aneurysms 

— A Report  on  176  Cases. 

James  Stubbs,  Galveston. 


15.  (2:40) 


Factors  Controlling  the  Synthesis  of  Choles- 
terol. 

Marvin  D.  Siperstein,  Dallas. 


16.  (3:00)  Aggressive  Management  of  Pulmonary  Heart 

Disease. 

John  Mallory  Packard,  Pensacola,  Fla. 


17.  (3:30)  Intermission. 

18.  (3:45)  Panel  Discussion:  Rheumatic  Fever  and 

Rheumatic  Heart  Disease. 


Richard  J.  Bing,  St.  Louis,  Mo.; 
Francis  L.  Chamberlain,  San  Francisco,  Calif.; 
John  Mallory  Packard,  Pensacola,  Fla.; 

John  Verosky,  El  Paso;  and 
Robert  E.  Leslie,  El  Campo,  Moderator. 


8.  (11:30)  Business  Session,  Texas  Neuropsychiatric 

Association. 

12:15  p.  m..  North  Terrace,  Gunter  Hotel 

9.  (12:15)  Luncheon  for  Registrants  and  Wives. 

Section  on  Neurology  and  Neurosurgery 
2:00  p.  m..  South  Terrace,  Gunter  Hotel 

Samuel  R.  Snodgrass,  Galveston,  Presiding. 

10.  (2:00)  Indications  for  the  Anterior  Fusion  in  Cer- 

vical Spine  Disease. 

Kemp  Clark  and 
Charles  F.  Gregory,  Dallas. 

Discussion — Lewis  M.  Heifer,  San  Antonio. 

11.  (2:30)  Round-Table  Discussion  of  Hydrocephalus. 

Donald  D.  Matson,  Boston,  Mass. 
Discussion — Moses  Ashkenazy,  Houston. 

12.  (3:20)  Coffee  Break. 

13.  (3:30)  Pursuit  of  the  Exhibit  in  the  Diagnosis  of 

Arm  Pain  and  Paresthesias. 

George  Ehni,  Houston. 
Discussion — James  Greenwood,  Houston. 
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14.  (4; 00)  Medical  and  Surgical  Management  of  Cere- 

bral Claudication. 

William  S.  Fields,  Houston. 

4:30  p.  m..  North  Terrace,  Gunter  Hotel 

15.  (4:30)  Business  Session — Election  of  Officers. 

16.  (5:00)  Adjourn. 

Section  on  Psychiatry 

2:00  p,  m..  North  Terrace,  Gunter  Hotel 


William  A.  Cantrell,  Houston,  Presiding. 

17.  (2:00)  Symposium:  Evaluation  for  Psychotherapy. 

a.  (2:00)  The  Initial  Interview  with  Adults. 

Bruce  Beard,  Fort  Worth. 

b.  (2:20)  Determination  of  Goals  and  Motivation 

in  Psychotherapy. 

Albert  Owers,  Houston. 

c.  (2:40)  Initial  Interview  with  Children  and  Par- 

ents. Jack  Martin,  Dallas. 

d.  (3:00)  Evaluation  of  Acting  Out  Patients. 

Jerry  Lewis,  Dallas. 

e.  (3:20)  Coffee  Break. 

i.  (3:30)  Panel  Discussion  with  Audience  Partici- 

pation. 

Adults.  Hunter  Harris,  Houston. 

Goals.  Eugene  A.  Hargrove,  Raleigh, 
' N.  C. 

Children.  JACK  BOSTON,  Austin. 
Adolescents.  GEORGE  NiCOLAOU,  Dallas. 


Tuesday,  April  21,  10:00  a.  m. 

South  Terrace,  Gunter  Hotel 

(Members  of  the  Texas  Ophthalmological  Association 
will  attend  a refresher  course,  "Burns  of  the  Eyelids,”  by 
Byron  Smith,  New  York,  N.  Y.,  from  8:30  to  9:45  a.  m. 
Tuesday  in  the  South  Terrace,  Gunter  Hotel,  and  will 
participate  in  the  Section  on  Eye,  Ear,  Nose,  and  Throat 
meeting  at  2:15  p.  m.  in  the  South  Terrace.) 

4.  (10:00)  The  Highlights  of  Ophthalmological  Tour 

of  the  Orient.  Harold  E.  HUNT,  Paris. 

5.  (10:30)  The  Role  of  the  Ophthalmologist  in  Pitting 

of  Contact  Lenses. 

Loilis  Daily,  Jr.,  Houston. 

6.  (11:00)  Some  Practical  Points  in  Ophthalmic  Sur- 

gery— Part  1 . 

John  M.  McLean,  New  York,  N.  Y. 
12:30  p.  m..  Assembly  Room,  Gunter  Hotel 

7.  (12:30)  Luncheon  and  Business  Session. 

TEXAS  ORTHOPEDIC  ASSOCIATION 

President — ^Louis  J.  Levy,  Fort  Worth. 

Vice-President — Robert  A.  Murray,  Temple. 

Secretary — Margaret  Watkins,  Dallas. 

Program  Chairman — John  J.  Hinchey,  San  Antonio. 

(A  cocktail  party  for  members  of  the  Texas  Orthopedic 
Association  only  will  be  held  in  the  San  Antonio  Club  of 
the  Gunter  Hotel,  Sunday,  April  19,  at  7:30  p.  m. ) 


18.  (4:30)  Business  Session — Election  of  Officers. 

19.  (5:00)  Adjourn. 

TEXAS  OPHTHALMOLOGICAL  ASSOCIATION 


Monday,  April  20,  10:00  a.  m. 

Walnut  Room,  Hilton  Hotel 

1.  (10:00)  Fixation  of  the  Fibula  in  Fractures  of  Both 
Bones  of  the  Leg. 

E.  Burke  Evans,  Galveston. 


President — C.  Harold  Beasley,  Fort  Worth. 
Vice-President — Max  Baldridge,  Texarkana. 
Secretary — ^James  H.  Scruggs,  Jr.,  Waco. 
Treasurer — William  Burch,  Tyler. 

Program  Chairman — Max  Baldridge,  Texarkana. 


2.  (10:25)  Patella  Fractures — Boehler  Technique — 
Twenty  Years  Follow-Up. 

Herbert  Hipps,  Waco. 


3.  (10:50)  Bracing  the  Paralytic  Foot. 

Paul  Harrington,  Houston. 


(The  Executive  Committee  will  meet  at  2 p.  m.  on  Sun- 
day, April  19,  in  the  St.  Anthony  Hotel.) 

Monday,  April  20,  10:00  a.  m. 

South  Terrace,  Gunter  Hotel 

(Members  of  the  Texas  Ophthalmological  Association 
will  attend  a refresher  course,  "Miscellaneous  Medical  Con- 
ditions in  Ophthalmology,”  by  John  M.  McLean,  New 
York,  N.  Y.,  from  8:30  to  9:45  a.  m.  Monday  in  the 
South  Terrace,  Gunter  Hotel.) 

1.  (10:00)  President’s  Address:  Levator  Muscle  Sur- 

gery. 

C.  Harold  Beasley,  Fort  Worth. 

2.  (10:30)  Recent  Advances  in  Optical  Aids  and  Their 

Practical  Use  in  Ophthalmology. 

Richard  E.  Leigh,  Jr.,  Houston. 

3.  (11:00)  Surgery  of  the  Conjunctiva  and  Socket. 

Byron  Smith,  New  York,  N.  Y. 


4.  (11:15)  Diagnosis  and  Treatment  of  Whiplash  In- 
juries of  the  Neck. 

Edward  L.  Compere,  Chicago,  111. 


5.  (12:15)  Luncheon  and  Business  Meeting. 


2:00  p.  m..  Parlor  B,  Hilton  Hotel 

6.  (2:00)  President's  Address:  Treatment  of  Fractures 

of  the  Radius  and  Ulna  with  Bone  Grafts. 

Louis  J.  Levy,  Fort  Worth. 


7.  (2:20)  Repair  of  Avulsion  Injury  of  the  Posterior 

Cruciate  Ligament. 

Lt.  Col.  j.  j.  Brennan,  Fort  Bliss. 


8.  (2:45)  DeQuervain’s  Disease. 

J.  H.  Cherry,  Galveston. 

9.  (3:10)  Iliopsoas  Transfer  for  Hip  Abductor  Weak- 

ness. C.  F.  Gregory,  Dallas. 

Discussion — G.  S.  Ahern,  Corpus  ChristL 
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10. 

(3:35) 

Marie-Striimpell  Arthritis  and  Low  Back 
Pain. 

Lenox  D.  Baker,  Durham,  N.  C. 

11. 

(4:05) 

Finger  Joint  Prosthesis. 

Col.  E.  W.  Brannon,  San  Antonio. 

12. 

(4:25) 

Fractures  About  the  Elbow  in  Children. 

H.  H.  Brindley  and 

Warren  A.  Ross,  Temple. 


TEXAS  SOCIETY  OF 
ATHLETIC  TEAM  PHYSICIANS 

President — Edward  T.  Smith,  Houston. 

President-Elect — ^William  H.  Ledbetter,  Wichita  Falls. 
Vice-President  and  Program  Chairman — ^W.  S.  Horn,  Jr., 
Fort  Worth. 

Secretary-Treasurer — ^Jack  G.  Brannon,  Houston. 

Saturday,  April  18,  2:00  p.  m. 

Parlor  A,  Hilton  Hotel 


TEXAS  PHYSICAL  MEDICINE 
AND  REHABILITATION  SOCIETY 

President — Vann  S.  Taylor,  Dallas. 

Vice-President — Edward  M.  Krusen,  Dallas. 

Secretary — Lewis  A.  Leavitt,  Houston. 

(The  Texas  Physical  Medicine  and  Rehabilitation  Soci- 
ety will  meet  with  the  Texas  Orthopedic  Association  for 
the  paper  "Marie-Striimpell  Arthritis  and  Low  Back  Pain,” 
by  Lenox  D.  Baker  of  Durham,  N.  C.,  in  Parlor  B of 
the  Hilton  Hotel,  Monday,  April  20,  at  3:35  p.  m.  and 
with  the  Seaion  on  Pediatrics  for  the  paper  "The  Rational 
Treatment  of  Cerebral  Palsy,”  by  Dr.  Baker  in  the  Walnut 
Room  of  the  Hilton  Hotel,  Tuesday,  April  21,  at  3:45 
p.  m.) 

Tuesday,  April  21,  4:45  p.  m. 

Walnut  Room,  Hilton  Hotel 

1.  (4:45)  Business  Meeting. 

TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS 

President — M.  M.  Rosenzweig,  San  Antonio. 

Secretary — ^M.  T.  Jenkins,  Dallas. 

Program  Chairman — Robert  A.  Miller,  San  Antonio. 


1.  (2:00)  Introductory  Remarks. 

Edward  T.  Smith,  Houston. 

2.  (2:10)  Pretraining  Physical  Examination  and  Medi- 

cal Care  of  Football  Squad  Members. 

Will  S.  Horn,  Jr.,  Fort  Worth. 

3.  (2:30)  Myositis  Ossificans  of  the  Humerus 

(Blocked s Disease). 

Edward  T.  Smith,  Houston. 

4.  (2:50)  A Trainer’s  Responsibility  to  Players  and 

Team  Physicians. 

Mr.  Elmer  Brown,  Fort  Worth. 


5.  (3:10)  Coffee  Break. 

6.  (3:20)  Ankle  Reconstruction. 

Louis  J.  Levy,  Fort  Worth. 


7.  (3:40)  Prevention  of  Mouth  and  Teeth  Injuries  in 

Football  Players. 

L.  W.  Richardson,  D.D.S.,  Fort  Worth. 

8.  (4:00)  The  Development  of  a Progressive  Resistive 

Program  for  Rebuilding  the  Strength  Sta- 
bility of  the  Knee  as  Based  on  the  Single 
Maximum  Lift  and  Related  Research  Find- 
ings for  Injury  Prevention  and  Rehabilita- 
tion. Mr.  K.  K.  Klein,  Austin. 


(Samrday,  April  18,  there  will  be  a cocktail  party  at 
7 p.  m.  in  Parlor  B of  the  Hilton  Hotel.) 


9.  (4:30)  Business  Meeting. 


Sunday,  April  19,  9:00  a.  m. 
Crystal  Ballroom,  Hilton  Hotel 


TEXAS  SOCIETY  OF 

GASTROENTEROLOGISTS  AND  PROCTOLOGISTS 


1.  Fluothane. 

Doris  C.  GroSsKreutz,  San  Antonio. 

2.  Treatment  of  Drug  Overdose:  Plan  or  Panic. 

Major  Max  K.  Mendenhall  and 
Lt.  Col.  John  A.  Jenicek, 
Brooke  Army  Medical  Center. 

3.  Studies  of  Cardiac  Rhythm  During  Anesthesia  and 
Administration  of  Oxytocics. 

Robert  T.  Capps  and 
Jack  A.  Gray,  Dallas. 

4.  Use  of  Sedatives  and  Anesthetic  Drugs  in  Liver  Dis- 
ease. 

John  T.  Sessions,  Jr.,  Chapel  Hill,  N.  C. 


President — O.  P.  Griffin,  Fort  Worth. 
Secretary — A.  C.  Broders,  Jr.,  Temple. 

Sunday,  April  19,  2:00  p.  m. 

Roof  Garden,  Hilton  Hotel 


1.  (2:00)  Management  of  Adenomatosis  or  Polyposis 

of  the  Colon  and  Rectum:  Report  of  6 
Cases. 

Herbert  T.  Hayes, 
Harry  B.  Burr,  and 
W.  Truett  Melton,  Houston. 


2.  (2:30) 


Quantitative  Study  of  Gastric  Acidity  by  the 
Tubeless  Method. 

H.  Laurens, 
N.  C.  Hightower,  and 
M.  E.  Salem,  Temple. 


5.  The  Differential  Diagnosis  of  Postanesthetic  Respira- 
tory Inadequacy. 

James  E.  Eckenhoff,  Philadelphia,  Pa. 

6.  (1:00)  Luncheon. 

1.  (2:00)  Business  Meeting. 


3.  (3:00)  Diagnosis  and  Treatment  of  Cancer  of  the 

Rectum  and  Colon. 

Harry  E.  Bacon,  and 
Theodore  B.  Myers,  Philadelphia,  Pa. 

4.  (3:45)  Present  Status  of  Diagnostic  Biliary  Drain- 

age. Augustus  A.  Hall,  San  Antonio. 
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5.  (4:15) 


Carcinoma  in  Situ  of  the  Colon,  Rectum, 
and  Anus. 

O.  P.  Griffin,  Fort  Worth. 


6.  (4:45) 

6:30  p.  m., 

7.  (6:30) 


Business  Meeting. 

Walnut  Room,  Hilton  Hotel 

Cocktail  Party. 


TEXAS  SOCIETY  OF  PATHOLOGISTS,  INC. 

President — Jarrett  E.  Williams,  Abilene. 

Secretary — Sylvia  Johns,  San  Antonio. 

(The  Texas  Society  of  Pathologists  will  have  its  scientific 
session  with  the  Section  on  Pathology  in  Parlor  A of  the 
Hilton  Hotel,  Monday,  April  20,  from  2:15  to  4:45  p.  m. 
and  Tuesday,  April  21,  from  2:15  to  4:45  p.  m. ) 

Monday,  April  20,  4:45  p.  m. 

Parlor  A,  Hilton  Hotel 

1.  (4:45)  Business  Meeting. 


TEXAS  SOCIETY  OF  PLASTIC  SURGEONS 


President — Baron  Hardy,  Houston. 

Secretary — Raymond  Brauer,  Houston. 

Program  Chairman — ^Willard  C.  Sellman,  Dallas. 


Saturday,  April  18,  9:00  a.  m. 

Brooke  Army  Medical  Hospital,  Building  1026 


1.  (9:00)  The  Congenitally  Cupped  Ear. 

Robert  J.  Wise  and 
Charles  M.  Bovard,  Houston. 


2.  (9:30)  The  Correction  of  Hand  Contractures  with 

Medial  Pedal  Full-Thickness  Skin  Grafts. 

Sanford  Glanz,  Corpus  Christi. 

3.  (10:00)  Rhabdomyosarcoma  of  the  Lower  Lip. 

Andrew  L.  Tucker,  Houston. 

Discussion. 


4.  (10:15)  Coffee  Break. 

5.  (10:30)  One  in  a Million. 

John  B.  Patterson,  Fort  Worth. 

Discussion. 

6.  (11:00)  Hyperkeratosis  Palmaris  and  Plantaris:  Case 

Requiring  Amputation  and  Skin  Grafting. 

Thomas  D.  Cronin,  Houston. 

Discussion. 

7.  (11:30)  Problem  Case  Session  (Bring  your  own 

slides) . 

12:30  p.  m..  Fort  Sam  Houston  Officers  Mess  Hall 

8.  (12:30)  Luncheon. 

9.  (2:00)  Tour  of  Burn  Section,  Surgical  Research 

Unit,  Brooke  Army  Hospital. 


4:00  p.  m.,  Brooke  Army  Medical  Hospital, 

Building  1026 

10.  (4:00)  Business  Meeting  (members  only). 

11.  Cocktails  and  Dinner  for  Members,  Their  Wives,  and 
Guests.  Location  to  be  announced. 


TEXAS  TRAUMATIC  SURGICAL  SOCIETY  AND 
TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION 


Texas  Traumatic  Surgical  Society 

President — G.  V.  Brindley,  Jr.,  Temple. 

First  Vice-President — ^W.  D.  Marrs,  Fort  Worth. 
Second  Vice-President — Edward  S.  Rowe,  Galveston. 
Secretary — W.  E.  Crump,  Wichita  Falls. 


Texas  Industrial  Medical  Association 
President — W.  H.  Hamrick,  Houston. 

Vice-President — Max  E.  Johnson,  Austin. 
Secretary-Treasurer — Robert  h:  Wise,  Houston. 

Sunday,  April  19,  1:30  p.  m. 

Assembly  Room,  Gunter  Hotel 

1.  (1:30)  President’s  Paper:  Some  Ethical  Aspects  of 

the  Private  Practice  of  Industrial  Medicine 
in  Texas. 

W.  H.  Hamrick,  Houston. 

2.  (2:00)  Psychiatry  in  Industry. 

Jack  R.  Ewalt,  Boston,  Mass. 

3.  (2:30)  Surgical  Management  of  Peripheral  Arterio- 

venous Fistulas  and  Aneurysms. 

Jesse  E.  Thompson,  Dallas. 


4.  (3:00)  Recess. 


5.  (3:10)  Surgical  Management  of  Benign  Pancreatic 

Disease. 

Kenneth  W.  Warren,  Boston,  Mass. 


6.  (3:40)  Diagnosis,  Surgical  Management,  and  Prog- 

nosis for  Industrial  Rehabilitation  in  Herni- 
ated Lumbar  Disks. 

F.  Keith  Bradford,  Houston. 


7.  (4:10)  President’s  Paper:  Complications  of  Dia- 

phragmatic Hernia. 

G.  V.  Brindley,  Jr.,  Temple. 

8.  (4:45)  Separate  Annual  Business  Meetings. 

Texas  Traumatic  Surgical  Society:  Assembly 
Room,  Gunter  Hotel. 

Texas  Industrial  Medical  Association:  Alamo 
Room,  Gunter  Hotel. 

6:00  p.  m..  Ballroom,  Gunter  Hotel 

9.  (6:00)  Cocktail  Party  for  Members  and  Their 

Wives. 


CONFERENCE  OF  CITY  AND 
COUNTY  HEALTH  OFFICERS 

Chairman — Henry  A.  Hqjle,  Austin. 

Monday,  April  20,  2:15  p.  m. 

Texas  Room,  Gunter  Hotel 

1.  (2:15)  Coronary  Artery  Disease — Its  Epidemiology. 

Herman  E.  Hilleboe,  Albany,  N.  Y. 

2.  (2:45)  Panel  Discussion:  Public  Health  Legislation. 

W.  H.  Bell,  LL.B.; 
J.  O.  Smith,  LL.B.; 
and  L.  P.  WALTER,  Austin. 
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3.  (3:15)  Intermission. 

4.  (3:45)  Panel  Discussion:  Compulsory  Isolation  of 

Tuberculosis. 

W.  L.  Peterson  and  J.  T.  Marshall, 
San  Antonio;  and  H.  E.  SMITH,  Austin. 

OFFICERS,  COUNCILS, 

AND  COMMITTEES 

Following  are  the  officers,  councils,  and  committees  of 
the  Texas  Medical  Association  for  the  year  1958-1959  with 
the  year  in  which  their  terms  of  office  expire  indicated  in 
parentheses. 

Officers 

Howard  O.  Smith,  Marlin,  President. 

Franklin  W.  Yeager,  Corpus  Christi,  President-Elect. 

C.  E.  Willingham,  Tyler,  Vice-President. 

J.  M.  Travis,  Jacksonville,  Secretary  (1959). 

C.  Lincoln  Williston,  Austin,  Executive  Secretary. 

T.  H.  Thomason,  Fort  Worth,  Treasurer  (1959). 

Charles  P.  Hardwicke,  Austin,  Speaker  of  the  House  of 
Delegates. 

James  D.  Murphy,  Fort  Worth,  Vice-Speaker  of  the  House 
of  Delegates. 

Board  of  Trustees 

R.  W.  Kimbro,  Cleburne,  Chairman  (1962). 

G.  V.  Brindley,  Temple,  Vice-Chairman  (I960). 

Byron  P.  York,  Houston,  Secretary  (1963). 

J.  B.  Copeland,  San  Antonio  (1961). 

Troy  A.  Shafer,  Harlingen  (1959). 

Board  of  Counolors. 

First  District:  C.  E.  Oswalt,  Jr.,  Fort  Stockton,  Chairman 
(1961);  Russell  Holt,  El  Paso,  Vice-Councilor. 

Second  District:  Henrie  E.  Mast,  Midland  (I960);  A.  H. 

Daniell,  Brownfield,  Vice-Councilor. 

Third  District:  Robert  A.  Neblett,  Canyon  (1959);  Wil- 
liam J.  Campbell,  Amarillo,  Vice-Councilor. 

Fourth  District:  O.  H.  Chandler,  Ballinger  (1961);  James 
P.  Anderson,  Brady,  Vice-Councilor. 

Fifth  District:  Walter  Walthall,  San  Antonio  (1959). 

Sixth  District:  Stanley  W.  Bohmfalk,  Weslaco  (1959);  Har- 
old E.  Griffin,  Corpus  Christi,  Vice-Councilor. 

Seventh  District:  David  Wade,  Austin  (I960);  Ray  L.  Shep- 
perd,  Burnet,  Vice-Councilor. 

Eighth  District:  Carlos  E.  Fuste,  Jr.,  Alvin  (I960);  George 
Glover,  Victoria,  Vice-Councilor. 

Ninth  District:  Herbert  H.  Duke,  Baytown  (I960);  James 
H.  Sammons,  Highlands,  Vice-Councilor. 

Tenth  District:  Stephen  B.  Tucker,  Nacogdoches  (I960); 

Gail  Medford,  Lufkin,  Vice-Councilor. 

Eleventh  District:  R.  H.  Bell,  Palestine  (1961). 

Twelfth  District:  Tom  M.  Oliver,  Waco  (1959);  Dick  Ca- 
son, Hillsboro,  Vice-Councilor. 

Thirteenth  District:  Travis  Smith,  Abilene,  Vice-Chairman 
(1961);  W.  P.  Higgins,  Jr.,  Fort  Worth,  Vice-Councilor. 
Fourteenth  District:  R.  M.  Tenery,  Waxahachie  (1961); 

B.  E.  Park,  Dallas,  Vice-Councilor. 

Fifteenth  District:  H.  O.  Padgett,  Marshall,  Secretary 
(1959);  James  E.  Ball,  Mt.  Pleasant,  Vice-Councilor. 

Delegates  to  the  American 
Medical  Association  and  Alternates 
Troy  A.  Shafer,  Harlingen  (I960). 

Alternate:  John  L.  Otto,  Galveston  (I960). 

John  K.  Glen,  Houston  (I960). 

Alternate:  Robert  W.  Kimbro,  Cleburne  (I960). 


G.  W.  Cleveland,  Austin  (I960). 

Alternate:  Ridings  E.  Lee,  Dallas  (I960). 

James  FI.  Wooten,  Columbus  (I960). 

Alternate:  E.  P.  Hall,  Jr.,  Fort  Worth  (I960). 

T.  C.  Terrell,  Fort  Worth  (1959). 

Alternate:  Denton  Kerr,  Houston  (1959). 

M.  O.  Rouse,  Dallas,  Chairman  (1959). 

Alternate:  J.  W.  Rainer,  Odessa  (1959). 

J.  B.  Copeland,  San  Antonio  (1959). 

Alternate:  George  Turner,  El  Paso  (1959). 

J.  C.  Terrell,  Stephenville  (1959). 

Alternate:  J.  L.  Cochran,  San  Antonio  (1959). 

Executive  Council 

Ex  officio.  President  (Chairman),  President-Elect,  Vice- 
President,  Secretary,  Executive  Secretary,  Treasurer,  Speaker 
of  the  House  of  Delegates,  Vice-Speaker  of  the  House  of 
Delegates,  Board  of  Trustees,  Board  of  Councilors,  Texas 
Delegates  to  the  American  Medical  Association,  Chairmen 
of  All  Councils,  Members  of  the  Council  on  Medical  Juris- 
prudence, and  Chairman  of  the  Committee  on  Public  Rela- 
tions. 

Council  on  Medical  Defense 

Charles  L.  McGehee,  San  Antonio,  Chairman  (I960). 

R.  G.  Baker,  Fort  Worth  (1963). 

P.  M.  Kuykendall,  Ranger  (1962). 

Louis  W.  Breck,  El  Paso  (1961). 

John  H.  Wootters,  Houston  (1959). 

Howard  O.  Smith,  Marlin  (ex  officio). 

C.  Lincoln  Williston,  Austin  (ex  officio). 

Council  on  Medical  Jurisprudence 

G.  W.  Cleveland,  Austin,  Chairman  (1959). 

J.  W.  Rainer,  Odessa  (1963). 

John  M.  Smith,  Jr.,  San  Antonio  (1962). 

Robert  D.  Moreton,  Fort  Worth  (1961). 

A.  H.  Daniell,  Brownfield  (I960). 

Howard  O.  Smith,  Marlin  (ex  officio). 

C.  Lincoln  Williston,  Austin  (ex  officio). 

Council  on  Scientific  Work 

L.  Bonham  Jones,  San  Antonio,  Chairman  (1961). 

B.  H.  Williams,  Temple  (1963). 

Herman  C.  Sehested,  Fort  Worth  (1962). 

E.  D.  McKay,  Amarillo  (I960). 

John  C.  Kennedy,  Houston  (1959). 

Howard  O.  Smith,  Marlin  (ex  officio). 

C.  Lincoln  Williston,  Austin  (ex  officio). 

Council  on  Medical  Economics 

Harvey  Renger,  Hallettsville,  Chairman  (1962). 

Charles  D.  Bussey,  Dallas  (1963). 

A.  G.  Barsh,  Lubbock  (1961). 

C.  F.  Jorns,  Houston  (I960). 

Gail  Medford,  Lufkin  (1959)- 
Howard  O.  Smith,  Marlin  (ex  officio). 

C.  Lincoln  Williston,  Austin  (ex  officio). 

Council  on  Medical  Education  and  Hospitals 

Albert  W.  Hartman,  Jr.,  San  Antonio,  Chairman  (1962). 

M.  H.  Crabb,  Fort  Worth  (1963). 

Truman  G.  Blocker,  Jr.,  Galveston  (1961). 

Olin  B.  Gober,  Temple  (I960). 

William  V.  Leary,  Houston  (1959). 

Howard  O.  Smith,  Marlin  (ex  officio). 

C.  Lincoln  Williston,  Austin  (ex  officio). 


TEXAS  State  Journal  of  Medicine,  MARCH,  7959 


233 


Council  on  Constitution  and  By-Laws 
John  F.  Thomas,  Austin,  Chairman  (I960). 

Wickliffe  R.  Curtis,  El  Paso  (1963). 

J.  T.  Billups,  Houston  (1962). 

George  M.  Jones,  Dallas  (1961). 

William  R.  Klingensmith,  Jr.,  Amarillo  (1959). 

Charles  P.  Hardwicke,  Austin  (ex  officio). 

James  D.  Murphy,  Fort  Worth  (ex  officio). 

Howard  O.  Smith,  Marlin  (ex  officio). 

C.  Lincoln  Williston,  Austin  (ex  officio). 

War  Council 

Ex  officio.  President  (Chairman),  President-Elect,  Vice- 
President,  Secretary,  Executive  Secretary,  Treasurer,  Speaker 
of  the  House  of  Delegates,  Board  of  Trustees,  Board  of 
Councilors,  Chairmen  of  All  Councils,  and  Chairman  of  the 
Committee  on  Public  Relations. 

Committee  on  Cancer 

Charles  Phillips,  Houston,  Chairman  (1959). 

Tom  B.  Bond,  Fort  Worth  (1963). 

Howard  R.  Dudgeon,  Jr.,  Waco  (1963). 

Mack  F.  Bowyer,  Abilene  (1962). 

J.  L.  Goforth,  Dallas  (1962). 

David  H.  Allen,  Wichita  Falls  (1961). 

Richard  G.  Granbery,  Marshall  (1961). 

R.  Lee  Clark,  Jr.,  Houston  (I960). 

Samuel  J.  Merrill,  Brownsville  (I960). 

John  D.  Weaver,  Austin  (1959). 

Committee  on  Medical  History 

William  M.  Crawford,  Fort  Worth,  Chairman  (1962). 

Pat  1.  Nixon,  San  Antonio  (1963). 

Morris  Polsky,  Austin  (1963). 

R.  T.  Wilson,  Houston  (1962). 

L.  H.  Reeves,  Fort  Worth  (1961). 

Hall  Shannon,  Dallas  (1961). 

J.  M.  Coleman,  Austin  (I960). 

’W.  H.  Moursund,  Sr.,  Houston  (I960). 

W.  D.  Thames,  Jr.,  Lufkin  (1959). 

W.  B.  Russ,  San  Antonio  (1959). 

Committee  on  Public  Relations 

Joe  R.  Donaldson,  Pampa,  Chairman  (1961). 

Glenn  D.  Carlson,  Dallas  (1963). 

Foy  H.  Moody,  Corpus  Christ!  (1963). 

A.  F.  Qark,  Jr.,  San  Antonio  (1962). 

Thomas  Royce,  Houston  (I960). 

Van  D.  Goodall,  Qifton  (1959). 

James  Hallmark,  Fort  Worth  (1959). 

Committee  on  Tuberculosis 

Elliott  Mendenhall,  Dallas,  Chairman  (1963). 

R.  B.  Morrison,  Austin  (1963). 

J.  Walter  Park,  III,  San  Antonio  (1962). 

John  A.  Wiggins,  Fort  Worth  (1962). 

C.  B.  Young,  Tyler  (1961). 

John  H.  Selby,  Lubbock  (1961). 

O.  Edward  Egbert,  Jr.,  El  Paso  (I960). 

Daniel  E.  Jenkins,  Houston  (I960). 

John  W.  Middleton,  Galveston  (1959). 

John  W.  Overstreet,  Houston  (1959). 

Committee  on  Mental  Health 

P.  C.  Talkington,  Dallas,  Chairman  (1963). 

Joseph  C.  Gallagher,  Hearne  (1963). 

A.  D.  Pattillo,  Austin  (1962). 

Dorothy  Wyvell,  Midland  (1962). 

^Appointed  November  27,  1958,  to  fill  a vacancy  on  the 
committee. 


W.  S.  Barcus,  Port  Worth  (1961). 

Robert  L.  Johnson,  Pittsburg  (1961). 

P.  C.  Palasota,  Abilene  (I960). 

Holland  C.  Mitchell,  Waco  (I960). 

Frank  S.  Schoonover,  Fort  Worth  (1959). 

Andrew  S.  Tomb,  Viaoria  (1959). 

Committee  on  Public  Health 

Thomas  P.  Kennerly,  Houston,  Chairman  (1961). 

Morris  E.  Maiakoff,  Laredo  (1963). 

William  E.  Lockhart,  Jr.,  Alpine  (1963). 

Austin  Hill,  Houston  (1962). 

James  E.  Ball,  Mt.  Pleasant  (1962). 

Ben  Primer,  Sr.,  Austin  (1961). 

Thomas  H.  Diseker,  San  Antonio-  (I960). 

H.  K.  Brask,  San  Angelo  (I960). 

Henry  A.  Holle,  Austin  (1959). 

Sam  H.  Gainer,  San  Angelo  (1959). 

Committee  on  Blood  Banks 

E.  E.  Muirhead,  Dallas,  Chairman  (1961). 

Charles  F.  Pelphrey,  Austin  (1963). 

O.  J.  Wollenman,  Jr.,  Fort  Worth  (1962). 

K.  P.  Wittstruck,  Waco  (I960). 

D.  A.  Todd,  San  Antonio  (1959). 

Committee  on  Industrial  Health 
Val  C.  Baird,  Houston,  Chairman  (1959). 

Ralph  G.  Greenlee,  Midland  ( 1963 ) . 

Carl  A.  Nau,  Galveston  (1963). 

S.  W.  Bradford,  Tyler  (1962). 

N.  B.  Daniel,  Texarkana  (1962). 

G.  B.  Stephenson,  Beaumont  (1961). 

R.  H.  Thomason,  Corpus  Christ!  (1961). 

Robert  J.  Potts,  Dallas  (I960). 

Max  E.  Johnson,  San  Antonio  (I960). 

V.  M.  Payne,  Jr.,  Dallas  (1959). 

Committee  on  Patient  Care 

Joseph  F.  McVeigh,  Fort  Worth,  Chairman  (1961). 

Russell  D.  Holt,  Jr.,  Meridian  (1963). 

G.  V.  Brindley,  Jr.,  Temple  (1962). 

Joe  A.  Shepperd,  Burnet  (I960). 

G.  E.  Brereton,  Dallas  (1959). 

Committee  on  National  Emergency  Medical  Service 
Ralph  E.  Gray,  Velasco,  Chairman  (1961). 

Ben  J.  Wilson,  Dallas  (1963). 

Ralph  A.  Munslow,  San  Antonio  (1962). 

T.  E.  Dodd,  Austin  (I960). 

W.  H.  Hamrick,  Houston  (1959). 

Committee  for  Liaison  with 

Workmen's  Compensation  Insurance  Companies 

Edward  T.  Smith,  Houston,  Chairman  (1962). 

John  B.  Chester,  Dallas  ( 1963) . 

Sam  N.  Key,  Jr.,  Austin  (1961). 

Frederick  C.  Rehfeldt,  Fort  Worth  ( I960) . 

M.  H.  Morris,  San  Antonio  (1959). 

Committee  on  Scientific  Exhibits 
J.  Edward  Johnson,  Austin,  Chairman  (I960). 

Asher  R.  McComb,  San  Antonio  (1963). 

Herbert  Hipps,  Waco  (1963). 

J.  E.  Miller,  Dallas  (1962). 

May  Owen,  Fort  Worth  (1962). 

W.  S.  Fields,  Houston  (1961). 

Jack  M.  Partain,  San  Antonio  (1961). 

Dennis  Voulgaris,  Wharton  (I960). 

R.  R.  White,  Temple  (1959). 

Jasper  H.  Arnold,  Houston  (1959)- 
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Committee  on  School-Physician  Relationships 
■R.  K.  Arnett,  Lufkin,  Chairman  (1962). 

A.  R.  Hazzard,  Giddings,  Vice-Chairman  (1961). 

Edwin  L.  Rippy,  Dallas  (1963). 

J.  Collier  Rucker,  Jacksonville  (1963). 

Jay  J.  Johns,  Taylor  (1962) . 

E.  E.  Addy,  Jr.,  Cisco  (1961). 

M.  T.  Braswell,  Elenderson  (I960). 

Paul  H.  Mitchell,  Corsicana  (I960). 

Wallace  I.  Hess,  Lubbock  (1959). 

L.  H.  Leberman,  Commerce  (1959). 

Committee  on  Rural  Health 

And  Doctor  Distribution 

Chester  U.  Callan,  Rotan,  Chairman  (1963). 

R.  Elenry  Harrison,  Bryan  (1963). 

T.  Charles  McCormick,  Jr.,  Buda  (1962). 

John  S.  Primomo,  Dilley  (1962). 

Roy  E.  Wilson,  Seymour  (1961). 

Wniiam  L.  Wilson,  Austin  (1961). 

Curtis  Haley,  St.  Augustine  (I960). 

E.  W.  Schmidt,  Pecos  (I960). 

George  D.  Bruce,  Baytown  (1959). 

G.  V.  Pazdral,  Somerville  (1959). 

Committee  on  Liaison  with  State  Bar  of  Texas 
®Frederick  C.  Lowry,  Chairman,  Austin  (1962). 

John  J.  Andujar,  Fort  Worth  (1961). 

Edward  T.  Driscoll,  Midland  (I960). 

‘Vacancy  (1963). 

®D.  W.  Carter,  Dallas  (1959). 

Committee  on  Orientation 

Ex  officio.  Chairman,  Board  of  Trustees;  Chairman, 
Board  of  Councilors;  Chairman,  Council  on  Medical  Eco- 
nomics; Chairman,  Council  on  Medical  Jurisprudence;  Chair- 
man, Committee  on  Public  Relations. 


Special  Committees 

Committee  on  Bracero  Insurance  and.  Medical  Service'^. — 
J.  G.  Rodarte,  Temple,  Chairman;  J.  W.  Matthews,  Edin- 
burg; G.  A.  Hoffman,  Fort  Stockton;  John  F.  Lubben,  Jr., 
McAllen;  H.  E.  Whigham,  McAllen;  V.  L.  Puig,  Jr.,  La- 
redo; Jack  R.  Ellis,  Weslaco. 

Committee  on  Cardiovascular  Diseases. — George  E.  Clark, 
Jr.,  Austin,  Chairman;  George  R.  Herrmann,  Galveston; 
Paul  V.  Ledbetter,  Houston;  Robert  E.  Leslie,  El  Campo; 
W.  Frank  McKinley,  Jr.,  Marlin;  J.  F.  McVeigh,  Fort 
Worth;  H.  H.  Latson,  Amarillo;  P.  K.  Smith,  Wichita 
Falls;  Fred  D.  Spencer,  Jr.,  Brownwood;  James  B.  Stubbs, 
Galveston. 

Committee  on  General  Arrangements  for  Annual  Session. 
— A.  Fletcher  Clark,  Jr.,  Chairman;  William  D.  Mont- 
gomery; John  H.  Bohmfalk;  Ernest  A.  Maxwell;  Charles 


^Appointed  chairman  November  28,  1958,  to  fill  a va- 
cancy created  by  the  resignation  of  Dr.  Jay  J.  Johns,  Taylor, 
who  resigned  the  chairmanship  on  November  7,  1958,  but 
continues  as  a member  of  the  committee. 

^Appointed  to  the  chairmanship  on  August  12,  1958. 

^Vacancy  created  by  the  resignation  of  Dr.  M.  C.  Carlisle, 
Waco,  on  December  8,  1958. 

^Appointed  September  3,  1958,  to  fill  a vacancy  on  the 
committee. 

°Dr.  J.  L.  Moet,  La  Feria,  a member  of  the  committee, 
died  October  20,  1958. 


L.  McGehee;  William  M.  Center;  and  James  L.  Mims,  all 
of  San  Antonio. 

Committee  on  Maternal  Mortality. — Stewart  A.  Fish, 
Dallas,  Chairman;  Garth  L.  Jarvis,  Galveston;  E.  K.  Blewett, 
Austin;  Donald  M.  Gready,  Houston;  C.  P.  Hawkins,  Fort 
Worth;  W.  H.  Jondahl,  Harlingen;  R.  E.  Moon,  San  An- 
gelo; William  R.  Knight,  III,  Houston;  Carl  F.  Moore,  Jr., 
Austin. 

Committee  on  Medical  Aspects  of  Automobile  Injuries 
and  Deaths. — Heinrich  Lamm,  Harlingen,  Chairman;  Otto 
Lippmann,  Austin;  William  H.  Neil,  Fort  Worth;  J.  C. 
Terrell,  Stephenville;  William  C.  Taylor,  Jr.,  Calvert;  Lin- 
wood  H.  Denman,  Lufkin;  Boyd  D.  Alexander,  Waco;  Wil- 
liam T.  Payne,  Odessa;  Thomas  A.  Searcy,  Hearne;  C.  M. 
Phillips,  Levelland;  Wayne  F.  Baden,  Raymondville;  Mario 
Palafox,  El  Paso. 

Committee  on  Memorial  Services. — ^John  H.  Bohmfalk, 
San  Antonio,  Chairman;  G.  W.  Waldron,  Houston;  Valin 
R.  Woodward,  Austin;  Paul  R.  Stalnaker,  Houston;  Howard 
K.  Crutcher,  Sr.,  Dallas;  Oscar  N.  Mayo,  Brownwood;  Julius 
Mclver,  Dallas;  L.  H.  Reeves,  Fort  Worth. 

Committee  on  Military  and  Veterans  Affairs. — Milton  V. 
Davis,  Dallas,  Chairman;  James  S.  Reitman,  Laredo;  Joseph 
N.  Bader,  Edna;  M.  D.  Thomas,  El  Paso;  Jack  F.  McKemie, 
Corpus  Christi;  Bert  E.  Davis,  Denton;  Charles  L.  Liggett, 
Baytown;  Norman  L.  West,  Waxahachie;  Dickson  K.  Boyd, 
Denton;  W.  H.  Hamrick,  Houston. 

Committee  on  Nuclear  and  Atomic  Medicine. — Herbert 
C.  Allen,  Jr.,  Houston,  Chairman;  E.  E.  Anthony,  Jr.,  Fort 
Worth;  C.  C.  Shullenberger,  Houston;  J.  Allen  Chamberlin, 
Houston;  Lloyd  R.  Hershberger,  San  Angelo;  J.  E.  Miller, 
Dallas;  J.  R.  Maxfield,  Jr.,  Dallas. 

Committee  on  Problems  of  the  Aging? — Wendell  D. 
Gingrich,  Galveston,  Chairman;  Hugh  P.  Reveley,  San  An- 
tonio; S.  W.  Thorn,  Houston;  Ernest  W.  Keil,  Temple; 
Ben  B.  Hutchinson,  Lubbock;  Luther  W.  Ross,  Kerrville; 
J.  O.  Armstrong,  Dallas;  L.  C.  Carter,  Port  Arthur;  Edgar 
P.  Hutchings,  Marlin. 

Committee  on  Spas. — Neil  D.  Buie,  Marlin,  Chairman; 
John  B.  Barnett,  Marlin;  Waldo  B.  Lasater,  Mineral  Wells; 
W.  K.  Logsdon,  Corsicana;  Edward  F.  Yeager,  Mineral 
Wells. 

Committee  on  Voluntary  ^Health  Insurance  and  Health 
Care  Costs  (Subcommittee  of  the  Council  on  Medical  Eco- 
nomics).— Russell  L.  Deter,  El  Paso,  Chairman;  John  H. 
Wootters,  Houston;  George  M.  Hilliard,  Jacksonville;  Roy 
T.  Lester,  Dallas;  Gerald  Ahern,  Corpus  Christi;  Milton 
Spark,  Waco;  A.  Rex  Kirkley,  Belton;  Rider  E.  Stockdale, 
Jasper;  H.  D.  Gilliam,  McAllen;  L.  G.  Cigarroa,  Laredo. 

Committee  to  Encourage  and  Assist  Hospitals  m Securing 
Accreditation  (Subcommittee  of  the  Council  on  Medical 
Education  and  Hospitals ) . — R.  L.  Shepperd,  Burnet,  Chair- 
man; Harvey  Renger,  Hallettsville;  Walter  Cook,  San  An- 
tonio; Drue  O.  D.  Ware,  Fort  Worth;  Charles  Durham, 
Houston;  C.  B.  Marcum,  Big  Spring;  Paul  Murphy,  Waco; 
A.  W.  Bronwell,  Lubbock. 

Committee  to  Study  Asian  Influenza. — ^J.  M.  Coleman, 
Austin,  Chairman®;  Frederick  C.  Lowry,  Austin;  B.  F.  Pri- 
mer, Austin;  John  H.  Bohmfalk,  San  Antonio;  John  B. 
Bryson,  Belton. 


’’Dr.  E.  V.  Headlee,  Odessa,  resigned  from  the  committee 
February  2,  1959. 

^Appointed  chairman  August  12,  1958,  to  fill  a vacancy 
created  by  the  resignation  of  Dr.  Frederick  C.  Lowry,  Austin, 
who  remained  a member  of  the  committee. 
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Committee  to  Study  Contract  Medicine  (Subcommittee 
of  the  Council  on  Medical  Economics). — Sam  R.  Barnes, 
Trinity,  Chairman;  W.  M.  Wallis,  Houston;  Homer  V. 
Hedges,  Hico;  Jack  B.  Lee,  San  Antonio;  H.  W.  Kilpatrick, 
III,  Baytown;  E.  Peter  Garber,  Galveston;  Joe  R.  Gandy, 
Houston;  Richard  B.  Johns,  Abilene;  Paul  M.  Wheelis, 
Brownwood;  Joseph  H.  McAlister,  Odessa. 

Committee  to  Study  Hospital-Staff  Relationships. — ^J.  Lay- 
ton  Cochran,  San  Antonio,  Chairman;  Everett  C.  Fox,  Dallas; 
W.  Shelton  Barcus,  Fort  Worth;  E.  A.  Rowley,  Amarillo; 
Franklin  W.  Yeager,  Corpus  Christi. 

State  Committee  for  the  American  Medical  Education 
Foundation. — D.  J.  Sibley,  Fort  Stockton,  Chairman;  A.  L. 
Delaney,’  Liberty;  S.  W,  Thorn,  Houston;  J.  C.  Terrell, 
Stephenville;  Herbert  A.  Bailey,  Dallas;  S.  D.  Coleman, 
Navasota;  James  S.  Bussell,  Marlin. 

Appointees  to  Hospital-lnsurance-Physicians  Joint  Advis- 
ory Committee. — Harvey  Renger,  Hallettsville;  C.  D.  Bus- 
sey, Dallas. 

Appointees  to  the  State  Coordinating  Council  on  Tuber- 
culosis.— W.  D.  Anderson,  San  Angelo;  Elliott  Mendenhall, 
Dallas. 

Advisers  to  Texas  Chapters,  Student  American  Medical 
Association. — Hiram  P.  Arnold,  Houston,  Baylor;  George 
V.  Launey,  Jr.,  Dallas,  Southwestern;  E.  Sinks  McLarty, 
Galveston,  University  of  Texas  Medical  Branch. 

Appointee  for  Liaison  with  the  Texas  Farm  and  Ranch 
Safety  Council. — T.  Charles  McCormick,  Jr.,  Buda. 

Appointee  to  Advisory  Committee  to  the  Texas  State 
Board  of  Education. — J.  J.  Johns,  Taylor. 

Appointees  to  Advisory  Committee  to  Texas  State  Hos- 
pitals and  Special  Schools. — Elliott  Mendenhall,  Dallas 
(Tuberculosis);  P.  C.  Talkington,  Dallas  (Mental  Hos- 
pitals ) . 

Appointees  to  Texas  Board  of  Examiners  for  Ophthalmic 
Technicians. — Richard  E.  Leigh,  Jr.,  Houston  (1962);  Mil- 
ton  J.  Loring,  Midland  (1961);  Mary  Agnes  Lancaster, 
Dallas  (I960);  Vernon  A.  Black,  Wharton  (1959). 

Fraternal  Delegate  to  Louisiana  State  Medical  Society. — 
H.  O.  Padgett,  Marshall. 

Fraternal  Delegate  to  New  Mexico  Medical  Society. — 
M.  D.  Thomas,  El  Paso. 

Committee  on  Reorganization. — John  F.  Thomas,  Austin, 
Chairman;  R.  W.  Kimbro,  Cleburne;  C.  E.  Oswalt,  Jr., 
Fort  Stockton;  Charles  L.  McGehee,  San  Antonio;  G.  W. 
Cleveland,  Austin;  L.  Bonham  Jones,  San  Antonio;  Harvey 
Renger,  Hallettsville;  Albert  W.  Hartman,  Jr.,  San  Antonio; 
Charles  P.  Hardwicke,  Austin;  James  D.  Murphy,  Fort 
Worth;  Howard  O.  Smith,  Marlin  (ex  officio);  C.  Lin- 
coln Williston,  Austin  (ex  officio). 


Officers  of  Scientific  Sections 

Section  on  General  Practice 
James  H.  Sammons,  Highlands,  Chairman. 

Woodrow  M.  Avent,  Waco,  Secretary. 

Section  on  Internal  Medicine 
Hugh  Arnold,  Houston,  Chairman. 

J.  Wilson  David,  Corsicana,  Secretary. 

Section  on  Surgery 

T.  G.  Blocker,  Galveston,  Chairman. 

Ridings  E.  Lee,  Dallas,  Secretary. 

Section  on  Obstetrics  and  Gynecology 
W.  H.  Jondahl,  Harlingen,  Chairman. 

Milton  A.  Davison,  Marlin,  Secretary. 

Section  on  Eye,  Ear,  Nose  and  Throat 
Jack  L.  Turner,  Odessa,  Chairman. 

Vance  Terrell,  Stephenville,  Secretary. 

Section  on  Radiology 

Francis  E.  O’Neill,  San  Antonio,  Chairman. 

C.  W.  Yates,  Rosenberg,  Secretary. 

Section  on  Public  Health 
Fred  K.  Laurentz,  Houston,  Chairman. 

W.  V.  Bradshaw,  Fort  Worth,  Secretary. 

Section  on  Pathology 

J.  E.  Williams,  Abilene,  Chairman. 

A.  O.  Severance,  San  Antonio,  Secretary. 

Section  on  Pediatrics 
A.  O.  Manske,  Waco,  Chairman. 

Harold  H.  Bevil,  Beaumont,  Secretary. 

Local  Committees 

(All  from  San  Antonio.) 

Alumni  William  M.  Center,  chairman  (Ar- 

kansas); Thomas  Hebert  (Louisiana  State),  Dan  A.  Rus- 
sell, Jr.  (Tulane),  Carl  J.  Walker  (Tennessee),  Darrell 
Willerson  (Baylor),  M.  Bradfield  Oxford  (University  of 
Texas  Medical  Branch ) . 

Fraternity  Parties. — James  L.  Mims,  Jr.,  chairman  (Phi 
Chi);  Rolan  R.  Botkin  (Phi  Rho  Sigma),  Royal  B.  Lea 
(Theta  Kappa  Psi),  David  T.  McMahon,  Jr.  (Phi  Beta 
Pi),  Charles  M.  Manhoff  (Alpha  Kappa  Kappa),  M.  M. 
Rosenzweig  (Phi  Delta  Epsilon),  Charles  F.  Skripka  (Nu 
Sigma  Nu). 

Golf. — Ernest  A.  Maxwell,  chairman;  Arthur  B.  Pyterek, 
M.  Bradfield  Oxford. 

Housing. — William  D.  Montgomery,  chairman. 

Memorial  Services. — John  H.  Bohmfalk,  chairman. 
Sponsorship. — Charles  L.  McGehee,  chairman. 


ATTEND  THE  PRESIDENTS  DINNER  PARTY 

8:30  April  21 — Hilton  Hotel  Grand  Ballroom 

Tickets  on  Sale,  Registration  Desk 
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^ County  Societies 


County  Societies  Elect  Officers 

County  medical  societies  in  Texas  have  announced  the 
following  officers  for  1959: 

Angelina. — President,  Dr.  Forrest  C.  Orman,  Lufkin; 
vice-president.  Dr.  R.  K.  Arnett,  Lufkin;  secretary-treasurer. 
Dr.  George  Jack  Pruitt,  Lufkin;  delegate.  Dr.  Gail  Med- 
ford, Lufkin;  alternate  delegate.  Dr.  Jack  H.  Wade,  Luf- 
kin; board  of  censors,  Drs.  Dan  Spivey,  Peyton  C.  Clem- 
ents, and  William  D.  Thames,  Jr.,  all  of  Lufkin. 

Armstrong-Donley-Childress-ColUngsworth-Hall-  Wheeler. 
— President,  Dr.  H.  R.  Stevenson,  Memphis;  vice-presidents. 
Dr.  Charles  B.  Jones,  Wellington;  Dr.  Thurman  A.  Hunt, 
Memphis;  Dr.  J.  J.  Westenburg,  Childress;  and  Dr.  O.  M. 
Roberts,  Shamrock;  secretary-treasurer.  Dr.  George  W. 
Smith,  Clarendon;  delegate.  Dr.  J.  A.  Odom,  Memphis; 
alternate  delegate.  Dr.  Fred  H.  Cariker,  Childress;  board  of 
censors.  Dr.  O.  R.  Goodall,  Memphis;  Dr.  C.  R.  Chaffin, 
Shamrock;  and  Dr.  Charles  B.  Jones. 

Bell. — President,  Dr.  A.  R.  Kirkley,  Belton;  president- 
elect, Dr.  Joseph  H.  Greenwood,  Temple;  vice-president. 
Dr.  R.  S.  Fillmore,  Jr.,  Temple;  secretary-treasurer.  Dr. 
Joseph  H.  Greenwood;  delegates,  Drs.  N.  C.  Hightower 
and  R.  A.  Murray,  Temple;  alternate  delegates.  Dr.  John 
W.  Padgett,  Killeen,  and  Dr.  A.  C.  Broders,  Jr.,  Temple; 
board  of  censors,  Drs.  J.  Bartow  Talley  and  Don  N.  Dysart, 
Temple,  and  Dr.  Joe  A.  Fowler,  Killeen. 

Borden  - Dickens  - Garza  - Kent  - King  - Scurry  - Stonewall. — 
President,  Dr.  Harry  W.  Ward,  Snyder;  president-elect.  Dr. 
Carl  A.  Dillaha,  Jr.,  Snyder,  vice-president,  Dr.  Wilton  N. 
Jones,  Snyder;  secretary-treasurer.  Dr.  Roben  B.  Pierce, 
Snyder;  delegate.  Dr.  C.  Ray  Cockrell,  Snyder;  alternate 
delegate.  Dr.  Wilton  N.  Jones;  board  of  censors,  Drs.  Harry 
W.  Ward,  Wilton  N.  Jones,  and  Edward  A.  Rogers,  Jr., 
Snyder. 

Bowie. — President,  Dr.  Walter  C.  Barnes,  Texarkana; 
president-elect.  Dr.  Richard  Brunazzi,  Texarkana;  vice- 
president,  Dr.  Harold  L.  Ward,  DeKalb;  Dr.  Robert  H. 
Chappell,  Texarkana;  delegate.  Dr.  Charles  Adna  Smith, 
Texarkana;  alternate,  Dr.  Charles  V.  Bintliff,  Texarkana; 
board  of  censors,  Drs.  Karlton  H.  Kemp,  William  Hibbitts, 
and  Richard  J.  Schneble,  Texarkana. 

Brazoria. — President,  Dr.  Gerald  F.  Perryman,  Freeport; 
vice-president.  Dr.  John  S.  Caldwell,  Jr.,  Velasco;  secretary. 
Dr.  D.  Jack  Kilian,  Freeport;  treasurer.  Dr.  John  R. 
Venable,  Freeport;  delegate.  Dr.  William  D.  Nicholson, 
Freeport;  alternate  delegate.  Dr.  Ralph  E.  Gray,  Velasco; 
board  of  censors.  Dr.  Ralph  E.  Gray,  and  Drs.  Henry  K. 
May  and  James  A.  Stewart,  Lake  Jackson. 

Brooks-Duval-]im  Wells. — President,  Dr.  P.  S.  Joseph, 
Alice;  vice-president.  Dr.  E.  L.  Haag,  Jr.,  Freer;  secretary- 
treasurer,  Dr.  Richard  O.  Albert,  Alice;  delegate.  Dr.  A.  M. 
Allison,  Alice;  alternates,  Drs.  Riley  N.  Riddle  and  Glenn 
T.  Howard,  Alice;  board  of  censors,  Drs.  Glenn  T.  Howard, 
E.  P.  Virgin,  and  J.  H.  Williams,  all  of  Alice. 

Camp-Morris-Titus. — President,  Dr.  Robert  K.  Pender- 
grass, Pittsburg;  vice-president.  Dr.  James  F.  Lee,  Dainger- 
field;  secretary-treasurer.  Dr.  James  S.  Leeves,  Naples; 
delegate.  Dr.  James  E.  Ball,  Mount  Pleasant;  alternate.  Dr. 
Robert  L.  Johnson,  Pittsburg;  board  of  censors.  Dr.  Percy 
A.  Reitz,  Pittsburg,  Dr.  Harry  O.  Philips,  Lone  Star,  and 
Dr.  William  A.  King,  Pandora. 

Collin. — President,  Dr.  George  W.  Apple,  Plano;  vice- 
president,  Dr.  Erwin  G.  Pink,  Frisco;  secretary.  Dr.  Charles 


E.  Wysong,  McKinney;  delegate.  Dr.  Erwin  G.  Pink;  alter- 
nate, Dr.  Glenn  C.  Mitchell,  McKinney;  board  of  censors, 
Drs.  J.  C.  Erwin  Jr.,  Marshall  M.  Searcy,  and  John  M. 
Hooper,  McKinney. 

Colorado-Fayette. — President,  Dr.  James  E.  Cummins, 
Weimar;  vice-president.  Dr.  Rex  G.  Fuller,  Jr.,  Weimar; 
secretary-treasurer.  Dr.  James  T.  Makinson,  La  Grange; 
delegate.  Dr.  Jones  C.  Laughlin,  Eagle  Lake;  alternate.  Dr. 
Henry  C.  Paine,  La  Grange;  board  of  censors.  Dr.  A.  J.  A. 
Watzlavick,  Schulenberg,  Dr.  Qarence  1.  Shult,  Columbus, 
and  Dr.  E.  T.  Williams,  La  Grange. 

Coryell. — President,  Dr.  Kermit  R.  Jones,  Gatesville; 
vice-president.  Dr.  John  T.  Brown,  Gatesville;  secretary- 
treasurer,  Dr.  O.  W.  Lowrey,  Gatesville;  delegate.  Dr. 
O.  W.  Lowrey;  alternate  delegate.  Dr.  E.  E.  Lowrey,  Gates- 
ville; board  of  censors,  Drs.  O.  W.  Lowrey,  E.  E.  Lowrey, 
and  Kermit  R.  Jones. 

Crane-U pton-Reagan. — President,  Dr.  John  L.  Wright, 
Jr.,  Big  Lake;  vice-president.  Dr.  B.  J.  Maynard,  Crane; 
secretary-treasurer.  Dr.  John  E.  Terry,  Crane;  delegate.  Dr. 
John  L.  Wright,  Jr.;  alternate.  Dr.  James  D.  Gossett,  Ran- 
kin; board  of  censors.  Dr.  John  L.  Wright,  Jr.,  Dr.  B.  J. 
Maynard,  and  Dr.  James  L.  Cooper,  McCamey. 

Dawson-Lynn-Terry-Gaines-Y  oakum. — P resident.  Dr. 
Norman  W.  Staker,  Lamesa;  president-elect  and  vice-presi- 
dent, Dr.  Cecil  B.  Knox,  Jr.,  Brownfield;  secretary-treasurer. 
Dr.  Louis  R.  Barnes,  Jr.,  Seagraves;  delegate.  Dr.  Douglas 
B.  Black,  Lamesa;  alternate.  Dr.  Noble  H.  Price,  Lamesa; 
board  of  censors.  Dr.  Douglas  B.  Black;  Dr.  C.  Skiles 
Thomas,  Tahoka;  and  Dr.  Noble  L.  Rumbo,  O’Donnell. 

Deaf  Smith-Parmer-Castro-Oldham-Swisher.  — President, 
Dr.  J.  W.  Spence,  Jr.,  Dimmitt;  president-elect  and  vice- 
president,  Dr.  Roy  J.  Grubbs,  Hereford;  secretary-treasurer. 
Dr.  Carl  F.  Page,  Dimmitt;  delegate.  Dr.  Fred  V.  Richards, 
Tulia;  alternate.  Dr.  Carl  F.  Page;  board  of  censors.  Dr. 
W.  B.  Childress,  Tulia;  Dr.  R.  R.  Wills,  Hereford;  and 
Dr.  Roy  J.  Grubbs. 

Denton. — President,  Dr.  Gilbert  E.  Adami,  Denton; 
president-elect.  Dr.  Paul  F.  Glass,  Jr.,  Denton;  secretary- 
treasurer,  Dr.  Robert  M.  Lockwood,  Denton;  delegate.  Dr. 
Hal  V.  Norgaard,  Denton;  alternate.  Dr.  James  H.  Jones, 
Denton;  board  of  censors,  Drs.  William  Gordon  Maddox 
and  William  A.  Remley,  Denton. 

Eastland-Callahan-Stephens-Shackelford  - Throckmorton.  — 
President,  Dr.  H.  J.  Bulgerin,  Eastland;  vice-president.  Dr. 
Charles  H.  Ballew,  Cisco;  secretary-treasurer.  Dr.  M.  A. 
Treadwell,  Jr.,  Eastland;  delegate.  Dr.  James  C.  Whitting- 
ton, Eastland;  alternate.  Dr.  T.  C.  Ford,  Breckenridge; 
board  of  censors.  Dr.  Ed  Goodall,  Breckenridge;  Dr.  James 
T.  Lawrence,  Breckenridge;  and  Dr.  Jim  Whittington. 

Erath-Hood-Somervell. — President,  Dr.  Charles  T.  Cole, 
Dublin;  vice-president.  Dr.  Carl  A.  Jordan,  Dublin;  secre- 
tary, Dr.  Joe  J.  Pate,  Dublin;  delegate.  Dr.  J.  C.  Terrell, 
Stephenville;  alternates.  Dr.  T.  F.  Bryan,  Dublin,  and  Dr. 
Homer  V.  Hedges,  Hico;  board  of  censors.  Dr.  Bruce  S. 
Terrill,  Stephenville;  Dr.  Carl  A.  Jordan;  and  Dr.  C.  T. 
Cole. 

Falls. — President,  Dr.  Thomas  A.  McDowell,  Marlin; 
president-elect.  Dr.  Walter  L.  Reese,  Marlin;  vice-president. 
Dr.  Milton  A.  Davison,  Marlin;  secretary-treasurer.  Dr.  Roy 
Giles,  Marlin;  delegate.  Dr.  J.  Mitchell  Brown,  Marlin; 
alternate.  Dr.  Neil  D.  Buie,  Marlin;  board  of  censors.  Dr. 
Neil  D.  Buie,  Dr.  Milton  A.  Davison,  and  Dr.  Walter  S. 
Smith,  all  of  Marlin. 

Guadalupe. — President,  Dr.  Andrew  Raetzsch,  Seguin; 
vice-president.  Dr.  John  A.  Mueller,  Seguin;  secretary-treas- 
urer, Dr.  Leroy  E.  Weiss,  Seguin;  delegate.  Dr.  Andrew 
Raetzsch;  alternate.  Dr.  John  A.  Mueller;  board  of  censors. 
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Dr.  George  P.  Bachman,  Seguin,  and  Drs.  Mueller  and 
Raetzsch. 

Gregg. — President,  Dr.  G.  G.  McKellar,  Longview;  vice- 
president,  Dr.  J.  H.  Rappeport,  Longview;  secretary-treas- 
urer, Dr.  E.  E.  Buckner,  Longview;  delegate.  Dr.  B.  R. 
Clanton,  Longview;  alternate.  Dr.  D.  D.  Salmon,  Longview; 
board  of  censors.  Dr.  Ray  Hudspeth,  Gladewater,  Dr.  B.  R. 
Clanton;  and  Dr.  Morris  Velinsky,  Kilgore. 

Hardeman-Cottle-Foard-Motley. — President,  Dr.  Frank  C. 
Harmon,  Jr.,  Paducah;  president-elect.  Dr.  James  S.  Stanley, 
Matador;  vice-president.  Dr.  Clarence  C.  Pate,  Paducah; 
secretary-treasurer.  Dr.  John  M.  Taylor,  Quanah;  delegate. 
Dr.  Raymond  E.  Sitta,  Chillicothe;  alternate.  Dr.  John  F. 
Hughes,  Spur;  board  of  censors.  Dr.  Frank  C.  Harmon,  Jr., 
and  Dr.  Phil  L.  Salkeld,  Quanah. 

Henderson. — President,  Dr.  Norris  E.  Holt,  Athens;  vice- 
president,  Dr.  N.  D.  Geddie,  Athens;  secretary-treasurer. 
Dr.  Melvin  R.  Wilcox,  Athens;  delegate.  Dr.  Norris  E. 
Holt;  alternate.  Dr.  N.  D.  Geddie;  board  of  censors.  Dr. 
N.  D.  Geddie,  Jr.,  Dr.  Melvin  R.  Wilcox,  and  Dr.  L.  L. 
Cockerell,  Athens. 

Lampasas-Burnet-Llano. — President,  Dr.  Dan  J.  Hoerster, 
Llano;  vice-president.  Dr.  Billy  B.  Ozier,  Burnet;  secretary- 
treasurer,  Dr.  Ralph  E.  Gardner,  Bertram;  delegate.  Dr. 
Ray  L.  Shepperd,  Burnet;  alternate.  Dr.  Morris  K.  Patte- 
son,  Lampasas;  board  of  censors,  Dr.  Garland  L.  Dansby, 
Llano;  Dr.  George  L.  Gray,  Llano;  and  Dr.  George  S. 
Allen,  Burnet. 

Limestone. — President,  Dr.  W.  Burton  Barrow,  Mexia; 
vice-president.  Dr.  C.  P.  McKenzie,  Mexia;  secretary.  Dr. 
Stanley  Cox,  Groesbeck. 

Lubbock-Crosby. — President,  Dr.  Grady  M.  Wallace, 
Lubbock;  vice-president.  Dr.  Erie  Dell  Adams,  Lubbock; 
secretary.  Dr.  James  G.  Morris,  Lubbock;  treasurer.  Dr. 
Clyde  F.  Elkins,  Jr.,  Lubbock;  delegates.  Dr.  O.  W.  English 
and  Dr.  Harold  Warshaw,  Lubbock;  alternates.  Dr.  Roy  L. 
Riddel,  Jr.,  Lubbock,  and  Dr.  Archie  Lee  Hewitt,  Lubbock; 
board  of  censors.  Dr.  O.  Brandon  Hull,  Dr.  Charles  E.  Rat- 
cliff, and  Dr.  M.  D.  Mattison,  all  of  Lubbock. 

McLennan. — President,  Dr.  Neill  O.  Simpson,  Waco; 
vice-president,  Dr.  M.  W.  Colgin,  Waco;  secretary.  Dr. 
J.  A.  Coleman,  Jr.,  Waco;  delegates,  Drs.  Howard  R. 
Dudgeon,  Jr.,  and  W.  M.  Avent,  Waco;  alternates,  Drs. 
L.  D.  Collins  and  W.  N.  Roddy,  Waco;  board  of  censors, 
Drs.  Carl  Friedman,  Ralph  Coffelt,  and  J.  R.  Shipp,  Waco. 

Milam. — President,  Dr.  Philip  M.  Young,  Rockdale; 
vice-president.  Dr.  Travis  C.  Green,  Rockdale;  secretary- 
treasurer,  Dr.  S.  H.  Richardson,  Cameron;  delegate.  Dr. 
C.  G.  Swift,  Cameron;  alternate,  Dr.  S.  H.  Richardson; 
board  of  censors,  Dr.  E.  O.  Smith,  Jr.,  Cameron;  Dr.  T.  S. 
Barkley,  Rockdale;  and  Dr.  Lawrence  E.  Hamilton,  Rogers. 

Navarro. — President,  Dr.  John  W.  Griffin,  Corsicana; 
vice-president.  Dr.  Charles  H.  Brown,  Jr.,  Corsicana;  secre- 
tary-treasurer, Dr.  C.  David  Campbell,  Corsicana;  delegate. 
Dr.  Paul  H.  Mitchell,  Corsicana;  alternate,  Dr.  J.  Wilson 
David,  Corsicana. 

Nolan-Fisher-Mitchell. — President,  Dr.  Chester  U.  Callan, 
Rotan;  vice-president.  Dr.  C.  A.  Johnson,  Sweetwater; 
secretary-treasurer.  Dr.  Bennie  LeBleu,  Rotan;  delegate,  Dr. 
R.  L.  Price,  Sweetwater;  alternate.  Dr.  T.  D.  Young,  Sweet- 
water; board  of  censors,  Dr.  F.  R.  Barker,  Sweetwater; 
Dr.  L.  H.  Rudd,  Colorado  City,  and  Dr.  F.  T.  N.  Hood, 
Sweetwater. 

Palo  Pinto-Parker-Young-Jack- Archer. — President,  Dr.  H. 
E.  Griffin,  Graham;  president-elect  and  vice-president. 
Dr.  John  C.  Allensworth,  Mineral  Wells;  secretary-treasurer. 
Dr.  W.  B.  Allensworth,  Mineral  Wells;  delegate.  Dr.  Jack 
L.  Eidson,  Weatherford;  alternate.  Dr.  J.  E.  Smith,  Weather- 
ford; board  of  censors.  Dr.  James  Don  McCall,  Mineral 


Wells;  Dr.  Joanne  Kenner,  Mineral  Wells;  and  Dr.  Paul 
Conner,  Jacksboro. 

Panola. — President,  Dr.  Carl  W.  Gerardy,  Carthage; 
president-elect  and  vice-president.  Dr.  W.  C.  Smith,  Carth- 
age; secretary-treasurer.  Dr.  K.  C.  Prince,  Carthage;  dele- 
gate, Dr.  W.  C.  Smith;  alternate.  Dr.  K.  C.  Prince;  board 
of  censors.  Dr.  W.  C.  Smith,  Dr.  Carl  W.  Gerardy,  and 
Dr.  Samuel  Perlman,  Carthage. 

Polk-San  Jacinto. — President,  Dr.  L.  Du-Wayne  Mitchell, 
Shepherd;  president-elect.  Dr.  John  Corso,  Livingston; 
vice-president.  Dr.  James  H.  Dameron,  Livingston;  secre- 
tary-treasurer, Dr.  Murray  D.  Hooks,  Corrigan;  delegate. 
Dr.  James  H.  Dameron;  alternate.  Dr.  John  Corso;  board 
of  censors.  Dr.  Thomas  L.  Gardner,  Livingston;  Dr.  John 
Corso;  and  Dr.  Joseph  T.  Dabney,  Jr.,  Livingston. 

R eeves-  Ward-W  inkier  - Loving  - Culberson -Hudspeth. — 
President,  Dr.  Otto  Munk,  Monahans;  vice-president.  Dr. 
Edwin  W.  Schmidt,  Pecos;  secretary-treasurer.  Dr.  Fred  J. 
Prout,  Monahans;  delegates,  Drs.  Cecil  A.  Robinson  and 
Wayne  H.  McClure,  Kermit;  board  of  censors.  Dr.  Bruce 
H.  Hay,  Pecos;  Drs.  Wayne  H.  McClure  and  Fred  J.  Prout. 

Runnels. — President,  Dr.  Henry  H.  McCreight,  Winters; 
vice-president.  Dr.  C.  T.  Rives,  Winters;  secretary-treasurer. 
Dr.  Charles  F.  Bailey,  Ballinger;  delegate.  Dr.  Charles  F. 
Bailey;  board  of  censors,  Dr.  C.  T.  Rives,  Dr.  Charles  F. 
Bailey,  and  Dr.  J.  E.  Green,  Jr.,  Ballinger. 

i?ar^.-!-President,  Dr.  Alfred  S.  Wolfe,  Henderson;  pres- 
ident-elect, Dr.  James  M.  Hamilton,  Overton;  vice-president. 
Dr.  C.  L.  McShan,  Henderson;  secretary,  Dr.  P.  Lamar 
Jackson,  Henderson;  delegate.  Dr.  Loyd  Deason,  Henderson; 
alternate.  Dr.  Marlin  T.  Braswell,  Henderson;  board  of  cen- 
sors, Dr.  Alfred  S.  Wolfe;  Dr.  H.  A.  Suehs,  Henderson; 
and  Dr.  Harold  E.  Kennamer,  Overton. 

Smith. — President,  Dr.  Masters  H.  Moore,  Tyler;  presi- 
dent-elect, Dr.  Carter  Anderson*  Jr.,  Tyler;  vice-president. 
Dr.  J.  P.  MuJlowney,  Tyler;  secretary-treasurer.  Dr.  Frank 
D.  Green,  Tyler;  delegate.  Dr.  Madison  J.  Lee,  Jr.,  Tyler; 
alternate.  Dr.  1.  E.  Lamberth,  Tyler;  board  of  censors.  Dr. 
Sidney  Bradford,  Dr.  J.  P.  Mullowney,  and  Dr.  C.  B. 
Young,  Tyler. 

Tom  Green-Coke-Crockett-Concho-lrion- Sterling -Sutton - 
Schleicher. — President,  Dr.  Francis  M.  Spencer;  president- 
elect, Dr.  Robert  A.  Morse;  vice-president.  Dr.  Lloyd  R. 
Hershberger;  secretary-treasurer.  Dr.  Ray  G.  Boster;  dele- 
gate, Dr.  Gordon  A.  Pilmer;  alternate,  Dr.  Sam  H.  Gainer; 
board  of  censors,  Drs.  Blanche  McCaw,  Cecil  M.  French, 
and  Joe  L.  Cornelison,  all  of  San  Angelo. 

Walker-Madison-Trinity. — President,  Dr.  Raymond  B. 
Blalock,  Huntsville;  vice-president.  Dr.  Jesse  B.  Heath, 
Madisonville;  secretary-treasurer.  Dr.  Eugene  M.  Addison, 
Huntsville;  delegate.  Dr.  Eugene  M.  Addison;  alternate.  Dr. 
Sam  R.  Barnes,  Trinity;  board  of  censors.  Dr.  Harold  H. 
Thornton,  Trinity;  Dr.  William  B.  Veazey,  Huntsville;  and 
Dr.  Eugene  M.  Addison. 

Wichita. — President,  Dr.  Gordon  G.  Clark,  Iowa  Park; 
president-elect.  Dr.  L.  N.  Simmons,  Wichita  Falls;  secre- 
tary-treasurer, Dr.  Frank  S.  Browne,  Wichita  Falls;  dele- 
gates, Drs.  J.  D.  Hall  and  R.  L.  Daily,  Wichita  Falls;  alter- 
nates, Drs.  E.  A.  Cox  and  Jack  E.  Maxfield,  Wichita  Falls; 
board  of  censors.  Dr.  William  L.  Rector,  Mark  E.  Huff, 
and  James  T.  Lee,  WicMta  Falls. 

Wilbarger. — President,  Dr.  Raymond  A.  Lemee,  Vernon; 
vice-president.  Dr.  Albert  C.  Rogers,  Vernon;  secretary- 
treasurer,  Dr.  Alvin  L.  Borchardt,  Vernon;  delegate.  Dr. 
Raymond  A.  Lemee;  alternate.  Dr.  Alvin  L.  Borchardt. 

Wood. — President,  Dr.  James  W.  Williams,  Mineola; 
secretary.  Dr.  Roscoe  O.  Moore,  Mineola;  delegate.  Dr. 
V.  E.  Robbins,  Quitman;  alternate.  Dr.  Ben  F.  Merritt, 
Quitman;  board  of  censors.  Dr.  V.  E.  Robbins;  Dr.  T.  B. 
Reed,  Mineola;  and  Dr.  T.  H.  Peterson,  Mineola. 
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County  Society  News  Briefs 

At  a recent  meeting  of  the  Deaf  Smith-Parmer-Castro- 
Oldham-Swisher  Counties  Medical  Society,  a committee  was 
appointed  to  investigate  the  possibilities  of  setting  up  a 
scholarship  fund  to  help  a deserving  medical  student  or 
student  nurse  from  the  area. 

Dr.  F.  J.  L.  Blasingame,  executive  vice-president  of  the 
American  Medical  Association,  Chicago,  was  guest  speaker 
when  the  Tarrant  County  Medical  Society  held  its  inaugu- 
ral banquet  at  the  Hotel  Texas  in  Fort  Worth  on  January 
6.  Dr.  J.  A.  Hallmark  was  master  of  ceremonies,  and  Dr. 
DeWitt  Neighbors  was  1958  recipient  of  the  "Gold-Headed 
Cane.”  The  group  voted  to  endorse  and  pledge  support 
to  the  candidacy  of  Dr.  May  Owen  of  Fort  Worth  as 
president-elect  of  the  Texas  Medical  Association.  Dr.  How- 
ard O.  Smith,  Marlin,  Association  President,  was  among 
the  special  guests  present. 

The  Hardeman-Cottle-P oard-Motley  Counties  Medical  So- 
ciety elected  officers  at  a January  dinner  meeting  held  in 
Quanah.  A resolution  was  passed  to  send  a copy  of  the 
minutes  to  all  newspapers  in  the  area,  and  a letter  of 
condolence  in  regard  to  the  death  of  Dr.  A.  C.  Traweek, 
Sr.,  from  the  Texas  Medical  Association  was  read  aloud. 

The  Bexar  County  Medical  Society  had  as  guest  speaker 
for  its  Febmary  meeting  Maj.  Gen.  Oliver  K.  Neiss,  sur- 
geon general  of  the  United  States  Air  Force,  Washington, 
D.  C.,  who  discussed  "The  First  Ten  Years  in  Space  Medi- 
cine.” About  200  persons  attended  the  session,  which  in- 
cluded the  premier  showing  of  a new  sound,  color  film 
illustrating  the  space  research  program. 

Guest  speaker  for  the  group’s  March  10  meeting  was 
to  be  Chauncey  Leake,  Ph.D.,  Ohio  State  University  College 
of  Medicine,  whose  topic  was  to  be  "The  Development  of 
Medical  Ethics.”  Senior  members  of  the  society  were  to  be 
honored  at  this  meeting. 

April  14  speaker  before  the  Bexar  group  will  be  Admiral 
Ross  Mclntire,  known  as  "the  President’s  Physician.” 

When  the  Travis  County  Medical  Society  held  its  Jan- 
uary session  in  the  Texas  Medical  Association  Library, 
President  Raleigh  R.  Ross  announced  that  the  board  of 
directors  had  approved  an  expendimre  of  $100  for  support 
of  sending  local  students  to  the  National  Science  Fair. 

The  Hill  County  Medical  Society  heard  Dr.  James  H. 
Hejtmancik  of  Waco  discuss  "Urologic  Problems  in  the 
Office,”  when  it  held  its  February  meeting  at  the  Del-Mar 
Hotel  in  Hillsboro. 

The  Harris  County  Medical  Society  met  at  the  Jesse 
Jones  library  building  in  February  to  hear  Smith  Pettigrew 
of  Dallas,  medical  coordinator  for  the  Texas  Employers 
Insurance  Association,  discuss  "Workman’s  Compensation 
Law  and  How  It  Affects  Your  Practice.”  Afterwards,  pro- 
posed resolutions  to  be  presented  at  the  Texas  Medical 
Association’s  annual  session  were  discussed. 

The  Potter-Randall  Counties  Medical  Society  met  Jan- 
uary 12  in  Amarillo,  with  Dr.  Joe  R.  Latson,  consultant 
in  pediatric-cardiology  at  Texas  Children’s  Hospital  and 
Baylor  University  College  of  Medicine,  Houston,  as  guest 
speaker.  He  spoke  on  congenital  heart  diseases,  using  col- 
ored slides  and  charts.  Dr.  Ernestine  Smith,  president,  out- 
lined her  program  for  the  year. 

Dr.  C.  S.  Hatchett,  Amarillo,  read  a resolution  prepared 
by  the  Child  Welfare  Council  and  the  Citizens  Health 
Council,  recommending  a sum  not  to  exceed  $10,000  from 
funds  budgeted  by  the  Amarillo  United  Fund  Board  for 
Children’s  Health  Care  be  allocated  to  the  Bi-County  Health 
Unit  to  employ  a medical  case  worker  and  clerical  staff 
to  administer  the  program  of  health  care  for  needy  school 
children.  The  resolution  was  adopted  and  will  be  presented 


to  the  Board  of  Health.  A motion  also  was  adopted  to 
establish  a committee  to  work  with  the  bi-county  health 
director  and  dental  group  in  setting  up  policies  and 
methodology  of  carrying  out  the  program. 

Dr.  1.  S.  Ravdin  of  Philadelphia,  chairman  of  the  board 
of  regents  of  the  American  College  of  Surgeons  and  pres- 
ident of  the  American  Surgical  Association,  was  chief 
speaker  February  14  at  a Bell  County  dinner  announcing 
start  of  a Scott  and  White  Clinic  and  Hospital  building 
campaign  for  a new  physical  plant.  Dr.  Howard  O.  Smith, 
Marlin,  President  of  the  Texas  Medical  Association,  and 
Railroad  Commissioner  Olin  Culberson,  Austin,  were  also 
guest  speakers. 


District  Societies 


Four  Speakers  to  Participate 
In  Panhandle  District  Meeting 

Cardio-respiratory  and  general  medicine  will  be  the 
theme  of  the  Panhandle  District  Medical  Society  in  Plain- 
view,  April  4.  The  program  has  been  planned  with  the 
general  practitioner  in  mind. 

Four  guest  speakers  to  be  feamred  are  Dr.  Gilbert 
Blount,  professor  of  cardiology  and  head  of  the  Cardio- 
Pulmonary  Laboratory,  University  of  Colorado,  Denver; 
Dr.  Dwight  Harken,  professor  of  surgery  and  chairman  of 
cardio-thoracic  surgery,  Peter  Bent  Brigham  Hospital,  Har- 
vard Medical  School,  Boston;  Dr.  Kenneth  Keowen,  pro- 
fessor and  chairnian  of  the  Department  of  Anesthesia, 
University  of  Missouri  Medical  School,  Columbia;  and  Dr. 
Alfred  Harris,  clinical  professor  of  medicine.  Southwestern 
Medical  School,  Dallas. 

Among  the  activities  of  the  meeting  will  be  a get- 
acquainted  hour  Friday  evening  for  which  Hale-Floyd- 
Briscoe  Counties  Society  will  be  host,  and  a cocktail  party 
and  buffet  dinner  on  Saturday  evening,  at  which  a hi-fi 
set  will  be  given  away.  Plans  are  being  made  for  the  ladies. 

New  medical  films  showing  the  requirements  for  an 
adequate  internal  pelvic  examination  of  women,  method  of 
obtaining  vaginal  smears  as  a routine  in  the  examination, 
and  other  important  studies  in  cancer  detection  will  be 
shown  during  the  meeting. 


Marlin  Is  Host  to  Twelfth  District 

The  Twelfth  District  Medical  Society  and  AuxUiaty  of 
the  Texas  Medical  Association  held  a semiannual  meeting 
in  Marlin  January  16,  during  which  Dr.  Paul  M.  Mitchell 
of  Corsicana  was  installed  as  president  of  the  society. 

Other  officers  installed  included  Dr.  Bernard  Rosen, 
Corsicana,  president-elect;  Dr.  Mitchell  Brown,  Marlin, 
secretary-treasurer;  Dr.  Tom  Oliver,  Waco,  renominated 
district  councilor. 

A symposium  on  trauma  was  presented  by  members  of 
the  faculty  of  Baylor  University  College  of  Medicine, 
Houston.  They  included  Drs.  James  D.  McMurrey,  F. 
Keith  Bradford,  George  C.  Morris,  Joseph  Barnhart,  S. 
Baron  Flardy,  Russell  Scott,  Jr.,  and  Carl  Almond. 

Mrs.  John  D.  Gleckler,  Denison,  President  of  the 
Woman’s  Auxiliary,  was  guest  speaker  at  the  district  aux- 
iliary business  session,  and  the  group  was  entertained  at 
tea  in  the  home  of  Mrs.  Howard  O.  Smith. 
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Huntsville  Prison  Meeting  Site 

The  annual  meeting  of  the  Ninth  District  Medical  So- 
ciety was  held  March  19  at  the  state  penitentiary  for  men 
in  Huntsville.  Dr.  Franklin  W.  Yeager,  Qjrpus  Christi, 
president-elect  of  the  Texas  Medical  Association,  was  a 
speaker. 

The  program  included  a clinic  on  common  dermatologi- 
cal conditions  conducted  by  Dr.  Myles  P.  Moursund;  "Fa- 
cial Injuries,’’  Dr.  Thomas  D.  Cronin;  "Managemenr  of 
Carcinoma  of  the  Prostate,”  Dr.  M.  K.  O’Heeron;  "Methods 
and  Procedures  of  Diagnosing  Problem  Children,”  Dr. 
Lovell  B.  Crain;  and  a panel  discussion  of  "The  Painful 
Shoulder”  by  Drs.  Thomas  F.  Hudgins,  Jr.,  Richard  H. 
Eppright,  and  Joseph  W.  Robertson.  All  the  latter  group 
are  from  Houston. 


Woman’s  Auxiliary 

WOMAN'S  AUXILIARY  TO  THE 
TEXAS  MEDICAL  ASSOCIATION 

Forty-First  Annual  Convention 

April  18-21,  1959 — San  Antonio 

PROGRAM 

« 

Convention  Chairmen 
(All  of  San  Antonio) 

Chairman. — Mrs.  Thomas  H.  Diseker. 

Co-Chairman — Mrs.  John  C.  Parsons. 

General  Chairmen: 

Business  Meetings. — Mrs.  James  M.  Siever. 

Courtesy. — Mrs.  J.  R.  Nicholson. 

Decorations. — Mrs.  J.  B.  Copeland. 

Favors  and  Door  Prizes?— M.ts.  Edward  P.  Waller. 
Finance. — Mrs.  Everett  Duncan. 

Hospitality  Room. — Mrs.  Richard  E.  Nitschke. 
Information. — Mrs.  Asher  R.  McComb. 

Pages. — Mrs.  James  M.  Siever. 

Publicity. — Mrs.  Brad  Oxford. 

Registration. — Mrs.  Max  Johnson. 

Tickets.' — Mrs.  F.  G.  Lahourcade. 

Special  Events  Chairmen: 

Council  Women’s  Breakfast. — Mrs.  A.  O.  Severance. 
Executive  Board  Luncheon. — ^Mrs.  Frank  M.  Posey,  Jr. 
Installation  and  Style  Show  Luncheon. — Mrs.  J.  Lewis 
Pipkin. 

Luncheon  Honoring  County  Presidents. — Mrs.  Charles 
Tennison. 

Memorial  Services. — Mrs.  L.  Bonham  Jones. 

Past  Presidents’  Dinner. — Mrs.  E.  W.  Coyle. 
Post-Convention  Executive  Board  Meeting. — Mrs.  John  B. 
Case. 

Tickets  to  all  functions  may  be  obtained  upon  registration. 


Saturday,  April  18 

12:00  noon-4 :00  p.  m.  Registration,  Tickets,  and  Informa- 
tion, Lobby,  St.  Anthony  Hotel. 

12:00  nc>on-4:00  p.  m.  Hospitality  Room  open.  Highland 
Room,  St.  Anthony  Hotel. 


Sunday,  April  19 

7:30  a.  m. — Breakfast  for  Council  Women  and  Coun- 
cilors, Cascade  Room,  St.  Anthony  Hotel.  Mrs.  Wil- 
liam D.  Nicholson,  Freeport,  First  Vice-President, 
presiding. 

9:00  a.  m.-4:00  p.  m.  Registration,  Tickets,  and  Infor- 
mation, Lobby,  St.  Anthony  Hotel. 

9:00  a.  m.-4:00  p.  m.  Hospitality  Room  open.  Highland 
Room,  St.  Anthony  Hotel. 

12:30  p.  m.  Luncheon  and  Meeting  for  State  Executive 
Board,  Peraux  Room,  St.  Anthony  Hotel.  Mrs. 
John  D.  Gleckler,  Denison,  President,  presiding. 
Invocation. — Mrs.  Richard  C.  Bellamy,  Liberty. 
Address  of  Welcome. — Mrs.  John  C.  Parsons,  San 
Antonio,  Co-Chairman  of  the  Convention. 
Response. — Mrs.  R.  E.  Leslie,  El  Campo. 
Presentation  of  Past  Presidents. — Mrs.  S.  F.  Har- 
rington, Dallas. 

Recommendations  from  Officers,  Committee  Chair- 
men, and  Council  Women. 

5:00  p.  m.  Memorial  Services  of  Texas  Medical  Associa- 
tion and  Woman’s  Auxiliary,  The  Alamo.  Dr.  John 
H.  Bohmfalk,  Chairman,  Committee  on  Memorial 
Services,  presiding. 

Organ  Prelude. — ^Mrs.  Norman  Jacob,  San  Antonio. 
Invocation. — The  Rev.  Donald  E.  Redmond,  District 
Superintendent,  San  Antonio  District,  Methodist 
Church. 

Special  Music. — Chorus  of  Our  Lady  of  the  Lake 
College,  directed  by  Gerald  Ingraham.  Accompa- 
nist, Sister  M.  Elaine. 

Adoramus  Te,  Christe Q.  Gasperini 

How  Lovely  Is  Thy  Dwelling  Place.  Brahms 


A special  treat  for  ladies  attending  the  Woman's 
Auxiliary  convention  will  be  a tea  at  The  Argyle,  his- 
toric San  Antonio  hotel  which  is  now  a private  club. 
Built  before  the  Civil  War,  it  is  furnished  with  authentic 
period  pieces.  General  Robert  E.  Lee  was  entertained 
lavishly  at  The  Argyle  and  General  John  J.  Pershing 
dined  there  frequently. 


240 


TEXAS  State  Journal  of  Medicine,  MARCH,  1959 


Introduction  of  Speaker. — Dr.  P.  I.  Nixon,  San  An- 
tonio. 

Memorial  Address  for  Deceased  Physicians. — ^Dr. 

Valin  R.  Woodward,  Austin. 

Memorial  Address  for  Deceased  Members  of  the 
Woman’s  Auxiliary. — Mrs.  Carlos  Hamilton, 
Houston. 

Benediction. — Dr.  Redmond. 

Organ  Postlude. — Mrs.  Jacob. 

(Conn  Organ  furnished  by  Griffin  Piano  Co.,  San  Antonio) 

7:00  p.  m.  Past  Presidents’  Dinner,  The  Argyle. 


Monday,  April  20 


8:00  a.  m.-4:00  p.  m.  Registration,  Tickets,  and  Infor- 
mation, Lobby,  St.  Anthony  Hotel. 

8:00  a.  m.-4:00  p.  m.  Hospitality  Room  open.  Highland 
Room,  St.  Anthony  Hotel. 


8:00  a.  m.  First  Business  Session  of  Woman’s  Auxiliary 
to  the  Texas  Medical  Association,  Cascade  Room, 
St.  Anthony  Hotel.  Mrs.  John  D.  Gleckler,  Denison, 
President,  presiding. 

Invocation. — ^Mrs.  P.  R.  Denman,  Houston. 
Welcome. — Mrs.  Thomas  H.  Diseker,  San  Antonio, 
Chairman  of  the  Convention. 

Response. — Mrs.  'William  D.  Nicholson,  Freeport. 
Reports  of  County  Presidents. 


12:00 

\ 


noon.  Luncheon  Honoring  County  Presidents,  Ana- 
cacho  Room,  St.  Anthony  Hotel. 

Invocation. — Mrs.  G.  G.  Passmore,  San  Antonio. 
Introduction  of  President  of  the  Woman’s  Auxiliary 
to  the  American  Medical  Association. — Mrs. 
Frank  N.  Haggard,  San  Antonio. 

Greetings  from  the  Woman’s  Auxiliary  to  the 
American  Medical  Association. — Mrs.  E.  Arthur 
Underwood,  Vancouver,  Wash.,  President. 


1:30  p.  m.  Second  Business  Session  of  the  Woman’s  Aux- 
iliary to  the  Texas  Medical  Association,  Anacacho 
Room,  St.  Anthony  Hotel.  Mrs.  John  D.  Gleckler, 
Denison,  President,  presiding. 

Original  Skit. — Members  of  Woman’s  Auxiliary  to 
the  Nueces  County  Medical  Society. 

Presentation  of  County  Auxiliary  Awards. — ^Mrs.  T. 
J.  Archer,  Jr.,  Austin,  Chairman  of  the  Historical 
Committee. 


3:30  p.  m.  Tea  to  Meet  Dr.  and  Mrs.  Howard  O.  Smith 
and  Dr.  and  Mrs.  John  D.  Gleckler,  The  Argyle. 
(Special  bus  transportation  will  be  provided  from 
the  St.  Anthony  Hotel  to  The  Argyle.) 


Tuesday,  April  21 

8:00  a.  m.-4:00  p.  m.  Registration,  Tickets,  and  Infor- 
mation, Lobby,  St.  Anthony  Hotel. 

8:00  a.  m.-4:00  p.  m.  Hospitality  Room  open.  Highland 
Room,  St.  Anthony  Hotel. 

8:00  a.  m.  Third  Business  Session  of  the  Woman’s  Aux- 
iliary to  the  Texas  Medical  Association,  Cascade 
Room,  St.  Anthony  Hotel.  Mrs.  John  D.  Gleckler, 
Denison,  President,  presiding. 


Invocation. — Mrs.  G.  V.  Brindley,  Temple. 
Introduction  of  President  of  the  Woman’s  Auxiliary 
to  the  Southern  Medical  Association. — Mrs.  O. 
W.  Robinson,  Paris. 

Greetings  from  the  Woman’s  Auxiliary  to  the 
Southern  Medical  Association. — Mrs.  George  W. 
Owen,  Jackson,  Miss.,  President. 

Reports  of  Council  Women,  Committee  Chairmen, 
and  Officers. 

Recommendations  from  Executive  Board. 

Election  of  Officers. 

Other  Business. 

12:00  noon.  Luncheon  and  Style  Show  by  Frost’s,  Ana- 
cacho Room,  St.  Anthony  Hotel. 

Invocation. — Mrs.  Sam  Thompson,  Kerrville. 
Courtesy  Resolutions. — Mrs.  V.  M.  Longmire,  Tem- 
ple, Chairman. 

Installation  of  Officers. — Mrs.  George  Turner,  El 
Paso. 

Presentation  of  Gavel  and  President’s  Pin. — Mrs. 

John  D.  Gleckler,  Denison. 

Acceptance  of  Gavel  and  President’s  Pin. — Mrs. 

Haskell  D.  Hatfield,  El  Paso. 

Presentation  of  Past  President’s  Pin. — Mrs.  Joseph 
H.  McCracken,  Jr.,  Dallas. 

Adjournment  of  1958-1959  Session. 

3:00  p.  m.  Post-Convention  Executive  Board  Meeting, 
Cascade  Room,  St.  Anthony  Hotel.  Mrs.  Haskell  D. 
Hatfield,  El  Paso,  President,  presiding. 

Invocation. — Mrs.  Truman  C.  Terrell,  Fort  Worth. 
Introduction  of  Guests  and  Officers. 

Introduction  of  President-Elect. — Mrs.  H.  S.  Ren- 
shaw.  Fort  Worth. 

Greetings. — Dr.  Franklin  W.  Yeager,  Corpas  Chris- 
ti,  President-Elect,  Texas  Medical  Association. 
Program  for  1959-1960. — ^Mrs.  Newton  F.  Walker, 
El  Paso,  and  Mrs.  Travis  Smith,  Abilene. 
Business. 

Adjournment. 

8:30  p.  m.  President’s  Party  with  Texas  Medical  Associa- 
tion, Hilton  Grand  Ballroom,  Hilton  Hotel.  Honor- 
ing Dr.  Howard  O.  Smith,  Marlin,  President.  A 
seated  dinner  will  be  held.  Larry  Herman’s  Orches- 
tra will  furnish  music  for  dancing  with  Eduardo 
Martinez  Mexican  Revue  providing  the  floor  show. 
Tickets  will  be  $7.25  each.  Dress  will  be  optional. 


OFFICERS  AND  COMMITTEES 

Officers 

Honorary  Life  Presidents. — Mrs.  S.  A.  Collom,  Texarkana; 
Mrs.  Frank  N.  Haggard,  San  Antonio;  Mrs.  M.  L.  Graves, 
Houston;  Mrs.  Sam  E.  Thompson,  Kerrville;  Mrs. 
George  Turner,  El  Paso. 

Honorary  Life  Member. — Mrs.  H.  Leslie  Moore,  Dallas. 

Past  Presidents. — Mrs.  E.  H.  Cary,  Dallas;  *Mrs.  S.  C.  Red, 
Houston;  Mrs.  M.  L.  Graves,  Houston;  *Mrs.  W.  A. 
Wood,  Waco;  *Mrs.  J.  O.  McReynolds,  Dallas;  Mrs. 
S.  A.  Collom,  Texarkana;  Mrs.  E.  V.  DePew,  San  An- 
tonio; *Mrs.  H.  B.  Trigg,  Fort  Worth;  Mrs.  Joe  Gilbert, 
Austin;  Mrs.  H.  C.  Haden,  Houston;  Mrs.  O.  M.  March- 
man,  Dallas;  Mrs.  H.  R.  Dudgeon,  Waco;  Mrs.  G.  V. 


* Deceased. 
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Brindley,  Temple;  Mrs.  Frank  N.  Haggard,  San  Antonio; 
*Mrs.  Preston  Hunt,  Texarkana;  *Mrs.  S.  D.  Whitten, 
Greenville;  *Mrs.  John  T.  Moore,  Houston;  *Mrs.  R.  B. 
Homan,  El  Paso;  Mrs.  W.  R.  Thompson,  Fort  Worth; 
Mrs.  F.  F.  Kirby,  Waco;  *Mrs.  S.  H.  Watson,  Waxa- 
hachie;  Mrs.  Scott  C.  Applewhite,  San  Antonio;  Mrs. 
William  Hibbitts,  Texarkana;  Mrs.  S.  F.  Harrington, 
Dallas;  Mrs.  P.  R.  Denman,  Houston;  Mrs.  A.  B.  Pum- 
phrey.  Fort  Worth;  Mrs.  Sam  E.  Thompson,  Kerrville; 
*Mrs.  Charles  B.  Alexander,  San  Antonio;  Mrs.  George 
Turner,  El  Paso;  Mrs.  Edward  C.  Ferguson,  Beaumont; 
Mrs.  Samuel  M.  Hill,  Dallas;  Mrs.  Joseph  B.  Foster, 
Houston;  Mrs.  William  M.  Gambrell,  Austin;  Mrs.  Oscar 
W.  Robinson,  Paris;  Mrs.  Robert  F.  Thompson,  El  Paso; 
Mrs.  E.  W.  Coyle,  San  Antonio;  Mrs.  Mark  H.  Latimer, 
Houston;  Mrs.  Joseph  H.  McCracken,  Jr.,  Dallas;  Mrs. 
Richard  C.  Bellamy,  Liberty;  Mrs.  Horace  S.  Renshaw, 
Fort  Worth. 

President. — Mrs.  John  D.  Gleckler,  Denison. 

President-Elect. — Mrs.  Haskell  D.  Hatfield,  El  Paso. 

First  Vice-President. — Mrs.  William  D.  Nicholson,  Free- 
port. 

Second  Vice-President. — ^Mrs.  G.  G.  Passmore,  San  Antonio. 
Third  Vice-President. — ^Mrs.  Ralph  B.  Payne,  Amarillo. 
Fourth  Vice-President. — Mrs.  G.  V.  Brindley,  Jr.,  Temple. 
Fifth  Vice-President. — Mrs.  George  M.  Hilliard,  Jackson- 
ville. 

Treasurer. — Mrs.  Andrew  J.  Magliolo,  Dickinson. 
Recording  Secretary. — Mrs.  Thomas  J.  Vanzant,  Houston. 
Corresponding  Secretary. — Mrs.  Rene  G.  Gerard,  Denison. 
Publicity  Secretary. — Mrs.  James  M.  Coleman,  Austin. 
Parliamentarian. — Mrs.  Truman  C.  Terrell,  Fort  Worth. 
Executive  Secretary. — Miss  Hazel  Casler,  Austin. 

Council  Women 

District  1. — Mrs.  Alan  Sherrod,  Iraan. 

District  2. — Mrs.  Milton  J.  Loring,  Midland. 

District  3. — Mrs.  Merrill  Winsett,  Amarillo. 

District  4. — Mrs.  Lacey  Smith,  San  Angelo. 

District  5. — Mrs.  A.  O.  Severance,  San  Antonio. 

District  6. — Mrs.  Marion  Lawler,  Mercedes. 

District  7. — Mrs.  Garland  Dansby,  Llano. 

District  8. — Mrs.  R.  E.  Leslie,  El  Campo. 

District  9. — Mrs.  William  E.  Sharp,  Baytown. 

District  10. — Mrs.  William  Mitchell,  Lufkin. 

District  11. — ^Mrs.  Griff  Bilbro,  Jacksonville. 

District  12. — Mrs.  Bernard  Rosen,  Corsicana. 

District  13. — Mrs.  Jack  S.  Haynes,  Abilene. 

District  14. — Mrs.  Walter  McCall,  Ennis. 

District  13. — Mrs.  James  F.  Lee,  Daingerfield. 

Standing  Committees 

Advisory. — Mrs.  Joseph  H.  McCracken,  Jr.,  Dallas,  Chair- 
man; Members — Past  Presidents. 

Civil  Defense. — Mrs.  G.  Bedford  Brown,  Angleton,  Chair- 
man; Mrs.  Russell  L.  Deter,  El  Paso;  Mrs.  John  Cald- 
well, Freeport;  Mrs.  Malcolm  A.  Jones,  Baytown. 

Courtesy  Resolutions. — ^Mrs.  V.  M.  Longmire,  Temple, 
Chairman. 

Finance. — ^Mrs.  Oscar  M.  Marchman,  Jr.,  Dallas,  Chairman; 
Mrs.  H.  S.  Renshaw,  Fort  Worth;  Mrs.  Andrew  J. 
Magliolo,  Dickinson;  Mrs.  William  C.  Barksdale,  Borger; 
Mrs.  James  C.  Terrell,  Stephenville. 

Historical. — Mrs.  T.  J.  Archer,  Jr.,  Austin,  Chairman;  Mrs. 
R.  O.  Swearingen,  Austin;  Mrs.  E.  K.  Jones,  Amarillo. 

Legislation. — Mrs.  G.  G.  Zedler,  Austin,  Chairman. 

Memorial  Services. — Mrs.  Carlos  Hamilton,  Houston,  Chair- 
man; Mrs.  L.  Bonham  Jones,  San  Antonio. 


Mental  Health. — Mrs.  Richard  L.  Hudson,  Corpus  Christi, 
Chairman;  Mrs.  O.  N.  Mayo,  Brownwood;  Mrs.  Sterling 
M.  Hardt,  Bastrop;  Mrs.  Lyman  C.  Blair,  Houston;  Mrs. 
Ben  Griffin,  Frost. 

Nominating. — ^Mrs.  H.  S.  Renshaw,  Fort  Worth,  Chairman; 
Mrs.  John  H.  Wootters,  Houston;  Mrs.  R.  T.  Travis, 
Jacksonville;  Mrs.  Milton  J.  Loring,  Midland;  Mrs.  Rene 
G.  Gerard,  Denison;  Mrs.  Everett  C.  Fox,  Dallas;  Mrs. 
Hamilton  Ford,  LaMarque. 

Organization  and  Membership. — ^Mrs.  William  D.  Nichol- 
son, Freeport,  Chairman;  Vice-Presidents  and  Council 
Women. 

Philanthropic  Funds: 

American  Medical  Education  Foundation. — Mrs.  C.  L. 
Gary,  Jr.,  Corsicana,  Chairman;  Mrs.  Emmett  Essin, 
Sherman,  Co-Chairman;  Mrs.  Newton  F.  Walker,  El 
Paso;  Mrs.  John  B.  Case,  San  Antonio;  Mrs.  R.  T. 
Travis,  Jacksonville;  Mrs.  George  Tipton,  Austin 
(Christmas  Card);  Mrs.  D.  J.  Sibley,  Jr.,  Fort  Stock- 
ton. 

Library  Fund. — ^Mrs.  Sidney  W.  Bohls,  Austin,  Chairman; 
Mrs.  Sam  E.  Thompson,  Kerrville,  Co-Chairman. 

Memorial  Fund. — ^Mrs.  Ramsay  H.  Moore,  Dallas,  Chair- 
man; Mrs.  O.  M.  Marchman,  Dallas,  Co-Chairman; 
Mrs.  G.  V.  Brindley,  Temple;  Mrs.  Paul  H.  Mitchell, 
Corsicana. 

Student  Loan  Fund. — ^Mrs.  Robert  K.  Blair,  Houston, 
Chairman;  Mrs.  M.  L.  Graves,  Houston,  Chairman 
Emerims;  Mrs.  John  H.  Wootters,  Houston,  Co- 
Chairman;  Mrs.  Edgar  Jones,  Galveston;  Mrs.  Robert 
Sparkman,  Dallas. 

Program. — Mrs.  F.  Paul  Burow,  Killeen,  Chairman;  Mrs. 
Warren  Shoecraft,  Dallas,  Co-Chairman. 

Publications: 

Bulletin. — Mrs.  R.  C.  L.  Robertson,  Houston,  Chairman. 
News  Letter. — Mrs.  Hal  V.  Norgaard,  Denton,  Editor; 

Mrs.  Scott  Haggard,  Denton,  Co-Editor. 

Today’s  Health. — ^Mrs.  B.  C.  Wallace,  Jr.,  Waxahachie, 
Chairman;  Mrs.  Philip  S.  Gold,  Brownwood;  Mrs. 
Jacob  F.  Schultz,  Houston;  Mrs.  David  Campbell, 
Corsicana;  Mrs.  J.  M.  Key,  Pampa. 

Public  Relations. — Mrs.  Travis  Smith,  Abilene,  Chairman; 
Mrs.  William  C.  Barksdale,  Borger,  Co-Chairman. 

Recruitment. — ^Mrs.  Paul  Klinger,  San  Antonio,  Chairman; 
Mrs.  Hamilton  Ford,  La  Marque,  Co-Chairman;  Mrs.  Z.  W. 
Kosicki,  El  Paso;  Mrs.  Milner  S.  Thorne,  Austin;  Mrs. 
John  M.  Travis,  Jr.,  Beaumont;  Mrs.  Jessie  E.  Thomp- 
son, Dallas. 

Reference. — ^Mrs.  Edward  W.  Coyle,  San  Antonio,  Chair- 
man; Mrs.  George  Turner,  El  Paso;  Mrs.  H.  Leslie 
Moore,  Dallas. 

J- 

Research  and  Romance  of  Medicine. — Mrs.  O.  W.  Robin- 
son, Paris,  Chairman;  Mrs.  S.  M.  Hill,  Dallas,  Co-Chair- 
man; Mrs.  Harold  Lindley,  Pecos;  Mrs.  Allan  C.  Shields, 
Victoria;  Mrs.  Guy  E.  Knolle,  Houston;  Mrs.  Drue  O.  D. 
Ware,  Fort  Worth. 

Revisions. — Mrs.  Frank  Steed,  San  Antonio,  Chairman;  Mrs. 
R.  T.  Travis,  Jacksonville,  Co-Chairman;  Mrs.  W.  Frank 
Armstrong,  Fort  Worth. 

School  of  Instruction. — Mrs.  Harold  Lindley,  Pecos,  Chair- 
man. 


242 


TEXAS  State  Journal  of  Medicine,  MARCH,  1959 


Special  Appointments; 

Doctors’  Day. — ^Mrs.  T.  H.  Thomason,  Fort  Wonh, 
Chairman;  Mrs.  Hub  E.  Isaacks,  Fort  Worth,  Co- 
Chairman;  Mrs.  E.  A.  Rogers,  Snyder;  Mrs.  Harvey 
Renger,  Hallettsville;  Mrs.  Roger  Harmon,  Marshall. 

Safety. — Mrs.  Howard  Dudgeon,  Jr.,  Waco,  Chairman. 

Science  Fair. — Mrs.  Charles  H.  Cornwell,  Marlin,  Chair- 
man; Mrs.  J.  N.  White,  San  Angelo;  Mrs.  W.  G. 
Robertson,  Jr.,  Luling;  Mrs.  L.  C.  Heare,  Port  Arthur; 
Mrs.  C.  Keith  Barnes,  Fort  Worth. 

County  Presidents 

District  1: 

El  Paso. — Mrs.  Gerald  H.  Jordan,  El  Paso. 

Pecos- Jeff  Davis-Presidio-Brewster. — Mrs.  John  W.  Pate, 
Alpine. 

Reeves-W ard-Winkler-Loving-Culberson-Hudspeth. — Mrs. 
F.  H.  Applegate,  Monahans. 

District  2: 

Andrews-Ector-Midland. — Mrs.  A.  M.  Horne,  Midland. 

Borden-Scurry-Kent-Dickens-Garza-King-Stonewall. — Mrs. 
Wilton  N.  Jones,  Snyder. 

Dawson-Lynn-Terry-Gaines-Y oakum. — Mrs.  Keller  Green- 
field, Denver  City. 

Howard-Martin-Glasscock. — Mrs.  J.  M.  Woodall,  Big 
Spring. 

Nolan-Fisher-Mitchell. — Mrs.  Sam  Loeb,  Sweetwater. 

District  3: 

Armstrong-Donley-Childress-Collings-worth-Hall. — Mrs.  J. 
J.  Westenberg,  Childress. 

Dallam-Hartley-Sherman-Moore. — Mrs.  Emil  P.  Reed, 
Dumas. 

Deaf  Smith-Parmer-Castro-Oldham-Swisher. — Mrs.  Lewis 
B.  Barnett,  Hereford. 

Gray-  Wheeler-  Hansford-Hemphill-Lipscomb -Roberts - 
Ochiltree -Hutchinson-Carson. — Mrs.  Joe  Donaldson, 
Pampa. 

Hale-Ployd-Briscoe. — Mrs.  Robert  H.  Mitchell,  Plainview. 

Hardeman-Cottle-Foard-Motley. — Mrs.  C.  C.  Pate,  Pa- 
ducah. 

Lamb-Bailey-Hockley-Cochran. — 

Lubbock-Crosby. — Mrs.  William  S.  Croom,  Lubbock. 

Potter-Randall. — Mrs.  Harvey  K.  Jackson,  Amarillo. 

District  4: 

Brown-Comanche-Mills-San  Saba. — Mrs.  Fred  D.  Spencer, 
Brownwood. 

Coleman. — 

Crane-Upton-Reagan. — 

Kimble-Mason-Menard. — 

Runnels. — 

Tom  Green-Coke-  Crockett  - Concho-lrion-Sterling-Sutton- 
Schleicher. — Mrs.  Francis  Spencer,  San  Angelo. 

District  3: 

Atascosa. — Mrs.  Milton  F.  Parker,  Jourdanton. 

Bexar. — Mrs.  Thomas  H.  Diseker,  San  Antonio. 

Comal. — 

Gonzales. — ^Mrs.  Odon  von  Werssowetz,  Gonzales. 

Guadalupe. — Mrs.  George  Bachman,  Seguin. 

Karnes-  W ilson. — 

Kerr-Kendall-Gillespie-Bandera. — ^Mrs.  L.  L.  Keyser, 
Fredericksburg. 

LaSalle-Frio-Dimmit. — ^Mrs.  Clyde  P.  Myers,  Cotulla. 

Medina-Uvalde-Maverick-Val  Verde-Edwards-Real-Kinney- 
Terrell-Zavala. — Mrs.  T.  B.  Samsel,  Crystal  City. 


District  6: 

Bee-Live  Oak-McMullen. — 

Brooks -Duval- Jim  Wells. — Mrs.  R.  N.  Riddle,  Alice. 
Camerors-W illacy . — ^Mrs.  Bernard  Pearson,  Harlingen. 
Hidalgo-Starr. — Mrs.  Stanley  Bohmfalk,  Weslaco. 
Kleberg-Kenedy. — Mrs.  F.  B.  Higgins,  Kingsville. 

Nueces. — Mrs.  Dan  Clark,  Corpus  Christi. 

San  Patricio-Aransas-Refugio. — Mrs.  Dan  Baen,  Mathis. 
W ebb-Zapata-J im  Hogg. — 

District  7: 

Bastrop-Lee. — ^Mrs.  Sherwood  Mantzel,  Giddings. 
Caldwell. — Mrs.  James  H.  Playfair,  Luling. 

Hays-Blanco. — Mrs.  David  L.  White,  San  Marcos. 
Lampasas-Burnet-Llano. — Mrs.  Don  Carroll,  Lampasas. 
Travis. — Mrs.  Robert  B.  Morrison,  Austin. 

W illiamson. — 

District  8: 

Brazoria. — Mrs.  James  A.  Stewart,  Lake  Jackson. 
Colorado-Fayette. — Mrs.  Leland  F.  Zatopek,  La  Grange. 
DeW itt -Lavaca. — Mrs.  Harold  R.  High,  Cuero. 
Galveston. — Mrs.  J.  L.  Jinkins,  Galveston. 
Victoria-Calhoun-Goliad. — Mrs.  Thomas  L.  Sterne,  Vic- 
toria. 

W harton-J ackson-Matagorda-F ort  Bend. — Mrs.  Franz  Am- 
man, Rosenberg. 

District  9: 

Austin- Waller. — Mrs.  Robert  A.  Neely,  Bellville. 

Grimes. — -Mrs.  W.  S.  Conkling,  Navasota. 

Harris. — Mrs.  Thomas  P.  Shearer,  Houston. 

East  Harris  Chapter. — Mrs.  T.  S.  Howell,  Baytown. 
Montgomery. — Mrs.  H.  G.  Bell,  Conroe. 

Polk-San  Jacinto. — Mrs.  J.  T.  Dabney,  Livingston. 
Walker-Madison-Trinity. — Mrs.  Sam  Barnes,  Trinity. 

W ashington-Burleson. — Mrs.  W.  F.  Hasskarl,  Jr.,  Bren- 
ham. 

District  10: 

Angelina. — Mrs.  R.  Kenneth  Arnett,  Lufkin. 
Hardin-Tyler. — Mrs.  George  D.  Tennison,  Silsbee. 
Jasper-Newton. — Mrs.  A.  J.  Richardson,  Jr.,  Jasper. 
Jefferson. — Mrs.  G.  R.  Solis,  Port  Arthur.  Mrs.  Winston 
Cochran,  Beaumont. 

Liberty-Chambers. — ^Mrs.  Frank  S.  Griffin,  Jr.,  Liberty. 
Nacogdoches. — Mrs.  A.  L.  Nelson,  Nacogdoches. 

Orange. — Mrs.  George  Eastman,  Orange. 

Shelby-San  Augustine-Sabine. — 

District  11; 

Anderson-Houston-Leon. — Mrs.  Fred  E.  Felder,  Palestine. 
Cherokee. — ^Mrs.  R.  T.  Travis,  Jacksonville. 

Freestone. — 

Henderson. — Mrs.  Norris  E.  Holt,  Athens. 

Rusk-Panola. — Mrs.  Carl  Gerardy,  Carthage. 

Smith. — Mrs.  J.  H.  Spence,  Tyler. 

Wood.— 

District  12; 

Bell. — Mrs.  D.  N.  Dysart,  Temple. 

Bosque-Hamilton. — ^Mrs.  W.  T.  Holder,  Clifton. 
Brazos-Robertson. — ^Mrs.  Turner  T.  Walton,  Bryan. 
Coryell. — 

Erath-Hood-Somervell. — Mrs.  Bruce  Terrill,  Stephenville. 
Falls. — Mrs.  Walter  Smith,  Marlin. 

Hill. — Mrs.  Dick  Cason,  Hillsboro. 

Johnson. — Mrs.  J.  F.  Peters,  Alvarado. 

Limestone. — 

McLennan. — ^Mrs.  John  L.  Kee,  Waco. 

Milam. — 

Navarro. — Mrs.  F.  C.  Pannill,  Jr.,  Corsicana. 
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District  13: 

Baylor-Knox-Haskell. — 

Clay-Montague-  W ise. — 

Eastland-Callahan-Stephens  - Shackelford  - Throckmorton. — 
Palo  Pinto-Parker-Young-]ack- Archer. — 

Tarrant. — Mrs.  I.  L.  VanZandt,  Fort  Worth. 
Taylor-Jones. — Mrs.  Jarrett  Williams,  Abilene. 

Wichita. — ^Mrs.  Harl  Mansur,  Jr.,  Wichita  Falls. 
Wilbarger. — Mrs.  Alvin  Lee  Borchardt,  Vernon. 

District  14: 

Collin. — ^Mrs.  Glenn  Mitchell,  McKinney. 

Cooke. — Mrs.  Van  Kaden,  Gainesville. 

Dallas. — Mrs.  Charles  H.  Warren,  Dallas. 

Denton. — Mrs.  Thomas  V.  Patterson,  Denton. 

Ellis. — Mrs.  Herbert  Donnell,  Waxahachie. 

Eannin. — 

Grayson. — Mrs.  Neal  Triplett,  Sherman. 
Hopkins-Franklin. — Mrs.  Otto  Walling,  Mt.  Vernon. 
Hunt-Rockwall-Rains. — Mrs.  Lowell  Leberman,  Com- 
merce. 

Kaufman. — I^rs.  L.  W.  Conradt,  Terrell. 

Lamar-Delta. — Mrs.  Carl  D.  Barker,  Paris. 

VanZandt. — Mrs.  Horace  W.  Baker,  Wills  Point. 

District  15: 

Bowie. — Mrs.  W.  D.  Thornton,  Texarkana. 
Camp-Morris-Titus. — Mrs.  Charles  J.  Wise,  Naples. 
Cass-Marion. — ^Mrs.  Jesse  M.  DeWare,  Jefferson. 

Gregg. — Mrs.  Henry  C.  McGrede,  Longview. 

Harrison. — Mrs.  George  E.  Bennett,  Marshall. 

Red  River. — ^Mrs.  Rex  L.  Edwards,  Clarksville. 

Upshur. — Mrs.  Gib  Daniels,  Gilmer. 


Dr.  Amon  Robert  Shearer  of  Mont  Belvieu,  one  of  the 
pioneer  doctors  of  Chambers  County,  died  January  16, 
1959,  in  Livingston. 

He  was  born  on  December  8,  1871,  near  Ames,  Iowa, 
son  of  the  John  Shearers.  His  schoolteacher  mother  had 
him  reading  in  the  fifth  reader  by  the  time  he  entered 
the  first  grade. 

Dr.  Shearer  was  graduated  from  the  University  of  Texas 
Medical  Branch  in  Galveston  in  1898,  then  serving  as 
preceptee  under  his  uncle.  Dr.  Thomas  Shearer,  in  WalUs- 
ville.  In  that  town,  he  met  and  married  Miss  Olive  Wallis, 
granddaughter  of  the  founder,  in  1898. 

Dr.  Shearer  was  one  of  the  founders  of  the  Postgraduate 
Medical  Assembly  of  South  Texas,  a charter  member  of 
the  Liberty-Chambers  Counties  Medical  Society  and  its 
president  in  1935,  and  a member  of  the  American  Medical 
Association.  He  also  belonged  to  the  Southern  Medical 


An  obituary  ordinarily  will  not  be  published  more  than 
four  months  after  date  of  death.  Cooperation  in  reporting 
deaths  of  physicians  and  in  furnishing  appropriate  biograph- 
ical material  promptly  is  solicited. 


DR.  A.  R.  SHEARER 


Association  and  Association  of  American  Physicians  and 
Surgeons  and  the  Texas  Medical  Association.  He  was  elect- 
ed to  honorary  membership  in  the  latter  in  1958  after 
serving  many  years  in  its  House  of  Delegates. 

Dr.  Shearer  was  for  a time  assistant  county  health  officer 
of  Chambers  County.  He  served  several  terms  in  the 
Legislamre  in  the  1920’s  and  was  a member  of  the  county 
parole  board.  He  was  postmaster  of  his  community  three 
times  and  for  years  was  a member  of  the  county  school 
board.  He  was  a thirty-second  degree  Mason,  a Shriner, 
a vice-president  of  the  Mont  Belvieu  Lions  Club,  and  a 
member  of  the  Polk  County  Chamber  of  Commerce  and  of 
the  Mont  Belvieu  Methodist  Church. 

One  of  Dr.  Shearer’s  chief  interests  was  the  study  of 
bird  and  animal  life.  He  was  a member  of  the  American 
Ornithological  Union  and  of  numerous  other  ornithological 
clubs  across  the  nation  as  well  as  of  the  American  Associa- 
tion for  the  Advancement  of  Science.  Throughout  the  50 
years  he  enjoyed  this  hobby,  he  is  said  to  have  visited  every 
foot  of  the  bayshore  areas  on  Trinity  and  Galveston  bays 
and  the  wide  expanse  of  the  marsh  and  river  bottom 
lands  adjacent  to  the  mouth  of  the  Trinity  River. 

Dr.  Shearer  retired  in  1938,  reserving  the  right  to  prac- 
tice public  health  and  immunology,  and  to  hold  consulta- 
tions. 

He  is  survived  by  his  wife  and  one  sister,  Mrs.  K.  M. 
Fitzgerald,  both  of  Mont  Belvieu. 


DR.  JOHN  F.  RADER,  JR. 

Dr.  John  Franklin  Rader,  Jr.,  Houston  general  practi- 
tioner and  co-founder  *6f  the  Parkview  Hospital  and  Clinic 
in  that  city,  died  January  27,  1959. 

Born  in  Wenona,  111.,  on  November  19,  1897,  Dr. 
Rader  was  the  son  of  John  F.  and  Annie  May  (Graham) 
Rader.  Coming  to  Texas  in  1902,  he  was  reared  in  Port 
Arthur  and  graduated  from  high  school  there  in  1917  as 
class  valedictorian.  During  World  War  I,  he  served  in 
the  Army  Medical  Corps.  He  received  his  medical  degree 
from  the  University  of  Texas  Medical  Branch  in  Galveston 
in  1925,  interning  at  Houston’s  Memorial  Hospital  the 
next  year.  He  did  postgraduate  smdy  at  Tulane  in  New 
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Orleans  in  1944,  as  well  as  with  the  University  of  Texas 
Postgraduate  School  of  Medicine  in  Houston. 

Dr.  Rader  was  a member  of  the  Harris  County  Medical 
Society,  Texas  Medical  Association,  and  American  Medical 
Association.  He  also  belonged  to  the  Downtown  Optimist 
Club  of  Houston,  the  Scottish  Rite  and  Shrine. 

The  physician’s  first  wife,  the  former  Miss  Ada  Newell, 
whom  he  had  married  in  1925,  died  in  February,  1955. 

He  is  survived  by  his  second  wife,  the  former  Jacqueline 
Rene  Bankes  of  Harrisburg,  Pa.,  whom  he  married  late  in 
1955;  two  sons,  John  F.  Rader  III  and  Robert  N.  Rader, 
D.D.S.,  both  of  Houston;  two  brothers,  Neal  D.  Rader  of 


DR.  JOHN  F.  RADER,  JR. 

Port  Arthur  and  Robert  F.  Rader  of  New  Orleans;  two 
sisters,  Mrs.  W.  P.  Crews  of  Dallas  and  Mrs.  Edith  Bujard 
of  Port  Arthur;  three  stepchildren,  John  W.  Stahl,  Sandra 
Susan  Stahl,  and  Jacqueline  Ann  Stahl,  all  of  Houston; 
and  two  grandchildren,  William  Robert  and  Mary  Leasa 
Rader,  also  of  that  city. 


DR.  ENRIQUE  MARTINEZ  CARRANZA 

Dr.  Enrique  Martinez  Carranza,  Brownsville,  died  De- 
cember 4,  1958,  of  myocardial  infarction. 

Born  in  C.  Cienegas,  Coahuila,  Mexico,  on  July  15, 
1892,  Dr.  Carranza  was  the  son  of  Manuel  and  Maria  de 
Jesus  (Carranza)  Martinez.  He  attended  schools  at  Troy, 
N.  Y.,  and  St.  Louis  College  at  San  Antonio,  and  was 
graduated  in  1917  from  Loyola  University  School  of  Medi- 
cine (now  the  Stritch  School  of  Medicine  of  Loyola  Uni- 
versity) at  Chicago.  He  interned  at  City  Hospital  in  Mon- 
terrey, Mexico,  and  later  was  medical  director  of  the  Mili- 
tary Hospital  in  that  same  city.  He  attended  the  Post- 
graduate Medical  School  at  Chicago.  Dr.  Carranza  prac- 
ticed at  Monterrey  for  15  years,  part  of  which  time  was 
spent  as  professor  of  bacteriology  and  clinical  diagnosis  at 
the  University  of  Nuevo  Leon  School  of  Medicine.  Before 
going  to  Brownsville  in  1934,  he  served  in  the  Mexican 
medical  military  services  and  practiced  at  Mexico  City  for 
1 year.  While  in  Brownsville,  he  gave  special  attention  to 
the  practice  of  pediatrics  and  served  on  the  staff  of  Mercy 
Hospital. 


DR.  ENRIQUE  MARTINEZ  CARRANZA 

A member  of  the  Texas  Medical  Association  through  the 
Cameron- Willacy  Counties  Medical  Society,  Dr.  Carranza 
also  belonged  to  the  Asociacion  Medica  Mexicana. 

Dr.  Carranza  married  the  former  Miss  Aurora  Ancira  at 
Monterrey  in  1921.  She  survives  as  do  one  daughter,  Mrs. 
Maria  Aurora  Martinez  de  Gonzalez  of  Monterrey  and  five 
grandchildren. 


DR.  WILLIAM  H.  DALY,  JR. 

Dr.  William  Harvey  Daly,  Jr.  of  Killeen  died  in  a 
Temple  hospital  January  8,  1959,  after  a brief  illness. 

Born  on  August  27,  1925,  in  Knoxville,  Tenn.,  Dr. 
Daly  was  the  son  of  William  H.  and  Beatrice  (Thomas) 
Daly.  His  preliminary  education  was  received  in  Dallas 


DR.  WILLIAM  H.  DALY,  JR. 
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and  in  Knoxville.  He  was  graduated  from  the  University 
of  Tennessee  Gsllege  of  Medicine  in  Memphis  in  1949, 
interned  at  Methodist  Hospital  in  that  city,  and  came  to 
Temple  in  1950  as  a surgical  resident  at  Scott  and  White 
Memorial  Hospital  for  3 Vi  years.  He  practiced  medicine 
at  Spartanburg,  S.  C.,  for  1 year,  and  since  July,  1955, 
had  been  an  associate  in  the  Burow-Daly  Clinic  and  Hos- 
pital in  Killeen. 

The  physician  was  a member  of  the  American  Medical 
Association,  the  Texas  Medical  Association,  and  Southern 
Medical  Association;  1958  vice-president  of  the  Bell  Coun- 
ty Medical  Society;  director  and  honorary  president  of  the 
Killeen  Lions  Club;  and  member  of  St.  Christopher’s 
Episcopal  Church  of  Killeen  where  he  had  been  a mem- 
ber of  the  Bishop's  Committee  for  the  past  2 years.  He 
was  a member  of  Phi  Chi  medical  fraternity  and  Pi  Kappa 
Phi  social  fraternity. 

Survivors  include  his  wife,  the  former  Miss  Sara  Wal- 
dron, whom  he  married  in  Knoxville  in  1945;  his  father, 
W.  H.  Daly,  Sr.  of  Knoxville;  and  a brother,  G.  Robert 
Daly  of  Appleton,  Wis. 

Burial  was  in  Knoxville,  Tenn. 


DR.  CHARLES  C.  PINSON 

Dr.  Charles  Campbell  Pinson  of  San  Antonio  died  of 
thrombophlebitis  in  a San  Antonio  hospital  on  January  1, 
1959. 

The  physician  was  born  August  7,  1899,  in  Proctor, 
Texas.  He  was  the  son  of  John  and  Laura  Pinson.  After 
attending  Proctor  public  schools.  Dr.  Pinson  became  a 
student  at  Canyon  Junior  College.  He  received  his  medical 
degree  from  the  University  of  Texas  Medical  Branch  in 
Galveston  in  1926  and  interned  at  Santa  Rosa  Hospital  in 
San  Antonio. 

Member  of  the  surgical  staff  of  Robert  B.  Green  Hos- 
pital in  San  Antonio,  Dr.  Pinson  practiced  in  the  Alamo 
City  for  some  32  years.  He  was  a member  of  the  Bexar 
County  Medical  Society,  Texas  Medical  Association,  Ameri- 
can Medical  Association,  and  Nu  Sigma  Nu  medical 
fraternity.  He  was  a fellow  of  the  American  College  of 
Surgeons.  His  church  was  St.  Andrew’s  Methodist. 


DR.  CHARLES  C,  PINSON 


Dr.  Pinson  is  survived  by  his  wife,  the  former  Miss 
Gladys  Allen,  whom  he  married  in  Austin  in  1927.  Other 
survivors  include  a daughter,  Mrs.  Frank  Bowman,  San 
Antonio;  two  sons,  Joe  Allen  Pinson,  Mexico  City,  and 
Lt.  Charles  Pinson,  Reno,  Nev.;  four  sisters,  Mrs.  Laura 
Crossland  and  Mrs.  Mary  Oberwetter  of  Harlingen;  Mrs. 
Shirley  Edwards  of  Paris;  and  Mrs.  John  Spencer  of  Raton, 
N.  Mex.;  four  brothers.  Dr.  C.  B.  Pinson  of  San  Antonio, 
H.  T.  Pinson  of  Corpus  Christi,  R.  B.  Pinson  of  Nacog- 
doches, and  W.  G.  Pinson  of  Belton;  and  three  grand- 
children. 


DR.  NORMA  B.  ELLES 

Dr.  Norma  B.  Elies  of  Kalamazoo,  Mich.,  who  was  a 
Houston  ophthalmologist  for  40  years,  died  January  12, 
1959,  in  a Houston  hospital.  She  had  been  in  the  city  for 
a 3 day  visit  with  friends. 

Dr.  Elies  was  a native  of  Evansville,  Ind.,  born  in  1884. 
She  attended  Wesleyan  Seminary  and  received  her  medical 
degree  from  the  University  of  Michigan  in  1906.  She  was 
an  intern  at  Woman’s  Hospital  in  Chicago. 

Once  a member  of  the  board  of  Albert  Schweitzer  Hos- 
pital in  Haiti,  Dr.  Elies  was  elected  an  honorary  member 
of  the  Texas  Medical  Association  in  1953.  She  was  a 
member  of  the  American  Medical  Association,  the  Houston 
Settlement  Association,  the  Houston  Academy  of  Ophthal- 
mology, the  American  Ophthalmological  Society,  a board 
member  of  the  Florence  Crittenden  Home  in  Houston  and 
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a trustee  of  the  Riple^^  Foundation.  She  belonged  to  the 
Presbyterian  Church. 

In  recognition  of  her  work  in  pathology  of  the  eye, 
she  was  awarded  a degree  of  doctor  of  science  from  the 
University  of  Michigan.  She  did  postgraduate  work  in 
Vienna  under  Dr.  Ernest  Fuchs  and  was  clinical  professor 
emeritus  of  ophthalmology  at  Baylor  University  College 
of  Medicine. 

Dr.  Elies  retired  in  1952  and  had  been  living  in  Kala- 
mazoo. She  is  survived  by  a sister,  Mrs.  Hubert  North  of 
that  city,  and  several  nieces  and  nephews. 
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Radiation  Hazard: 

Fact  or  Fantasy? 

Following  recent  reports  of  the  National  Academy  of 
Science  and  the  National  Research  Council  and  other  sci- 
entific bodies,  there  appeared  numerous  articles  in  the  lay 
press  depicting  dire  consequences  for  the  human  race  from 
the  effects  of  the  atomic  energy  program  and  in  fact  from 
all  forms  of  radiation.  Certain  feature  articles  in  lay  maga- 
zines with  wide  circulations  concentrated  on  the  possible 
disastrous  effects  of  medical  radiography  with  varying  de- 
grees of  sensationalism.  While  a few  were  informative  and 
facmal,  too  many  contained  obviously  untrue  or  distorted 
facts  or  conclusions  unsubstantiated  by  scientific  data.  The 
fear  and  apprehension  developed  in  the  population  and  even 
in  some  physicians  can  only  be  conjectured,  but  it  is  prob- 
ably considerable.  Such  apprehension  regarding  medical 
radiography  has  resulted  in  the  refusal  of  some  patients  to 
have  necessary  radiographic  procedures  and  the  reluctance 
of  some  physicians  to  order  such  studies  even  to  the  serious 
detriment  of  the  patient. 

The  effects  of  radiation  of  the  quality  used  in  medical 
diagnosis  and  treatment  are  well  known  to  the  radiologist, 
and  these  effects  have  been  studied  for  many  years.  They 
have  determined,  through  their  organizations  and  in  as- 
sociation with  other  scientific  organizations  in  the  field  of 
physics  and  radiobiology,  standards  of  protection  and  have 
sought  consistently  to  improve  the  quality  of  radiographic 
examinations  while  reducing  the  quantity  of  radiation  re- 
quired for  necessary  procedures. 
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What  should  the  average  patient  think,  how- 
ever, when  he  reads  in  a popular  magazine 
that  all  radiation  is  dangerous?  Or  consider 
the  effect  on  the  parents  of  a young  child  when 
they  read  that  a chest  film,  a dental  survey,  or 
a series  of  x-ray  picmres  may  produce  changes 
in  the  child’s  gonads  leading  to  sterility  or  de- 
formed progeny  perhaps  one  or  two  genera- 
tions hence.  These  statements  and  others  are 
definitely  misleading,  untrue,  and  based  on  un- 
scientific data.  Consider  the  statement  that  all 
radiation  is  dangerous.  This  is  obviously  untrue 
when  made  without  any  qualification  as  to  dos- 
age, quality,  or  other  limiting  factors.  We  live 
with  radiation  of  one  sort  or  another  constant- 
ly, and  indeed,  all  mankind  has  arrived  at  its 
present  state  of  development  in  the  presence  of 
constant  cosmic  radiation  and  other  background 
radiation  from  which  there  is  and  never  has 
been  an  escape.  The  inference  that  the  human 
life  span  is  reduced  by  radiation  in  proportion 
to  the  dose  received  is  not  borne  out  by  clinical 
experience  or  population  studies.  More  people 
are  reaching  retirement  age  and  in  better  health 
than  ever  before — more  because  of  better  med- 
ical facilities  including  radiography  than  in 
spite  of  them.  Radiologists  were  formerly 
thought  to  have  a decreased  life  span,  and  some 
early  radiologists  did  die  as  a result  of  radia- 
tion accidents,  but  with  better  means  of  protec- 
tion in  current  practice  and  with  better  educa- 
tion and  understanding  of  radiation  protection, 
more  recent  smdies  reveal  that  radiologists 
do  have  a normal  or  near  normal  life  span. 

Much  has  been  written  about  the  genetic 
effects  of  radiation  on  children  and  young 
adults  in  the  childbearing  age  groups.  This 
must  be  considered  from  two  aspects:  the  ef- 
fect on  the  individual  and,  more  importantly, 
the  effect  from  the  long  range  viewpoint,  on 
the  mass  genetic  equilibrium.  We  must  answer 
the  following  questions:  Will  necessary  routine 
medical  radiographic  procedures  produce  dem- 
onstrable change  in  the  gonads  of  the  child  or 
young  adult,  and  will  a general  increase  in 
medical  radiography  or  increase  in  radiation  in 


other  forms  disturb  our  present  genetic  equi- 
librium? Those  who  contend  that  radiation  in 
even  small  quantities  will  produce  a demon- 
strable change  in  the  germ  plasm  of  a child 
base  these  conclusions  on  experiments  on  the 
fruit  fly,  other  insects,  or  small  animals.  No 
justification  for  such  assumption  is  possible 
from  reliable  smdies  on  man  thus  far.  All 
available  evidence  from  the  survivors  of  Naga- 
saki and  Hiroshima  reveal  no  genetic  dam- 
age in  that  these  survivors  have  shown  no 
more  mutations  than  a similar  segment  of  the 
population  elsewhere  in  the  world.  The  litera- 
ture is  replete  with  examples  in  which  sterile 
mothers  have  become  pregnant  after  stimulat- 
ing doses  of  radiation  to  the  ovaries.  And  full 
term  normal  infants  have  been  born  to  mothers 
who  have  received  6,000  gamma  roentgens  or 
more  to  the  cervix  during  pregnancy.  Some 
of  these  children  have  been  followed  for  two 
and  three  generations  without  showing  any 
more  abnormal  progeny  than  the  statistical 
average.  There  is  much  less  evidence  thus  far 
to  indicate  genetic  change  in  the  human  being 
from  radiation  than  from  toxic  factors  such  as 
certain  drugs,  German  measles,  and  anoxia  to 
the  ferns. 

It  is  obvious  that  the  total  mass  genetic 
equilibrium  of  our  population  should  be  main- 
tained, and  studies  have  been  made  to  deter- 
mine exactly  how  much  more  radiation  from 
ail  sources  is  necessary  to  upset  this  equilibri- 
um. In  view  of  these  studies,  the  suggestion 
made  by  some  that  certain  mass  procedures 
such  as  chest  surveys,  preemployment  examina- 
tions of  the  spine,  routine  dental  radiographs, 
and  annual  chest  films  should  be  discontinued 
is  without  any  scientific  justification.  It  is  cal- 
culated that  the  amount  of  radiation  delivered 
to  the  population  in  this  manner,  in  fact  by  all 
medical  radiographic  procedures,  is  much  less 
significant  than  that  obtained  by  large  seg- 
ments of  the  population  riding  jet  or  other 
high  altitude  planes,  living  in  certain  mountain 
areas,  or  from  the  radiation  used  in  industry, 
food  processing,  agriculture,  or  the  atomic  en- 
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ergy  and  military  services.  We  know  that  cer- 
tain foods  are  much  more  radioactive  now  than 
before  the  atomic  energy  program,  particularly 
the  dairy  products,  such  as  milk,  cheese,  and 
butter,  and  vegetables,  because  of  the  so-called 
fall-out  of  strontium  90.  Radioactive  determi- 
nation of  the  antlers  of  deer  taken  in  upland 
pasture  regions  in  the  past  year,  compared 
with  antlers  taken  from  the  same  areas  before 
the  first  atomic  explosion,  show  a ten-fold  in- 
crease. The  use  of  radium  salts  on  dials  of 
wrist  watches  and  clocks  in  our  homes  ac- 
counts for  much  more  radiation  and  exposure 
to  the  population  as  a whole  than  supervised 
diagnostic  medical  radiography. 

It  is  admitted  that  not  all  radiographic  ma- 
chines in  use  today  are  safe,  and  in  some  in- 
stances x-ray  procedures  are  being  done  by  or 
under  the  authority  of  physicians,  cultists,  or 
in  some  instances  even  lay  people  who  have 
neither  the  understanding,  ability,  nor  training 
to  make  radiograms.  Many  have  no  knowledge 
of  the  physics  involved  in  the  production  of 
x-radiation  and  consequently  no  knowledge 
concerning  the  protection  to  their  patient,  their 
personnel,  those  who  occupy  adjoining  office 
space,  or  themselves.  This  shocking  situation 
is  due  to  the  lack  of  any  laws  protecting  the 
public  from  old  obsolete  equipment,  unscrupu- 
lous individuals,  and  the  many  cultists  who 
use  the  x-ray  in  one  form  or  another  to  help 
[ them  sell  their  own  brand  of  medicine  to  the 

! public.  Just  as  the  food  and  drug  laws  were 

! necessary  to  protect  the  population  from  an 
unscrupulous  minority,  laws  regulating  and 
^ limiting  the  use  of  radiographic  equipment  to 
those  trained  in  protection  and  the  funda- 
mentals of  operation  of  such  equipment,  as 
i well  as  laws  requiring  annual  inspection  of 
equipment,  sooner  or  later  will  be  found  nec- 
essary. 

■ As  the  need  for  more  diagnostic  procedures 
will  increase,  we  must  continue  the  improve- 
ment already  made  through  better  equipment, 
: faster  film  and  screens,  image  amplification, 

improved  techniques,  and  better  trained  techni- 


cians, all  of  which  are  designed  to  promote 
better  radiography  with  decreased  amount  of 
radiation  dosage.  Using  the  latest  techniques 
and  equipment,  the  dosage  for  a given  gastro- 
intestinal examination  is  about  one-eighth  that 
of  a few  years  ago,  and  further  decreases  in 
dosage  are  likely  in  the  near  future  without 
any  decrease  in  quality  of  the  examination.  It 
seems  probable  that  the  increase  in  use  of  radi- 
ation in  the  medical  and  dental  professions  will 
be  offset  to  a great  extent  by  the  decrease  in 
dosage  concomitant  with  improvements  in 
equipment  and  techniques.  We  as  physicians, 
however,  should  lead  in  the  establishment  of  a 
comprehensive  plan  of  control  of  radiation  not 
only  in  the  medical  and  dental  fields  but  also 
encompassing  industrial,  agriculmral,  food  pro- 
cessing, military,  and  all  uses  of  forms  of  ioniz- 
ing radiation. 

— Francis  Edward  O’Neill,  M.D.,  San  Antonio. 

Pulmonary  Emphysema 

Diffuse  obstructive  emphysema  is  principal- 
ly a disease  of  middle  age  and  later  years.  The 
increasing  average  length  of  life  has  led  to  a 
greater  number  of  patients  being  afflicted  with 
this  disease.  Every  physician  who  undertakes 
to  treat  these  patients  should  acquaint  him- 
self with  the  many  aspects  of  this  complicated 
disease. 

There  are  many  problems  yet  to  be  solved 
before  our  knowledge  of  emphysema  will  be 
adequate.  The  etiology  itself  is  still  a matter 
of  controversy.  Most  investigators  have  thought 
that  chronic  bronchial  obstruction,  usually  due 
to  chronic  bronchitis  or  severe  asthma,  was  the 
principal  cause.  Others  have  felt  the  degenera- 
tive vascular  disease  of  older  years  is  the  cause 
of  emphysema,  at  least  in  some  cases.  Both 
factors  may  be  important  with  one  predomi- 
nant in  some  cases  and  the  other  in  other 
cases.  The  smoking  habit  has  been  •considered 
important  by  many  investigators,  since  it 
causes  chronic  bronchial  irritation. 
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Modern  methods  in  pulmonary  physiology 
have  brought  to  light  the  many  physiological 
alterations  in  this  disease.  The  chief  defect  is 
in  ventilation  with  decreased  vital  capacity, 
especially  the  0.5  and  1 second  capacity,  and 
decreased  maximal  breathing  capacity.  Loss  of 
elasticity  with  bronchial  obstruction  leads  to 
increased  airway  resistance  on  expiration  and 
decreased  lung  compliance.  Ventilation  is  more 
efficient  in  some  areas  than  in  others,  produc- 
ing uneven  distribution  of  air.  The  residual 
volume  is  increased. 

In  some  cases  diffusing  capacity  may  be  de- 
creased. The  circulation  may  be  affected  be- 
cause of  disruption  of  alveolar  septums,  there- 
by decreasing  the  total  pulmonary  capillary 
bed.  Hypoxemia  and  carbon  dioxide  retention 
occur  in  advanced  stages.  The  latter  may  lead 
to  respiratory  acidosis,  especially  in  the  patients 
with  acute  infections  who  are  given  barbitu- 
rates and  narcotics.  The  danger  of  incautious 
use  of  oxygen  in  this  situation  needs  particu- 
larly to  be  emphasized. 

Treatment  of  this  disease  taxes  the  ingenu- 
ity of  the  physician.  A knowledge  of  the  path- 
ologic physiology  involved  is  indispensable. 
Although  the  basic  tissue  damage  is  permanent, 
much  can  be  done  to  give  symptomatic  relief. 
Most  of  the  treatment  is  directed  toward  reliev- 
ing bronchial  obstruction.  Antibiotics,  muco- 
lytic agents,  and  bronchodilators  are  very  use- 
ful. These  may  be  given  orally,  parenterally, 
or  by  inhalation.  Steroids  are  helpful  in  some 
cases.  Instruction  in  diaphragmatic  breathing 
exercises  enables  the  patient  to  breath  more 
efficiently.  The  course  of  this  type  of  emphy- 
sema tends  to  be  gradually  progressive.  Fre- 
quent episodes  of  bronchitis  or  pneumonia 
seem  to  make  deterioration  more  rapid.  If 
these  infections  can  be  prevented  with  pro- 
phylactic therapy  or  treated  intensively  at  the 
onset,  the  progression  of  the  disease  can  be 
retarded  and  there  may  be  no  obvious  change 
in  the  basic  condition  over  long  periods  of 
time. 


Although  the  treatment  of  emphysema  is 
often  discouraging  to  both  the  patient  and  the 
physician,  the  physician  who  uses  every  means 
to  give  the  patient  all  possible  relief  and  en- 
courages him  with  an  optimistic  outlook  will 
be  rewarded  with  the  gratitude  of  many  who 
suffer  from  this  disease. 

— J.  O.  Armstrong,  M.D.,  Dallas. 

The  Positive  Approach 

"We  are  most  likely  to  get  angry  and  ex- 
cited in  our  opposition  to  some  idea  when  we 
ourselves  are  not  quite  certain  of  our  own 
position  and  are  inwardly  tempted  to  take  the 
other  side.” 

These  are  the  words  of  Thomas  Mann,  who 
wrote  them  years  ago,  but  they  seem  apropos 
this  spring  of  1959,  when  members  of  the 
Texas  Medical  Association  should  congratulate 
themselves  for  being  "quite  certain”  of  their 
own  position  and  for  their  constructive  work 
in  regard  to  proposed  Texas  legislation. 

Texas  doctors  have  sometimes,  and  perhaps 
justly  at  times,  been  criticized  as  being  "noth- 
ing but  aginners.”  They  have  sometimes  con- 
sidered themselves  too  busy  to  support  worth- 
while legislation,  counting  on  "George”  to  do 
it,  while  stopping  to  throw  their  weight,  either 
individually  or  collectively,  only  when  it  was 
apparent  that  the  Texas  Legislature  might, 
through  misinformation  or  misguidance,  be 
about  to  pass  a bill  which  would  be  detri- 
mental to  Texas  patients,  physicians,  or  other 
segments  of  the  state’s  population. 

During  this  session  of  the  Legislature,  how- 
ever, Texas  doctors  as  individuals  and  through 
their  Association,  hive  taken  positive  stands  on 
a number  of  important  health  related  bills. 

They  have  supported  a hospital  licensing 
bill  which  would  remove  Texas  from  a group 
of  only  3 states  not  having  such  requirements 
already.  They  have  actively  supported  the  "tis- 
sue bill,”  the  passage  of  which  will  advance 
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greatly  medical  research  in  the  state.  The  Tex- 
as Medical  Association  joined  the  Texas  Tu- 
berculosis Association  in  urging  a complete 
recodification  of  antiquated  tuberculosis  stat- 
utes, and  it  has  worked  with  several  organiza- 
tions toward  a strengthening  of  Texas’  drug 
and  narcotics  laws.  Through  their  Association, 
Texas  doctors  have  supported  the  movement  to 
establish  a medical  examiner  system. 

On  the  other  hand,  there  have  been  some 
bills  in  the  current  Texas  Legislature  which  the 
Texas  Medical  Association,  representing  the 
doctors  of  the  state,  has  been  "agin”  with 
good  reason.  These  were  bills  which  threatened 
further  encroachment  by  government  upon  the 
private  practice  of  medicine. 

In  regard  to  the  latter  legislation,  it  was 
also  important  that  Texas  doctors  make  them- 
selves heard,  not  leaving  the  job  to  "George.” 
For,  as  Dr.  Wendell  D.  Gingrich  of  Galveston 
remarked  in  a January  talk  in  Austin,  "If  you 
are  inclined  to  let  George  do  it,  look  over  your 
shoulder  for.  George  and  you  will  find  your 
uncle,  whose  name  is  Sam,  ready  to  tell  you 
what  to  do.” 

If  one  word  of  caution  can  be  included  to 
doctors  with  a growing  interest  in  legislative 
matters,  it  is  this:  Individual  physicians  who 
choose  to  take  a different  point  of  view  from 
the  official  one  of  the  Association  are  certainly 
free  to  do  so.  But  they  should  be  extremely 
careful  to  acquaint  themselves  with  all  the 
facts  involved  in  the  issue  by  checking  with  the 
Council  on  Medical  Jurisprudence,  the  Associ- 
ation’s general  counsel,  or  the  central  office, 
and  to  make  it  clear  to  legislators  upon  whom 
they  call  that  they  are  speaking  for  themselves 
and  not  for  the  Association  as  a whole. 

When  this  issue  of  the  Texas  State  Journal 
of  Medicine  went  to  press,  pending  action 
looked  favorable  on  almost  every  bill  actively 
supported  by  Texas  doctors  in  the  Legislature 
this  session. 

Congratulations,  gentlemen! 


"k  Current  Editorial  Comment 

Relationship  of  Doctors 
To  Hospital  Administrators 

So  much  has  been  written  about  the  hos- 
pital corporate  practice  of  medicine  and  the 
lack  of  understanding,  or  appreciation,  which 
the  administrator  has  for  members  of  the  med- 
ical staff,  that  as  an  administrator,  I am  some- 
what hesitant  to  discuss  the  relationship  of 
doctors  of  medicine  to  hospital  administrators. 
However,  when  I observe  the  close  and  grow- 
ing cooperation  between  the  Texas  Medical 
Association  and  the  Texas  Hospital  Associa- 
tion, I am  persuaded  that,  like  so  many  things, 
much  of  the  friction  is  merely  the  misunder- 
standing of  the  other  person’s  point  of  view. 

As  all  doctors  know,  it  is  impossible  to  make 
a correct  diagnosis  without  an  adequate  history 
and  physical  examination.  So  it  is  impossible 
to  understand  the  present  relationship  of  doc- 
tors and  administrators  without  briefly  consid- 
ering how  we  arrived  at  our  present  association. 

It  has  been  authoritatively  pointed  out  that 
there  has  been  more  progress  in  the  art  and 
science  of  medicine  in  the  past  100  years  than 
there  was  in  the  previous  2,800  years.  Certain- 
ly, within  our  lifetime,  we  have  watched  a 
phenomenal  change  in  the  care  of  the  patient. 

During  the  early  1900’s,  hospitals  were  sup- 
ported by  philanthropy;  today  the  patient  is 
the  paying  consumer.  Hospitals  formerly  were 
set  up  for  long-term,  sometimes  terminal,  care. 
The  average  stay  for  the  patient  in  1900  was 
some  30  days;  in  the  middle  1930’s  it  was  l4 
days;  and  today  it  is  approximately  6 days. 

The  changes  in  the  economic  operation  of 
hospitals,  and  specifically  in  departmentaliza- 
tion of  hospitals,  have  been  brought  about  by 
the  widespread  advances  which  science  has  con- 
tributed to  the  care  of  the  patient.  As  hospitals 
developed  from  institutions  relegated  to  long- 
term care  into  short-term  care  facilities,  and  as 
the  doctor  began  to  take  care  of  most  patients 
in  the  hospital,  rather  than  in  the  home,  the 
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problems  of  management  became  complex. 

In  1930  the  ratio  of  employees  to  patients 
was  approximately  1:2;  in  1940,  this  figure  be- 
came 1:5;  in  1950,  1:8;  and  today  it  is  ap- 
proximately 2:1.  Predictions  are  that  by  the 
middle  or  late  1960’s,  the  number  of  employ- 
ees per  patient  will  be  approximately  3. 

As  hospitals  have  become  more  departmen- 
talized, and  the  number  of  personnel  has  in- 
creased, management  problems  have  increased. 

The  hospital  presents  a unique  employment 
situation  in  that  it  is  probably  the  only  type 
of  employment  where  the  personnel  are  hired, 
fired,  and  paid  by  the  institution  and  yet  are 
directly  responsible  to  another  person — the  at- 
tending physician.  It  is  a wonder,  when  the 
hospital  personnel  environment  is  considered 
in  this  light,  that  the  provision  of  patient  care 
is  not  more  difficult. 

The  rapid  advances  in  medicine,  the  in- 
creased use  of  the  hospitals  by  doctors,  the 
extensive  departmentalization  of  the  hospital, 
the  shortening  of  the  patient  stay,  and  the  ac- 
companying economic  problems  in  health  in 
our  present-day  society  have  presented  a very 
unusual  administrative  situation.  Since  the 
field  of  hospital  administration  is  relatively  a 
new  field,  the  need  for  this  specialized  en- 
deavor has  become  apparent  only  within  the 
last  three  or  four  decades.  It  has  been  only 
within  the  last  10  or  12  years  that  an  adequate 
supply  of  individuals  trained  in  hospital  ad- 
ministration has  been  available  to  the  field. 
Even  then,  the  supply  of  trained  people,  plus 
those  who  have  acquired  their  experience  "the 
hard  way,”  has  not  been  sufficient  to  keep  up 
with  the  number  of  hospitals  being  built  to 
serve  an  unprecedented  growth  in  population. 

Another  factor  in  this  relationship  is  found 
in  the  unfamiliarity  of  many  boards  of  trustees 
with  hospital  problems.  This  is  understandable 
in  view  of  the  large  number  of  hospitals  built 
within  recent  years;  the  majority  of  these  hos- 
pitals have  been  built  in  communities  which 
have  never  before  had  hospital  facilities. 

All  of  these  factors  tend,  in  one  way  or  an- 


other, to  color  the  relationship  of  the  doctor 
of  medicine  to  the  hospital  administrator.  How 
much  coloring,  and  whether  it  be  good  or  bad, 
depends  largely  upon  the  community  and  its 
place  in  the  evolution  of  modern  hospital  care. 

Fundamentally,  the  relationship  of  doctors 
of  medicine  to  hospital  administrators  should 
be  one  of  conscientious  understanding  and  mu- 
tually dedicated  teamwork.  It  is  impossible  to 
say  that  this  is  a doctor’s  problem,  and  that  this 
is  an  administrative  problem,  when  the  only 
excuse  for  the  existence  of  the  hospital,  or  the 
profession  of  medicine,  is  good  patient  care. 

It  is  true  that  this  care  of  the  patient  has  two 
distina  facets. 

1.  The  hospital’s  responsibility  is  to  provide 
an  adequate  plant  and  competent  personnel  to 
assist  the  doctor  in  his  care  of  the  patient. 

2.  The  doctor’s  responsibility  is  the  medical 
management  of  the  patient  and,  most  certainly, 
his  recommendations  for  the  establishment  of 
professional  policies  to  provide  the  proper  at- 
mosphere for  that  management. 

From  a managerial  standpoint,  the  hospital 
administrator  is  responsible  for  the  provision 
of  those  factors  which  comprise  good  hospital 
services;  from  the  doctor’s  standpoint,  he  is 
responsible  for  making  suggestions  for  the  im- 
provement of  the  professional  aspeas  of  those 
hospital  services. 

If  we,  as  doctors  and  hospital  administrators, 
can  realize  that  the  two  professions  should  be 
working  together,  under  an  aura  of  mumal 
respect,  toward  the  goal  of  good  community 
service,  then  the  relationship  will  be  one  of 
close  teamwork — in  essence,  a partnership  with 
each  individual  contributing  the  skills  and  un- 
derstanding which  he  has  developed. 

It  is  the  hope  of  the  Texas  Hospital  Associ- 
ation, and  it  definitely  has  been  the  expressed 
desire  of  the  Texas  Medical  Association,  to 
work  evermore  closely  in  those  areas  of  patient 
care  which  mutually  affect  both  organizations. 

— W.  P.  Earngey,  Jr.,  Fort  Worth. 

^ Mr.  Earngey  (President,  Texas  Hospital  Association), 
Administrator,  Harris  Hospital,  Fort  Worth. 
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A MOMENT  FOR  REFLECTION 

It  is  with  true  humility  that,  reaching  the  end 
of  my  year  as  President,  I join  the  ranks  of  those 
distinguished  physicians  preceding  me  who  have  led 
the  Texas  Medical  Association.  When  one  first 
comes  into  this  office,  he  has  great  ambitions  and 
a feeling  that  he  will  do  great  things.  As  he  reaches 
the  end  of  the  term,  he  realizes  how  far  short  he  has 
fallen  of  the  goal  he  set  for  himself. 

The  program  outlined  a year  ago  has  been  car- 
ried out  as  aggressively  and  as  enthusiastically  as  possible.  The  theme 
has  been  "A  Better  Informed  Profession,”  and  the  home  office  staff, 
legal  counsel  and  elected  officials  have  crossed  Texas  many  times 
carrying  information  to  the  membership. 

Voluntary  health  insurance  and  its  vital  role  in  providing  for  the 
cost  of  medical  care  has  been  stressed  wherever  possible.  We  have 
been  aided  appreciably  by  intensely  interested  officials  of  Blue  Cross- 
Blue  Shield,  the  Health  Insurance  Council  of  Texas,  and  commercial 
carriers.  We  have  attempted  to  educate  the  doctors  in  the  value  of 
insurance,  to  study  the  policies  and  know  their  contents.  The  public 
has  been  given  every  opportunity  to  learn  about  insurance — to  realize 
that  it  is  not  possible  to  achieve  total  coverage  because  of  the  expense, 
but  that  protection  for  a portion  of  the  illness  can  soften  the  blow. 
We  must  realize  that  the  success  of  this  program  is  with  the  doctor 
himself,  with  his  patients,  in  his  own  office,  and  in  his  county  society. 

I am  very  proud  of  the  Committee  on  Voluntary  Health  Insurance 
and  Health  Care  Costs,  which  has  done  outstanding  work  in  this  field 
and,  in  my  opinion,  should  be  continued  as  a permanent  committee. 
Five  other  committees  have  been  established  for  the  first  time  this 
year  and  deserve  praise.  These  are  the  Committee  on  Medical  Aspects 
of  Automobile  Injuries  and  Deaths,  for  which  a new,  shorter  name  is 
being  suggested;  the  Committee  on  Spas,  which  is  attempting  to  bring 
about  a true  evaluation  of  the  use  of  spa  therapy  along  with  rehabili- 
tation and  physical  therapy;  the  Committee  on  Military  and  Veterans 
Affairs,  which  has  done  a great  deal  of  smdy  in  this  growing  area; 
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the  Committee  to  Encourage  and  Assist  Hospitals  in  Securing  Ac- 
creditation, which  is  serving  an  admirable  purpose;  and  the  Commit- 
tee on  Reorganization,  which  is  recommending  vital  realignment  in 
Association  committee  structure. 

The  Texas  Medical  Association  by  its  thoughtful  evaluation  of 
various  legislative  procedures  has  made  itself  felt  in  many  ways.  We 
have  tried  to  insure  a good  rapport  with  our  legislators  and  congress- 
men, taking  them  into  our  confidence  and  giving  them  information 
which  is  properly  conceived,  not  just  offered  in  heated  discussions. 

The  Association  has  had  wonderful  cooperation  with  the  Texas 
State  Board  of  Medical  Examiners,  the  Texas  Public  Health  Associa- 
tion, the  Texas  and  other  hospital  associations,  and  various  other  medi- 
cal and  paramedical  groups.  The  Association  also  is  developing  good 
relations  with  the  press.  Our  Texas  newsmen  have  a common  sense 
professional  relationship  with  physicians  and  want  us  to  show  them 
the  same  faith  that  they  show  us. 

Your  President  has  appreciated  the  wonderful  cooperation  from 
everyone — my  wife  Ann  and  other  members  of  my  family,  the  central 
office  staff,  the  legal  counsel,  the  Trustees,  Councilors,  and  other  state 
officers,  the  many  members  of  councils  and  committees,  the  officers 
and  members  of  the  Woman’s  Auxiliary,  the  paramedical  groups,  the 
press,  members  of  the  Legislature,  and  the  physicians  throughout  the 
state  who  have  given  loyal  and  enthusiastic  support.  I am  also  grateful 
for  the  fine  spirit  of  the  best  partners  a doctor  has  ever  had,  the  mem- 
bers of  the  Torbett  Clinic  staff,  who  have  stood  by  me  loyally  and 
faithfully. 

I would  like  to  impress  on  all  of  us  that  we  must  be  careful  to 
perform  our  allotted  tasks.  We  must  serve  faithfully,  capably,  sympa- 
thetically, and  with  reason,  every  day,  as  physicians  and  as  citizens. 
Let  us  pledge  to  ourselves  and  each  other  a continuing  sense  of  har- 
mony, unity,  and  purpose,  and  a progressive  program  with  its  ultimate 
goal  to  give  the  best  medical  care  to  the  people. 

As  Dr.  George  Turner  wrote  when  the  Texas  Medical  Association 
celebrated  its  hundredth  anniversary:  "If  the  past  could  speak,  I am 
sure  it  would  say:  have  faith  in  your  cause;  be  happy  in  your  work; 
be  understanding  of  each  other;  be  resolute  in  your  aims,  defiant  in 
defeat,  magnanimous  in  your  viaories;  and  bear  good  will  to  all 
whom  you  contact.” 
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Renaissance 
In  Otology 

W.  P.  ANTHONY,  M.D. 

Fort  Worth,  Texas 


CHEMOTHERAPY  and  antibiotic  therapy,  as  if 
by  magic,  revised  the  course  of  the  pyogenic 
infections  so  dangerous  in  the  past.  As  the  internist 
marvelled  at  reduced  morbidity  in  lobar  pneumonia, 
the  otologist  marvelled  at  the  changed  clinical  course 
of  acute  mastoiditis.  That  the  otologist’s  destructive 
surgery  of  the  past  was  to  become  virmaUy  extinct 
was  a foregone  conclusion  by  the  mid  1940’s. 

But  even  as  the  concept  of  the  fall  of  otology 
slowly  permeated  the  profession  and  well  established 
residencies  in  otolaryngology  went  unfilled,  the  seeds 
of  a new  era  were  being  quietly  tended.  The  ad- 
vances in  chemotherapy  and  antibiotic  therapy  that 
happily  ended  the  necessity  for  wholesale  destructive 
procedures  in  otology  were  to  make  feasible  many 
constructive  procedures  previously  considered  un- 
satisfactory because  of  infection.  And  the  destructive 
era  was  to  be  replaced  by  a renaissance  in  construc- 
tive otologic  surgery  which  was  to  advance  on  a 
broad  front.  In  otology  the  term  destruction  was  to 
be  replaced  by  the  word  rehabilitation. 


TYPES  OF  HEARING  IMPAIRMENT 

The  external  and  middle  ear  conduct  sound  to  the 
inner  ear  where  it  is  perceived  and  converted  into 
nerve  impulses  which  pass  by  way  of  the  auditory 
nerves  and  tracts  to  the  cerebral  cortex  and  conscious- 
ness. 

Any  difficulty  in  the  external  ear  canal  and  mid- 
dle ear  which  interferes  with  the  conduction  of 
sound  is  called  conductive  deafness.  Any  difficulty 
in  the  inner  ear  on  the  nerve  pathways  is  known 
as  perceptive  or  nerve  deafness.  When  both  the 
middle  ear  and  inner  ear  mechanisms  are  involved, 
a so-called  mixed  deafness  is  present. 


\ ORIGINAL 


ARTICLES  I 


CONDUCTIVE  DEAFNESS 


Conductive  hearing  loss  is  almost  invariably  pro- 
duced by  one  of  the  following  causes: 

1.  Obstruction  of  the  external  auditory  canal  by 
impacted  cerumen,  debris,  foreign  body,  or  con- 
genital and  acquired  atresia. 

2.  Perforation  of  the  tympanic  membrane. 

3.  Scarring  of  the  drum  and  scarring  or  arthritis 
of  the  ossicular  chain  causing  immobility. 

4.  Purulent  otitis  media. 

5.  Obstruction  of  the  eustachian  tube  and/or  al- 
lergy resulting  in  serous  effusions  of  the  middle  ear. 

6.  Otosclerosis. 

Acquired  and  Congenital  Atresia. — The  ear  canal 
may  be  occluded  by  injury.  In  these  cases  the  path- 
way of  the  ear  canal  may  be  reestablished  by  exci- 
sion of  the  scars  and  application  of  skin  grafts.® 

In  congenital  atresia,^^  the  deformity  may  be  mini- 
mal or  complete  with  external  canal  and  ear  drum 
replaced  by  bone.  The  middle  ear  may  be  practically 
nonexistant  and  development  of  ossicles  only  sug- 
gested. These  deformities  are  corrected  surgically  by 
creating  a new  bony  ear  canal  and  making  a new 
ear  drum  from  skin  grafts  in  such  a way  as  to  create 
a functioning  conductive  mechanism. 

Such  a procedure  would  be  doomed  to  failure 
without  control  of  infection  made  possible  by  anti- 
biotics. 

Tympanic  Membrane  Perforations. — The  delicate 
tympanic  membrane  or  drum  head  becomes  perforat- 
ed as  the  result  of  infections  or  injury. 

Only  since  the  advent  of  antibiotic  prophylaxis 
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Chemotherapy  and  antibiotics,  which  almost  eliminated 
the  otologist's  destructive  surgery  of  the  past,  have  made 
possible  new  rehabilitative  surgery.  Acquired  and  congenital 
atresia,  tympanic  membrane  perforations,  damage  from  mid- 
dle ear  infections  and  otosclerosis  have  become  amenable  in 
many  cases  to  surgery.  Better  hearing  aids  benefit  still  other 
patients. 
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RENAISSANCE  IN  OTOLOGY— Anthony— continued 

has  the  repair  of  large  perforations  been  consistently 
satisfactory.  The  concept  of  myringoplasty  and  tym- 
panoplasty is  quite  new.  The  basic  techniques  were 
pioneered  by  the  Germans  since  World  War  II  and 
quickly  adopted  and  improved  in  this  country.^^ 
The  edges  of  the  perforation  are  freshened  and  the 
epithelial  layer  of  the  remaining  membrane  is  re- 
moved under  the  operating  microscope  and  a skin 
graft  applied  over  the  perforation  and  denuded  sur- 
rounding area.  This  procedure  not  only  seals  the 
middle  ear  from  outside  contamination  but  also  re- 
establishes an  intact  vibrating  ear  drum. 

Middle  Ear  Infection. — Replacement  of  partly  or 
completely  absent  ear  drums  and  middle  ear  ossicles 
is  usually  done  under  magnification  with  the  operat- 
ing microscope  and  under  general  anesthesia.  This 
operation  is  basically  a procedure  to  re-construct  a 
partially  or  totally  destroyed  middle  ear,  which  usu- 
ally results  from  infection.^^ 

Cleaning  up  infection  prior  to  surgery  is  impor- 
tant, and  surgery  must  sometimes  be  carried  out  in 
the  presence  of  some  degree  of  chronic  infection. 
Antibiotics  properly  chosen  on  the  basis  of  culture 
and  sensitivity  studies  are  indispensable  to  the  suc- 
cess of  these  procedures. 

Though  relatively  new,  gratifying  results  are  being 
obtained  in  improving  hearing  to  serviceable  levels 
as  well  as  sealing  off  the  middle  ear  from  outside 
contamination  and  infection.^ 

Otosclerosis.  — Oto  (ear)  SCLEROSIS  (harden- 
ing) is  the  most  common  of  the  conditions  causing 
conductive  hearing  loss.  This  condition  is  a dystro- 
phy of  the  bone  of  the  labyrinthine  capsule.  The 
pathological  process  can  be  widely  distributed  but 
causes  hearing  defects  only  when  the  newly  formed 
spongy  bone  impinges  upon  the  moving  parts  of  the 
conductive  mechanism.  This  occurs  most  frequently 
at  the  anterior  rim  of  the  stapedial  footplate  and 
causes  a fixation  of  the  footplate  to  the  oval  window 
rim. 

Otosclerosis  rends  to  be  familial.  It  is  more  often 
encountered  in  females  rather  than  males  by  a ratio 
of  2 to  1 and  tends  to  be  aggravated  by  pregnancy. 
The  pathological  process  may  progress  rapidly  or 
slowly  or  become  completely  inactive.  It  does  nor, 
fortunately,  progress  to  total  deafness. 

Because  this  condition  is  poorly  understood,  no 
medical  management  or  simple  local  treatment  is 
available. 

Since  1876,  research  and  clinical  trial  have  been 
under  way  in  an  effort  to  develop  and  perfect  surgi- 
cal treatment  for  otosclerosis.'^’  ® Progress  was  pain- 
fully slow  and  interrupted  by  periodic  setbacks  and 
loss  of  interest.  Postoperative  infections  in  the  vi- 
cinity of  the  delicate  labyrinth  and  meninges  were 
the  greatest  obstacle  to  progress.  Present  day  means 


of  infection  control,  adequate  illumination,  and  mag- 
nification have  made  surgery  for  otosclerosis  possible. 
This  has  been  the  keystone  of  the  resurgence  in 
otology. 

A procedure  for  by-passing  the  ankylosed  stapes 
and  allowing  sound  to  pass  into  the  cochlea  by  way 
of  a window  created  in  the  horizontal  semicircular 
canal  was  made  practical  about  20  years  ago.®  The 
fenestration  or  window  operation  has  been  consid- 
ered really  satisfactory  for  only  about  10  years,  since 
it  has  become  about  85  per  cent  successful.  Its  main 
drawback  has  been  postoperative  vertigo.  The  devel- 
opment of  Dramamine  in  parenteral  form  and  the  in- 
troduction of  Thorazine  and  Compazine  have  de- 
creased the  postoperative  morbidity  dramatically  and 
placed  fenestration  morbidity  in  the  benign  class  of 
routine  major  surgery.  The  patient  is  routinely  hos- 
pitalized 1 week  and  is  away  from  his  normal  activi- 
ties for  an  additional  2 to  3 weeks. 

The  stapes  mobilization  operation  for  restoration 
of  hearing  in  otosclerosis  differs  from  the  fenestra- 
tion in  that  the  ankylosed  stapes  is  direcdy  ap- 
proached and  mobilized  instead  of  by-passed.  This 
procedure  was  practiced  crudely  before  the  turn  of 
the  century^®  but  was  abandoned  until  about  5 years 
ago  when  it  was  re-popularized  by  Samuel  Rosen.^® 
With  the  control  of  infection,  illumination,  magnifi- 
cation, and  instruments  that  our  modern  technology 
has  made  possible,  it  has  come  to  be  a practical 
preliminary  and  often  definitive  procedure  for  the 
surgical  treatment  of  patients  with  otosclerosis. 

The  stapes  mobilization  is  done  under  local  anes- 
thesia so  that  subjective  hearing  tests  may  be  used 
at  various  stages  of  the  operation.  The  posterior  half 
of  the  circumference  of  the  ear  drum  is  carefully 
separated  from  the  bone  and  the  back  one-half  of 
the  membrane  is  folded  forward  exposing  the  stapes 
area.  The  stapes  is  gently  and  gradually  worked  loose 
by  various  manipulations.  The  ear  drum  is  then  re- 
placed in  its  normal  position  and  the  patient  fre- 
quently hears  well  immediately. 

The  patient  usually  leaves  the  hospital  the  next 
day  and  remrns  to  normal  activities  2 to  3 days  after 
surgery.  There  is  little  or  no  postoperative  morbidity, 
and  the  ear  usually  heals  well. 

The  great  advantage  of  the  stapes  mobilization  is 
that  when  it  is  successful  the  patient  has  gained 
much  for  little  discomfimre.  In  event  of  failure 
there  is  always  recourse  to  the  fenestration.®  Ap- 
proximately 65  per  cant  of  stapes  mobilizations  re- 
sult in  improvement  in  hearing  at  present,  and  this 
figure  is  on  the  upswing. 

NERVE  OR  PERCEPTIVE  DEAFNESS 

The  term  nerve  deafness  loosely  encompasses  a 
wide  variety  of  defects  of  the  cochlea  or  the  nerve 
pathways  from  the  cochlea  to  the  cerebral  cortex. 
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Most  nerve  deafness  is  based  upon  senile  deteriora- 
tion, trauma,  or  congenital  failure  of  the  cochlea  to 
develop  properly.  Meniere’s  disease  and  acoustic  neu- 
romas may  be  treated  rationally,  but  for  the  remain- 
der of  this  large  category  there  is  usually  no  defini- 
tive treatment. 

Even  in  this  field,  however,  patients  are  being 
rehabilitated  and  living  useful  lives.  This  has  come 
about  through  development  of  organized  programs 
of  instruction  for  the  hearing  handicapped  and  the 
technical  advances  in  production  of  better  and  bet- 
ter electronic  hearing  devises.®  Pre- World  War  II 
hearing  aids  were  as  different  from  today’s  instru- 
ments as  the  old  prewar  radios  were  from  our  pres- 
ent hi-fi  sets.  Facilities  to  aid  the  patient  in  the 
proper  selection  of  an  instrument  and  for  related 
instruction  are  available  today.^ 

SUMMARY  AND  CONCLUSIONS 
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Relationship  of 
Allergy  and 
Infection  to 


A tremendous  resurgence  or  renaissance  in  otology 
has  occurred  in  the  past  10  years  in  the  field  of 
surgical  treatment  for  impairment  of  hearing.  Ad- 
vancement of  fenestration  surgery  to  the  category  of 
"reliable,”  the  introduction  of  and  popularization  of 
stapes  mobilization,  myringoplasty,  and  tympano- 
plasty have  been  made  possible  by  adequate  means 
of  illumination,  use  of  the  operating  microscope, 
and  primarily  through  the  use  of  antibiotic  agents 
for  the  control  of  infection. 

These  antibiotics,  which  were  the  principal  force 
in  the  fall  of  otology  as  a prominent  surgical  sub- 
specialty by  their  miraculous  control  of  infection, 
have  come  full  circle  and  have  served  as  a stepping 
stone  into  a new  era  of  constructive  otology. 

Those  patients  not  able  to  benefit  from  surgical 
rehabilitation  have  been  benefited  by  more  and 
more  satisfactory  hearing  aids  made  possible  by  ad- 
vances in  modern  electronics. 
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Secretory 
Otitis  Media 


HARRIS  HOSEN,  M.D. 

Port  Arthur,  Texas 


PATHOLOGIC  LESIONS  of  the  middle  ear  and 
inner  ear  are  secondary  conditions  which  are 
controlled  by  abnormal  situations  affecting  the  eu- 
stachian  tube. 

The  interruption  of  the  normal  aerating  function 
of  the  tube  is  followed  by  absorption  of  air  in  the 
middle  ear  and  mastoid.  This  leads  to  a partial  or 
complete  vacuum  which  incites  a transudation  of 
serous  fluid.  An  aborted  inflammatory  process  of 
the  eustachian  tube  will  lead  to  an  exudate  which 
fills  the  middle  ear  or  tympanic  cavity.  Either  of 
these  conditions  of  transudate  or  exudate  filling  the 
middle  ear  is  known  as  secretory  otitis  media.  ’The 
fluid  content  in  this  condition  is  usually  sterile. 


SYMPTOMS  AND  DIAGNOSIS 

The  symptomatology  in  brief  of  this  condition 
consists  of  a feeling  of  fullness,  stuffiness,  or  pres- 
sure in  the  ear.  Tinnitus  is  a common  complaint. 
Conductive  deafness  may  be  present  in  a degree  that 
ranges  from  almost  insignificance  to  complete  deaf- 
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ness.  Many  patients  will  speak  of  a sensation  of 
water  bubbling  in  the  ear.  Younger  children  and 
infants  may  never  complain,  and  the  only  indication 
of  trouble  will  be  noticed  months  later  because  of 
their  progressive  degree  of  inattention  due  to  a 
progressive  deafness.  Again  infants  and  children  less 
than  4 years  of  age  may  exhibit  signs  of  restlessness 
and  frequently  will  pull  at  the  affected  ear. 

A routine  examination  of  the  ear  drums  will  lead 
to  the  diagnosis  of  secretory  otitis.  The  tympanic 
membrane  involved  usually  reveals  an  amber  or 
yellow  color.  In  long  standing  cases,  the  drum  may 
have  a bluish  color.  Some  writers  emphasize  the 
chalklike  appearance  of  the  malleus  handle  and 
short  process.  Infrequently  a fluid  line  and  bubbles 
may  be  seen  through  the  membrane.  Frequently  the 
drum  is  retracted  to  various  degrees.  Perhaps  the 
best  description  of  the  drum  in  secretory  otitis 
media  is  that  the  drum  does  not  look  normal. 


ian  tube  with  a resulting  secretory  otitis  media  is 
infection.  Nasal  allergy  plays  a minor  but  a signifi- 
cant minority  role  in  tubal  edema. 

Excessive  adenoids  are  the  most  prominent  cause 
of  compression  or  closure  of  the  tube. 

The  trigger  mechanism  which  may  precipitate  a 
secretory  otitis  in  the  case  of  excessive  adenoids  is 
infection  or  allergy  or  the  combination  of  both. 

Both  allergy  and  infection  will  cause  an  edema  of 
the  adenoids  which  may  be  just  enough  to  complete 
the  closure  of  rhe  eustachian  tube.  If  the  adenoids 
are  removed,  there  may  not  be  recurrences  in  spite 
of  repeated  allergic  or  infectious  flare-ups. 

Most  writers  speak  of  secretory  otitis  as  a disease 
which  has  become  more  prevalent  since  the  advent 
of  antibiotics.  All  are  generally  agreed  that  before 
the  advent  of  antibiotics,  many  of  the  present  cases 
of  secretory  otitis  would  have  gone  on  to  suppura- 
tion and  rupture  of  the  drum  involved. 

The  real  cause  of  the  prevalence  of  this  condition 
when  due  to  infection  is  the  failure  to  get  bacterio- 
logical cures  rather  than  clinical  cures. 


CAUSES  OF  TUBE  BLOCKAGE 

The  causes  of  eustachian  tube  blockage  are  varied. 
Any  condition  which  is  capable  of  producing  swell- 
ing of  the  tubal  mucosa,  compression  of  the  ostium 
or  lumen  of  the  mbe,  or  in  any  way  interfering  with 
the  normal  aerating  function  of  the  eustachian  tube 
may  be  an  etiological  factor: 

1.  Conditions  which  may  cause  a swelling  of  the 
mucosa  of  the  eustachian  tube  are  acute  upper  res- 
piratory infection,  acute  and  chronic  sinusitis,  chron- 
ic nasopharyngitis,  and  nasal  allergy. 

2.  Compression  or  closure  of  the  lumen  of  the 
mbe  may  be  caused  by  malignancies  of  the  naso- 
pharynx, enlarged  lateral  retropharyngeal  lympth 
nodes,  or  hypertrophied  adenoids. 

3.  Interference  with  the  normal  mbal  function  oc- 
curs with  rapid  changes  of  pressure  on  the  other 
side  of  the  drum  as  in  rapid  descent  in  an  airplane. 

By  far  the  greatest  cause  of  edema  of  the  eustach- 


Dr.  Harris  Hosen  delivered  this 
address  before  the  Southwest 
Allergy  Forum  in  Shreveport, 
February  23,  1958. 

Infection  is  the  chief  cause  of  secretory  otitis  media  with 
allergy  an  important  adjunct.  Cytological  and  bacterial  exam- 
inations of  nasal  secretions  will  determine  the  role  of  allergy 
and  infection  and  suggest  the  specific  antibiotic  or  an  anti- 
allergic drug  most  suitable  for  therapy. 


TREATMENT 

The  treatment  of  secretory  otitis  media  should  be 
directed  to  the  removal  of  the  edema  of  the  mucous 
membrane  of  the  mbe.  If  this  is  accomplished,  the 
tube  will  open  and  normal  aeration  will  occur.  With 
aeration  the  serous  or  mucous  contents  of  the  middle 
ear  will  be  absorbed  in  the  majority  of  cases  even 
after  many  months’  duration.  If  complete  eradication 
of  the  infection  is  accomplished  and  the  mucous 
membrane  of  the  eustachian  mbe  remrns  to  normal, 
symptoms  may  persist  in  a minority  of  cases.  This 
may  be  due  to  the  fact  that  the  mucous  or  serous 
content  of  the  tympanic  cavity  has  become  thick 
and  gelatinous  with  possible  fibrous  degeneration. 
In  such  cases,  the  dmm  must  be  incised  and  the 
contents  of  the  cavity  removed  by  suction,  aspira- 
tion, inflation,  or  other  means. 

In  my  opinion,  the  use  of  myringotomy  as  a pri- 
mary treatment  of  secretory  otitis  is  not  logical.  Al- 
though symptoms  may  be  relieved  by  this  approach, 
it  frequently  is  only  temporary,  for  the  condition  will 
recur  unless  the  eustachian  tube  returns  to  normal. 

Primary  attention  should  be  directed  to  the  mbe 
and  myringotomy  held  in  reserve  especially  in  early 
cases.  In  chronic  casesjR^here  the  contents  of  the  mid- 
dle ear  have  become  gelatinous,  myringotomy  can 
play  an  immediate  role. 


ALLERGY  AND  INFECTION 


This  discussion  is  concerned  with  the  role  of  al- 
lergy and  infection  or  the  combination  as  the  causes 
of  edema  of  the  mbe.  But  allergic  conditions  of  the 
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nasal  passages  frequently  may  be  complicated  by  in- 
fections. Often  a nasal  allergy  may  not  cause  a sig- 
nificant edema  of  the  tube  without  being  triggered 
off  by  an  infection.  And  again  an  infection  may  need 
the  triggering  mechanism  of  an  allergy  to  lead  to  a 
mbal  obstruction. 

To  determine  whether  an  obstruction  of  the  tube 
is  due  to  an  allergy,  an  infection,  or  a combination 
of  the  two,  a cytological  and  bacteriological  examina- 
tion of  the  nasal  secretions  is  necessary. 

Before  speaking  of  the  abnormal,  we  first  must 
consider  the  normal  findings.  The  normal  nasal 
cavities,  sinuses,  and  bronchial  tree  are  sterile.  The 
baaerial  flora  which  exists  is  isolated  to  the  naso- 
pharynx. When  the  antibacterial  barriers  are  broken 
by  lowered  resistance  of  the  nasal  mucosa,  the  bac- 
teria from  the  nasopharynx  spread  into  the  nasal 
cavities,  sinuses,  or  bronchial  tree.  Secretions  from 
the  normal  upper  respiratory  areas  may  have  small 
but  insignificant  numbers  of  nonpathogenic  bac- 
teria which  are  of  no  real  significance.  The  common 
nonpathogens  are  Staphylococcus  albus.  Staph,  aureus 
B,  diphtheroids.  Neisseria  pharynges,  and  Staph, 
aureous  A.  If  spreads  of  such  secretions  show  no 
microorganisms,  or  just  a few,  and  a large  amount 
of  mucus,  then  the  evidence  is  strong  that  one  is 
dealing  with  a vasomotor  disorder.  The  presence  of 
eosinophils,  of  course,  is  diagnostic  of  an  existing 
allergy.  Stained  smears  of  secretion  examined  under 
a microscope  will  give  a clear-cut  picmre  of  whether 
an  allergy,  infection,  or  a combination  exists.  Pneu- 
mococci, Streptococcus  hemolyticus.  Hemophilus  in- 
fluenzae and  parainfluenzae,  and  Klebsiella  pneu- 
moniae are  found  very  rarely  in  the  normal  nose  or 
sinus  even  in  small  numbers.  The  finding  of  such 
organisms  even  in  small  numbers  strongly  suggests 
the  presence  of  infection. 

One  of  the  most  significant  manifestations  of 
nasal,  sinus,  or  bronchial  disease  is  a discharge  of 
secretions.  This  material  may  vary  considerably  in 
consistency,  color,  and  amount.  The  color  or  amount 
of  secretions  in  itself  is  not  diagnostic  of  infection, 
no  more  than  a cloudy  urine  is  indicative  of  the  pres- 
ence of  white  blood  cells. 

After  such  an  examination  to  determine  whether 
an  infection,  allergy,  or  a combination  is  present, 
culmres  should  be  made  to  determine  the  organisms 
causing  the  infection.  Sensitivity  smdies  are  then  es- 
sential to  find  the  specific  antibiotic  which  will 
eradicate  the  infection.  These  procedures  are  simple 
and  can  be  carried  out  in  the  office  with  little  trouble 
and  less  expense.  In  my  experience  with  sensitivity 
tests,  I have  found  that  the  correlation  of  these  tests 
and  clinical  results  has  been  almost  perfect. 

In  my  office  laboratory  during  the  year  1953, 
we  kept  records  of  200  consecutive  sensitivity  tests. 


made  from  patients  with  respiratory  infections.  The 
findings  were  of  great  clinical  significance: 

1.  Penicillin  was  specific  in  10  per  cent  of  the  cases. 

2.  Streptomycin  was  specific  in  33  per  cent. 

3.  The  combination  of  penicillin  and  streptomycin  was 
specific  in  30  per  cent  of  the  cases  where  both  penicillin 
and  streptomycin  were  negative. 

4.  Chloromycetin  was  80  per  cent  specific. 

5.  Aureomycin  was  60  per  cent  specific. 

6.  Terramycin  was  70  per  cent  specific. 

7.  Erythromycin  was  34  per  cent  specific. 

8.  Sulfonamides  were  8 per  cent  specific. 

One  year  later  a similar  series  of  tests  showed  that 
penicillin  and  sulfonamides  were  even  less  specific 
while  the  other  antibiotics  retained  the  same  degree 
of  specificity. 

Now  in  1958  a consecutive  series  of  sensitivity 
tests  numbering  200  cases  showed  a drastic  change. 
The  following  illustrates  the  importance  of  this 
procedure: 

1.  Penicillin  was  44  per  cent  specific. 

2.  Streptomycin  was  56  per  cent  specific. 

3.  The  combination  of  penicillin  and  streptomycin  was 
10  per  cent  specific  when  both  penicillin  and  streptomycin 
were  individually  negative. 

4.  Chloromycetin  was  61  per  cent  specific. 

5.  Aureomycin  was  48  per  cent  specific. 

6.  Terramycin  was  65  per  cent  specific. 

7.  Achromycin  (not  available  in  the  previous  series)  was 
63  per  cent  specific. 

8.  Erythromycin  was  51  per  cent  specific. 

9-  Novobiacin  (not  available  previously)  was  52  per 
cent  specific. 

10.  Panalba  (a  combination  of  Achromycin  and  Novo- 
biacin, not  available  previously)  in  a limited  series  of  50 
cases  showed  an  80  per  cent  specificity. 

This  evaluation  of  sensitivity  tests  clearly  shows 
that  the  blind  use  of  antibiotics  wiU  not  obtain  bac- 
teriological cures  in  the  majority  of  cases,  and  as  a 
result  of  this,  edema  of  the  eustachian  tube  will 
persist  and  lead  to  the  condition  known  as  secretory 
otitis  media. 

When  a patient  has  an  acute  upper  respiratory 
infection,  with  or  without  therapy,  that  infection 
usually  will  subside  within  2 weeks  to  such  an  ex- 
tent that  all  evidence  of  infection  may  be  completely 
missing  on  routine  visual  examination.  Still  a chronic 
infection  in  the  nasal  passages  will  often  persist  with- 
out visible  evidence  of  secretions  being  present.  It  is 
this  chronic  infection  which  will  cause  an  edema  of 
the  tube  and  thus  lead  to  middle  ear  complications. 

To  determine  whether  an  allergy  or  infection  is 
present,  secretions  must  be  obtained  from  the  nasal 
passages.  If  aspiration  or  forcibly  blowing  the  nose 
does  not  yield  any  secretions,  the  use  of  a sterile 
platinum  loop  will  obtain  the  necessary  secretions 
for  examination.  The  loop  is  passed  from  the  pos- 
terior end  of  the  middle  turbinate  across  the  roof 
of  the  mrbinate.  The  secretions  coUeaed  are  placed 
on  a slide,  and  a stain  is  made  with  Wright’s  or 
Hansel’s  stain. 
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If  bacteria  are  found,  a diagnosis  of  infection  can 
be  made.  If  eosinophils  are  found,  an  allergy  is 
present.  If  both  are  found,  a diagnosis  of  infection 
with  allergy  can  be  made. 

After  sensitivity  tests  are  made,  the  proper  anti- 
biotic is  prescribed  and  3 days  of  therapy  is  given. 
The  patient  is  reexamined  on  the  fourth  or  fifth  day, 
and  if  the  secretions  are  free  of  bacteria,  the  con- 
dition is  considered  as  cured.  In  the  majority  of 
cases  in  which  evidence  of  otitis  was  present,  the 
symptoms  and  signs  will  have  disappeared  when  a 
sterile  condition  has  been  achieved.  If  symptoms  and 
signs  of  serous  otitis  still  persist  and  sterility  has 
been  achieved,  it  means  that  edema  of  the  eustachian 
mbe  still  exists.  In  such  a situation  the  edema  can 
often  be  relieved  by  two  or  three  daily  injections  of 
ACTH.  If  this  fails,  paracentesis  is  indicated. 

It  is  not  unusual  to  find  a pure  infection  on  the 
original  examination  which  after  clearing  will  show 
microscopic  evidence  of  an  allergic  condition.  If 
ear  symptoms  still  persist,  presumptive  evidence  is 
that  the  edema  of  the  mbe  is  of  allergic  origin. 

When  eustachian  tube  edema  is  caused  primarily 
by  an  allergic  reaction,  every  effort  must  be  made  to 
clear  the  condition;  but  more  important,  the  preven- 
tion of  fumre  mbal  edema  is  essential.  Specific  al- 
lergic therapy  is  indicated  in  any  persistent  tubal 
dismrbance  or  when  there  are  recurrent  attacks  of 
temporary  obstmction  due  to  an  allergy. 

Symptomatic  therapy  consists  of  the  use  of  anti- 
histaminics,  ACTH,  cortisone  derivatives,  and  other 
antiallergic  drugs.  In  the  majority  of  cases  due  to 
an  allergic  condition  two  or  three  daily  injections  of 
ACTH  will  relieve  the  edema,  and  the  condition  of 
serous  otitis  will  clear.  In  some  very  persistent  cases 
none  of  the  antiallergic  agents  seem  to  work.  Cer- 
tainly in  these  cases,  specific  therapy  is  essential. 

CONCLUSIONS 

Eustachian  mbe  edema  or  obstruction  is  the  direct 
cause  of  secretory  otitis  media. 

In  cases  of  excessive  adenoids,  surgical  removal 
is  the  final  answer. 

Infection  is  the  greatest  cause  of  tubal  edema. 

A bacteriological  cure  in  upper  respiratory  infec- 
tion will  prevent  middle  ear  complications. 

The  proper  use  of  the  specific  antibiotics  will  ob- 
tain a bacteriological  cure  within  3 days  of  therapy. 
The  choice  of  an  antibiotic  depends  on  the  use  of 
sensitivity  tests. 

Myringotomy  is  essential  when  the  contents  of 
the  tympanic  cavity  have  become  gelatinous. 

Allergy  is  important  as  an  etiological  factor,  but 
first  any  complicating  infection  must  be  eradicated. 


A pure  allergic  condition  causing  edema  of  the 
mbe  calls  for  specific  therapy.  Nonspecific  therapy 
gives  relief  in  most  cases  but  does  not  prevent 
recurrences.  With  specific  therapy  gratifying  results 
can  be  obtained  and  recurrences  will  be  eliminated 
for  the  most  part. 

♦ Dr.  Hosen,  2649  Procter,  Port  Arthur. 

Tonsils— 

Take  Them  or 
Leave  Them 

HOMER  B.  FIELD,  M.D. 

Blue  Island,  Illinois 

HE  PALATINE  TONSILS  have  been  a bone  of 
contention  for  the  medical  profession  for  many 
years.  We  have  gone  through  a phase  during  which 
the  tonsillectomy  was  performed  because  the  tonsils 
were  there — regardless  of  their  pathogenicity  or  size 
or  relation  to  other  organs.  Then  we  have  leaned 
backwards  and  the  tonsil  was  left  in  situ  regardless 
of  its  effect  on  the  patient’s  health. 

It  is  the  purpose  of  this  paper  to  place  the  tonsil 
question  in  proper  perspective  and  at  the  same  time 
focus  attention  on  certain  problems  related  to  the 
tonsils  and  adenoids.  I believe  ( 1 ) there  are  defi- 
nite indications  for  adenotonsillectomy  and  (2)  the 
surgical  treatment  of  the  adenotonsil  problem  should 
be  placed  on  a surgical  level  as  that  of  any  surgical 
procedure. 

FUNCTION  OF  TONSIL 

Let  us  review  for  a minute  the  function  of  the 
tonsil.  The  stmcture  of  the  tonsil  is  microscopically 
composed  of  stratified  squamous  epithelium  overly- 
ing a connective  ti^ue  capsule  with  papillae.  It 
forms  deep  crypts  which  almost  extend  to  the  other 
side  of  the  capsule,  which  may  have  secondary 
branches.  In  this  connective  tissue  there  is  always  a 
variety  of  cells  of  different  types;  lymphocytes,  mast 
cells,  plasma  cells,  often  in  various  stages  of  degen- 
eration. Large  numbers  of  neutrophils  indicate  in- 
flammation. Small  numbers  of  neutrophils  are  al- 
ways present.  Large  numbers  of  eosinophils  suggest 
allergy.  The  lumen  of  the  crypts  may  contain  large 
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numbers  of  degenerated  lymphoq^tes  mixed  with 
desquamated  squamous  epithelial  cells,  granular  de- 
tritus, and  microorganisms.  These  masses  may  form 
large  cheesy  plugs  which  are  gradually  eliminated, 
or  they  may  remain  for  a long  time  ancl  become 
calcified. 

Unlike  the  lymph  node,  the  tonsil  does  not  pos- 
sess lymphatic  sinuses,  and  the  lymph  is  not  filtered 
through  them.  They  are  provided,  however,  with 
netlike  plexuses  of  wide,  blindly  ending  lymph  ca- 
pillaries which  do  not  penetrate  the  lymphoid  tisssue, 
but  merely  surround  its  outer  surface.  The  tonsils 
reach  maximum  development  in  childhood  and  usu- 
ally begin  to  involute  at  the  age  of  14  or  15  years. 
The  participation  of  the  tonsil  in  the  production  of 
lymphocytes  is  the  only  firmly  established  function 
that  can  be  ascribed  to  them.  The  infiltration  of  the 
epithelium  by  lymphocytes  is  characteristic  of  the 
tonsil  as  it  is  of  the  entire  digestive  tract — the  ton- 
sils in  the  pharynx,  diffusely  in  the  wall  of  the  small 
intestine,  and  in  solitary  follicles  and  patches  of 
Peyer  in  the  intestines.  The  physiologic  meaning  of 
this  phenomenon  is  not  entirely  clear.  This  infiltra- 
tion process  is  generally  believed  to  have  something 
to  do  with  the  penetration  of  micro-organisms  into 
the  body.  Pathogenic  bacteria  have  been  found  in 
the  lymphoid  tissue  of  the  tonsils  and  the  lymphoid 
follicles  of  the  intestine  as  an  apparently  normal  phe- 
nomenon in  man  and  animals.  It  has  been  suggested 
that  these  bacteria  penetrating  into  the  lymphoid 
tissue  are  modified  and  made  less  virulent  and  they 
then  act  like  vaccines  and  instigate  the  promotion 
of  antibodies.  On  the  other  hand,  the  tonsil  as  well 
as  the  follicles  of  the  intestine  have  been  shown  to 
be  portals  of  entry  for  pathogenic  bacteria  and  gen- 
eral as  well  as  local  infections  have  been  traced  from 
them. 

It  is  when  the  tonsil  succumbs  to  the  noxious 
agent  that  intervention  by  surgery  or  other  therapy 
is  indicated. 

a Dr.  Homer  B.  Field,  practicing 

ophthalmologist  and  otolaryn- 
gologist, presented  this  pa,p>er 
for  the  Texas  Academy  of  Gen- 
eral Practice  on  September  22, 
1958,  in  San  Antonio. 

The  indications  for  adenotonsillectomy  include  (1)  mechan- 
ical obstruction  due  to  hypertrophy,  (2)  persistent  middle  ear 
disease,  (3)  persistent  systemic  problem  with  the  tonsil  an 
exciting  toxic  factor,  (4)  tumors  of  the  adenotonsil  area,  (5) 
persistent  diphtheria  culture  in  the  throat.  Adenotonsil  opera- 
tions deserve  good  technique  and  probably  still  should  not  be 
done  during  an  active  poliomyelitis  outbreak. 


In  most  instances  diseased  tonsils  which  formerly 
were  subjected  eventually  to  surgery  have  been  man- 
aged medically  with  good  results.  The  use  of  radia- 
tion for  control  of  hypertrophic  adenotonsillitis  has 
been  in  general  disappointing,  and  the  danger  of 
producing  persistent  and  permanent  radiation  ef- 
fects cannot  be  ignored. 

Various  other  techniques  for  tonsil  therapy  have 
been  used  at  various  times.  Electrocoagulation  of  the 
tonsil  was  very  popular  as  a means  of  therapy  as 
was  irradiation  with  the  ultraviolet  quartz  lamp. 
Autogenous  vaccines  made  from  the  organism  found 
in  the  tonsil  crypts  have  been  employed.  While 
these  various  forms  of  therapy  have  their  advocates, 
the  medical  profession  generally,  I think,  advocates 
surgical  excision  as  the  procedure  of  choice  in  the 
treatment  of  persistent  adenoid  and  tonsil  disease. 

It  is  important  to  recognize  the  diseased  tonsil 
and  have  certain  definite  criteria  for  its  surgical 
removal.  Usually,  the  indications  for  adenotonsillec- 
tomy are  five: 

1.  Mechanical  obstruction  due  to  hypertrophy. 
This  hypertrophy  and  hyperplasia  of  the  lymphoid 
elements  may  be  the  result  of  (a)  recurrent  infec- 
tion, (b)  allergy,  or  (c)  congenital  make-up  of 
the  individual.  If  the  obstruction  is  sufficient  to 
produce  respiratory  or  deglutition  difficulty,  the 
adenotonsilleaomy  should  be  performed. 

2.  The  presence  of  persistent  middle  ear  disease, 
with  or  without  effusion.  It  must  be  realized  that 
infection  of  the  middle  ear  is  by  and  large  a result 
of  the  presence  of  infection  in  the  nasopharynx. 
The  chief  source  of  this  infection  is  the  tonsil  and 
adenoid.  The  obstruction  of  the  eustachian  mbe  ori- 
fice must  be  relieved  if  the  diseased  ear  is  to  be 
given  normal  chance  of  recovery  from  the  impaired 
hearing  produced  by  this  problem. 

3.  A persistent  systemic  problem  created  by  foci 
of  infection  with  the  tonsil  thought  to  be  an  ex- 
citing toxic  factor,  such  as  rheumatic  fever. 

4.  Tumors  of  the  adenotonsil  area  which  are  a 
definite  surgical  problem.  As  a rule,  removal  of 
malignant  mmors  must  be  accompanied  by  radical 
neck  dissection  with  removal  of  cervical  nodes  on 
the  side  affected. 

5.  Persistent  diphtheria  culture  in  the  throat.  This 
condition  is  seen  more  commonly  in  some  sections 
of  the  country  than  others. 

It  is  a common  belief  that  the  adenotonsillectomy 
is  a waning  surgical  procedure;  nevertheless,  when 
we  realize  that  this  operation  accounted  for  20  per 
cent  of  all  surgical  procedures  done  in  the  country 
in  1956,  it  assumes  considerable  importance.  In  my 
region,  the  Chicago  area,  we  average  1 death  every 
3 weeks  from  tonsil  and  adenoid  operative  proced- 
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ures.  The  greater  New  York  area  averages  2 deaths 
every  3 weeks  for  the  same  procedure. 

The  otologist  is  probably  responsible  for  an  in- 
creasing number  of  tonsillectomies  because  of  his 
interest  in  loss  of  hearing.  Although  tonsils,  as  a 
result  of  enlargement  or  severe  infeaion,  are  a fac- 
tor in  hearing  loss,  they  are  offenders  not  nearly  as 
often  as  the  adenoids.  The  otologist  is  faced  with 
a difficult  decision  in  the  child  who  has  an  allergic 
background  and,  in  addition,  harbors  active  infec- 
tion in  the  lymphoid  elements  of  the  nasopharynx. 
Should  the  adenoid  tonsil  tissue  be  removed  and 
the  allergy  neglected,  or  should  allergy  control  alone 
be  used  in  hopes  of  controlling  future  infections? 
It  is  probably  wise  to  attend  to  both  factors.  Re- 
moval of  infected  tonsils  and  adenoids  frequently 
will  have  a quieting  effect  on  an  allergic  mucous 
membrane.  Certainly  recurrent  middle  ear  disease 
calls  for  a thorough  removal  of  infected  lymphoid 
tissue  present. 

Adenoid  and  tonsil  tissue,  present  at  birth,  gen- 
erally increases  in  size  until  the  child  is  about  the 
age  of  3 years,  after  which  there  sets  in  a retro- 
grade process  with  almost  complete  elimination  of 
the  adenoid  tissue  and  a reduction  in  the  size  of 
the  tonsils.  The  normal  process  may  be  altered,  how- 
ever, in  the  presence  of  abnormal  conditions  of 
infection  or  allergy.  These  two  phenomena  will  lead 
to  a hypertrophy  of  the  tissues  and  resulting  chronic 
infection.  This  will  then  cause  the  physician  to  re- 
move the  diseased  tissue.  Many  children  have  been 
considered  to  be  retarded  when  actually  the  problem 
is  one  of  faulty  and  defective  hearing  because  of 
persistent  blockage  either  in  the  middle  ear  with 
an  effusion  of  fluid  or  in  the  eustachian  tube  by 
mechanical  obstruction  with  acmal  adenoid  or  ton- 
sil tissue.  Classifying  an  intelligent  deaf  child  as  a 
mentally  retarded  person  occurs  too  frequently.  For- 
mnately  now  the  school  systems  are  taking  cogniz- 
ance of  this  problem,  and  hearing  defects  are  being 
found  readily  by  screening  techniques  in  the  schools. 

There  is  apparently  no  relationship  between  the 
incidence  of  upper  respiratory  tract  infection,  in- 
cluding the  common  cold,  and  the  presence  or  ab- 
sence of  the  tonsils. 


TONSILLECTOMY  AND  POLIOMYELITIS 

The  relationship  between  bulbar  poliomyelitis  and 
tonsillectomy  is  one  that  still  requires  clarification. 
The  analysis  of  the  Minnesota  epidemic  of  poliomye- 
litis of  1946  showed  the  increased  incidence  of  bul- 
bar poliomyelitis  by  some  3 to  1 in  the  person  who 
had  had  tonsillectomy.  It  seems  probable  that  inva- 
sion by  the  polio  virus  in  the  unhealed  tonsillectomy 


area  may  account  for  increase  in  the  bulbar  type  of 
polio.  It  is  difficult  for  me  to  see  how  a tonsillec- 
tomy done  years  previously  could  be  a factor  in  pro- 
ducing bulbar  polio.  It  is  probable  that  there  is  a 
common  factor  responsible  for  both  the  condition 
requiring  tonsillectomy  and  the  bulbar  poliomyelitis. 
This  factor  might  be  a deficient  defense  mechanism 
against  invasion  of  the  upper  respiratory  tract  by 
infections  of  the  virus  type.  During  the  past  three 
or  four  decades,  adenotonsillectomies  have  been  per- 
formed in  the  hope  of  preventing  the  common  cold. 

The  big  problem  that  faces  the  medical  profession 
in  the  light  of  the  Salk  antipoliomyelitis  vaccine  is: 
"Should  we  remove  the  adenoids  and  tonsils,  and 
when  should  it  be  done  in  relation  to  the  open 
poliomyelitis  season  and  in  relation  to  the  admin- 
istration of  the  vaccine?” 

Admittedly  the  experimental  relationship  between 
the  throat  and  poliomyelitis  is  not  known.  Later 
work,  in  fact,  is  tending  to  point  to  the  gastroin- 
testinal tract  as  the  principal  source  of  entry  for 
the  virus.  It  has  been  customary  for  the  past  sev- 
eral years  in  the  various  states  to  suggest  that  the 
local  hospitals  put  a definite  quarantine  on  adeno- 
tonsillectomies and  elective  throat  surgery  during  the 
periods  when  poliomyelitis  was  prevalent.  The  ques- 
tion then  arose  as  to  the  efficacy  of  the  Salk  vac- 
cine, as  to  the  length  of  the  immunity,  and  the  per- 
centage of  individuals  who  failed  to  become  im- 
munized even  after  3 doses  of  the  vaccine. 

In  an  attempt  to  get  an  over-all  picmre  of  the 
custom,  in  the  absence  of  established  faa,  I made 
a survey  of  all  49  states,  and  the  District  of  Colum- 
bia. A questionnaire  was  sent  to  each  state  depart- 
ment of  health  or  state  medical  director  in  June, 
1958,  asking  for  the  official  reaction  to  the  doing 
of  elective  throat  surgery  since  the  advent  of  the 
antipoliomyelitis  vaccine.  The  replies  are  recorded  in 
table  1.  There  were  no  answers  from  6 states;  10 
have  no  policy;  14  prohibit  tonsillectomies  and 
adenoidectomies  during  the  summer  season;  20  states 
reported  confidence  in  the  poliomyelitis  vaccine  to 
permit  adenotonsilleaomies  whenever  needed.  The 
attitude  expressed  by  Dr.  Henry  A.  Holie  for  the 
Texas  State  Department  of  Health  is  to  be  com- 
mended: "The  decision  to  operate  at  any  time  must 
be  left  to  the  clinical  judgment  of  the  private  physi- 
cian.” 

It  is  obvious  that  there  is  still  much  to  be  learned 
and  disseminated  to  the  medical  profession  regarding 
the  efficiency  of  the  vaccine.  A pertinent  excerpt 
from  the  World  Health  Organization  report  of  1957 
is  as  follows: 

Elective  tonsillectomies  and  adenoidectomies  have  been 
forbidden  in  many  communities  during  the  "poliomyelitis 
season”  or  during  epidemics  of  poliomyelitis  because  of 
evidence  indicative  of  an  increased  risk  of  acquiring  bulbar 
poliomyelitis.  The  mechanism  here  is  believed  by  some  to 
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involve  actual  contamination  of  the  nerves  with  poliovirus 
present  in  the  pharynx.  Since  immunization  with  inactive 
poliovirus  vaccine  has  been  found  to  have  no  significant 
effect  on  the  excretion  of  poliovirus  in  the  stools,  it  is 
possible  that  in  vaccinated  individuals  with  low  levels  of 
antibody  there  may  also  be  no  interference  with  multiplica- 
tion of  virus  in  the  pharynx.  Accordingly,  it  was  the 
opinion  of  the  committee  that,  at  least  until  evidence  to 
the  contrary  is  accumulated,  it  would  be  advisable  to 


continue  the  prohibition  of  elective  tonsillectomies  and 
adenoidertomies  during  the  so-called  "poliomyelitis  season.” 

From  the  foregoing  it  appears  that,  in  general, 
over  the  country  there  is  increasing  feeling  that  in 
the  properly  vaccinated  individual,  adenotonsillec- 
tomy  may  be  done  except  where  there  is  an  existing 
epidemic  of  polio.  It  would  seem  that  time  alone 
will  tell  the  entire  story  on  the  efficacy  of  the 
vaccine. 


Table  1. — Reaction  of  State  Departments  of  Health  to  Doing  of  Elective  Throat  Surgery  Since  Advent  of  Antipoliomyelitis 

Vaccine. 


State 


Policy 


Alabama 

Arizona 

Arkansas 

Colorado 

Connecticut 

Delaware 

Washington,  D.  C. 

Florida 

Georgia 

Idaho 

Illinois 

Indiana 

Kansas 

Kenmcky 

Louisiana 

Maine 

Maryland 

Massachusetts 

Michigan 

Minnesota 

Mississippi 

Missouri 

Montana 

Nebraska 

New  Hampshire 

New  Jersey 

New  Mexico 
New  York 
North  Carolina 
North  Dakota 
Ohio 

Oklahoma 
Oregon 
Rhode  Island 
South  Carolina 
South  Dakota 
Tennessee 
Texas 

Vermont 

Virginia 

Washington 

West  Virginia 
Wisconsin 

Wyoming 


Opposes  adenotonsillectomy  during  polio  season  unless  attending  physician  feels  surgery  is  urgent. 
Recommends  no  adenotonsillectomies  during  polio  epidemic. 

No  policy.  When  inquiry  is  made,  recommends  postponement  until  after  polio  season. 

No  restrictions  if  vaccinated.  No  vaccinations,  no  adenotonsillectomy  June  15  to  September  15. 
Prohibits  adenotonsillectomies  June  15  to  October  1. 

85%  children  vaccinated  with  poUo  vaccine.  No  restrictions  as  to  adenotonsillectomy. 

D.  C.  General  Hospital  prohibits  adenotonsillectomy  during  season.  Children’s  Hospital  permits 
adenotonsillectomy  if  child  is  vaccinated. 

Recommends  no  adenotonsillectomies  in  community  where  active  cases  of  polio  are  present. 
Recommends  no  adenotonsillectomies  during  polio  season,  unless  physician  deems  it  necessary. 

No  policy. 

Prohibited  during  polio  season  and  for  30  days  following  polio  inoculation. 

No  state  policy.  In  general,  local  county  societies  discourage  elective  ENT  procedures  in  summer 
months. 

Recommends  no  elective  nose  and  throat  surgery  during  polio  season. 

No  policy. 

No  policy. 

Adenotonsillectomy  at  any  time  in  immunized  children.  Recommends  postponement  when  active 
polio  cases  are  found. 

Adenotonsillectomy  permitted  in  vaccinated  children  unless  a severe  epidemic  is  present. 
Restriction  statewide  now  discarded,  local  hospital  and  physician  decide  the  question. 

No  official  policy.  Left  to  discretion  of  physician. 

No  general  directive.  No  prohibition.  Recommends  no  adenotonsillectomies  until  after  piolio  season. 
Recommends  no  adenotonsilleaomies  during  polio  season. 

Recommends  no  adenotonsillectomy  during  open  polio  season. 

Prohibits  adenotonsillectomies  when  active  polio  is  in  area. 

No  official  policy. 

No  restrictions  on  adenotonsillectomies. 

No  contraindication  to  adenotonsillectomy  in  community  where  there  is  no  incidence  of  polio. 

Recommends  delay  if  procedure  is  elective  until  after  polio  season. 

Elective  nose  and  throat  surgery  forbidden  during  polio  season. 

Advises  against  doing  adenotonsillectomies  during  polio  season. 

No  policy. 

No  restriction  on  adenotonsillectomy  if  child  has  been  vaccinated. 

Restrictions  on  adenotonsillectomy  are  placed  only  if  active  polio  cases  are  found. 
Adenotonsillectomy  permitted  in  immunized  children.  No  surgery  in  nonimmunized. 

Permits  tonsillectomy  at  any  time  in  properly  vaccinated  person. 

Recommends  postponement  of  surgery  until  after  polio  season. 

Do  not  recommend  adenotonsillectomy  during  open  polio  season. 

No  policy. 

Elective  nose  and  throat  surgery  prohibited  during  polio  season. 

No  official  attitude.  Present  day  drugs  have  made  this  an  elective  procedure;  hence  a decision 
to  operate  at  any  time  must  be  left  up  to  surgeon. 

Recommends  no  adenotonsillectomies  during  polio  season. 

No  restrictions  in  vaccinated  persons.  No  surgery  June  through  September  for  nonvaccinated. 
Restricts  all  elective  nose  and  throat  surgery  when  there  is  active  polio  epidemic.  Permissable  at 
any  other  time. 

Recommends  no  adenotonsillectomies  during  season,  but  discretion  of  physician  is  relied  upon. 
No  set  policy.  Upon  questions  from  physician  recommends  delaying  adenotonsillectomy  during 
polio  season. 

No  state  policy.  Controlled  by  local  areas.  In  general  adenotonsillectomy  is  permitted  at  any  time 
in  properly  vaccinated  children. 


No  replies  from  Alaska,  California,  Iowa,  Nevada,  Pennsylvania,  Utah. 
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SURGICAL  TECHNIQUE 

If  one  has  decided  on  the  removal  of  tonsils  and 
adenoids,  what  is  the  best  technique  for  such  re- 
moval? 

As  in  all  surgery,  anesthesia  is  important.  I believe 
the  safest  mode  of  general  anesthesia  for  adenoton- 
sillectomy  is  the  endotracheal  type.  The  advantages 
of  this  type  of  anesthesia  for  this  type  of  surgery 
include:  (1)  a continuously  patent  airway,  (2) 
nonvarying  level  of  anesthesia  which  may  be  kept 
light  so  that  protective  laryngeal  reflexes  may  be- 
come active  rapidly  after  operation,  (3)  less  likeli- 
hood of  aspiration  difficulty  of  blood,  tissue,  or 
other  foreign  material,  (4)  improvement  in  visual- 
ization of  the  field  of  operation  because  of  freedom 
of  retraction  of  the  tongue  allowed  by  the  presence 
of  the  mbe.  This  type  of  anesthesia  requires  the 
services  of  a trained  anesthetist  or  anesthesiologist. 

The  essence  of  good  surgery  is  speed  with  a mini- 
mum of  trauma  to  tissue.  The  careful  excision  of  the 
tonsil  should  leave  a clean  tonsil  fossa,  both  anterior 
and  posterior  pillars  intact,  the  uvula  in  position. 
Evaluation  of  the  child  for  a possible  submucous 
cleft  should  be  performed  before  adenoidectomy. 
This  child  may  develop  a nasal  voice  when  the  velo- 
pharyngeal closure  is  dismrbed.  One  is  dismayed  at 
the  frequency  with  which  he  sees  marked  distortion 
of  the  nasopharynx  as  a result  of  tonsil  surgery.  Many 
times  there  is  a distraaing  change  of  voice  in  these 
cases.  All  bleeding  points  must  be  controlled.  The 
clean  tonsil  fossa  is  still  the  best  guarantee  against 
post-tonsil  bleeding.  Certainly,  if  postoperative  su- 
turing of  tonsil  bleeding  is  necessary,  a clean  tonsil 
fossa  makes  this  a much  easier  task.  The  use  of  su- 
mres  to  close  the  tonsil  fossa  after  surgery  is  not 
without  its  complications. 

A word  about  adenoid  surgery.  The  blind  removal 
of  adenoid  tissue  many  times  produces  a very  in- 
adequate adenoidectomy.  For  this  reason  it  is  to  the 
operator’s  advantage  to  examine  the  nasopharynx 
directly,  and  the  use  of  a dental  or  laryngeal  mir- 
ror for  this  purpose  is  satisfactory.  It  is  a good  prac- 
tice to  introduce  the  finger,  covered  by  gauze,  up 
into  the  nasopharynx  and  use  this  as  a curette  in 
the  area  of  the  eustachian  mbe  recesses. 

The  preoperative  care  of  the  adenotonsillectomy 
case  should  be  similar  to  that  for  any  other  surgical 
case.  Many  hospitals  still  do  a bleeding  time  and 
coagulation  time  determination  as  the  only  require- 
ment to  adenotonsillectomy.  I believe  that  this  test 
tells  us  little  and  prefer  to  have  a complete  blood 
count  and  urinalysis  as  the  minimum  requirements 
for  preoperative  laboratory  work.  The  use  of  an 
antibiotic  at  the  time  and  immediately  prior  to  and 
after  surgery  is  probably  good  prophylaxis  for  infec- 
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tion.  The  use  of  blood  coagulants  as  a routine  is  not 
necessary,  except  in  the  child  recently  on  excessive 
use  of  oral  antibiotics  with  failure  in  the  natural 
production  of  vitamin  K due  to  sterilization  of  the 
intestinal  tract.  In  the  day  of  the  oral  antibiotic  and 
the  busy  doctor,  it  is  easy  to  call  a druggist  and 
arbitrarily  start  antibiotic  therapy  for  almost  any 
complaint.  A disservice  is  done  to  the  child  who 
does  not  have  the  oppormnity  to  develop  natural 
immunity. 

SUMMARY 

There  are  definite  indications  for  adenotonsillec- 
tomy. When  these  indications  are  there,  surgical  re- 
moval should  be  accomplished  with  speed  and  dex- 
terity and  with  minimal  trauma  to  tissue.  While  in- 
dications are  that  the  Salk  vaccine  renders  tonsillec- 
tomy safe  at  any  time  of  the  year,  there  are  questions 
remaining  unanswered,  so  it  is  still  probably  wise 
to  refrain  from  adenotonsillectomy  during  an  active 
poliomyelitis  outbreak  in  a given  community. 

1^  Dr.  Field,  2505  W.  Burr  Oak  Avenue,  Blue  Island,  111. 


Nuclear  Propulsion 

Cataractogenic  Effects 
From  Fast  Neutrons 

JOHN  E.  PICKERING,  COL.,  USAF 

Randolph  Air  Force  Base,  Texas 

and  D.  V.  L.  BROWN,  M.D. 

Chicago,  Illinois 

ITH  TODAY’S  concerted  research  into  new 
vehicles  and  the  associated  propulsion  systems, 
there  is  a challenge  to  harness  the  tremendous  energy 
potential  available  from  controlled  fission  reaaions. 

It  is,  however,  not  as  simple  as  quoting  the  super- 
iority of  nuclear  versus  chemical  fuels.  The  prob- 
lems are  formidable  indeed,  and  they  are  not  singu- 
larly engineering;  for  whether  the  vehicles  are 
manned  or  unmanned,  the  human  operator  is  in- 
volved. 

For  several  years  emphasis  has  been  placed  upon 
predicting  the  effects  of  ionizing  radiation  (funda- 
mental to  the  fission  process)  on  man,  particularly 
where  the  radiation  exposure  may  be  somewhat 
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greater  than  our  present  day  peacetime  tolerance  lim- 
its. Furthermore,  dose  schedules  just  below  which 
minimal  demonstrable  biological  changes  will  take 
place  may  become  increasingly  important  if  full  util- 
ization of  nuclear  energy  is  to  proceed. 

Over  the  past  10  years  considerable  radiation  data 
have  been  accumulated  from  among  the  survivors  of 
Hiroshima  and  Nagasaki,  accidental  exposures  with- 
in Atomic  Energy  Commission  installations,  the 
therapeutic  administration  of  radiation  to  certain  se- 
lected cancer  patients,  and  vast  numbers  of  laboratory 
experiments.  It  has  been  demonstrated  that  radiation 
can  and  does  produce  early  lens  abnormalities,  ma- 
ture cataracts,  bone  marrow  changes,  and,  in  suf- 
ficiently large  doses,  shortening  of  life. 

The  findings  that  follow  are  related  primarily  to 
the  cataractogenic  effects  of  fast  neutron  irradiation. 


Col.  John  E.  Pickering,  USAF, 
is  with  the  School  of  Aviation 
Medicine  at  Randolph  Air  Force 
Base. 

In  efforts  to  determine  the  effects  of  ionizing  radiation  on 
man,  24  small  primates  were  exposed  to  14  mev  neutrons. 
Fourteen  mev  neutrons  produce  biological  changes  including 
mature  cataracts.  Nevertheless,  doses  required  to  produce  a 
mature  cataract  are  of  sufficient  magnitude  that  other  radi- 
ation effects  of  more  serious  consequences  will  precede  the 
incapacitating  effects  of  mature  cataracts. 


RADIATION  EXPOSURE 

One  phase  in  a series  of  our  long  term  radiation 
experiments  involved  2 to  3 year  old  small  male 
primates  (Macaca  mulatta)  exposed  to  14  mev  neu- 
trons. Twenty-four  animals  were  divided  into  four 
dose  groups — 0,  75,  250,  and  850  rep;  all  animals 
appeared  healthy  and  had  free  access  to  food  and 
water  up  to  the  time  of  irradiation. 

During  radiation  exposure,  the  animals  were  posi- 
tioned, three  at  a time,  around  the  stainless-steel 
target  of  a Cockroft-Walton  generator  so  that  the 


Table  1. — Exposure  Data  in  a Radiation  Experiment 
Using  Macaca  Mulatta. 


Group 

n/cm^ 

Dose 

(rep) 

Rate /hr. 
(rep) 

No.  of 
Animals 

1 

0 

0 

0 

6 

2 

1.5x10’" 

75 

550 

6 

3 

5 xl0“ 

250 

550 

6 

4 

17x10“ 

850 

550 

6 

target  distance  was  10  cm.  from  the  center  of  the 
sphere  to  the  zygoma  at  the  outer  canthus.  The  tar- 
get, 4 cm.  in  diameter,  contained  zirconium  sponge 
metal  which  absorbed  the  target  gas  tritium.  A deu- 
teron  beam  of  approximately  90  microamperes  was 
generated,  focused  through  a tungsten  diaphragm, 
and  bombarded  the  tritium  so  that  + iH“ 
2He^  + on^  (14  mev).  The  exposure  data  are  shown 
in  table  1. 


RESULTS 

The  small  primates  receiving  850  rep  demon- 
strated immediate  postradiation  changes  of  conjunc- 
tival and  retinal  vasodilatation,  subconjunctival  hem- 
orrhages, papilledema,  retinal  edema,  and  occasional- 
ly vasospasm.  AU  of  the  animals  showed  a massive 
cellular  response  in  the  anterior  chamber,  but  no 
hyphema  or  hypopyon  appeared.  Subsequently  total 
desquamation  and  epilation  occurred  (table  2). 

By  the  sixth  month  the  first  radiation  changes,  20 
to  40  very  small,  round,  white  vacuole-like  opacities 
confined  to  the  posterior  subcapsular  area,  were  ob- 
served in  the  lenses  of  3 animals  of  this  group.  In 
the  remaining  animals,  lymphedema  or  corneal 
changes  precluded  examination  in  2,  while  the  third 
primate  displayed  massive,  relatively  recent  bilateral 
anterior  chamber  hemorrhages  with  hyphema. 

From  the  sixth  to  the  ninth  month  a gradual 
increase  in  the  nmnber  of  posterior  subcapsular 
vacuoles  and  granules  occurred,  and  at  the  end  of 
10  months  the  entire  posterior  subcapsular  area  was 
diffusely  and  evenly  covered  with  fine  granules  and 
a few  small  vacuoles.  A rather  dense  mass  of  opaci- 
ties persisted  in  the  central  area. 

By  121^  months  the  posterior  subcapsular  zone  in 
all  animals  had  multiple  clumps,  each  consisting  of 
20  to  30  very  small  vacuoles  in  addition  to  the 
hundreds  of  small  vacuoles  and  granules  scattered 
throughout  this  layer.  These  clusters  were  located, 
however,  in  differing  areas  in  the  various  subjects. 

The  anterior  subcapsular  area  at  14  months  showed 
200  to  300  small  scattered  granules  and  a similar 
number  of  varying  sized  vacuoles.  The  posterior 
subcapsular  opacities  were  relatively  unchanged,  al- 
though the  clumps  of  opacities  were  more  numer- 
ous and  covered  more  of  the  capsular  area. 

The  group  of  subjects  receiving  250  rep  of  fast 
neutrons  underwent  similar  early  postradiation 
changes  as  those  in  the  850  rep  group,  but  were  of 
much  less  severity  and  were  somewhat  delayed  in 
their  onset.  True  epilation  did  not  occur,  nor  did 
desquamation. 

Lens  opacities  were  first  observed  in  the  twelfth 
month  following  radiation  and  affected  the  anterior 
and  posterior  subcapsular  areas  simultaneously.  Most 
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Table  2. — Early  'Radiation  Changes. 


Dose 

Days  Post- 
radiation 

Erythema 

Epilation 

Desquamation 

Iridocy- 

clitis 

Conjunctival 
Pigment 
Proliferation 
onto  Cornea 

1.7  X 10“ 

0 

0 

0 

0 

7 

0 

(850  rep) 

5 

-t- 

0 

0 

-b 

-b 

15 

-b 

-b 

-b 

-b 

-b 

5 X 10“ 

0 

0 

0 

0 

> 

0 

(250  rep) 

5 

0 

0 

0 

0-+ 

-b 

15 

-b 

0 

0 

0 

-b 

1.5  X 10“ 

0 

0 

0 

0 

0 

0 

(75  rep) 

5 

0 

0 

0 

0- 

0 

15 

0-+ 

0 

0 

0 

-b- 

0 = No  observable  change. 
+ = Observable  change. 


Table  3. — Latent  Changes. 


Radiation  Type 
and  Source 

Date  of 
Exposure 

Total 

Dose 

Earliest 

Lens 

Opacities 

(Mo.) 

Degree  of 
Opacification 

Time 

Post- 

radiation 

Possible 

Future 

Progression 

Fast  neutrons  (14 

850 

61/2 

4+  (mature 

mev  neutrons) 

4 Nov. 

20  mo.) 

Cockrof  t-W  alton 

1953 

250 

14 

2-3  + 

4V2  yr. 

Arrested 

Accelerator 

75 

im 

1 + 

4 1/4  yr- 

Arrested 

of  the  animals  showed  a tendency  for  the  opacities 
to  be  more  numerous  in  the  central  one-third. 

Twenty-six  months  after  exposure,  there  were 
more  than  100  anterior  subcapsular  opacities  with 
some  tendency  to  accumulate  in  the  axis.  Posterior 
subcapsular  vacuoles  and  granules  numbered  several 
hundred,  and  showed  further  lateral  spreading  with 
an  increase  in  density  of  the  axial  mass. 

Subjects  exposed  to  75  rep  of  fast  neutrons  showed 
only  mild  immediate  changes  after  radiation.  Thus, 
at  24  hours  a slight  transient  skin  reddening  was 
apparent,  with  minimal  conjunctival  and  retinal 
vasodilatation.  No  cellular  reaaion  in  the  anterior 
chamber  was  seen. 

Several  of  the  subjects  showed  suspicious  changes 
in  the  anterior  and  posterior  subcapsular  areas  at 
13  months  following  exposure.  To  the  present  time 
there  has  been  no  marked  increase,  and  it  is  improb- 
able that  these  will  progress  to  the  more  charaaer- 
istic  radiation  changes.  Table  3 summarizes  the  latent 
effects. 


CONCLUSIONS 

Fourteen  mev  neutrons  are  effective  in  producing 
biological  changes  to  include  mamre  cataracts.  Of 
particular  note,  when  comparisons  are  made  between 
14  mev  neutrons  and  other  forms  of  ionizing  radi- 
ation, it  is  apparent  that  fast  neutrons  are  more  ef- 
fective in  producing  lens  abnormalities  than  are 


roentgen  rays,  gamma  rays,  and/or  thermal  neutrons. 
Furthermore,  they  demonstrate  a greater  relative  bio- 
logical effeaiveness  for  several  other  radiation 
changes  (table  2).  Nevertheless,  to  apply  realistical- 
ly the  results  of  these  cataraaogenic  threshold 
studies  in  terms  of  fast  neutron  exposures  resulting 
from  the  operation  of  a nuclear  propulsion  system 
of  practical  value,  one  must  conclude  that  neutron 
damage  to  the  lens  of  the  eye  is  not  the  limiting 
faaor.  The  doses  required  to  produce  a mature  cat- 
aract are  of  sufficient  magnitude  that  other  radia- 
tion effects  of  more  serious  consequences  will  pre- 
cede the  incapacitating  effects  of  mamre  cataracts. 
As  a matter  of  fact,  it  appears  that  the  localized  neu- 
tron dose  required  to  produce  significant  numbers 
of  opacities  is  greater  than,  or  certainly  approaches 
if  administered  whole  body,  the  radiation  dose  con- 
sidered to  be  the  LDf®  for  man.  ^ 

^ Colonel  Pickering,  School  of  Aviation  Medicine,  Ran- 
dolph Air  Force  Base,  Texas. 

Dr.  Brown,  Carlson  Building,  636  Church  Street,  Evans- 
ton, 111. 


Although  the  number  of  cases  of  paralytic  polio  in  the 
United  States  last  year  increased  by  one-fourth  over  1957, 
most  epidemics  in  1958  centered  around  groups  where  use 
of  the  Salk  vaccine  lagged.  "The  evidence  is  now  over- 
whelming,” says  Health  Information  Foundation,  "that  the 
full  series  of  three  or  more  Salk  inoculations  provides  a 
high  level  of  protection  from  paralytic  polio."  Morover, 
"No  break  in  the  safety  of  the  vaccine  has  shown  up 
since  1955.” 
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The  Present  Status 
Of  the  Problem 
Of  Weightlessness 

COL.  PAUL  A.  CAMPBELL,  USAF  (MC),  and 
SIEGFRIED  J.  GERATHEWOHL,  Ph.D. 

Randolph  Air  Force  Base,  Texas 

WITH  THE  ADVENT  of  extra-atmospheric  or 
space  flight  a number  of  new  situations  wiU 
arise  to  confront  the  traveler  for  the  first  time, 
whether  he  be  pilot,  crewman,  or  passenger.  Among 
them  are  the  hazards  of  cosmic  radiation,  the  prob- 
lem of  a hitherto  unsuspected  form  of  electromag- 
netic radiation  (Van  Allen  type),  life  in  a closed 
ecologic  loop,  and  many  other  conditions  having 
biological  implications.  An  interesting  problem  is 
that  produced  by  the  weightless  state  or  zero  "G.” 

Permanent  weightlessness  results  when  a body 
launched  from  the  earth  reaches  a velocity  of  ap- 
proximately 5 miles  per  second.  At  that  velocity  the 
centrifugal  "fly  away  from  earth”  tendency  of  the 
body  or  vehicle  exactly  counteracts  the  centripetal 
or  "fall  to  earth”  tendency  resulting  from  the  earth’s 
gravitational  pull.  Under  proper  conditions  this  pro- 
duces an  orbital  flight  path  about  the  earth.  The 
satellites  such  as  the  Explorers  and  the  Sputniks  are 
or  have  been  orbiting  about  the  earth  by  virtue  of 
this  phenomenon.  As  long  as  they  encounter  no 
friction  of  any  form  such  as  remnants  of  the  earth’s 
atmosphere  or  meteoritic  material,  they  remain  in 
orbit.  If  velocities  are  greater  than  5 miles  per  sec- 
ond, the  orbit  is  extended  into  an  ellipse  which  ex- 
tends further  and  further  into  space  as  velocity  in- 
creases. 

When  human  orbital  or  space  travel  becomes  a 
reality,  as  many  of  us  feel  it  will,  the  occupants  of 
the  vehicles  will  have  the  force  of  gravity  removed 
from  their  bodies  and  organs  in  all  vectors  for  the 
first  time.  We  who  live  on  earth  have  evolved  and 
have  lived  in  an  environment  of  the  gravitational 
pull  of  the  earth’s  mass  spoken  of  as  1 "G.”  Con- 
sequently, this  situation  for  the  most  part  will  be  a 
new  one. 

As  is  shown  in  figure  1 there  are  experiences 
which  many  of  us  have  had  which  have  placed  us 
in  a weightless  situation  for  periods  of  a few  tenths 
of  a second.  A few  of  us  have  been  in  situations 
which  have  extended  the  time  up  to  30  to  40  sec- 
onds. Most  of  us  have  dived  from  a springboard.^ 
The  arc  described  from  the  board  to  the  water  is 


a parabola.  To  be  more  precise,  it  is  a trajectory, 
first  mentioned  by  the  astronomer,  Johann  Kepler, 
in  the  seventeenth  century.  At  the  top  of  the  diving 
parabola,  the  performer  was  in  the  weightless  state 
for  possibly  a tenth  of  a second.  If  this  parabola  is 
stretched  horizontally  by  several  feet  and  speed  is 
increased  considerably,  we  have  a second  situation 
exemplified  by  the  top  of  an  arc  of  an  amusement 
park  roUer  coaster.  At  the  top  of  such  an  arc  an 
occupant  is  weightless  or  in  the  gravity-free  state 
for  a few  tenths  of  a second.  Again,  if  we  stretch 
the  parabola  horizontally  still  further,  we  can  produce 
a flight  path  suggested  by  Haber  and  Haber^®  as  a 
means  of  simulating  the  gravity-free  state  in  high 
performance  aircraft  for  periods  of  many  seconds.  In 
the  final  example  we  must  again  think  in  terms  of 
an  increase  in  speed  with  the  parabola  in  this  in- 
stance stretching  beyond  the  edge  of  the  earth.  If  the 
speed  is  5 miles  per  second  or  more,  the  vehicle 
always  will  "free-fall”  beyond  the  edge  of  the  earth, 
never  to  remrn  to  the  earth  unless  friction  of  the 
earth’s  atmosphere  or  collision  with  meteoritic  parti- 
cles slows  it  down  to  a velocity  of  less  than  5 miles 
per  second.  At  this  velocity  it  will  spiral  into  earth 
just  as  the  Sputniks.  Thus,  the  satellites  themselves 
are  in  the  gravity-free  state  as  is  every  object  on 
board.  If  there  were  human  occupants,  they  would 
be  gravity-free  and  each  of  their  body  functions 
would  take  place  without  the  aid  or  the  hindrance  of 
the  force  of  gravity. 

As  the  weightless  state  has  many  implications,  bi- 
ological^ and  otherwise,  it  is  the  duty  of  those  inter- 
ested in  attaining  orbital  flights  above  the  earth’s 
atmosphere,  lunar  flights,  or  possibly  interplanetary 
flights  to  delineate  the  problems  it  interposes,  deter- 
mine possible  associated  human  limitations,  and  at- 
tempt to  devise  protective  measures. 

Such  smdies  are  being  made  at  the  School  of 
Aviation  Medicine,  Randolph  Air  Force  Base.  In  lieu 
of  better  simulators,  which  probably  will  not  be 
available  until  a satellite  laboratory  has  been  de- 
vised,® high  performance  aircraft  with  subjects 
aboard  are  flown  at  relatively  high  speeds  in  Kep- 

I 

a Col.  Paul  A.  Campbell  is  chief 

of  the  Space  Medicine  Division 
at  the  School  of  Aviation  Medi- 
cine at  Randolph  Air  Force 
Base. 

Space  flight  has  brought  about  new  problems,  some  of 
which  have  biological  implications.  One  of  these  is  that  pro- 
duced by  the  weightless  state.  Weightlessness  from  the  point 
of  orientation,  control,  space  sickness,  cardiodynamics,  and 
nutrition  and  elimination  is  discussed. 
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lerian  parabolas.  The  aircraft  used  in  such  studies  at 
the  School  of  Aviation  Medicine  was  at  first  a Lock- 
heed T-33A  and  later  a Lockheed  F-94C  type  jet  air- 
plane. After  preliminary  flight  tests  it  was  found  that 
the  best  working  altitude  for  both  aircraft  was  be- 
tween 17,000  and  25,000  feet  because  of  the  usual 
lack  of  turbulence  and  clouds  at  this  height  and  be- 
cause of  the  safety  factor  in  the  event  of  an  emer- 
gency. 

Two  different  flight  patterns  then  were  employed. 
The  first  consisted  of  a certain  number  of  parabolas 
started  at  an  altitude  of  about  21,000  feet  with  the 
T-33  (fig.  2),  and  at  about  23,000  feet  with  the 
F-94.  After  a shallow  dive  to  17,000  feet,  the  pilot 
pulled  the  aircraft  up  so  smoothly  that  the  "G” 
forces  did  not  increase  markedly.  He  then  put  the 
aircraft  into  a 60  degree  climb  at  full  throttle  and 
initiated  a pushover  by  a slight  push  of  the  stick,  us- 
ing the  centrifugal  and  inertial  effect  for  counteract- 
ing the  gravitational  pull  of  the  earth.  By  flying  the 
airplane  through  an  outside  loop  on  a parabolic 


course,  he  produced  virtual  weightlessness  for  about 
15  to  20  seconds.  The  subjective  experience  of  in- 
creased weight  before  and  after  the  weightless  state 
(during  the  pull-out)  was  slight  and  in  some  cases 
not  noticed  because  of  the  large  radius  and  slow 
rate  of  change  of  acceleration. 

The  second  flight  pattern  consisted  of  a series  of 
two  or  three  parabolas  in  a row.  At  20,000  feet  a 
sharp  dive  was  started,  and  the  aircraft  nosed  down 
at  an  angle  of  about  65  degrees.  Then  the  plane  was 
pulled  up  rather  abruptly,  resulting  in  a 3 "G”  ac- 
celeration. With  the  higher  climbing  speed  avail- 
able, a longer  parabolic  arc  was  obtained.  Recovery 
at  17,000  feet  provided  the  necessary  acceleration 
for  the  upswing  into  the  next  parabola.  In  this 
maneuver,  the  occupant  was  subjected  to  a sequence 
of  relatively  high  and  sharp  increases  of  acceleration 
and  longer  periods  of  weightlessness  than  in  the 
first  maneuver.  The  duration  of  the  subgravity  per- 
iod now  averaged  about  30  seconds;  and  in  one  ex- 
perimental flight  using  the  afterburner  of  the  F-94, 
a period  of  43  seconds  at  or  close  to  zero  "G”  was 
obtained. 


FLIGHT  PARABOLA 
•20-30  seconds 


WEIGHTLESSNESS 

Centrifugal  Pull  = Gravity  Putt  ^ 


DIVING  PARABOLA 
•!  second 


ROLLER  COASTER 


•2  seconds 


SAT€LLITE 
• forever 


Fig.  1.  At  the  top  of  a diving  parabola  a body  experi- 
ences weightlessness  (zero  "G")  for  a period  of  fractions 
of  a second.  The  "zoom"  at  the  top  of  a roller  coaster 
arc  may  produce  weightlessness  for  a period  up  to  .2 
seconds.  Flying  a parabolic  course  at  high  speed  may 


result  in  periods  as  long  as  30  seconds.  A satellite  ve- 
hicle above  the  atmosphere  remains  weightless.  [After 
Campbell,  P.  A.:  Some  Unsolved  Problems  of  Aviation 
Otolaryngology,  Ann.  Oto.,  Rhin.,  & Laryng.  66:790-796 
(Sept.)  1957.] 


268 


TEXAS  State  Journal  of  Medicine,  APRIL,  1959 


WEIGHTLESSNESS  — Campbell  et  al  — continued 

ORIENTATION 

One  of  the  first  problems  of  weightlessness  con- 
cerned the  ability  of  the  human  operator  to  maintain 
his  orientation.^  Several  earlier  flights  were  made 
to  investigate  this  problem.  In  the  summer  of  1951, 
Scott  Crossfield  flew  about  30  parabolas  in  a YF-84 
aircraft  and  reported  a sensation  of  "befuddlement” 
on  the  first  five  trials.  A more  serious  episode  of 
disorientation  during  weightlessness  was  experienced 
by  Col.  Charles  Yeager,  who  was  the  first  man  to 
fly  faster  than  the  speed  of  sound,  and  also  to  be 
weightless  for  more  than  10  seconds.  After  8 to  10 
seconds  he  felt  his  head  "grow  thick,”  and  the  first 
disturbance  of  orientation  began.  In  his  thirteenth 
second  of  weightlessness  he  had  the  sensation  that 
he  was  spinning  slowly  around  in  no  particularly 
defined  direaion,  and  he  then  became  disoriented 
spatially  and  had  to  pull  out  of  the  parabola.  With 
returning  weight,  his  badly  needed  sense  of  orienta- 
tion was  restored. 

At  about  the  same  time,  E.  R.  Ballinger  of  the 
Aeromedical  Laboratory  at  Wright  Field,  Ohio,  per- 
formed a series  of  experiments  on  weightlessness  in 
a modified  F-80E.  His  subjects,  strapped  firmly  to 
their  seats  by  a safety  belt  and  shoulder  harness,  were 
able  to  maintain  their  orientation  by  visual  refer- 
ence. Head  shaking  had  no  adverse  effect  during 
weightlessness;  however,  the  opinion  was  voiced  that 
disorientation  might  have  been  extreme  if  the  sub- 
jects had  been  unrestrained  and  blindfolded.^  Dr. 
H.  von  Beckh,  who  experimented  with  turtles  and 
human  subjeas  in  Argentina  in  a similar  manner, 
reported  the  same  results  on  orientation  and  visual 
control.^ 


In  our  own  controlled  experiments  at  the  School 
of  Aviation  Medicine,  the  orientation  ability  of  47 
individuals  was  studied  in  conjunction  with  their 
subjective  reactions  and  performance  capability  dur- 
ing short  periods  of  weightlessness.  Through  inter- 
views and  written  reports  after  the  flight,  it  was 
found  that  the  response  of  the  subjects  was  highly 
individualistic.  The  subject  would  experience  the 
weightless  state  with  his  eyes  open,  looking  at  the 
instrument  panel  during  one  parabola  and  outside 
of  the  cockpit  during  another;  he  would  close  his 
eyes  during  a third  one  and  experience  weightless- 
ness through  insight.  Thus,  it  was  possible  to  obtain 
information  relative  to  the  state  of  orientation  under 
visual  and  nonvisual  conditions.® 

Personal  experience  of  disorientation  ranges  from 
strange  feelings  of  motion  such  as  floating  and  drift- 
ing, to  a complete  loss  of  reference.  One  subject  hav- 
ing had  6 weeks  of  flying  training  and  14  jet  hours 
in  T-33’s  described  his  sensations  as  follows; 

Dive  1 : During  pushover  with  hood  closed  and  eyes 
open,  slight  but  definite  sensation  of  viscera  being  displaced 
upwards.  No  nausea,  no  disorientation  with  respect  to  cock- 
pit environment  ....  No  loss  of  motor  coordination  on 
attempted  reaching  for  controls  and  instruments  .... 

Dive  2:  Hood  closed,  eyes  closed.  Physical  sensation 
identical  with  Dive  1.  No  sensation  of  disorientation  or 
falling.  Sensation  of  floating  on  air.  No  concept  of  orienta- 
tion with  respect  to  any  external  reference. 

Dive  3 ; Hood  open,  eyes  open.  Sensations  same  as  for 
Dives  1 and  2.  No  discomfort,  no  disorientation.  Visual 
reference  with  ground  provided  no  sense  of  illusion  . . . . 
No  sense  of  falling  or  loss  of  support  except  as  visual 
orientation  demonstrated  position  and  direction  of  move- 
ment with  respect  to  plane  of  earth  surface  .... 

Another  interesting  episode  was  reported  by  a 
subject  with  more  than  400  flying  hours  but  no 
previous  jet  experience,  who  summarized  his  ex- 
perience thus: 


T-33  "ZERO-G"  FLIGHT  PATTERN 


Fig.  2.  Zero  "G”  flight  profile  produced  by  T-33  type  S.  J.:  Producing  Weightless  State,  Flying,  Nov.,  1957, 

jet  aircraft.  [After  Stallings,  H.  D.,  Jr.,  and  Gerathewohl,  p.  34.] 
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The  most  remarkable  sensation  was  one  of  having  be- 
gun a "back-flip”  and  becoming  suspended  with  the  back 
horizontal,  face  upward.  I have  done  a fair  amount  of 
tumbling  on  gymnastic  teams  in  high  school  and  college. 
The  sensation  in  the  flight  was  one  of  having  started  a 
"back-flip”  from  a standing  position  and  then  becoming 
"hung-up”  part  way  over — looking  toward  the  sky  but 
not  completing  the  flip.  It  was  important  to  note  that 
there  was  no  continuous  feeling  of  motion  once  this  feeling 
of  partial  backward  rumble  reached  the  inverted  position. 

The  flight  was  taken  without  a hood  enclosing  the  cock- 
pit so  that  visual  references  outside  were  available.  How- 
ever, I found  myself  ignoring  the  outside  environment — 
not  bothering  to  look  for  my  orientation  with  reference  to 
the  ground. 

Man’s  ability  to  orient  himself  depends  upon  a 
variety  of  factors.  In  conflict  situations,  such  as  dur- 
ing weightlessness,  the  eye  becomes  the  only  reliable 
organ.  But  will  it  remain  reliable,  or  may  it  be  de- 
ceived by  illusions?  There  are  definitely  such  oc- 
currences in  the  weightless  state;  and  one,  the  so- 
called  oculoagravic  illusion,  was  recently  studied  by 
Air  Force  scientists.  A visual  afterimage  as  well  as 
a luminous  target,  observed  in  the  dark,  seem  to 
move  and  to  be  displaced  upward  during  weightless- 
ness. If,  on  the  other  hand,  the  normal  gravitational 
condition  was  restored  or  acceleration  increased,  the 
targets  seemed  to  move  subjectively  downward.  Of 
course,  such  illusory  perceptions  can  cause  confusion; 
and  a certain  degree  of  disorientation  may  be  ex- 
pected to  recur  when  operating  in  such  an  unusual 
environment.^^ 

Another  attempt  to  study  orientation  during 
weightlessness  has  been  made  by  immersing  men  in 
water.  Since  body  and  fluid  have  about  the  same 
specific  gravity,  the  body,  though  being  supported, 
is  in  a degree  of  weightlessness  relative  to  the  sur- 
rounding medium.  'The  subjeas  exposed  to  this  con- 
dition on  an  underwater  tilt-table  observed  a rapid 
loss  of  position  orientation  after  submersion.  In  gen- 
eral, large  changes  in  tilt  were  , necessary  before  they 
were  noticed  by  the  subject.^®  The  results,  which 
were  obtained  independently  in  Italy,  Holloman  Air 
Force  Base,  and  Randolph  Air  Force  Base,  indicate 
that  our  otolith  organs  are  rather  insensitive  instru- 
ments for  orientation. 


CONTROL 

Disturbances  of  motor  coordination,  first  observed 
by  some  of  the  test  pilots  during  weightlessness,  were 
also  the  subjea  of  systematic  investigation.  In  a 
series  of  experiments,  von  Beckh  had  his  subjects 
place  crosses  in  small  squares  arranged  diagonally 
across  a sheet  of  paper,  attached  to  the  instrument 
panel  of  his  aircraft.  The  tests  were  made  during 
subgravity  dives,  sometimes  with  the  eyes  open  and 


sometimes  with  the  eyes  closed.  His  subjects  encoun- 
tered difficulties  in  drawing  during  the  weightless 
state.  When  their  eyes  were  closed,  they  lost  their 
sense  of  control.  After  the  third  mark  was  placed, 
the  line  of  crosses  typically  deviated  90  degrees  up- 
ward.^ 

Systematic  experiments  involving  a larger  number 
of  subjects  were  made  at  the  School  of  Aviation 
Medicine  during  1955-1956.  They  were  designated 
to  study  eye-hand  coordination  during  parabolic 
flight  maneuvers  in  a T-33  aircraft.  The  test  con- 
sisted of  aiming  at  and  hitting  a target  attached  at 
arm’s  length  to  the  panel  in  the  rear  part  of  the 
cockpit.  By  and  large,  the  men  struck  too  high  in 
the  subgravity  state,  due  to  the  changed  input-output 
ratio  of  the  elevating  arm  muscles.^®  This  finding 
was  in  accord  with  von  Beckh’s  result;  and  it  was 
later  confirmed  by  Professor  Lomonaco  in  Rome, 
Italy,  who  tested  the  tapping  rate  of  individuals  on 
a subgravity  tower.^^  It  is  important  to  note  that  in 
all  these  tests,  the  subjects  improved  considerably 
in  subsequent  experiments  through  learning  to  com- 
pensate for  the  loss  of  weight,  especially  when  the 
harness  and  safety  belts  were  fitted  tightly  duripg 
the  experiment.^ 

The  experiments  described  clearly  indicate  that 
early  experience  of  weightlessness  is  associated  with 
a moderate  degree  of  neuromuscular  dismrbance. 
'They  suggest  that  motor  control  is  not  seriously  af- 
fected unless  visual  control  is  excluded,  and  that  man 
can  learn  to  interpret  properly  the  new  sensations  of 
weightlessness  and  to  control  the  altered  mass-weight 
ratio  of  the  body  and  its  parts  during  the  subgravity 
and  zero  gravity  state.  This  is  also  evident  through 
the  performance  of  the  pilots,  who  must  fly  the 
aircraft  along  an  ideal  parabola  by  compensating  for 
slight  deviations  by  immediate,  smooth,  and  accurate 
control  movements.  Apparently,  the  fact  that  the 
central  nervous  system  is  presented  with  inconsistent 
stimuli  from  the  vestibular  apparatus  (otoliths)  in 
comparison  with  the  visual  and  proprioceptive  senses 
does  not  itself  cause  any  serious  disturbance  of  ori- 
entation and  control.  Even  in  some  cases  of  severe 
autonomic  symptoms,  such  as  vertigo  and  vomiting, 
occurring  during  parabolic  flight  from  one  cause  or 
another,  the  subjects  maintained  their  orientation 
and  intellectual  control  of  the  situation. 

SPACE  SICKNESS^ 

Thus  far,  no  experiment  has  been  conducted  which 
clearly  isolates  the  stimulus-sensation  relationship 
during  subgravity  and  determines  its  effect  on  hu- 
man behavior  and  tolerance.  Even  in  the  flights  in 
the  T-33  and  F-94,  zero  gravity  was  obtained  for 
several  seconds  only,  subgravity  accounting  for  the 
remainder  of  the  parabola,  with  various  types  of  ac- 
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celeration  occurring  during  the  experimental  flight 
pattern.  This  must  be  kept  in  mind  if  we  now  wish 
to  analyze  the  effects  of  weightlessness  on  the  sub- 
jective experience  and  well-being  of  the  individual. 

To  date,  about  100  men  have  participated  in  our 
experiments  at  the  School  of  Aviation  Medicine.  Of 
these,  47  were  smdied  with  regard  to  their  tolerance 
to  weightlessness  and  parabolic  flight.^®  They  all 
were  cleared  for  jet  flying  and  highly  motivated  for 
this  venture.  Seventeen  were  either  Air  Force  pilots 
or  at  least  had  some  flying  training;  only  9 had  no 
jet  experience  prior  to  the  experiment.  All  had 
flown  more  than  once  in  conventional  type  aircraft. 

When  the  possible  consequences  were  first  con- 
templated in  1950  by  Gauer  and  Haber,  and  by 
Campbell,  autonomic  dismrbances  were  anticipated 
through  the  conflict  between  sensations  closely  re- 
lated to  the  autonomic  nervous  system.  Briefly,  they 
postulated  that  the  brain  receives  its  information  on 
the  position,  direction,  and  motion  of  the  body  from 
four  perceptual  mechanisms:  pressure  on  the  nerve 
endings  in  the  organs,  muscle  tone,  posture,  and  the 
labyrinth  of  the  ear,  which  indicate  changes  in  po- 
sition and  acceleration  through  changes  of  the  dis- 


charge rate  of  their  nervous  end  organs.  It  was  the- 
orized that  the  first  three  of  these  mechanisms  would 
cease  to  function  properly  in  the  weightless  state, 
and  that  the  otoliths  might  send  signals  to  the  brain 
which  would  serve  to  confuse  the  weightless  man.^'  ® 

Subjective  symptoms  prior  to  our  experiments 
consisted  mostly  of  a moderate  apprehension  and 
mild  tension  or  nervousness  of  the  less  experienced 
individuals.  While  the  experienced  jet  flyers  gener- 
ally were  free  of  symptohis,  some  of  the  neophytes 
showed  signs  of  mild  fear.  Another  portion  of  our 
subjects,  consisting  of  volunteers  prone  to  motion 
sickness,  felt  uncomfortable  because  they  expected 
difficulties  in  flight.  These  symptoms  frequently 
were  followed  by  disturbances  of  the  autonomic  sys- 
tem during  the  parabolic  flights. 

Practically  all  of  our  subjects  were  highly  moti- 
vated. This  was  true  particularly  for  the  few  who 
participated  despite  their  proneness  to  motion  sick- 
ness. While  about  half  of  the  entire  group  felt  very 
comfortable  and  even  reported  feelings  of  exhilara- 
tion and  pleasantness,  about  one-fourth  reported  no 
emotional  involvement  in  the  maneuver  or  a mod- 
erate degree  of  nausea,  vertigo,  and  dizziness  par- 
ticularly during  changing  accelerations,  rolls,  and  in- 
creased "G”  forces.  Less  than  one-third  of  the  sub- 


Table  1. — Houi  It  Feels  to  Be  Weightless. 

Responses  of  47  Human  Subjeas  to  Short  Periods  of  Virtual  Weightlessness 


Attitude  Prior 

Group  No.  of  Subjects  to  Flight 

Psychological  Reactions 

Physiological  Symptoms 

Autonomic  Disturbances 

I 

22  Normal,  or 

slightly 
appre- 
hensive 

Sensation  of  rest  or  slow 
floating;  feeling  of  well 
being,  comfort,  pleasure, 
relaxation,  enjoyment 
and  exhilaration;  same 
experience  during  repeat- 
ed exposure;  euphoric 
and/or  enthusiastic 
responses 

Tingling  and  "light” 
sensation  at  abdomen; 
slight  disorientation  with 
eyes  closed;  slight  giddi- 
ness; slight  hyperventila- 
tion; slightly  hyperactive 
patellar  reflex 

None 

II 

11  Normal,  or 

Sensation  of  floating  or 

Slightly  disorientated  with 

None,  or  moderate 

slightly 

tumbling  forward  and 

eyes  open,  enhanced  with 

degree  of  vertigo 

appre- 

backward;  sensation  of 

eyes  closed;  hyperventila- 

and  nausea  attribut- 

hensive 

falling  or  lift  during 
transition;  sensation  of 
standing  on  head,  or 
being  suspended  in  an 
inverted  position;  mildly 
elated  situation,  neither 
unduly  pleasant  nor 
exactly  comfortable 

tion,  mildly  dizzy  and 
slightly  nauseated;  hot  or 
cold  feeling,  increased 
perspiration;  tired  and 
sleepy  after  flight 

ed  to  changes  of 
acceleration  and 
weight 

III 

14  Normal,  or 

Sensation  of  floating,  drift- 

Generalized  motion  sickness 

Vertigo  and  nausea; 

' slightly 

ing  and/or  tumbling. 

syndrome  including 

vomiting  during 

appre- 
hensive; oc- 
casionally 
fear  and 
acute 
anxiety 

sensation  of  falling  for- 
ward or  rolling  over; 

"light”  or  "heavy”  feeling 
in  head  or  stomach;  stom- 
ach seems  to  move  up- 
ward; elated  in  the  be- 
ginning with  progressing 
discomfort 

sweating,  dry  throat, 
increased  salivation; 
feeling  of  coldness  or 
heat 

flight 

As  stated  in  the  text  this  analysis  must  be  considered  in  the  light  of  acceleration  effects  produced  before  true  weight- 
lessness was  achieved  in  the  parabola. 
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jects  experienced  discomfort,  severe  nausea,  and  mo- 
tion sickness  resulting  in  regurgitation  during  flight 
( table  1 ) . 

The  question  exists  as  to  whether  and  to  what 
extent  the  flight  pattern  on  the  one  hand,  and  the 
attimde  of  the  subjects  on  the  other  hand,  con- 
tributed to  the  genesis  of  motion  sickness  during 
flight.  There  are  indications  that  some  of  the  symp- 
toms were  generated  by  motion  itself  or  by  the 
changes  in  motion,  for  we  know  that  individuals 
differ  markedly  as  to  their  motion  sensitivity.  The 
chain  reaction  of  physiological  events  which  leads  to 
motion  sickness  is  set  off  easily  by  changing  accelera- 
tions which  may  occur  to  a higher  or  lesser  degree 
in  a train,  car,  boat,  or  aircraft.  However,  there  is 
also  evidence  that,  in  some  cases,  the  gastrointestinal 
complaints  were  produced  by  weightlessness  alone. 
The  individuals  concerned  reported  "their  stomach 
up  in  their  throats”  during  the  subgravity  phase;  and 
they  felt  definitely  better  when  the  normal  state  of 
gravity  was  restored  or  1 "G”  exceeded.  However, 
the  percentage  of  these  "space  sickness”  prone  indi- 
viduals has  not  been  determined  as  yet.  Moreover, 
there  is  some  evidence  that  apprehension,  fear,  and 
acute  anxiety  occurred  concomitant  with  autonomic 
dismrbances.  Studies  on  human  tolerance  of  weight- 
lessness, relative  to  the  benefit  of  training  and  re- 
peated exposure,  and  on  possible  aid  through  medi- 
cation will  help  to  clarify  the  mysterious  syndrome 
of  "space  sickness.” 

CARDIODYNAMICS 

Next  to  the  sensor  and  motor  components  of 
human  behavior,  the  function  of  the  large  organs  of 
the  body  might  well  be  affected  by  changes  of 
weight.  The  sudden  loss  of  weight  of  the  liver  or 
the  heart  during  transition  from  the  normal  state  of 
gravity  into  weightlessness,  or  a prolonged  exposure 
to  this  state  during  orbiting,  for  example,  may  ad- 
versely affect  cardiac  output,  blood  velocity,  and 
venous  return;  and  this,  in  mrn,  may  alter  the  liver 
and  heart  as  well  as  other  functions.  It  is  important 
to  know  whether  or  not  the  cardiovascular  system 
can  adapt  itself  to  this  situation;  and,  if  so,  its  abil- 
ity to  adjust  itself  to  the  additional  stress  when  the 
force  of  gravity  returns. 

Since  the  human  body  is  semirigid  and  somewhat 
elastic  in  structure,  the  concept  of  stress  and  strain 
as  used  in  the  theory  of  elasticity  can  be  applied  to 
predict  some  of  the  physiologic  effects  of  altered 
weight.  Since  weight  can  be  a mechanical  cause  of 
stress,  an  increase  may  tend  to  induce  strain  while 
a decrease  may  reduce  strain.  We  know  that  the 
organism  is  under  a severe  strain,  for  example,  dur- 


ing the  acceleration  of  a rocket,  but  that  it  is  physi- 
cally stress  free  in  the  appressionless  state  because 
no  forces  whatever  act  on  the  body.  This  may  be 
the  reason  why  most  individuals  feel  elated  during 
weightlessness. 

However,  these  experiences  do  not  permit  conclu- 
sions as  to  the  effects  of  longer  periods  of  weight- 
lessness. Let  us  consider  the  circulatory  functions  at 
first.  They  do  not  seem  impaired  when  the  direction 
of  gravity  is  reversed,  as  for  instance,  during  a head- 
stand.  This  does  not  mean  necessarily  that  the  re- 
versal of  the  gravity  vector  is  more  difficult  to  com- 
pensate for  than  lack  of  gravity.  If  the  hydrostatic 
pressure  in  the  veins  decreases  because  of  the  lack 
of  weight  of  their  content,  this  organ  system  com- 
plex will  be  emptied  faster  into  the  heart  than  is 
the  case  in  any  position  of  the  body  under  normal 
gravitational  conditions.  Fortunately,  this  difference 
is  not  great,  and  the  individual  can  tolerate  the  tran- 
sition from  the  standing  to  the  lying  position  with- 
out circulatory  disturbance.  During  this  change  of 
position,  the  hydrostatic  difference  in  blood  pressure 
drops  below  one-tenth  of  its  original  value;  and 
there  are  no  indications  that  the  further  reduction 
or  loss  of  the  remaining  one-tenth  may  have  any 
cardiovascular  consequences.  This  is  even  more  true, 
since  the  cardiodynamic  blood  pressure  within  the 
arteries  in  the  horizontal  position  is  more  than  10 
times  higher  than  the  remaining  hydrostatic  pressure 
differences  of  the  cardiovascular  system,  which  are 
caused  by  the  different  levels  of  the  organs  with 
respect  to  the  heart. 

The  situation  may  be  different  during  weightless 
periods  of  long  duration,  say,  during  orbiting  and 
space  travel.  After  an  exposure  to  weightlessness  in 
the  range  of  weeks  or  months,  the  tension  within  the 
cardiovascular  system,  and  also  of  the  large  skeletal 
muscles,  may  gradually  decrease  with  regard  to  the 
gravitational  hydrostatic  pressure  differential.  This 
may  be  similar  to  the  generalized  prostration  and 
decrease  of  tonus  and  blood  pressure  after  long  con- 
finement to  the  bed.  Preliminary  smdies  of  the  car- 
diovascular response  of  both  man  and  animals  to 
short  periods  of  weightlessness  have  given  no  evi- 
dence of  potential  problem  areas  within  this  impor- 
tant organ  system  complex. 

NUTRITION  AND  ELIMINATION 

.c 

Every  "care  of  flyer”  concept  of  extra-atmospheric 
flight  must  provide  for  nutrition  and  elimination  fa- 
cilities under  conditions  of  subgravity  and  zero  grav- 
ity. They  will  become  significant  during  prolonged 
flights  of  many  hours  or  days  in  the  not  too  distant 
future.  Some  authors  already  have  considered  theo- 
retically the  problems  of  eating  and  drinking  in  the 
weightless  state;  and  an  amusing  example  of  the 
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difficulties  involved  was  given  in  the  Walt  Disney 
film  "Man  in  Space,”  where  his  weightless  men  at- 
tempted to  sip  the  floating  Martinis.  But  systematic 
studies  of  this  intriguing  problem  were  not  started 
before  1957,  when  a total  of  165  parabolas  was 
utilized  by  personnel  of  the  School  of  Aviation  Med- 
icine for  observations  on  eating  and  drinking  dur- 
ing weightlessness.^* 

With  only  2 exceptions,  all  subjects  experienced 
some  difficulty  in  trying  to  drink  from  an  open  con- 
tainer. The  liquids  would  simply  float  out  of  the 
glass  when  it  was  raised  up  to  the  lips;  and  it  would 
hit  the  face  with  a splash,  disperse  upon  contact, 
and  then  tend  to  slip  into  the  respiratory  tract  or  the 
sinuses  at  the  whiff  of  a breath.  When  a squeeze 
bottle  was  used,  however,  the  subject  could  drink 
without  any  difficulties,  and  it  made  no  particular 
difference  whether  the  liquid  was  sucked  or  squeezed 
into  the  mouth.  Eating  presented  no  difficulties 
either.  Once  liquids  or  food  is  in  the  mouth,  chew- 
ing and  swallowing  is  accomplished  easily.  From 
here  on,  the  elastic  forces  of  deglutition  and  peri- 
stalsis take  over  and  transport  the  food  through  the 
body.  But  there  was  also  a certain  tendency  to  vomit 
or  regurgitate  easier  during  weightlessness  than  un- 
der normal  gravitational  conditions,  which  may  con- 
tribute to  the  untoward  gastrointestinal  reaaions 
described  earlier  in  this  paper.  Furthermore,  the 
elimination  of  the  liquids  and  waste  materials  from 
the  body  may  present  a problem  in  the  weightless  . 
state.  For  this  reason,  an  experiment  was  conducted 
to  investigate  whether  elimination  of  urine  was  pos- 
sible during  short  periods  of  weightlessness.^*^  Twen- 
ty-six subjects  from  the  School  of  Aviation  Medicine 
volunteered  in  one  or  more  flights  to  smdy  micmri- 
tion.  Two  subjects  became  so  ill  early  in  the  experi- 
ment that  the  mission  had  to  be  aborted  prior  to 
micturition.  Ten  subjeas  observed  a decrease  in 
urinary  urgency  during  one  or  more  of  the  para- 
bolas, and  4 subjects  noted  slight  to  moderate  loss 
of  the  sensation  of  urgency.  On  the  other  hand,  10 
subjects  were  unable  to  detect  any  change  in  urgency 
or  the  act  of  urination.  Four  individuals  reported  that 
once  micmrition  had  been  initiated,  they  were  un- 
able to  detect  the  usual  pressure  clues  indicating 
urination  was  continued. 

The  result  of  this  experiment  indicates  that  the 
majority  of  the  test  subjects  were  able  to  urinate 
in  the  subgravity  state  with  little  difficulty.  Perhaps 
the  most  essential  factor  causing  the  variability  in 
subjective  awareness  of  urgency  was  the  strangeness 
of  the  situation  rather  than  a shift  of  sensory  clues 
due  to  lack  of  weight  of  the  content  of  the  bladder. 
There  is  a good  chance  that  most  of  the  bodily 
functions  of  a "lower”  order,  such  as  digestion  and 
elimination  of  food,  may  adapt  themselves  more 


readily  to  the  weightless  simation  than  the  more 
complicated  and  sophisticated  neurophysiological  and 
psychological  processes.  At  any  rate,  care  must  be 
taken  that  the  elimination  of  the  waste  products  of 
the  body  is  accomplished  with  comfort  and  to  the 
benefit  of  the  crew. 


CONCLUSION 

As  has  been  pointed  out,  such  gravity-free  studies 
are  at  present  limited  to  periods  measured  in  sec- 
onds. Each  improvement  in  speed  and  performance 
spreads  the  ends  of  the  parabola  still  further  and 
thus  increases  experimental  time  in  the  weightless 
state.  Most  of  those  performing  studies  on  weight- 
lessness are  of  the  opinion  that  the  most  serious  ef- 
fects, if  there  are  any,  probably  will  come  after  ex- 
posure in  terms  of  hours,  days,  or  weeks. 

The  advent  of  a gravity-free  laboratory  situation 
on  earth  which  would  allow  studies  of  hours,  days, 
or  weeks  would  offer  an  opportunity  for  an  immedi- 
ate break-through  in  our  knowledge,  not  only  partial- 
ly preparing  the  way  for  fumre  space  travel,  but  an- 
swering many  questions  in  other  disciplines  of  sci- 
ence and  engineering.  Many  of  the  mysteries  of  na- 
ture could  be  unravelled,  for  instance,  geotropism — 
the  name  applied  to  nature’s  tendencies  toward  align- 
ment of  plants,  trees,  and  so  forth,  along  the  gravi- 
tational lines  of  force.®  Possibly  some  human  ail- 
ments are  the  result  of  the  constant  force  of  1 "G” 
acting  upon  our  bodies.  Possibly  aging  is  accelerated 
because  we  must  always  work  and  play  under  this 
by  no  means  inconsiderable  load.  Research  with  new 
tools  in  new  situations  may  give  us  new  answers. 
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IN  THE  EARLY  DAYS  of  the  Army  Air  Corps, 
according  to  Burwell,^  the  medical  service  found 
it  necessary  to  combat  rumors  about  the  Air  Corps 
in  general  and  the  physical  examination  in  particular. 

Many  of  the  public  believed  that  the  much  discussed 
medical  examination  of  the  aviator  was  a refined  form  of 
torture.  One  such  story  concerned  itself  with  the  "needle 
test,”  in  which  the  blind-folded  applicant  held  a needle 
between  his  thumb  and  forefinger  and  a pistol  was  fired 
unexpectedly  behind  him.  The  examiner  would  then  note 
whether  the  applicant,  because  of  his  supposed  lack  of 
nerve,  had  pushed  the  needle  through  his  finger.  Another 
much-rumored  tesr  consisted,  supposedly,  of  hitting  the 
applicant  over  the  head  with  a mallet,  when  he  least  ex- 
pected it.  If  he  regained  consciousness  within  15  seconds, 
he  was  assumed  to  be  qualified  as  being  of  the  stuff  of 
which  aviators  were  made. 

Since  this  earlier  period  we  have  made  consider- 
able advances  in  the  field  of  selection — in  the  recog- 


nition of  charaaeristics  that  tend  toward  success  or 
failure  in  a flying  career. 

However,  isolation  of  the  characteristics  of  suc- 
cessful men  in  any  occupation  requires  two  types  of 
assessments  of  individuals.  First,  it  is  necessary  to 
define  and  measure  their  personal  characteristics, 
and  second,  it  is  necessary  to  array  them  on  some 
continuum  of  success.  Neither  of  these  assessments  is 
easy  to  carry  out.  In  many  cases  the  instruments  for 
measuring  personal  characteristics  are  crude  or  non- 
existent; in  other  instances,  it  is  difficult  to  define 
what  is  meant  by  success. 

Formnately,  there  have  been  a number  of  studies 
of  aircraft  pilots,  using  different  instruments  for 
measuring  personal  charaaeristics  and  different  defi- 
nitions of  success,  which  have  converged  to  produce 
a relatively  clear  picture  of  the  successful  pilot. 
These  investigations  together  with  insights  born  out 
of  the  vast  experience  of  flight  surgeons  and  psychi- 
atrists who  have  worked  intensively  with  pilots,  in 
their  selection  and  medical  management  in  peace- 
time and  in  combat,  will  be  summarized  in  this  re- 
port. 

Before  proceeding,  it  should  be  pointed  out  that 
the  charaaeristics  of  pilots  may  be  divided  conveni- 
ently into  three  broad  areas:  physical,  aprimde  or 
skill,  and  psychiatric  or  adaptability.  Of  these  three 
areas,  we  shall  concern  ourselves  primarily  with  the 
last,  since  meeting  the  physical  requirements  and 
having  adequate  aptitude  or  skill  may  be  considered 
as  prerequisites  for  becoming  a pilot;  we  are  pri- 
marily interested  in  assessing  the  adaptability  of  those 
men  who  are  pilots. 

One  of  the  earliest  comments  on  the  characteristics 
of  successful  pilots  was  made  by  Dockeray®  describ- 
ing research  during  World  War  I.  In  summarizing 
Dockeray’s  comments,  BurweU^  has  stated. 

As  to  the  personality  of  the  aviator.  Captain  Dockeray 
noted  that  quiet,  methodical  men  were  among  the  best 
fliers.  The  one  quality  which  seemed  most  needed  was 
intelligence:  the  power  of  quick  adjustment  to  a new  situ- 
ation and  good  judgment. 

The  criterion  of  success  in  this  case  was  not  speci- 
fied, but  seems  to  rest  upon  Captain  Dockeray’s 


Lt.  Col.  Bernard  E.  Flaherty  is 
chief  of  the  Department  of 
Neuropsychiatry  of  the  School 
of  Aviation  Medicine. 

The  characteristics  of  a good  pilot,  according  to  various 
studies,  are  an  easy  going  sociability,  a practical  intelligence, 
coolness  and  steadiness,  seriousness  and  conscientiousness, 
leadership  and  responsibility,  combat  aggressiveness,  skill  and 
interest  in  flying,  and  teamwork. 
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personal  observations.  How  accurate  these  were  may 
be  judged  by  later  studies. 

The  main  development  between  World  War  I and 
II  was  the  addition  of  a comprehensive  personality 
evaluation  to  the  Army  Air  Force’s  physical  examina- 
tion for  flying.  This  part  of  the  physical  examina- 
tion, called  the  Adaptability  Rating  for  Military 
Aeronautics  (ARMA),  was  predicated  upon  the  as- 
sumption that  a potentially  good  pilot  should  be 
intelligent,  mamre,  emotionally  stable,  and  not  be 
liable  to  breakdown  under  the  stress  of  flying. 

Over  a period  of  years  of  neuropsychiatric  evalua- 
tion of  applicants  for  flying  duties,  certain  additional 
areas  of  personality  and  historical  background  be- 
came recognized  as  of  basic  importance.  Unfortunate- 
ly, because  of  the  small  number  of  men  entering 
pilot  training  between  1919  and  1939,  little  direct 
evidence  to  support  the  assumptions  underlying  the 
ARMA  was  produced  during  that  period.  With  the 
advent  of  World  War  II,  the  number  of  men  enter- 
ing flying  training  increased  tremendously  and  it 
became  possible  to  study  intensively  the  character- 
istics of  successful  pilots.  Several  studies  made  dur- 
ing that  war  deserve  special  attention. 

In  the  first  of  these,  Rafferty  and  Deemer,® 
through  statistical  treatment  of  ARMA  interviews, 
derived  a table  of  31  items.  Grouped  as  a check- 
list by  Mebane,^  these  items  were  rearranged  in  a 
logical  fashion  for  an  interview.  The  interviewer 
could  then  check  the  various  items  as  favorable  or 
of  no  significance  insofar  as  the  applicant’s  adapt- 
ability was  concerned.  'These  items  are  contained  in 
table  1. 

Additional  evidence  for  the  usefulness  of  these 
categories  evolved  from  an  investigation  reported  by 
Jenkins®  and  his  associates  of  more  than  4,000  Navy 
combat  pilots  in  combat  zones.  In  this  study,  the 
following  word  pictures  of  the  good  and  poor  pilot, 
based  upon  information  obtained  from  their  associ- 
ates, were  developed. 

In  general,  the  description  of  the  good  combat  pilot,  as 
indicated  by  the  characteristics  judged  most  important, 
might  be  phrased; 

An  alert  man,  a real  leader,  who  feels  responsible 
for  the  safety  of  all  personnel  flying  in  combat  with 
him,  and  who  is  steady  and  reliable  in  the  air. 

In  general,  the  description  of  the  poor  or  "not  wanted” 
combat  pilot  might  be  phrased  as  follows: 

A man,  erratic  and  undependable  in  the  air,  who 
flies  "with  his  head  in  the  cockpit”  and  frequently 
"dopes  off,”  who  has  no  sense  of  teamwork,  and  who 
may  be  too  worried  about  his  own  safety,  or  may 
deliberately  take  foolish  risks,  unnecessarily  endanger- 
ing the  lives  of  others. 

An  emphasis  on  alertness,  teamwork,  emotional  and 
social  adequacy,  and  motivation  for  combat  flying,  as  im- 
portant characteristics  of  combat  pilots,  is  clearly  indicated. 


In  addition,  the  study  identified  the  dimensions 
given  in  table  2 which  differentiate  the  "good” 
combat  pilot  from  the  "poor”  combat  pilot. 

In  another  study  Roff®  investigated  combat  leader- 
ship in  the  Air  Force.  'This  study  made  use  of  ratings 
collected  from  more  than  500  pilots  upon  their  re- 
turn to  the  United  States  in  1945  from  combat 
zones.  As  described  in  that  report, 

. . . the  best  leader  was  characterized  by  superior  qual- 
ity and  speed  of  combat  decisions,  less  concern  with  per- 
sonal advantage,  better  flying  judgment,  showed  greater 
responsibility  for  his  men  in  combat;  had  greater  personal 
acceptability,  sincerity,  and  courage,  shouldered  responsi- 
bility more  easily  and  was  more  impartial. 


Table  1. — Checklist  for  Applicants  Adaptability  as  a Pilot. 

1.  Introductory  Remarks  and  Explanations. 

2.  Review  of  Standard  Forms  88  and  89. 


+ 

— 

0 

3.  The  ARMA  Interview 

Flying  interest  or  experience 
Tolerance  of  flying,  hazards,  and 
deprivations 

Previous  military  experience 

Past  history: 

Nationality 

Early  environment 

Economic  stams 

General  family  history 

Personal  medical  history 

Childhood  personality  traits 
Accidents  and  injuries 

Ability  to  recall 

School 

Achievements 

Employment 

Present  considerations: 

Social  outlets 

Sports 

Artistic  interests 

Habits  (tobacco,  alcohol,  drugs, 
gambling) 

Personal  hygiene 

Marital  matters 

Sexual  problems 

Religion 

Conflicts  and  reactions 

Moods 

Feelings  of  fear,  anger,  aggression 
Disciplinary  trouble 

Philosophy  of  life 

Personal  and  family  goals 
Self-evaluation 

Emotional  reactivity 

Flow  of  thought 

Tact 

Poise 

Physical  habitus 

Appearance 

SUMMARY: 


Pass 

Fail 

Further  Study 

After  Mebane,  J.  C.:  Manual  of  Neuropsychiatry  for 
Flight  Surgeon,  School  of  Aviation  Medicine,  USAF,  Ran-  ^ 
dolph  Air  Force  Base  (Sept.)  1956,  p.  123. 
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It  also  was  found  that  the  items  in  the  rating 
scale  used  in  the  study  could  be  considered  to  meas- 
ure six  basic  variables.  These  were  described  in  terms 
of  the  good  leader  as:  competence  in  combat  flying, 
fairness,  courage,  administrative  competence,  respon- 
sibility, and  likeability. 

It  must  be  pointed  out  that  in  describing  the 
charaaeristics  of  the  successful  pilot,  an  ideal  proto- 
type has  been  created.  Actually  some  pilots  who 
are  extremely  successful  might,  by  some  standards, 
be  considered  as  evidencing  current  gross  psycho- 
pathology. However,  such  men  have  been  found  to 
be  in  the  minority,  and  our  picture  of  the  desirable 
pilot  remains  unchanged. 

Table  2. — Characteristics  of  Good  and  Poor  Combat  Pilots. 
Good  Pilot  Poor  Pilot 

Easy-going  sociability  Temperamental  unsociability 

Practical  intelligence  Lack  of  practical  intelligence 

Gxilness,  steadiness  Excitability,  lack  of 

coolheadedness 

Seriousness,  conscientiousness  Failure  to  take  job  seriously 
Leadership  and  responsibility  Reaction  to  failure  by  mental 

mechanisms 

Combat  aggressiveness  Fear  syndrome 

Skill  and  interest  in  flying  Lack  of  job  skill 
Teamwork  Foolhardy  individualism 


Multiple  stigmas  also  may  be  evident  in  a poten- 
tial flyer’s  past  history.  If  he  is  able  to  recall  these 
without  conflict  and  appears  to  have  matured  emo- 
tionally despite  or  because  of  them,  he  frequently 
possesses  an  additional  strength  toward  a successful 
flying  career.  At  this  point  we  should  note  Hastings, 
Wright,  and  Glueck’s  survey  of  150  successful  heavy 
bombardment  flyers  in  World  War  II.^  Many  of 
these  highly  successful  crewmen  admitted  deleting 
stigmatizing  past  histories  when  first  interviewed 
by  medical  officers — fearful  that  these  data  would 
preclude  their  chance  to  fly.  They  subsequently  de- 
scribed family  histories  which  included  quantitatively 
significant  degrees  of  marked  emotional  instability, 
psychosis,  alcoholism,  divorce,  and  such.  Also  as 
many  as  57  per  cent  of  these  crewmen,  established  as 
highly  successful  in  a combat  simation,  admitted  on 
retrospea  having  experienced  reaction  patterns  in 
their  personal  histories  which  would  normally  expect 
to  predispose  them  to  emotional  instability.  How- 
ever, they  concluded  that 

. . . extraversion  with  great  energy  and  stability  was 
the  optimal  combination  for  success.  The  most  essential 
ingredient  was  not  the  pattern  followed,  the  stability,  the 
persistence  nor  the  direction,  but  the  energy  with  which 
the  business  of  living  is  conducted. 

They  noted  further  that  their  successful  crewmen 
were  "unusually  vigorous,  aggressive,  persistent  and 
healthy  in  body.” 


Following  World  War  II  a unique  oppormnity 
was  presented  to  the  Air  Force  for  on-the-spot 
smdies  of  personnel  in  combat  during  the  Korean 
"police  action.”  The  files  of  the  School  of  Aviation 
Medicine  contained  a large  amount  of  data,  col- 
lected during  training,  on  a group  of  pilots  who 
saw  combat  after  the  information  had  been  collected. 
It  was  possible  to  follow  some  of  these  men  into 
the  combat  zone  and  collect  information  concerning 
their  adjustment  to  combat.  As  a result  of  two  studies 
the  following  conclusions  were  reached:’’’ 

As  presently  measured,  the  successful  pilot  tends  to  be 
generally  well-adjusted,  relatively  free  from  symptoms  of 
illness,  adept  at  social  interactions,  not  unduly  concerned 
with  self-advancement,  has  good  flying  ability,  is  easily 
trained,  and  seems  to  be  a more  competent  flyer. 

In  summary  all  of  these  investigations  have  con- 
verged to  give  a piaure  of  the  successful  military 
pilot  as  a man  who  is  healthy,  well  adjusted,  well 
liked,  vigorous,  courageous,  responsible,  motivated 
toward  his  career,  and  a skillful  operator  of  an  air- 
craft. With  respect  to  any  anonymous  definition  of 
flying  as  "hours  and  hours  of  monotony,  interspersed 
by  occasional  periods  of  sheer  panic,”  the  flyer  must 
cope  effectively  with  these  "occasional  periods  of 
sheer  panic”  without  an  accumulation  of  "function- 
al” or  "somatic”  symptoms.  He  is  able  to  accept  his 
relatively  passive  role  in  relationship  to  the  power- 
ful flying  mechanism,  vicissimdes  of  the  weather,  and 
his  dependence  on  auxiliary  personnel,  both  in  the 
air  and  on  the  ground,  yet  retain  the  capacity  to 
act  with  consistent  economy  and  efficiency  in  the 
presence  of  great  stress  and  hazard. 


REFERENCES 

1.  Burwell,  R.  R. : Historical  Review  of  Aircrew  Selection,  Aero- 
medical  Review  No.  1-58,  Air  University,  School  of  Aviation  Medi- 
cine, USAF,  Randolph  Air  Force  Base  (Sept.)  1957. 

2.  Hastings,  E.  W.,  and  others;  Psychiatric  Experiences  of  Eighth 
Air  Force,  First  Year  of  Combat  (4  July  1942-4  July  1943), 
New  York,  Josiah  Macy,  Jr.  Foundation  (Aug.)  1944. 

3.  Jenkins,  J.  G.,  and  others:  Combat  Criterion  in  Naval  Avia- 
tion, NRC  Committee  on  Aviation  Psychology,  Report  No.  6,  Wash- 
ington, D.  C.,  United  States  Government  Printing  Office,  1950. 

4.  Mebane,  J.  C.:  Manual  of  Neuropsychiatry  for  Flight  Surgeon, 
School  of  Aviation  Medicine,  Randolph  Air  Force  Base  ( Sept. ) 
1956.  p.  123. 

5.  Rafferty,  J.  A.,  and  Deemer,  W.  L.,  Jr.:  Statistical  Smdy  of 

Experimental  Adaptability  Rating  for  Military  Aeronautics  (ARMA) 
of  World  War  II,  SAM  Project  Report  No.  21-02-097,  Report  No. 
1,  School  of  Aviation  Medicine,  USAF,  Randolph  Ait  Force  Base 
(Aug.)  1948.  ^ 

6.  Roff,  M.  F. : Study  of  Combat  Leadership  in  Air  Force  by 
Use  of  Rating  Scale,  Project  Report  No.  21-02-013,  School  of  Avia- 
tion Medicine,  USAF,  Randolph  Ait  Force  Base  (Feb.)  1950. 

7.  Trites,  D.  K.,  and  Kubala,  A.  L.,  Jr.:  Characteristics  of  Suc- 
cessful Pilots,  J.  Av.  Med.  28:34-40  (Feb.)  1957. 

8.  United  States  War  Department:  Aviation  Medicine  in  A.  E.  F. 
Office  of  Adjutant  General,  Document  No.  1004,  Washington, 
D,  C.,  United  States  Government  Printing  Office  (Feb.)  1920. 

> Lt.  Col.  Flaherty  and  Dr.  Trites,  United  States  Air  Force, 
Randolph  Air  Force  Base,  Texas. 


276 


TEXAS  State  Journal  of  Medicine,  APRIL,  1959 


Peripheral  Arterial 
Embolism 

JESSE  E.  THOMPSON,  M.D.; 

DALE  J.  AUSTIN,  M.D.;  and 
VERNOR  LOVETT,  M.D. 

Dallas,  Texas 


ONE  OF  THE  MOST  common  causes  of  acute 
arterial  occlusion  of  the  extremities  is  arterial 
embolism.  This  is  a serious  disorder,  for  it  usually 
reflects  an  underlying  cardiac  disease  which  in  itself 
carries  a substantial  mortality.  Furthermore,  if  un- 
treated, it  leads  to  gangrene  and  amputation  in  a 
high  percentage  of  cases.  In  few  other  diseases  is 
prompt  diagnosis  and  treatment  so  directly  related 
to  the  final  outcome  as  in  arterial  embolism. 

It  is  the  purpose  of  this  paper  to  present  our  ex- 
periences with  42  patients  having  peripheral  arterial 
embolism  and  to  point  out  the  feamres  in  manage- 
ment of  this  disease  which  are  most  helpful  in  sav- 
ing life  and  limb. 

PROGNOSIS 

The  over-all  prognosis  of  patients  with  arterial 
embolism  is  poor.  Table  1 shows  the  mortality  in 
several  representative  series  taken  from  litera- 
ture.2’  ® Of  the  42  patients  reported  in  the  pres- 
ent series,  10  died  in  the  hospital,  a mortality  of 
23.8  per  cent.  Among  28  patients  undergoing  embo- 
lectomy,  4 deaths  occurred,  a mortality  of  14.3  per 
cent,  while  in  16  patients  treated  without  opera- 
tion, 6 died,  a mortality  of  37.5  per  cent.*  Of  the 
10  patients  who  died  in  the  hospital,  6 died  of  car- 
diac causes,  3 of  cerebrovascular  accidents,  and  1 
of  pulmonary  embolism. 

The  usual  source  of  peripheral  arterial  emboli  is 
the  heart.  In  this  series  38  patients  had  obvious 
cardiac  disease.  One  patient  had  a myocardial  in- 
farction as  the  most  likely  source  although  acmal 
proof  could  not  be  obtained.  A proximal  aortic 
aneurysm  treated  by  aneurysmectomy  and  grafting 
was  the  source  of  emboli  in  2 patients,  and  in  1 
patient  the  source  was  entirely  obscure.  The  most 
common  cardiac  diagnosis  was  auricular  fibrillation, 
which  was  present  in  16  patients.  Following  closely 

*There  were  2 patients  each  having  2 emboli,  both  hav- 
ing been  treated  by  surgery  on  one  occasion  and  without 
surgery  on  another  occasion,  thus  accounting  for  the  ap- 
parent discrepancy  in  the  total  number  of  patients. 


Table  1. — Mortality  Associated  with  Arterial  Embolism. 


Author 

Year 

No.  of 

Patients 

Mortality 

% 

Haimovici  

1950 

154 

49.3 

Des  Prez  & Hubay 

1953 

85 

34.1 

Warren,  Linton  & Scannell . . 

1954 

200 

30.6 

Shumacker  & Jacobson 

1957 

55 

20.0 

Thompson,  Austin,  & Lovett 

1958 

42 

23.8 

was  myocardial  infarction,  which  was  the  diagnosis 
in  14  patients. 

Emboli  originate  as  clots  from  the  fibrillating 
auricle  or  as  mural  thrombi  in  the  cardiac  chamber 
over  the  site  of  damaged  myocardium.  The  remain- 
ing cardiac  diagnoses  included  arteriosclerotic  heart 
disease,  congenital  heart  disease,  rheumatic  heart 
disease,  contusion  of  the  heart,  and  subacute  bacterial 
endocarditis.  It  is  of  interest  to  note  that  arterial 
embolism  occasionally  may  be  the  first  sign  of  a 
myocardial  infarction  or  other  cardiac  disease.  These 
silent  infarcts  are  diagnosed  by  electrocardiography 
after  embolism  has  occurred.  In  arterial  embolism 
with  no  obvious  source  for  the  embolus,  cardiac 
smdies  are  mandatory.  There  were  3 such  emboli 
originating  from  silent  cardiac  disease  in  this  series. 

A total  of  47  embolic  episodes  occurred  in  the  42 
patients.  The  sites  of  lodgement  were  distributed  as 
follows:  3 aortic,  7 iliac,  15  femoral,  10  popliteal, 
3 tibial,  5 axillary,  3 brachial,  and  1 radial.  As  is 
usually  the  case  the  femoral  artery  was  the  most 
common  site  for  embolism,  constituting  about  one- 
third  of  the  total.  These  emboli  characteristically 
lodge  at  bifurcations  of  the  major  arteries,  where 
the  lumen  of  the  vessel  narrows  abruptly.  The  site, 
therefore,  is  dependent  largely  on  the  size  of  the 
clot  passing  out  of  the  heart.  Recurrent  or  multiple 
embolism  in  the  same  patient  is  a frequent  phenom- 
enon, especially  in  patients  with  auricular  fibrilla- 
tion. 


Dr.  Jesse  E.  Thompson  and  his 
co-authors  are  on  the  staff  of 
the  Department  of  Surgery  at 
Baylor  University  Hospital  in 
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A series  of  47  peripKeral  arterial  emboli  occurring  in  42 
patients  is  presented.  Among  patients  undergoing  embolec- 
tomy  the  mortality  was  14.3  per  cent,  while  in  the  non- 
operated  group  the  mortolity  was  37.5  per  cent.  Ideol  over- 
all therapy  consists  of  restoration  of  main  vessel  blood  flow 
by  embolectomy;  prevention  of  thrombosis  by  anticoagulants, 
especially  heparin;  and  release  of  vasospasm  by  sympathetic 
blocks  and  vasodilator  drugs. 
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PATHOPHYSIOLOGY 

There  are  three  basic  factors  which  must  be  con- 
sidered in  the  pathophysiology  of  arterial  embolism 
since  proper  comprehensive  management  of  the  dis- 
ease is  founded  on  these  considerations.  When  em- 
bolism occurs,  there  is  a sudden  acute  interruption  of 
main  vessel  blood  flow.  This  is  the  single  most 
important  faaor,  not  only  because  of  the  marked 
decrease  in  arterial  flow  to  the  distal  tissues,  but 
also  because  of  the  train  of  events  which  this  oc- 
currence provokes.  The  second  factor  is  the  immedi- 
ate and  profound  vasospasm  which  takes  place  in 
the  main  vessel  proximal  and  distal  to  the  block  and 
in  the  collateral  vessels  supplying  blood  around  the 
site  of  the  occlusion.  This  reduction  in  blood  flow 
due  to  vasospasm  in  the  collateral  vessels  may  be 
the  factor  which  determines  viability  of  the  limb. 
The  third  factor  is  a consequence  of  the  first  two; 
thrombosis  of  the  distal  and  collateral  vessels  occurs 
if  occlusion  and  vasospasm  go  unrelieved  for  a long 
enough  period  of  time.  If  such  thrombosis  occurs, 
even  the  restoration  of  main  vessel  flow  may  not 
restore  the  viability  of  a limb,  because  of  the  ab- 
sence of  sufficient  runoff  channels  to  supply  blood 
to  the  tissues.  If  these  factors  continue  to  operate 
unabated,  the  distal  extremity  will  become  gan- 
grenous. 

It  is  clear,  therefore,  what  the  basic  measures  of 
treatment  should  be.  Most  important  is  the  restora- 
tion of  main  vessel  blood  flow  which  can  be  ac- 
complished by  removal  of  the  offending  clot.  The 
release  of  vasospasm  can  be  brought  about  by  vaso- 
dilator drugs  and  sympathetic  blocks.  For  preventing 
thrombosis  in  the  distal  and  collateral  vasculature, 
anticoagulants  assume  a major  role  in  treatment  of 
arterial  embolism.  Ideally,  all  of  these  provoking 
factors  should  be  counteracted  for  best  results,  but 
as  will  be  discussed  later,  removal  of  the  obstruct- 
ing clot  may  not  be  possible  or  feasible  in  certain 
cases. 


CLINICAL  FEATURES 

In  the  usual  case  peripheral  embolism  is  recog- 
nized easily  by  the  sudden  onset  of  pain  in  the 
extremity,  followed  by  coldness,  pallor,  numbness, 
and  varying  degrees  of  paralysis.  Examination  re- 
veals absent  pulses  distal  to  the  site  of  lodgement. 
At  times,  however,  the  onset  may  be  slow  rather  than 
sudden,  and  differentiation  from  arterial  thrombosis 
may  be  difficult.  Occasionally  the  onset  of  acute 
deep  thrombophlebitis  is  accompanied  by  such  a 
degree  of  vasospasm  that  the  diagnosis  of  arterial 


embolism  is  entertained.  The  presence  of  auricular 
fibrillation,  the  history  of  a recent  myocardial  in- 
farction, or  the  presence  of  other  cardiac  disease  all 
weigh  in  favor  of  embolism,  as  does  the  absence 
of  peripheral  arteriosclerotic  disease  elsewhere.  At 
times  the  exact  site  of  lodgement  is  difficult  to  as- 
certain with  certainty  although  the  clots  charaaer- 
istically  lodge  at  bifurcations.  Careful  palpation  of 
pulses  usually  is  adequate  to  locate  the  embolus,  but 
occasionally  arteriography  is  necessary  and  may  be 
helpful.  The  oscillometer  finds  usefulness  in  point- 
ing out  the  level  of  decreased  or  absent  oscillations 
and,  hence,  may  aid  in  localization.  In  case  of  doubt 
and  where  no  contraindication  exists,  prompt  ex- 
ploration of  the  artery  becomes  necessary  and  one 
may  be  rewarded  by  finding  an  easily  removable 
embolus. 


TREATMENT 

Treatment  of  peripheral  embolism  is  based  on  a 
consideration  of  the  pathophysiologic  factors,  the 
time  interval  involved,  the  location  of  the  emboli, 
the  general  condition  of  the  patient,  and  the  state 
of  viability  of  the  limb  when  first  seen.  In  negleaed 
cases  where  the  limb  is  gangrenous,  nothing  short 
of  amputation  is  of  benefit.  Many  times  the  general 
condition  of  the  patient  is  so  poor  because  of  his 
underlying  disease  that  operative  treatment  is  con- 
traindicated. In  the  past  some  authors  have  advo- 
cated nonoperative  management  of  emboli  as  the 
principal  mode  of  treatment  or  have  relegated  sur- 
gical treatment  to  a last  resort  role  if  medical 
measures  prove  inadequate.  Increasing  experience, 
however,  has  shown  that  better  immediate  as  well 
as  long  term  results  are  obtained  when  surgical  em- 
bolectomy  is  employed  on  the  larger  arteries,  for 
example,  the  aorta,  iliac,  femoral,  popliteal,  axillary, 
and  brachial.  Surgical  treatment  is  not  usually  con- 
sidered for  emboli  to  the  smaller  arteries,  such  as 
the  tibial,  peroneal,  radial,  and  ulnar.  We,  therefore, 
have  considered  embolectomy  our  primary  method 
of  treatment  in  the  majority  of  cases.  Once  the  diag- 
nosis of  embolism  is  made,  treatment  should  be 
instimted  promptly,  whatever  its  form.  The  best 
results  are  obtained  in  those  patients  treated  without 
delay. 

For  release  of  vasospasm,  a sympathetic  block  with 
novocain  or  other  agAit  may  be  carried  out,  or 
spinal  anesthesia  may  be  administered  if  operation 
is  to  be  done  using  this  type  of  anesthesia.  These 
measures  should  be  done  immediately  and  before 
anticoagulants  are  given.  Vasodilator  drugs  such  as 
Priscoline,  Ilidar,  or  papaverine  also  may  be  given. 

If  surgery  is  decided  upon,  embolectomy  should 
be  carried  out  promptly.  General  or  spinal  anesthesia 
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must  be  employed  for  aortic,®  iliac,  and  popliteal 
embolectomy,  and  for  certain  axillary  ones.  Local 
anesthesia  is  used  for  femoral  and  brachial  embolec- 
tomy. After  distal  and  proximal  control  are  obtained, 
the  artery  is  opened,  the  embolus  is  removed,  and 
any  clot  in  the  distal  artery  is  sucked  out  or  mas- 
saged back.  The  artery  also  is  flushed  from  above. 
When  good  retrograde  flow  is  obtained  and  ade- 
quate flushing  has  been  done,  heparin  is  instilled 
into  the  distal  vasculature  and  the  arteriotomy  wound 
is  sutured  with  4-0  or  5-0  arterial  silk. 

Postoperatively  heparin  is  given  to  prevent  throm- 
bosis, the  average  dose  being  75  mg.  of  aqueous 
sodium  heparin  every  8 hours  or  50  mg.  every  6 
hours  intramuscularly.  Vasodilators  also  are  employed, 
but  sympathetic  blocks  are  not  done  while  the  pa- 
tient is  heparinized  because  of  the  risk  of  hemor- 
rhage. Certain  general  measures  also  are  employed. 
No  external  heat  is  applied  to  the  limb.  The  ap- 
plication of  heat  is  a frequent  error  and  at  times 
is  catastrophic.  Heat  increases  the  metabolic  needs 
of  the  tissues  and  in  the  presence  of  decreased  blood 
supply  to  a limb  may  be  responsible  for  precipita- 
tion of  gangrene.  Cold  is  contraindicated  because  it 
induces  vasospasm.  The  limb  should  be  left  at  room 
temperature  under  a cradle.  The  position  of  the 
limb  also  is  important.  It-  should  never  be  elevated, 
but  should  be  kept  flat  or  at  a level  several  inches 
below  the  heart  since  the  effects  of  gravity  are  con- 
siderable in  a limb  with  precarious  circulation. 

Certain  patients  with  embolism  are  best  treated  by 
nonsurgical  measures.  These  include  patients  having 
emboli  to  the  smaller  vessels  such  as  tibial,  peroneal, 
radial,  and  ulnar;  poor  risk  patients  with  popliteal 
or  upper  extremity  emboli  in  whom  anesthesia 
would  present  a serious  threat  to  life,  where  the 
limb  is  obviously  viable;  moribund  patients  regard- 
less of  the  state  of  viability  of  the  limb;  and  pa- 
tients with  an  obviously  gangrenous  extremity  where 
amputation  is  the  only  treatment  possible.  Under 
these  circumstances  the  general  measures  mentioned 
previously  are  applied  vigorously.  Of  all  the  non- 
surgical measures  available,  in  our  opinion,  heparin 
is  by  far  the  most  useful  and  important  item,  for  if 
thrombosis  can  be  prevented,  the  limb  has  its  best 
chance  of  survival.  In  fact,  if  circumstances  are  such 
that  embolectomy  is  indicated  but  must  be  delayed 
because  of  the  problem  of  transportation  to  a medi- 
cal center  or  other  reason,  heparin  should  be  given 
immediately.  Embolectomy  may  then  be  carried  out 
some  hours  later  with  success  because  of  the  pre- 
vention of  thrombosis  of  the  distal  and  collateral 
vasculature.  Patients  with  auricular  fibrillation,  who 
frequently  are  subject  to  recurrent  bouts  of  periph- 
eral embolism,  may,  as  a preventive  measure,  be 


placed  on  long  term  oral  anticoagulants  when  hep- 
arin is  discontinued. 

RESULTS 

There  were  42  patients  in  this  series,  sustaining 
a total  of  47  embolic  episodes.  These  were  22  males 
and  20  females.  The  ages  ranged  from  18  to  99 
years,  with  an  average  age  of  58  years.  The  mortal- 
ity among  these  patients  has  been  given  previously. 
The  results  of  treatment  in  the  surviving  patients' 
are  shown  in  table  2. 


Table  2. — Limb  Survival 

in  Living 

Patients. 

Cases 

Amputations 

No. 

% 

Embolectomy  

. . 24 

3 

12.5 

No  operation  

. 10 

1 

10.0 

Total  

. 34 

4 

11.8 

Among  24  patients  undergoing  emboleaomy,  3 
legs  had  to  be  amputated  for  gangrene.  AU  3 were 
the  result  of  femoral  emboli  which  occurred  10 
hours,  36  hours,  and  4 days  before  they  were  seen. 
Among  the  successful  emboleaomies  were  2 aortic, 
3 iliac,  9 femoral,  3 popliteal,  3 axillary,  and  1 
brachial.  Of  interest  is  1 female  patient,  aged  99 
years,  who  had  a femoral  embolus  successfully  re- 
moved under  local  anesthesia.  She  has  since  cele- 
brated her  hundredth  birthday. 

In  10  patients  treated  without  surgery,  one  63 
year  old  man  lost  his  leg.  This  was  the  result  of 
a popliteal  embolus  which  had  occurred  7 days  be- 
fore we  saw  the  patient.  Included  in  this  group  are 
patients  with  small  vessel  emboli,  upper  extremity 
emboli,  and  poor  risk  patients  with  obviously  viable 
limbs.  No  upper  extremity  was  lost  in  either  the 
operated  or  nonoperated  groups.  The  over-aU  inci- 
dence of  amputation  in  the  34  surviving  patients 
was  11.8  per  cent,  which  compares  quite  favorably 
with  the  results  in  the  literamre.® 

Many  factors  contribute  to  the  loss  or  survival  of 
a limb  following  acute  interruption  of  its  blood  flow 
by  an  embolus.  One  of  the  most  important  faaors 
is  the  time  interval  between  onset  and  institution 
of  treatment.  The  shorter  the  time  involved,  the  less 
chance  of  irreversible  thrombosis  occurring.  In  an 
analysis  of  the  results  in  our  series  it  was  found 
that  among  those  patients  whose  treatment  was 
started  within  13  hours  of  onset  of  the  disease, 

81.5  per  cent  survived  with  their  limbs  intact,  while 

18.5  per  cent  died  or  lost  a limb.  Of  those  patients 
coming  in  for  treatment  after  13  hours,  only  47  per 
cent  survived  with  limbs  intact,  while  53  per  cent 
died  or  lost  a limb.  Regardless  of  the  method  of 
treatment  employed,  it  should  be  begun  without  de- 
lay once  the  diagnosis  is  made  or  suspeaed. 
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RECENT  INNOVATIONS 

In  recent  years  several  innovations  and  techniques 
have  been  advocated  in  the  treatment  of  arterial 
embolism  in  an  effort  to  improve  both  the  immedi- 
ate and  the  long  term  results.^’ 

One  of  these  is  "late  embolectomy,”  or  embolec- 
tomy  performed  later  than  approximately  12  hours 
after  occurrence  of  the  embolus.  It  generally  has 
been  thought  that  patients  seen  after  such  long 
periods  of  time  are  not  improved  sufficiently  by 
surgery  to  warrant  its  use,  and  they  have  had  medi- 
cal measures  carried  out  instead.  It  is  obvious  from 
the  foregoing  discussion  that  many  such  patients 
lose  their  limbs.  In  an  effort  to  salvage  some  of 
these,  late  embolectomy  has  been  advocated.  If  the 
limb  obviously  is  viable,  the  procedure  is  not  nec- 
essary; if  it  obviously  is  gangrenous,  the  procedure 
is  not  worth  while.  In  the  borderline  cases  when 
ischemia  is  present  without  gangrene,  as  noted  by 
pain,  color  changes,  and  evidence  of  poor  collateral 
circulation,  such  a procedure  may  save  the  limb. 
This  is  particularly  true  in  those  patients  who  may 
already  be  on  anticoagulant  therapy  for  other  rea- 
sons or  who  were  started  on  anticoagulant  therapy 
when  embolization  occurred. 

One  of  the  patients  in  this  series  was  put  on 
heparin  immediately  after  an  iliac  embolus  oc- 
curred. Four  days  later,  after  transfer  to  our  hospital, 
a successful  emboleaomy  was  carried  out  with  res- 
toration of  pulses  in  the  leg  and  complete  relief  of 
symptoms.  Another  patient,  receiving  anticoagulants 
because  of  coronary  artery  disease  and  myocardial 
infarction,  had  an  embolus  into  the  orifice  of  a 
femoral  artery  graft.  He  was  so  ill  that  it  was  felt 
unwise  to  transfer  him  to  our  hospital  for  surgery. 
Anticoagulants  were  continued,  and  22  days  later 
the  embolus  was  removed  and  liquid  blood  clot 
aspirated  from  the  graft.  At  the  time  of  surgery 
the  limb  was  in  a pregangrenous  state.  Following 
embolectomy,  pain  and  function  were  improved 
markedly  and  the  limb  was  saved.  At  times  late 
emboleaomy  may  be  combined  with  an  artery  graft- 
ing procedure  to  save  what  otherwise  might  be  a 
hopeless  simation,  provided,  of  course,  the  distal 
vasculature  is  patent. 

Another  innovation  is  the  retrograde  flush  pro- 
cedure.^ At  times  it  is  possible  to  remove  an  ob- 
structing embolus  only  to  find  the  distal  vasculature 
occluded  with  clot.  The  distal  artery  may  then  be 
exposed  at  the  popliteal  area  or  at  the  ankle  and  the 
clots  which  cannot  be  extracted  from  above  are 
flushed  our  from  below  using  saline  solution  under 
pressure.  Late  embolectomy  and  retrograde  flush  may 
be  combined  handily  and  be  responsible  for  saving 
limbs.  In  our  series  1 patient  with  popliteal  embo- 


lism seen  21  hours  after  onset  was  treated  success- 
fully by  embolectomy  and  retrograde  flush. 

We  also  have  adopted  a more  aggressive  approach 
toward  upper  extremity  and  popliteal  emboli,  be- 
lieving that  embolectomy  in  many  of  these  will  im- 
prove limb  salvage  and  give  better  functional  results. 
A small  but  definite  percentage  of  amputations  fol- 
lows upper  extremity  embolization.®  If  the  embolus 
is  in  the  axillary  or  brachial  artery  and  there  is  no 
contraindication  to  surgery,  we  believe  it  should  be 
removed.  We  have  seen  functional  impairment  of 
upper  extremities  as  a late  result  of  emboli  treated 
conservatively  even  though  - the  limb  was  not  lost. 
Critical  clinical  judgment  must  be  applied  in  the 
seleaion  of  these  patients  for  surgery,  however.  A 
similar,  but  more  impressive  line  of  reasoning  ap- 
plies to  popliteal  emboli  where  the  incidence  of 
gangrene  in  the  nonsurgically  treated  group  may  be 
20  to  30  per  cent.® 

Unfortunately,  popliteal  embolectomy  is  a more 
difficult  procedure  than,  for  example,  femoral  em- 
bolectomy. The  latter  is  simply  done  under  local 
anesthesia  with  the  patient  in  the  supine  position. 
For  popliteal  embolectomy  the  patient  must  be  in 
the  lateral  or  prone  position,  and  this  may  be  in- 
tolerable for  sick  cardiac  patients.  Operation  is 
difficult  under  local  anesthesia  because  of  the  ex- 
tensive disseaion  required,  and  it  is  usually  done 
under  general  or  spinal  anesthesia.  Here  again  sur- 
gery may  be  contraindicated  because  of  a poor  risk 
patient.  It  is  wiser  to  risk  the  loss  of  a limb  than 
the  loss  of  a patient.  If  the  general  situation  is  ade- 
quate, however,  we  believe  popliteal  emboleaomy 
should  be  carried  out. 


OUTLINE  OF  MANAGEMENT 

A summary  of  suggestions  regarding  the  treatment 
of  arterial  emboli  which  will  give  the  most  hope- 
ful outlook  as  regards  life  and  limb  follows: 

1.  Do  not  delay.  Once  the  diagnosis  of  embolism 
is  made,  treatment  should  be  instituted  promptly. 
The  best  results  are  obtained  in  those  patients  treat- 
ed early,  especially  within  10  to  12  hours. 

2.  Do  not  elevate  the  limb.  Keep  the  limb  flat  in 
bed  or  a few  inches  below  the  level  of  the  heart. 

3.  Do  not  apply  heat  to  the  limb.  Keep  it  at  room 
temperature. 

4.  Embolectomy  should  be  carried  out  promptly 
when  indicated. 

5.  Anticoagulants  are  very  important.  If  surgery 
must  be  delayed  or  is  contraindicated,  the  prompt 
administration  of  heparin  is  the  best  measure  avail- 
able to  prevent  a catastrophe. 

6.  Sympathetic  blocks  and  vasodilator  drugs  are 
useful  for  the  relief  of  vasospasm. 
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SUMMARY  AND  CONCLUSIONS 

A series  of  47  peripheral  arterial  emboli  occurring 
in  42  patients  is  presented.  Ten  patients  died  in  the 
hospital,  giving  an  over- all  mortality  rate  of  23.8 
per  cent.  Among  patients  undergoing  embolectomy 
the  mortality  was  14.3  per  cent,  while  in  the  non- 
operated  group  the  mortality  was  37.5  per  cent. 

The  heart  was  the  source  of  emboli  in  39  patients, 
a proximal  aortic  aneurysm  the  source  in  2 patients, 
and  the  source  was  obscure  in  1 patient.  There  were 
3 aortic,  7 iliac,  15  femoral,  10  popliteal,  3 tibial, 
5 axillary,  3 brachial,  and  1 radial  emboli. 

Ideal  over-all  therapy  consists  of  restoration  of 
main  vessel  blood  flow  by  embolectomy;  prevention 
of  thrombosis  by  anticoagulants,  especially  heparin; 
and  release  of  vasospasm  by  sympathetic  blocks  and 
vasodilator  drugs. 

In  the  operated  group,  3 legs  were  amputated,  an 
incidence  of  12.5  per  cent,  all  due  to  femoral  em- 
boli. In  the  nonoperated  group  1 leg  was  lost,  an 
incidence  of  10  per  cent,  this  due  to  a week  old 
popliteal  embolus.  No  upper  extremity  was  lost. 
Best  results  are  obtained  in  patients  treated  within 
the  first  few  hours  after  embolization  occurs. 

The  recent  innovations  of  late  embolectomy,  retro- 
grade flush,  and  artery  grafting  may  improve  im- 
mediate and  long  term  results. 

Practical  suggestions  regarding  therapy  are  listed 
in  detail. 

REFERENCES 

1.  Crawford,  E.  S.,  and  DeBakey,  M.  E. : Retrograde  Flush 
Procedure  in  Embolectomy  and  Thrombectomy,  Surgery  40:737-746 
(Oct.)  1956. 

2.  Des  Prez,  J.  D.,  and  Hubay,  C.  A.:  Acute  Arterial  Embolism, 
A.M.A.  Arch.  Surg.  67:865-874  (Dec.)  1953. 

3.  Dye,  W.  S.;  Olwin,  J.  H.;  Javid,  H.;  and  Julian,  O.  C.: 
Arterial  Embolectomy,  A.M.A.  Arch.  Surg.  70:715-720  (May) 
1955. 

4.  Haimovici,  H. : Peripheral  Arterial  Embolism;  Study  of  330 
Unseleaed  Cases  of  Embolism  of  Extremities,  Angiology  1:20-45 
(Feb.)  1950. 

5.  Madoff,  I.  M.;  Thompson,  J.  E.;  and  Strieder,  J.:  Emboliza- 
tion in  Surgery  of  Mitral  Stenosis;  Report  of  Successful  Aortic  Sad- 
dle Embolectomy,  New  England  J.  Med.  251:730-733  (Oct.  28) 
1954. 

6.  McGarity,  W.  C.;  Logan,  W.  D.,  Jr.;  and  Cooper,  F.  W.,  Jr.: 
Peripheral  Arterial  Emboli,  Surg.,  Gynec.,  & Obst.  106:399-408 
(April)  1958. 

7.  Shaw,  R.  S. : More  Aggressive  Approach  Toward  Restoration 
of  Blood  Flow  in  Acute  Arterial  Insufficiency,  Surg.,  Gynec.,  & 
Obst.  103:279-288  (Sept.)  1956. 

8.  Shumacker,  H.  B..  Jr.,  and  Jacobson,  H.  S. : Arterial  Embo- 
lism, Ann.  Surg.  145:145-152  (Feb.)  1957. 

9.  Warren,  R.;  Linton,  R.  R.;  and  Scannell,  J.  G.:  Arterial 
Embolism;  Recent  Progress,  Ann.  Surg.  140:311-317  (Sept.)  1954. 

> Drs.  Thompson  and  Austin,  1008  N.  Washington,  Dal- 
las. 

Dr.  Lovett,  Department  of  Surgery,  Baylor  University 
Hospital,  Dallas. 


Treatment  of 
Acne  Vulgaris 
With  Tetracycline 

A 4 Year  Study 

M.  ALLEN  FORBES,  JR.,  M.D.,  and 
WILLIAM  C.  KING,  M.D. 

Austin,  Texas 

INCE  ANDREWS  and  others^  reported  in  1950 
the  use  of  antibiotics  in  the  treatment  of  acne 
vulgaris,  there  have  been  many  reports"'^’  ®’ 
by  different  investigators  on  the  value  of  antibiotics 
in  the  treatment  of  this  condition.  We  first  used 
oxy tetracycline  in  1952  and  were  pleased  with  its 
effect  on  the  pustular  element  of  this  disorder. 

We  began  a study  on  the  use  of  tetracycline  in 
1954  and  have  given  previous  reports®’  ^ on  its  use 
in  the  treatment  of  acne  vulgaris.  As  far  as  control 
of  the  pustular  element  was  concerned,  our  results 
were  very  encouraging.  These  smdies,  however,  cov- 
ered a period  of  only  18  months  with  an  average 
follow-up  of  4.5  months. 

Sensitivity  tests  were  not  routinely  performed, 
previous  studies^  having  shown  them  not  to  be 
generally  helpful  in  the  selection  of  a proper  antibi- 
otic for  the  management  of  pustular  acne.  But  if 
after  1 to  2 weeks  of  therapy  with  tetracycline  there 
was  no  response,  we  performed  sensitivity  tests,  some 
of  which  proved  to  be  of  value.  All  patients  on 
whom  tetracycline  was  used  in  this  study  also  re- 
ceived conventional  acne  therapy  to  control  excessive 
oiliness  and  the  development  of  comedomes.  In  ad- 
dition to  cryotherapy,  these  patients  were  instructed 
to  use  soap  and  water  cleansing  two  to  three  times 
daily  and  were  given  drying  lotions  to  apply  nightly. 
At  the  completion  of  our  original  studies®’  ^ several 
questions  still  remained  unanswered,  and  we  decided 
that  by  continuing  the  study  for  4 to  5 years  most 
of  these  problems  could  be  resolved.  The  following 
questions,  which  we  have  attempted  to  answer  here, 
are  the  reasons  for  this  4 year  smdy; 

1.  Would  a minimal  maintenance  dose  of  tetra- 
cycline given  over  a long  period  of  time  lose  its 
effectiveness.^ 


The  tetracycline  employed  in  this  study  was  kindly  sup- 
plied by  the  Upjohn  Company,  Kalamazoo,  Mich.,  whose 
trade  name  for  tetracycline  is  Panmycin. 
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2.  What,  if  any,  side  effects  would  develop  after 
prolonged  dosage? 

3.  Would  intermittent  small  doses  be  adequate  for 
control  of  the  condition  or  would  continuous  therapy 
be  necessary? 

4.  If  the  effect  was  due  to  direct  action  on  the 
bacteria,  would  the  bacteria  become  resistant  to  tetra- 
cycline? 

5.  What  size  dose  would  be  safe  and  effective 
over  a period  of  years  rather  than  months? 

RESULTS  OF  STUDY 

We  have  used  tetracycline  hydrochloride  and  tetra- 
cycline phosphate  over  the  past  4 years  in  567  cases 
of  pustular  acne.  Of  this  number,  we  are  including 
485  which  have  been  followed  long  enough  to  war- 
rant reporting.  Some  of  the  72  not  reported  had  good 
initial  response  but  were  lost  from  observation.  The 
ages  varied  from  10  to  40  years,  but  well  over  95 
per  cent  were  between  the  ages  of  15  and  22.  Since 
it  has  been  previously  shown'*’  ®’  that  this  anti- 
biotic does  not  cure  pustular  acne,  we  decided  to  use 
the  terms  controlled  or  failure  in  reporting  our  re- 
sults. If  the  patients  were  poorly  controlled,  they 
were  classified  as  failures. 

Ninety-five  cases  of  the  485  reported  have  been 
observed  and  have  been  under  treatment  for  2 to  4 
years.  Of  these  95  patients  there  were  5 who  were 
considered  failures,  even  though  they  were  given 
1,000  mg.  daily  for  varying  periods  of  time.  In  spite 
of  repeated  courses,  the  pustular  element  in  these  5 
patients  did  not  subside.  Of  the  remaining  90  pa- 
tients, after  an  initial  dose  of  from  500  to  1,000  mg. 
was  administered  daily  for  1 to  6 months,  many  were 
controlled  on  100  mg.  daily,  and  some  on  100  mg. 
every  other  day.  There  were  others  who  remained 
clear  for  weeks  or  months  and  then  developed  a re- 
currence of  pustules.  These  again  were  controlled 

Dr.  M.  Allen  Forbes,  Jr.  and 
his  co-author  submit  this  paper 
from  the  Department  of  Der- 
matology and  Syphilology,  Dr. 
J.  Fred  Mullins,  director.  Uni- 
versity of  Texas  Medical 
Branch,  Galveston.  It  was  pre- 
sented for  the  Section  on  Der- 
matology of  the  American  Med- 
ical Association  in  San  Fran- 
cisco, June  26,  1958. 

Tetracycline  hydrochloride  and  tetracycline  phosphate  were 
used  in  567  cases  of  pustular  acne,  of  which  485  were  fol- 
lowed from  6 months  to  4 years  and  are  reported  here.  Both 
preparations  control  the  pustular  element  of  acne  vulgaris  in 
the  majority  of  cases  without  serious  side  effects  and  without 
losing  their  beneficial  effect. 


completely  by  100  to  500  mg.  daily  for  a few  days 
to  1 month.  We  did  not  notice  any  decrease  in  the 
effectiveness  of  the  drug,  even  in  those  patients 
who  had  been  on  medication  intermittently  for  4 
years.  The  pustular  recurrences  usually  were  not  so 
severe  as  the  original  condition.  Forty-two  patients 
were  maintained  on  as  little  as  100  to  125  mg.  daily. 
Forty-five  of  the  remaining  48  were  maintained  on 
200  to  300  mg.  daily,  and  3 others  required  500  mg. 
daily.  Occasionally  we  found  that  the  dosage  had  to 
be  increased  temporarily,  but  these  were  the  lowest 
maintenance  doses  effective  during  pustular  recur- 
rences. No  side  effects  were 'observed,  and  the  blood 
counts  done  on  40  patients  were  within  normal 
limits. 

The  next  group  of  91  patients  was  on  this  medi- 
cation for  1 to  2 years.  Of  this  group,  2 patients  de- 
veloped a gastrointestinal  upset  after  being  on  the 
antibiotic  intermittently  for  more  than  1 year.  G>unt- 
ing  these  2,  since  tetracycline  had  to  be  discontinued, 
we  had  a total  of  4 patients  who  did  not  respond. 
Of  the  91  patients,  33  were  maintained  on  100  to 
125  mg.,  and  51  required  200  to  300  mg.  daily.  The 
remaining  3 required  500  mg.  daily. 

In  those  who  had  been  on  the  medication  for  1 
to  11  months  (with  an  average  of  6 months)  there 
were  7 failures.  This  number  included  2 patients 
who  had  gastrointestinal  upsets,  and  1 who  had  a 
mondial  vaginitis. 

INTERPRETATION  OF  RESULTS 

From  the  results  obtained  in  this  study  the  fol- 
lowing facts  seem  to  be  established; 

1.  Tetracycline  does  not  lose  its  effectiveness  when 
given  over  a long  period  of  time. 

2.  Since  most  of  the  side  effects  requiring  discon- 
tinuance of  the  medication  occurred  among  patients 
who  had  been  on  antibiotics  less  than  2 years,  pro- 
longed medication  appears  not  to  increase  side 
effects. 

3.  Intermittent  therapy  was  sufficient  for  control. 
In  many  cases  recurrences  would  develop  several 
weeks  to  several  months  following  the  cessation  of 
therapy. 

4.  If,  as  many  workers  believe,  the  effect  of  tetra- 
cycline is  due  to  suppressive  action  on  the  bacteria, 
then  the  organisms  ^parently  do  not  develop  resist- 
ance, as  the  majority  of  patients  were  controlled  on 
much  smaller  doses  than  were  given  initially. 

5.  The  results  indicate  that  the  large  majority  of 
cases,  after  an  original  dose  of  1,000  mg.  per  day 
for  several  weeks  or  months,  can  be  maintained  on 
intermittent  courses  of  100  to  300  mg.  daily. 

6.  The  control  exerted  by  tetracycline  on  pustular 
lesions  substantially  reduces  post-acne  scarring. 
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DISCUSSION 


The  exact  mechanism  of  the  beneficial  effect  of 
the  antibiotics  in  the  control  of  pustular  acne  is  not 
thoroughly  understood.  Loveman  and  others®*  ® have 
shown  that  the  intestinal  baaerial  flora  in  patients 
with  and  without  acne  does  not  differ  and  also  that 
the  bacterial  flora  was  altered  when  the  patients 
were  on  antibiotics.  Stritzler  ® however,  observed  that 
the  intestinal  flora  is  rapidly  reestablished  in  spite 
of  continuing  antibiotic  therapy.  He  also  reported 
that  following  the  oral  administration  of  neomycin, 
intestinal  bacterial  flora  was  drastically  reduced,  but 
that  there  was  no  beneficial  effect  on  the  acne  le- 
sions. We  believe,  as  do  Baer  and  Witten,®  that  there 
is  some  unknown  faaor  in  the  antibiotics  which  is 
partially  responsible  for  their  beneficial  effect  in 
acne. 


CONCLUSIONS 

Tetracycline  controls  the  pusmlar  element  of  acne 
vulgaris  in  the  majority  of  cases. 

There  is  no  difference  in  the  effect  of  tetracycline 
hydrochloride  and  tetracycline  phosphate. 

These  antibiotics  may  be  given  over  a period  of 
several  years  without  serious  side  effects  and  with- 
out losing  their  beneficial  effect. 

The  effective  maintenance  dose  is  lower  than  we 
originally  thought. 

The  exact  mechanism  of  the  beneficial  effect  is 
not  completely  understood. 

Tetracycline  reduces  post-acne  scarring. 
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Diets  to  Control 
Diabetes  Mellitus 

Effect  of  Modification  to  Meet 
Dietary  Habits  of  Indigent 
Anglo-,  Negro-,  and 
Latin-American  Patients 


GEORGE  W.  PERDUE,  M.D.; 

HUGO  T.  ENGELHARDT,  M.D.;  and 
MARGUERITE  CORONADO,  B.S. 

Houston,  T exas 


IT  IS  ACCEPTED  generally  that  dietary  measures 
are  the  fundamental  basis  for  the  treatment  of 
diabetes  mellitus.  Patients  are  instructed  in  the  de- 
sired diet,  but  in  many  instances  they  do  not  adhere 
to  it. 

In  the  diabetic  clinic  at  the  Jefferson  Davis  Hos- 
pital, there  were  approximately  780  patients,  in 
about  40  per  cent  of  whom  the  diabetes  was  not 
controlled.  A thorough  survey^  of  these  patients  re- 
vealed that  failure  to  follow  the  prescribed  diet  was 
an  important  factor  in  lack  of  control.  From  this 
study,  two  factors  became  apparent,  (1)  the  cost 
of  food  and  (2)  the  type  of  foods  listed  on  the 
diets.  The  clientele  of  the  clinic  was  composed  of 
63  per  cent  Negro- Americans,  5 per  cent  Latin- 
Americans,  and  32  per  cent  Anglo-Americans. 

The  food  habits  of  these  three  groups  were  stud- 
ied, and  the  diets  of  the  clinic  were  modified  into 
three  types,  with  a suitable  food  habit  for  each 
group.  In  addition  to  supplying  the  food  require- 
ments, the  cost  was  taken  into  consideration.  Luchi^ 
emphasized  the  importance  of  the  food  habits  of 


Dr.  George  W.  Perdue  is  clini- 
cal assistant  professor  of  in- 
ternal medicine  at  Baylor  Uni- 
versity College  of  Medicine. 

A study  of  diabetic  diets  of  100  out-patients  in  a large 
indigent  hospital  proved  that  adjustment  in  the  diet  of  these 
people  to  their  food  habits  and  financial  capabilities  to  buy 
food  permitted  them  to  obtain  foods  suitable  for  diabetic 
management.  The  diets  were  modified  in  three  types:  Anglo- 
American,  Negro-American,  and  Latin-American. 
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Italians  in  diabetic  diets  and  the  control  of  the 
diabetes,  but  we  have  been  unable  to  find  any  study 
of  the  food  habits  of  Negro-Americans  and  Latin- 
Americans  in  the  control  of  their  diabetes. 

In  order  to  ascertain  whether  or  not  alteration  of 
the  dietary  menu  would  modify  the  control  of  the 
diabetes,  100  patients  who  regularly  attended  the 
clinic  were  selected  regardless  of  their  diabetic  con- 
trol. The  various  racial  groups  were  represented  in 
this  study  in  approximately  the  same  proportion  as 
the  general  clientele  of  the  clinic. 

Each  patient  was  instructed  carefully  regarding  the 
dietary  changes  and  was  given  printed  menus  for 
reference.  They  were  followed  for  10  months  after 
the  dietary  changes  were  made.  The  diabetes  was 
severe  enough  to  require  moderate  amounts  of  in- 
sulin in  all  cases  and  the  only  change  made  in  the 
regimen  was  the  diet  modification.  During  the  10 
months  of  dietary  alterations,  the  diabetes  was  bet- 
ter controlled  in  46  patients,  as  evidenced  by  dis- 
appearance or  reduction  of  glycosuria.  The  patients 
were  happier  about  the  diets  and  many  stated  they 
were  better  able  to  follow  them.  In  12  instances  the 
diabetes  was  less  well  controlled;  the  patients  either 
developed  glycosuria  or  the  amount  of  glycosuria  in- 
creased. There  was  no  alteration  in  the  control  of 
the  diabetes  of  42  patients.  Of  this  group,  approxi- 
mately one-half  remained  well  controlled.  The  others 

Table  1. — Previous  Diet  Meal  Plan  Containing  2,100 
Calories. 

(Carbohydrate — 170  Gm.,  Protein — 105  Gm.,  Fat — 105 
Gm. ) 


Breakfast:  Cost 


1 Serving  dried  fruit $0,013 

3 Eggs  144 

1 Cup  cereal  (oatmeal) 016 

1 Slice  bread  016 

1 Cup  milk,  skimmed,  powdered 023 

2 Tsp.  oleo  004 

1 Cup  coffee  021 

Lunch: 

3 Oz.  lunch  meat 150 

1/2  Cup  potatoes  015 

1/2  Cup  "B”  vegetable 020 

1 Cup  "A”  vegetable  (cabbage) 015 

1 Slice  bread 008 

1 Cup  milk,  skimmed,  powdered 023 

2 Tsp.  oleo  004 

1 Orange  034 

1 Cup  coffee  021 

Supper : 

3 Oz.  meat  230 

1/2  Cup  potatoes  or  substitute 015 

1 Cup  "A”  vegetable  015 

1 Slice  bread  008 

2 Tsp.  oleo  004 

1 Apple  060 

1 Cup  coffee  021 


Total  Cost  of  Meals  $0,890 


were  not  well  controlled,  but  glycosuria  did  not  in- 
crease or  decrease  on  an  average  over  the  10  month 
period. 

DISCUSSION 

The  data  in  the  study  of  these  100  patients  indi- 
cated that  adjustment  in  the  diet  of  diabetic  pa- 
tients to  their  food  habits  and  to  their  financial 
capabilities  to  buy  food  in  many  instances  may  per- 
mit the  patient  to  obtain  foods  suitable  for  diabetes 
management.  Of  the  46  patients  with  better  con- 
trolled diabetes,  on  the  dietary  modification,  many 
expressed  that  they  were  more  satisfied  with  the 
diet  because  they  could  afford  to  purchase  it,  and 
others  were  pleased  that  they  were  able  to  eat  the 
same  type  of  foods  their  families  ate  and  to  which 
they  were  accustomed.  The  smdy  indicated  that 
these  46  patients  improved  when  it  became  more 
practical  for  them  to  follow  their  diabetic  regimens. 

The  12  patients  who  exhibited  increased  glyco- 
suria on  the  modified  diets  were  studied  to  ascertain 
why  their  diabetes  was  less  satisfactorily  controlled. 
Of  these,  4 readily  admitted  that  they  had  not  at- 
tempted to  follow  their  diet  either  before  or  after 
the  change.  Two  would  not  admit  that  they  were  not 
following  the  diet,  but  no  other  reason  could  be 
ascertained.  One  patient  omitted  insulin,  1 went 
into  heart  failure,  1 developed  a carcinoma  of  the 

Table  2. — Anglo-American  Meal  Plan  Containing  2,100 
Calories. 

(Carbohydrate — 220  Gm.,  Protein — 80  Gm.,  Fat — 100 
Gm. ) 


Breakfast:  Cost 


1 Serving  fruit,  dried  $0,013 

1 Cup  cereal,  oatmeal 016 

1 Egg  048 

2 Slices  bread  0l6 

1 Cup  milk,  skimmed,  powdered 023 

3 Tsp.  oleo  006 

1 Cup  coffee  021 

Lunch : 

2 Oz.  lunch  meat 100 

1 Cup  potatoes  030 

Yl  Cup  "B”  vegetable 020 

1 Cup  "A"  vegetable  015 

1 Slice  bread 008 

1 Cup  milk,  skimmed,  powdered 023 

3 Tsp.  oleo 006 

1 Cup  coffee  021 

Supper : ^ 

2 Oz.  meat  015 

1 Cup  blackeyed  peas 024 

1 Cup  "A”  vegetable 025 

2 Slices  bread  016 

1 Orange  034 

1 Cup  milk,  skimmed,  powdered 023 

3 Tsp.  oleo  006 

1 Cup  coffee  021 


Total  Cost  of  Meals $0,665 
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cervix,  2 had  a peptic  ulcer  necessitating  change  of 
diet,  and  1 died  of  pyelonephritis  during  the  10 
months  period.  It  is  unlikely  that  the  change  in  the 
diet  was  a factor  in  the  increase  in  glycosuria  in 
these  12  patients,  except  possibly  in  2 instances.  In 
both  cases,  indirect  evidence  indicated  that  they  did 
not  adhere  strictly  to  the  modified  diet  that  fitted 
into  their  food  habits. 

It  was  of  interest  that  we  were  able  to  reduce 
the  cost  of  the  daily  food*  per  patient  from  89  cents 

Table  3. — Negro- American  Meal  Plan  Containing  2,100 
Calories. 

(Carbohydrate — 220  Gm.,  Protein — 80  Gm.,  Fat  100 


Gm. ) 

Breakfast: Cost 

1 Serving  dried  fruit $0,013 

1  Cup  grits  oil 

1 Egg  048 

2 Strips  bacon  018 

2 Biscuits  023 

1 Tsp.  oleo  002 

1 Cup  milk,  skimmed,  powdered 023 

1 Cup  coffee  021 

Lunch : 

1 Serving  ham  hocks  with  blackeyed  peas 074 

1 Cup  greens  025 

1 Serving  cornbread  028 

1 Cup  milk,  skimmed,  powdered 023 

1 Cup  coffee  021 

Supper: 

1 Serving  greens — 2 oz.  fresh  pork 107 

1 Cup  rice  025 

2 Biscuits  023 

1 Orange  034 

1 Cup  milk,  skimmed,  powdered 023 

1 Cup  coffee  021 


Total  Cost  of  Meals $0,563 


Exchange  List  for  Negro-American  Patients. 

Item  Constiments  Exchange 


Blackeyed  peas  with  ham  1 Cup  blackeyed  2 Bread 

hocks  peas 

2 Oz.  ham  2 Meat 

Turnip  greens  with  ham  1 Cup  greens  Free 

hocks  or  bacon  grease  2 Oz.  ham  or  2 Meat 

2 Tsp.  grease  2 Fat 

Grits  1 Cup  2 Bread 

Pigs  feet  2 3 Fat 

Pork  chops  1 Medium  chop  2 Meat 

( lean ) 

Mustard  greens  or  collard  1 Cup  greens  Free 

, greens  with  grease  2 Tsp.  grease  2 Fat 

Cabbage  with  bacon  grease  1 Cup  cabbage  Free 

2 Tsp.  grease  2 Fat 

Rice  1 Cup  2 Bread 

Hogs  jaws  3 Fat 

Cornbread  3 Squares  2 Bread 

Biscuits  2 Medium  2 Bread 


*Cost  of  foods  at  the  time  of  the  study  was  obtained 
from  the  local  markets. 


for  the  previous  diet  to  66.5  cents  for  the  Anglo- 
American  diet,  56.3  cents  for  the  Negro-Americans, 
and  67.7  cents  for  the  Latin  American.  The  carbo- 
hydrate content  of  the  diet  was  increased  in  all  diets, 
and  the  protein  content  was  reduced,  but  the  fat 
content  and  caloric  values  were  not  materially 
altered. 

Table  4. — Latin- American  Meal  Plan  Containing  2,100 


Calories. 

(Carbohydrate — 220  Gm.,  Protein — 80  Gm.,  Fat — 100 
Gm.) 

Breakfast:  Cost 

1 Serving  of  dried  fruit $0,013 

2 Eggs  048 

2 Tortillas  (flour)  020 

3 Tsp.  oleo  006 

1 Cup  milk,  skimmed,  powdered 023 

1 Cup  coffee  021 

Lunch: 

1 Cup  rice  with  meat  (2  oz. ) 164 

Yi  Cup  beans  010 

Lettuce  015 

2 Tortillas  (corn)  024 

1 Cup  milk,  skimmed,  powdered.  023 

3 Tsp.  grease  020 

1 Cup  coffee  021 

Supper : 

2 Oz.  meat  150 

1 Cup  beans  .015 

2 Tortillas  (flour)  020 

3 Tsp.  oleo  006 

1 Orange  034 

1 Cup  milk,  skimmed,  powdered 023 

1 Cup  coffee 021 


Total  Cost  of  Meals $0,677 


Exchange  List  for  Latin- American  Patients. 

Item  Constituents  Exchange 


Arroz  con  came  (rice 

with  meat)  1 Cup  rice  2 Bread 

2 Oz.  meat  2 Meat 

1 Tsp.  fat  1 Fat 

Fidello  con  came  1 Cup  vermicelli  2 Bread 

(vermicelli  with  meat)  2 Oz.  meat  2 Meat 

1 Tsp.  fat  1 Fat 

Papas  con  came  1 Cup  potatoes  2 Bread 

(potatoes  with  meat)  2 Oz.  meat  2 Meat 

1 Tsp.  fat  1 Fat 

Chicharo  con  came  1 Cup  peas  2 "B”  veg. 

(peas  with  meat)  2 Oz.  meat  2 Meat 

1 Tsp.  fat  1 Fat 

Frijoles  con  jamon  salado  1 Cup  beans  2 Bread 

(pinto  beans  with  Salt  pork  for  2 Fat 

salt  pork)  seasoning 

Tortillas  de  arina  (flour)  2 Tortillas  2 Bread 

5 in.  diameter  by 
in.  thick 

Tortillas  de  maiz  (corn)  2 Tortillas  2 Bread 

5 in.  diameter  by 
Vs  in.  thick 

Enchiladas  2 Enchiladas  1 Bread 

1 Meat 

Tamales  1 Tamale  1 Bread 

1 Meat 
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The  exchange  list  for  foods  in  the  standard  Amer- 
ican Diabetes  Association  was  applicable  for  the 
Anglo-American  diets,  but  additional  exchange  lists 
had  to  be  used  in  the  Negro-American  and  Latin- 
American  diets.  Fortunately  these  two  groups  prefer 
little  variation  in  menu,  and  the  exchange  list  need 
not  be  large. 

The  sample  menus  with  cost  for  each  food  and 
the  exchange  list  for  the  Negro-American  and  Latin- 
American  diets  are  listed  in  tables  1 through  4. 


SUMMARY 

Diabetic  diets  of  100  out-patients  in  a large  indi- 
gent hospital  were  modified  to  fit  into  the  patients’ 
food  habits  and  capability  to  pay  for  the  foods. 

The  diets  were  modified  into  three  types,  Anglo- 
American,  Negro-American,  and  Latin-American. 

In  46  cases,  the  diet  modification  apparently  per- 
mitted the  patient  to  adhere  more  strictly  to  the 
prescribed  diet.  Modification  of  the  diet  did  not 
alter  the  control  of  the  diabetes  in  42  patients.  Con- 
trol of  the  diabetes  was  less  satisfaaory  in  12  pa- 
tients, but  this  was  not  due  to  the  modification  of 
the  diet. 

The  financial  stams  and  food  habits  of  the  patient 
should  be  taken  into  consideration  in  the  diet  pre- 
scription and  menus  given  to  diabetic  patients. 
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Program  Aids  Children 
With  Unknown  Deafness 

Help  for  "The  Child  on  the  Outside,”  the  youngster 
with  an  undeteaed  hearing  loss,  is  the  goal  of  a program 
just  made  available  to  service  organizations  throughout 
the  country  by  the  Beltone  Hearing  Aid  Company  of  Chi- 
cago. The  entire  program  is  aimed  at  helping  communities 
establish  a hearing  conservation  program  in  local  schools 
with  the  assistance  of  service,  civic,  and  educational  organ- 
izations. 

Officials  of  the  hearing  company  base  the  program  on 
the  faa  that  it  is  estimated  that  some  5,000,000  youngsters 
suffer  hearing  impairments  and  that  many  thousands  of 
these  (^lildren  are  failing  to  develop  properly  because  their 
hearing  loss  has  not  been  discovered. 


Anesthetic  Deaths 
In  Obstetrics 


WILLIS  H.  JONDAHL,  M.D. 

Harlingen,  Texas 


Anesthetic  deaths  now  rank  fifth  as  a 
cause  of  death  in  obstetrics  with  hemorrhage, 
toxemia,  infection,  and  heart  disease  being  the  first 
four  causes. 


Since  the  Committee  on  Maternal  Mortality  of  the 
Texas  Medical  Association  was  founded,  253  ma- 
ternal deaths  have  been  reviewed,  and  13  or  5.1  per 
cent  of  these  were  due  to  anesthesia. 

Seven  patients  died  under  general  anesthesia,  3 
under  spinal  anesthesia,  2 with  Pentothal,  and  1 with 
Trilene  and  local  anesthesia. 

Cyclopropane  was  used  as  the  anesthetic  for  a 
rupmred  ectopic  pregnancy  and  for  a cesarean  sec- 
tion in  a case  of  placenta  previa.  Both  patients 
needed  transfusions  prior  to  surgery  and  both  died 
with  a cardiac  arrest. 

Ether  was  used  in  4 cases.  One  of  these  was  for 
a cesarean  section  in  a severe  case  of  eclampsia  and 
another  was  for  an  eleaive  tubal  ligation  only  5 days 
after  the  patient  had  been  in  shock  and  congestive 
heart  failure  and  had  delivered  a stillborn  fetus. 
Both  of  these  patients  died  on  the  operating  table 
with  a cardiac  arrest.  The  third  patient  who  died 
from  ether  anesthesia  aspirated  vomitus  after  return- 
ing to  her  room  and  suffocated.  The  fourth  patient 
experienced  respiratory  arrest  from  ether  after  a long 
labor  and  considerable  drugs  for  sedation,  including 
Trilene  analgesia  for  the  last  5 hours  of  labor. 

One  patient  died  following  a normal  delivery  un- 


Dr.  Willis  H.  Jondahl  presented 
a longer  discussion  of  this  sub- 
ject for  the  Texas  Association 
oj.  Obstetricians  and  Gynecol- 
ogists on  February  14,  1959, 
in  Fort  Worth. 


Careful  choice  of  anesthetic  agents  for  patients  with  hem- 
orrhage and  eclampsia,  skilled  physicians  or  well  trained 
nurse  anesthetists,  avoidance  of  inhalation  anesthetics  if  the 
patient  has  eaten  recently,  minimum  doses  and  saddle  block 
technique  for  spinal  anesthetics,  supplementary  emergency 
equipment,  and  wider  use  of  pudendal  block  ore  recommended 
to  reduce  anesthetic  deaths  in  obstetrics. 
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der  ethylene  gas.  The  patient  vomited  after  delivery 
and  died  with  aspiration  asphyxia. 

Two  patients  died  during  surgery  for  eaopic  preg- 
nanq^,  with  sodium  Pentothal  being  the  only  anes- 
thetic in  1 case  and  with  sodium  Pentothal  combined 
with  nitrous  oxide  in  the  other. 

There  were  3 deaths  from  spinal  anesthesia  with 
Pontocaine  being  the  drug  used  in  all  cases.  One 
of  these  was  in  a critically  ill  patient  with  eclampsia 
who  had  been  ill  with  severe  preeclampsia  for  2 
months  before  a cesarean  section  was  attempted.  She 
died  with  spinal  shock  on  the  operation  table.  The 
other  2 deaths  from  spinal  anesthesia  occurred  in  a 
patient  with  placenta  previa  who  was  not  in  shock 
and  in  a patient  undergoing  prolonged  labor  in 
whom  a cesarean  section  was  to  have  been  done  for 
cephalopelvic  disproportion.  A postmortem  section 
resulted  in  a 9 pound  15  ounce  viable  infant  in  this 
case.  All  3 of  these  patients  died  with  spinal  shock 
resulting  in  respiratory  and  cardiac  failure. 

One  patient  was  given  Trilene  gas  for  a normal 
delivery  including  an  episiotomy.  After  the  delivery, 
Metycaine  was  infiltrated  into  the  episiotomy,  and 
during  the  infiltration  the  patient  had  a convulsion 
and  died. 

In  the  9 cases  of  death  with  general  or  Pentothal 
anesthesia,  7 were  administered  by  nurse  anesthetists, 
and  1 of  the  3 spinal  deaths  occurred  when  the  anes- 
thesia was  administered  by  an  osteopathic  physician. 

Cardiac  massage  was  used  in  5 of  the  13  cases, 
but  was  unsuccessful  in  all  of  them. 


RECOMMENDATIONS 

If  deaths  from  anesthesia  are  to  be  reduced  in 
obstetrics,  the  following  recommendations  are  made: 

1.  A more  careful  choice  of  anesthetic  agents  in 
patients  with  hemorrhage  and  eclampsia  should  be 
made. 

2.  The  use  of  skilled  physicians  or  well  trained 
nurses  to  administer  the  anesthetic  should  be  re- 
quired. 

3.  If  the  patient  has  eaten  within  the  last  6 hours, 
inhalation  anesthetics  should  be  avoided. 

4.  If  spinal  anesthetics  are  used,  minimal  doses 
of  the  anesthetic  agent  and  the  “saddle  block”  tech- 
nique are  recommended. 

5.  Delivery  rooms  should  be  equipped  with  suc- 
tion apparams,  airways,  and  a laryngoscope  as  well 
as  intravenous  fluids  and  vasopressor  drugs. 

6.  A more  widespread  use  of  pudendal  block  for 
routine,  uncomplicated  delivery  should  be  employed 
if  skilled  anesthetists  are  unavailable. 

^ Dr.  Jondahl,  1724  East  Ed  Carey  Drive,  Harlingen. 


Use  of  Basal 
Temperature 
Graphs  in 
Habitual  Aborters 


Diagnosis  and  Evaluation  of  Therapy 


PHILIP  T.  WILLIAMS,  JR.,  M.D. 

San  Antonio,  Texas 


The  problem  of  the  habitual  aborter  has  been 
one  of  great  concern  to  doctors  and  patients 
alike  for  many  years.  A multitude  of  probable  etio- 
logical factors  have  been  postulated,  their  numbers 
being  exceeded  only  by  the  profusion,  over  the  years, 
of  proposals  for  management  of  such  cases.  There 
has  been  no  one  theory  of  etiology  or  therapy  which 
has  succeeded  in  providing  the  total  answer,  and  this 
is  not  surprising  in  a condition  which  probably  does 
not  always  result  from  one  single  cause.  However, 
several  ideas  have  persisted  and  seem  well  enough 
substantiated  to  have  merit. 

Etiologically:  (1)  The  blighted  ovum  theory, 
which  assumes  that  abortion  results  from  fertiliza- 
tion of  an  ovum  incapable  of  development  into  a 
normal  fetus,  has  good  basis  in  experimental  faa 
and  no  doubt  accounts  for  many  otherwise  unex- 
plained abortions.  (2)  The  congenitally  deformed 
or  traumatically  damaged  uterus  would  seem  to  be 
adequate  explanation  for  a fair  number  of  abortions. 
(3)  Poor  implantation  of  the  ovum,  either  too  low 
in  the  uterus  or  near  the  curnua,  may  explain  some 
instances.  (4)  Inadequate  hormonal  support,  while 


Dr.  Philip  T.  Williams,  Jr.  pre- 
sented this  paper  for  the  Sec- 
tion on  Obstetrics  and  Gynecol- 
ogy at  the  Texas  Medical  As- 
sociation annual  session  April 
22,  1958,  in  Houston. 

A corpus  luteum  index  based  on  basal  temperatures  ap- 
pears to  identify  the  woman  who  may  abort  on  a hormonol 
basis  prior  to  the  abortion.  With  the  help  of  this  index  it 
may  be  possible  to  carry  the  pregnancy  to  term  by  means 
of  progesterone  and  stilbestrol  therapy. 
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supported  in  theory  by  many,  denied  by  many,  is  a 
satisfactory  explanation  for  many  repeated  abortions 
but  is  difficult  to  prove  because  of  the  problem  of 
determining  those  cases  in  which  it  may  be  an 
etiological  faaor. 

Therapeutically:  It  seems  pretty  well  established 
that  treatment  of  an  abortion  already  in  the  threaten- 
ing stage  is,  at  best,  fraught  with  the  threat  of 


Fig.  1.  Interrelationships  of  pituitary  gonadotropic  hor- 
mones and  ovarian  hormones,  visualized  as  a figure  of 
eight,  in  the  female  hormonal  cycle. 
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Fig.  2.  Formula  for  calculating  the  corpus  luteum  in- 
dex from  the  basal  temperature  graph  of  a nonpreg- 
nant patient. 


probable  failure.  Treatment  of  those  aborters  whose 
problem  stems  from  physical  abnormalities  in  ovum 
or  uterus,  even  where  possible  prior  to  onset  of 
symptoms,  is  certainly  less  than  ideal  in  prognostic 
possibilities.  To  hope  for  any  considerable  degree 
of  success  in  habitual  aborter  management,  we  must 
attempt  to  define  the  problem  prior  to  pregnancy 
and  institute  therapy  before  or  simultaneously  with 
conception. 

This  paper  concerns  itself  with  a method  for 
identifying  the  habimal  aborter  prior  to  pregnancy 
and  for  following  her  treatment  before  and  after 
conception. 


IDENTIFICATION  OF  ABORTER 

The  basic  facts  are  these;  In  the  normal  menstru- 
al cycle,  ovulation  is  followed  by  conversion  of  the 
ruptured  follicle  into  the  corpus  luteum,  which,  in 
the  latter  part  of  the  cycle,  produces  progesterone  as 
well  as  estrogen.  The  progesterone  is  the  "ripening 
hormone”  which  prepares  the  endometrium  for  im- 
plantation of  an  ovum.  When  an  ovum  does  implant 
itself,  the  continued  production  of  progesterone  in 
the  early  weeks  of  pregnancy  supplies  the  stimulus 
to  the  uterus  to  further  vascularization  and  encour- 
ages the  relaxation  needed  to  allow  the  conceptus 
to  establish  its  own  supporting  mechanism  in  the 
chorionic  structures  which  will  ultimately  make  it 
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Fig.  3.  Examples  of  corpus  luteum  indices  calculated  Fig.  4.  Progesterone  deficiency  syndromes  and  approxi- 

from  temperature  graphs,  both  normal  and  abnormal.  mate  ranges  at  which  they  occur. 
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independent.  When  there  is  an  inadequate  produc- 
tion of  progesterone  by  the  corpus  luteum,  several 
things  result:  (1)  The  endometrium  in  which  the 
ovum  implants  is  not  adequately  "ripened”  so  that 
the  initial  growth  of  the  conceptus  is  hindered  and 
its  progress  toward  self-sufficiency  delayed  or  com- 
pletely prevented.  That  is,  its  own  ability  to  pro- 
duce the  progesterone  and  estrogen  it  needs  falls 
behind  the  normal  rate  of  development.  (2)  The 
inadequate  corpus  luteum  itself  ceases  to  be  effec- 
tual in  producing  these  hormones  sooner  than  the 
normal  structure.  (3)  The  combination  of  these  two 
deficiencies  produces  early  loss  of  maternal  hor- 
monal supporr  aggravated  by  delayed  assumption 
of  fetal  self-sufficiency.  (4)  As  a result  the  levels 
of  progesterone  drop  off  in  the  ninth  to  twelfth 
weeks  of  gestation  and  abortion  results. 

If  it  were  possible  to  identify  patients  in  whom 
this  sequence  of  events  is  likely  to  occur,  and  if  it 
were  possible,  in  some  way,  to  improve  corpus  lu- 
teum activity,  then  it  might  well  be  possible  to  avoid 
repeated  abortions  which  are  based  on  this  type  of 
functional  defect. 

Fortunately,  the  hormone  progesterone  in  the  body 
seems  to  have  a thermogenic  effect,  long  noted  as 
the  rise  in  basal  body  temperamre  which  occurs  in 
the  female  after  ovulation  and  persists  to  just  before 
the  onset  of  the  menstrual  period.  Hoping  that  this 
effect  might  be  quantitative  as  well  as  qualitative, 
I have  studied  basal  terhperamre  charts  of  both 
normal  women  and  habitual  aborters  for  years.  The 
results  are  interesting  and,  I believe,  provide  a 
simple  clue  to  management  of  these  cases. 

In  order  more  accurately  to  evaluate  progesterone 
secretion  by  smdy  of  basal  temperamres,  I have  de- 
veloped a simple  process  of  arriving  at  a figure  I 
call  the  "corpus  luteum  index”  from  any  particular 
cycle  which  is  followed  by  basal  temperarures.  The 
average  temperature  before  ovulation  is  determined 
using  all  temperatures  which  are  taken  after  onset  of 
the  period  and  after  the  preceding  cycle’s  progester- 


Fig.  5.  Diagnosis  of  pregnancy  by  graph  showing  the 
sustained  temperature  elevation  in  early  pregnancy. 


one  effect  is  apparently  spent,  until  the  temperature 
rises  at  ovulation.  This  average  is  subtracted  from 
the  average  temperature  from  ovulation  to  onset  of 
the  next  menstrual  bleeding.  This  "average  differ- 
ence” is  then  multiplied  by  the  number  of  days  from 
ovulation  to  menstruation,  and  the  resulting  figure 
is  multiplied  by  ten.  The  resulting  figure,  the  "cor- 
pus luteum  index,”  represents  the  total  number  of 
.1  degree  squares  contained  in  a theoretical  rectangle 
bounded  on  the  graph  by  vertical  lines  at  ovulation 
and  onset  of  menstruation  and  horizontal  lines  rep- 
resenting average  temperatures  preovulation  and 
postovulation. 

I have  calculated  the  corpus  luteum  index  (CLI) 
on  a number  of  normal  women  as  well  as  on  habim- 
al  aborters  and  on  women  with  various  menstrual 
irregularities  and  sterility  problems.  The  resulrs 
have  been  revealing  in  those  types  of  problems  where 
progesterone  deficiency  might  be  a factor.  In  com- 
paring the  indices  of  women  with  various  progesrer- 
one  related  entities  and  normal  women,  rhe  various 
clinical  entities  seem  to  fall  in  fairly  well  defined 
ranges  of  corpus  luteum  function: 


Normal  CLI  above  100 

Habitual  aborters  70-100 

Premenstrual  tension  65-105 

Irregular  shedding  50-90 

Hormonal  sterility  0-70 


MANAGEMENT 

Our  concern  in  this  paper  is  with  the  habitual 
aborter  when  the  condition  is  caused  by  hormonal 
deficiency,  and  so  we  proceed  from  this  point  of 
identification,  suspected  by  history,  verified  by  CLI 
of  less  than  100,  to  the  problem  of  rreatment.  If 
corpus  luteum  activity  is  low,  the  cause  is  most 
likely  to  be  one  of  two  things.  Either  ( 1 ) the  pim- 
itary  gland  is  not  producing  adequate  luteinizing 
hormone  to  produce  a healthy  corpus  luteum  or 


Fig.  6.  Scatter  graph  of  temperature  graphs  of  preg- 
nant women  with  no  history  of  difficulty  in  carrying 
pregnancies  and  no  symptoms  in  pregnancies.  All  curves 
are  corrected  to  a base  line  of  97.5  (preovulation), 
which  is  the  average  normal  level. 
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(2)  the  ovaxy  is  incapable  of  responding  to  the 
stimulus  of  the  pituitary.  Differentiation  between 
these  two  possibilities  could  be  made  by  hormone 
assays,  but  since  these  studies  are  not  generally  avail- 
able and  are  expensive  where  available,  I have  used 
the  trial  and  error  method,  as  follows:  Gonadogen, 
20  units,  is  given  on  the  sixth,  ninth,  and  twelfth 
days  of  each  cycle.  This  preparation  is  the  follicle 
stimulating  hormone  of  the  pituitary,  derived  from 
pregnant  mares’  serum.  Its  use  is  rationalized  by 
supposing  that  stimulus  of  follicle  growth  will  pro- 
duce a stronger  ovum  and  more  vascular  follicle, 
which  in  turn  will  develop  a stronger,  more  effec- 
tive corpus  luteum  both  by  having  a better  follicle 
for  its  growth  to  stem  from  and  by  the  effect  of 
the  increased  estrogen’s  stimulus  to  the  pituitary  to 
form  more  pituitary  luteinizing  hormone. 

In  practice  I have  found  that  in  about  one-half 
of  cases  there  is  a progressive  increase  in  CLI  each 
month  that  Gonadogen  is  administered.  These  cases 
are  deemed  to  represent  a pituitary  defect.  When  a 
CLI  of  100  or  more  is  attained,  the  patients  are 
considered  ready  to  support  a pregnancy.  In  the  re- 
maining half  of  cases  there  is  no  significant  change 
in  CLI.  These  cases  are  deemed  to  represent  an  ovar- 
ian defect.  I think  that  their  best  chance  to  carry 
a pregnancy  to  term  lies  in  early  and  sustained  aug- 
mentation therapy  with  progesterone.  To  this  end 
they  are  given  either  250  mg.  of  Delalutin  at  the 
time  of  ovulation  or  are  given  Colprosterone  sup- 
positories, 50  mg.,  one  each  night  from  ovulation  to 
menstruation.  If  these  patients  conceive  as  demon- 
strated by  maintenance  of  postovulatory  tempera- 
ture levels  for  at  least  5 days  beyond  the  expected 
time  of  onset  of  menses,  then  the  Delalutin  250  mg. 
is  continued  once  a week  through  the  eighth  lunar 
month  of  pregnancy,  or  the  Colprosterone  suppos- 
itories are  continued  nightly  for  the  same  time. 

Once  pregnancy  is  established  basal  temperatures 
are  continued  as  a guide  to  the  efficacy  of  the  treat- 


Fig. 7.  Contribution  to  total  progesterone  secretion  of 
the  corpus  luteum  and  the  placenta.  Also  evident  is  the 
mechanism  of  "corpus  luteum-placenta  sag." 


ment  being  employed.  The  pattern  of  the  basal 
temperature  curve  is  reasonably  set  in  normal  preg- 
nancies. As  a result  it  is  possible  to  anticipate  trouble 
before  actual  symptoms  appear.  I have  problem  pa- 
tients continue  to  take  their  basal  temperatures 
throughout  pregnancy.  The  temperatures,  when  chart- 
ed by  weekly  averages,  rise  sharply  the  first  2 to  3 
weeks,  then  rise  slowly  to  a peak  at  from  7 to  9 
weeks.  After  this  time  they  slowly  drop  to  the  pa- 
tient’s preovulatory  level  at  or  near  the  time  of 
onset  of  labor.  The  initial  rise  is  a result  of  corpus 
luteum  activity.  'This  activity  peaks  at  about  6 to 
7 weeks  and  thereafter  drops ‘off  sharply.  I assume 
that  the  hormonogenic  activity  of  the  placenta  builds 
up  gradually  from  implantation  (about  1 week)  to 
a peak  of  progesterone  secretion  at  about  9 to  10 
weeks.  Beyond  this  point  the  normal  pregnancy  is 
self  sustaining,  hormonally.  Where  the  corpus  luteum 
aaivity  is  foreshortened  and/or  the  placental  activ- 
ity is  slow  in  building  up,  a gap  between  the  two 
sources  of  progesterone  develops,  and  if  the  deficit 
is  great  enough,  abortion  occurs.  I have  noted  fre- 
quently a definite  "sag”  in  the  basal  temperature 
curves  of  supposedly  normal  pregnancies,  which  I 


Fig.  8.  Graphic  course  of  a previously  diagnosed  habit- 
ual aborter  in  a pregnancy  which  terminated  in  abortion 
in  the  ninth  week. 


Fig.  9.  Pregnancy  graph  of  a patient  thought  to  have 
approached  threatening  abortion  levels  from  13  to  16 
weeks'  gestation,  carried  to  term  on  stilbestrol  plus 
progesterone  therapy. 
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interpret  as  intermediate  stages  of  corpus  luteum 
deficiency.  I likewise  have  followed  pregnancies 
which  have  aborted  and  watched  the  temperature 
curve  rise  then  fall  prematurely  and  fail  to  show 
a placental  hormone  recovery  adequate  to  prevent 
abortion. 

For  the  sake  of  completeness  the  following  sup- 
plemental data  must  be  added;  (1)  I believe  that 
massive  doses  of  stilbestrol  have  a definite  quieting 
effect  on  the  pregnant  uterus,  and  therefore,  (2) 
when  patients  on  the  regimens  noted  previously  ex- 
perience symptoms  of  threatening  abortion,  they  are 
given  stilbestrol  approximately  as  per  the  Karnaky 
routine. (3)  It  seems  significant  to  note  that,  al- 
though by  no  means  do  aU  patients  who  are  aborters 
and  who  carry  their  pregnancies  to  term  receive 
stilbestrol,  an  appreciable  number  do  have  symptoms 
for  which  it  is  given  and  do  continue  on  to  term. 
(4)  Further,  it  is  considered  interesting  that  a num- 
ber of  such  patients  produce  basal  temperature  curves 
which  suggest  progesterone  deficits  that  otherwise 
would  be  expeaed  to  be  incompatible  with  a contin- 
uing pregnancy.  This  seems  to  support  the  notion 
that  stilbestrol  is  capable  of  preventing  abortions  by 
its  sedative  effect  on  the  uterus  even  though  the 
level  of  progesterone  has  dropped  to  levels  incom- 
patible with  such  prevention.  (5)  I do  not  think 
that  stilbestrol  alone  is  adequate  support  for  a hor- 
monally lacking  pregnancy  before  the  stage  where 
a secure  implantation  and  placentation  have  been 
established  (probably  about  12  to  16  weeks’  gesta- 
tion). Beyond  this  stage  stilbestrol  may  be  valuable 
to  maintain  uterine  quiescence  where  there  is  a de- 
gree of  relative  progesterone  lack. 


SUMMARY  AND  CONCLUSIONS 

Experimental  evidence  suggests  that  quantitative 
evaluation  of  basal  temperamre  values  may  make  it 
possible  to  identify  the  hormonally  caused  habitual 
aborter  when  not  pregnant.  This  type  study  needs 
substantiation  in  controlled  surroundings  by  hor- 
monal assays  before  it  can  be  said  to  apply  directly 
and  incontrovertably. 

Experimental  evidence  suggests  that  the  progress, 
hormonally,  of  a pregnancy  may  be  followed  with 
reasonable  accuracy  by  basal  temperature  curves  and 
that  therapy  of  habitual  aborters  may  be  evaluated 
by  this  means. 

The  studies  included  herein  suggest  strongly  that 
prepregnancy  pituitary  hormone  therapy  may  be 
capable  in  some  instances  of  correcting  the  deficit 
which  is  responsible  for  the  habitual  aborter  syn- 
drome and,  in  any  event,  that  by  basal  temperature 
studies  it  is  possible  to  separate  the  corpus  luteum 


deficiency  due  to  pituitary  deficiency  from  the  cor- 
pus luteum  deficiency  due  to  ovarian  failure. 

I believe  that  the  use  of  the  corpus  luteum  index 
should  make  it  possible  to  identify  the  woman  who 
may  abort  on  a hormonal  basis  even  though  she  has 
not  fulfilled  the  criteria  now  used,  which  require 
3 abortions  and  no  term  pregnancies.  This  is  impor- 
tant since  it  seems  logical  that,  even  though  a pa- 
tient may  have  carried  pregnancies  to  term,  she  may 
become  hormonally  incapable  of  carrying  a preg- 
nancy at  a later  date. 

Although  it  is  true  that  many  abortions  cannot 
be  prevented,  in  no  one  particular  instance  are  we 
able  to  know  that  this  particular  pregnancy  is  hope- 
less. Therefore  every  effort  possible  within  existing 
knowledge  of  the  problem  should  be  made  to  save 
each  threatened  abortion  which  comes  under  a physi- 
cian’s care. 
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Polio  Incidence  Drops  85  Per  Cent 

The  incidence  of  poliomyelitis  has  dropped  85  per  cent 
in  the  3 year  period  ending  in  1957,  but  paralytic  polio, 
the  ailment’s  most  withering  form,  is  increasing  among  pre- 
school children.  This  changing  trend  in  the  polio  picture 
is  shown  in  the  November  issue  of  "Patterns  of  Disease,” 
prepared  by  Parke,  Davis,  and  Company. 

Since  1955,  the  number  of  polio  cases  has  dropped, 
from  28,985  cases  in  1955  when  the  vaccination  program 
was  begun  to  5,485  in  1957.  Years  of  low  polio  incidence 
usually  follow  high  ones,  the  report  shows,  and  the  only 
previous  period  during  which  incidence  declined  for  3 con- 
secutive years  was  1917  to  1919. 

On  the  other  hand,  the  study  adds,  children  under  5 
account  for  an  increasing  share  of  paralytic  cases  since 
1955.  That  year,  children  in  the  under  5 age  group  ac- 
counted for  32  per  cent  of  paralytic  polio  cases  as  com- 
pared with  45  per  cent  in  1957. 


New  Services  Hike  Hospital  Costs 

Underfinancing  of  hospitals  in  the  face  of  mounting 
costs  results  in  a deficit  of  services  rather  than  a financial 
deficit,  Robert  M.  Sigmond,  executive  dirertor  of  the  Hos- 
pital (Douncil  of  Western  Pennsylvania,  Pittsburgh,  reports. 

In  an  article  published  in  the  October  16  issue  of  Hos- 
pitals, journal  of  the  American  Hospital  Association,  Mr. 
Sigmond  points  out  that  the  underlying  reason  for  the  rise 
in  hospital  costs,  as  cited  in  the  1954  report  of  the  Com- 
mission on  Financing  of  Hospital  Care,  was  found  to  be 
the  steady  broadening  of  the  scope  of  hospital  service 
resulting  from  advances  in  medical  science. 
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Accidental 

Radiation 

Dermatitis 

Acute  Reaction  to  Roentgen  Rays 

COLVIN  H.  AGNEW,  M.D. 

Galveston,  Texas 

WITH  A REVIVAL  of  interest  in  radiation 
effeas  and  with  the  wider  recognition  of  ra- 
diation hazards,  numerous  articles  have  appeared 
concerning  the  effects  of  radiation — in  chronic  low 
doses — on  the  increase  of  mutations  and  the  produc- 
tion of  neoplasia.  However,  it  has  been  some  time 
since  any  article  has  described  an  acute  roentgen-ray 
dermatitis  occurring  in  medical  practice.  By  calling 
attention  to  the  accident  reported  here,  it  is  hoped 
that  this  paper  will  serve  to  alert  and  forewarn  those 
who  perform  fluoroscopy  with  equipment  which  has 
not  been  monitored. 


REPORT  OF  CASE 

Circumstances  of  Accidents. — A surgeon  supported  a 
patient’s  injured  hand  with  his  own  left  hand,  exposing 
the  dorsal  aspect  of  the  distal  two-thirds  of  the  second, 
third,  and  fourth  digits.  This  patient  had  a metallic  foreign 
body  in  the  soft  tissues  of  the  second  digit,  near  the  meta- 
carpal phalangeal  joint.  The  surgeon’s  hand  was  in  the 
primary,  unattenuated  beam,  without  the  added  proteaion 
of  leaded  gloves.  A second  patient’s  hand  was  supported 
in  a similar  fashion.  However,  in  this  case  the  foreign 
body  was  located  in  the  soft  tissues  of  the  hypothenar 
eminence. 

The  roentgen-ray  beam  was  initiated  by  a foot  switch 
and  was  interrupted  from  time  to  time.  However,  the  dura- 
tion of  the  exposure  was  not  recorded,  since  no  cumulative 
timing  device  was  employed.  The  peak  kilovoltage  was 
thought  to  be  in  the  neighborhood  of  70  KV,  without 
additional  filtration.  No  half  value  layer  data  were  avail- 
able. The  dorsal  aspect  of  the  surgeon’s  hand  was  located 
about  10  cm.  from  the  face  of  the  tube,  but  could  have 
been  moved  as  close  as  5 cm.  during  the  fluoroscopy.  The 


fluoroscopic  screen  was  attached  to  a hood,  which  the 
surgeon  wore  over  his  head.  No  protective  lead  apron  was 
worn. 

Output. — On  February  22,  1958,  I monitored  the  radia- 
tion equipment  and  determined  the  output  by  the  Victoreen 
r-chamber.  The  Victoreen  100  r-chamber  was  placed  in  the 
approximate  position  of  the  surgeon’s  hand,  about  10  cm. 
from  the  face  of  the  tube  housing.  There  was  no  nearby 
scattering  material.  The  average  of  several  determinations 
was  180  r per  minute  (air).  'There  was  no  way  to  regulate 
the  beam  size;  there  were  no  filters  present.  It  was  stated 
that  there  had  been  some  filters  present  at  the  time  of 
the  accident,  but  these  had  been  removed  by  the  repair- 
man. 

Time-Dose  Relationship. — The  frequency  of  exposure 
played  a part  in  this  accident.  The  surgeon  had  the  unique 
experience  of  employing  this  technique  twice  within  a 2 
week  interval.  Shortly  after  he  had  used  the  fluoroscope  to 
locate  the  foreign  body  on  the  second  patient,  the  first  pa- 
tient returned  to  the  office  for  a follow-up  visit.  At  this 
time,  the  surgeon  noted  the  erythema,  and  the  possibility 
of  it  being  due  to  radiation  was  entertained. 

Effects. — The  first  patient  required  little  treatment;  the 
second  patient  and  the  surgeon  have  required  continuous 
observation  and  local  treatment.  About  1 week  after  the 
fluoroscopy,  the  skin  of  both  the  second  patient  and  the 
surgeon  became  erythematous,  and  finally  developed  a wet 
reaaion.  These  have  never  completely  healed,  in  spite  of 
intensive  medical  attention  and  the  applicarion  of  oint- 
ments. 

About  6 months  after  the  exposure,  the  lesions  were 
excised,  and  staged  skin  grafts  were  started.  It  is  not  the 
purpose  of  this  paper  to  describe  the  surgical  details  of 
these  procedures.  Generally,  the  proper  treatment  is  skin 
replacement  as  necessary,  and  this  has  been  carried  out 
successfully. 


HISTORICAL  BACKGROUND 

No  attempt  to  exhaust  early  accounts  of  such 
accidents  has  been  undertaken.  The  purpose  of  this 
section  is  to  describe  in  some  detail  what  was  known 
at  the  mrn  of  the  cenmry  about  such  accidental 
overexposures.  Within  a few  years  after  the  discovery 
of  x-rays,  there  were  many  epithelial  carcinomas  re- 
ported which  were  attributed  to  deliberate,  but 
innocent,  exposure  to  x-rays. 


Dr.  Colvin  H.  Agnew  is  assist- 
ant professor  of  radiology  at 
the  University  of  Texas  Medi- 
cal Branch. 

A serious  accidental  radiation  dermatitis  occurring  from  use 
of  fluoroscopy  during  surgery  is  reported.  Skin  grafts  have 
been  required.  Serial  roentgenograms  instead  of  fluoroscopy 
might  be  considered.  If  fluoroscopy  is  used,  equipment  and 
operator  should  comply  with  existing  regulations  and  recom- 
mendations to  reduce  the  risk.  Radiation  surveys,  especially 
for  older  machines,  are  recommended. 
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RADIATION  DERMATITIS  — Agnew  — continued 

Porter®  thought  that  the  first  published  accouat 
of  radiation  induced  skin  cancer  was  written  by 
Marcuse,  entitled  "Dermatitis  und  Alopecie  Nach 
Durchluechmng  mit  Rontgenstrahlan,”  which  ap- 
peared in  the  Deutsche  medizinische  Wochenschrift 
in  1896.  Porter  collected  10  cases  of  cancer  develop- 
ing in  the  skin  of  x-ray  operators  because  of  their 
continued  exposure  to  x-ray  even  after  recognition 
of  the  inflammation  of  the  skin  and  persistent  le- 
sions. Porter  added  a case  of  his  own  to  this  collec- 
tion and  described  his  patient’s  exposure  as  lasting 
for  several  hours  each  day  at  a very  short  distance 
from  a low  vacuum  mbe.  Eight  months  after  commenc- 
ing employment  and  exposure,  the  patient’s  hands 
were  described  in  this  way:  '"The  hands  became  red 
and  dry  and,  in  a few  days,  very  painful  and  greatly 
swollen.’’  In  spite  of  the  fact  that  a 1 per  cent  Ortho- 
form ointment  had  to  be  used  almost  continuously 
to  relieve  his  intense  pain,  this  patient  continued  his 
work  until  April  1,  1897,  when  the  onset  of  another 


severe  dermatitis,  with  the  formation  of  pain  and 
blisters  "beyond  description”  necessitated  ward  treat- 
ment for  1 month.  On  July  19,  the  development  of 
an  ulcer  with  rather  exuberant  granulations  and  un- 
healthy looking  edges  was  noted  at  the  tip  of  the 
left  forefinger.  Pinpoint  grafts  "took”  and  grew.  Ac- 
cordingly, on  August  13,  under  ether,  all  the  ulcer- 
ated areas  were  cleaned,  shaved  down  to  an  appar- 
ently normal  base,  and  Thiersch-grafted.  Fourteen 
different  grafts  were  applied  and,  contrary  to  all 
expectations,  a great  majority  of  these  grafts  adhered 
and  "have  never  broken  down  since,  nor  do  they 
show  the  exzematous  condition  which  exists  on 
the  areas  not  grafted,”  and  "pain  ceased  absolutely 
from  the  time  of  operation.”  On  October  31,  1902, 
both  ring  fingers  were  amputated  to  the  knuckles. 
From  October,  1902,  until  July,  1905,  a dozen  or 
more  amputations  were  performed.  As  of  April, 
1907,  the  condition  of  the  left  hand  is  shown  in 
figure  4. 

In  1901,  Huntington  presented  an  account  of  "X- 
Ray  Burns  and  Their  Treatment”  before  the  San 
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Fig.  1.  The  type  of  fluoroscopic  screen  employed  when 
radiation  dermatitis  was  initiated.  One  can  read,  through 
the  surcharge  “Discontinued  by  Manufacturer,"  that  it 
was  designed  “to  permit  freedom  of  the  user's  hands 


during  fluoroscopy,  . . . may  be  worn  for  long  periods 
of  time."  There  is  some  comfort  in  “lead  glass  inside 
the  housing  protects  the  eyes  against  x-radiation." 


Fig.  2.  a.  The  surgeon's  left  hand.  Damage  involves  the  b.  Well  established  graft  to  the  second  and  third 

nails,  as  well  as  the  skin  of  the  second,  third,  and  digits  of  the  surgeon's  left  hand.  The  atrophic  skin 

fourth  digits.  along  the  medial  aspect  of  the  fourth  digit  is  easily 

recognized. 
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Francisco  Academy  of  Medicine.  The  pathogenesis 
was  described  as  being  initiated  by  irritation  of  the 
peripheral  sensory  nerves,  with  secondary  paralysis 
of  the  vasomotor  system  of  the  affected  areas.  Spas- 
modic contraction  of  the  arterioles  followed,  cell 
nutrition  was  impaired,  and  necrosis  was  the  logical 
result.  Progressive  gangrene  appeared  4 weeks  after 
the  injury,  starting  in  the  center  and  spreading  pe- 
ripherally. Intima  of  the  arterioles  and  the  veins 
was  thickened,  and  the  lumina  correspondingly 
narrowed.  Authorities  generally  agreed  that  medical 
treatment  of  radiation  ulcers  was  highly  unsatisfac- 
tory, if  not  altogether  inefficient,  and  Huntington 
accordingly  recommended  Thiersch  grafts. 

The  purpose  of  presenting  these  two  accounts  is 
to  show  how  much  was  known  concerning  the  haz- 
ards of  radiation  to  the  skin,  the  pathogenesis,  and 
its  treatment  only  some  5 years  after  Roentgen’s  dis- 
covery. Neither  is  necessarily  the  best  or  the  earliest. 

PREVENTION 

Why  did  the  reported  accident  happen?  Certainly, 
the  chief  reason  was  that  the  surgeon  did  not  realize 
the  possible  hazards  and,  particularly,  the  high  out- 
put of  the  fluoroscope.  In  a well  designed  machine, 
the  fluoroscopic  output  can  be  regulated  so  as  to  be 
well  under  10  r per  minute  18  inches  from  the 
target,  which  is  at  the  surface  of  the  panel  or  the 
table  top.  Under  such  circumstances,  it  would  be  ex- 
tremely unlikely  that  acute  radiation  reaction  would 
have  occurred,  but — depending  upon  the  frequency 
of  exposure — chronic  radiation  hazard  could  not  be 
ignored.  It  probably  would  be  well  for  all  persons 
employing  fluoroscopic  techniques  for  the  surgical 
removal  of  metallic  foreign  bodies  to  review  their 
methods,  to  see  if  the  surgical  damage  and  the  risk 
of  infection  to  the  tendons  and  nerve  sheaths  when 
employing  serial  roentgenograms  outweigh  the  risk 
of  radiation  to  the  surgeon’s  hands. 


Fig.  3.  The  patient's  right  hand,  palmar  surface  down, 
showing  the  more  intense  effect,  centrally  with  ulcera- 
tion, the  rather  sharp  margins  of  atrophic  skin,  and, 
finally,  the  normal  skin  still  rich  in  normal  hair  follicles. 


The  National  Bureau  of  Standards’  Handbook  60, 
"X-Ray  Protection,”  which  was  prepared  by  the  Na- 
tional Committee  on  Radiation  Protection — whose 
members  come  from  the  radiological  societies,  in- 
dustrial hygiene  associations,  the  National  Bureau  of 
Standards,  and  the  armed  forces — is  the  basis  for 
codes  being  adopted  by  the  state  health  departments. 
Compliance  with  the  recommendations  of  this  body 
would  insure  that  no  one  would  be  subjected  to  ex- 
cessive radiation  hazards. 

The  recovery  of  small  metallic  fragments  can  be 
a time-consuming  procedure.  Serial  roentgenograms 
can  be  made  without  any  great  additional  risk  of 
radiation  damage  to  the  patient  or  physician,  but  it 
is  recognized  that  they  do  prolong  the  procedure.  If 
the  use  of  the  fluoroscope  is  essential  (and  the  ne- 
cessity is  uncommon),  then  it  would  be  imperative 
that  the  equipment  and  the  operator  comply  with 
the  existing  recommendations,  some  of  which  deserve 
to  be  extraaed  from  the  Handbook  60  and  reinforced 
by  this  emphasis: 

1.  Limiting  diaphragms  and  protective  cones  shall 
be  employed. 

2.  There  shall  be  at  least  2.5  mm.  of  aluminum 
total  filtration  permanently  in  the  useful  beam. 

3.  The  target  to  table  panel  distance  should  not 
be  less  than  18  inches  and  shall  not  be  less  than  12 
inches. 


Fig.  4.  Left  hand  of  Porter's  patient,  April,  1907. 
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4.  The  fluoroscopic  screen  shall  be  covered  with 
a transparent  protective  material  having  a lead  equiv- 
alent of  at  least  .5  mm.  aluminum  for  100  pKV. 

5.  The  dose  rate,  measured  at  the  panel  or  table 
top,  shall  be  less  than  10  r per  minute. 

6.  The  fluoroscopic  equipment  shall  be  operated 
only  by  a properly  trained  individual. 

7.  Protective  aprons  shall  be  worn  by  the  physi- 
cian and,  unless  measurements  indicate  that  they  are 
not  needed,  protective  gloves  shall  be  worn  by  the 
fluoroscopist  during  every  examination.  The  hands 
of  the  fluoroscopist  shall  never  be  placed  in  the  useful 
beam  unless  the  beam  is  attenuated  by  the  patient. 

Certain  radiologists  and  physicists,  by  virtue  of 
their  interest  and  training,  are  qualified  to  make 
measurements  and  perform  radiation  surveys.  Equip- 
ment of  recent  vintage  usually  meets  all  the  recom- 
mendations of  the  National  Committee  on  Radia- 
tion Protection.  Much  of  the  older  equipment,  unless 
it  has  been  modified,  poses  a serious  problem  for  the 
operator.  It  is  strongly  urged  that  qualified  person- 
nel be  obtained  to  perform  radiation  surveys,  par- 
ticularly for  these  older  machines.  A "small”  machine 
may  have  a high  output. 


SUMMARY 

A serious  accidental  radiation  dermatitis,  due  to 
an  acute  reaction  to  roentgen  rays  occurring  because 
of  the  employment  of  fluoroscopy  during  an  opera- 
tive procedure,  has  been  described. 

Steps  which  may  be  taken  to  reduce  the  risk  of 
employing  a fluoroscope  have  been  reiterated. 
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Varicella 

Pneumonia 

Report  of  a Case 

KURT  LEKISCH,  M.D. 

Midland,  Texas 

IN  RECENT  YEARS  reports  of  severe  varicella 
pneumonia  in  adults  have  been  published.  It  is 
my  purpose  to  describe  an  additional  case  with  un- 
usual roentgen-ray  findings  and  to  review  the  out- 
standing clinical  features. 


CASE  REPORT 

A.  C.  H.,  a 32  year  old  white  man,  was  first  examined 
on  March  15,  1958,  complaining  of  fever  (104  F.)  and 
rash  of  2 days’  duration.  The  patient’s  past  history  was 
negative  except  for  encephalitis,  type  unknown,  at  the  age 
of  28  years  which  cleared  without  sequelae.  He  had  not 
had  chickenpox.  There  was  a known  contact  with  vari- 
cella, his  children  having  had  typical  chickenpox  ap- 
proximately 2 weeks  previously. 

The  patient  exhibited  the  classic  rash  of  this  disease, 
and  in  addition,  typical  lesions  were  found  in  the  mucous 
membranes  of  the  mouth  and  pharynx.  On  the  fifth  day 
of  illness  he  developed  shortness  of  breath  and  severe 
nonproductive  cough.  On  the  seventh  day  of  illness  pleu- 
ritic pain  was  felt  in  the  left  side  of  the  chest,  and  a 
friction  rub  was  heard  in  the  left  infra-axillary  area.  How- 
ever, no  rales  were  elicited.  The  physical  examination  of 
the  lower  extremities  failed  to  demonstrate  findings  com- 
patible with  involvement  of  the  superficial  and  deep  veins. 

Postero-anterior  and  left  lateral  chest  roentgenograms 
revealed  an  area  of  dense  mottled  infiltration  involving 


Dr.  Kurt  Lekisch  specializes  in 
internal  medicine. 

A case  of  severe  varicella  pneumonia  in  a 32  year  old  man 
is  presented.  Unlike  the  usual  pattern  of  diffuse  pulmonary 
involvement,  this  disease  was  localized  in  the  lower  lobe  of 
the  left  lung.  Clinical  and  epidemiological  evidence  usually 
will  suggest  the  diagnosis,  which  may  be  confirmed  by  dem- 
onstration of  intranuclear  inclusion  bodies  in  pulmonary  exu- 
dates. 
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Fig.  la.  Roentgenogram  mode  April  11,  1958,  showing 
dense  mottled  infiltration  of  the  lower  field  of  the  left 
lung. 


b.  Clearing  of  the  lung  shown  in  a roentgenogram 
made  July  28,  1958,  when  the  patient  was  clinically 
free  of  symptoms. 


the  major  portions  of  the  lower  field  of  the  left  lung  (fig. 
la).  The  parahilar  lymph  nodes  showed  no  evidence  of 
enlargement.  The  trachea  was  in  the  midline,  and  dia- 
phragmatic contour  was  normal  without  elevation.  The 
heart  and  great  vessels  were  normal. 

Laboratory  studies  revealed  a normal  white  blood  count 
and  differential.  Hemoglobin  was  12.8  Gm.  per  100  cc. 
Urinalysis  was  normal;  the  VDRL  test  for  syphilis,  nega- 
tive. Multiple  sputum  examinations  for  acid  fast  bacilli, 
pyogenic  bacterial  pathogens,  and  fungi  were  negative  on 
smear  and  culture.  Intradermal  injections  of  coccidioidin 
1:100,  histoplasmin  1:100,  blastomycin  1:100,  and  puri- 
fied protein  derivative  (tuberculin)  first  strength  gave  no 
reactions. 

Bronchoscopy  revealed  no  abnormalities,  and  bronchial 
washings  were  negative  on  routine  culture  for  pathogenic 
organisms.  Planograms  of  the  left  lower  lobe  on  April 
16  at  1 cm.  intervals  revealed  the  trachea  and  main  stem 
bronchi  to  be  normal  in  position  and  appearance  without 
evidence  of  bronchial  obstruction.  No  hilar  nodes  were 
shown.  A homogeneous  interstitial  type  of  infiltration  was 
found  to  involve  the  entire  left  lower  lobe  with  the 
bronchi  well  delineated  giving  the  appearance  of  the  so- 
called  air  bronchogram.  All  these  findings  suggested  sub- 
acute or  chronic  infectious  process  rather  than  neoplasm. 

The  patient  was  treated  with  chloramphenicol  250  mg. 
four  times  daily  and  salicylates  for  temperature  above 
103  F.  He  remained  seriously  ill  for  about  14  days.  No 
clinical  evidence  of  cardiac  failure  was  noted.  The  chest 
pain  persisted  for  2 months,  and  the  nonproductive  cough 
lingered  for  several  months.  When  last  seen  July  25,  1958, 
the  patient  was  clinically  free  of  symptoms,  and  a roent- 
genogram of  the  chest  revealed  complete  clearing  of  the 
process  in  the  left  lower  lobe  with  slight  blunting  of  the 
left  costophrenic  angle  (fig.  lb). 


DISCUSSION 

All  the  studies  obtained  in  this  case  suggest  that 
the  pneumonia  observed  was  caused  by  varicella 
virus.  Most  cases  of  varicella  pneumonia  reported  in 
the  literature^"®  have  occurred  predominantly  in 
young  adults  without  history  of  previous  varicella 


and  after  intimate  and  recent  contact.  There  is  evi- 
dence that  this  clinical  entity  is  not  a rare  mani- 
festation of  adult  chickenpox.  The  usual  roentgen- 
ray  findings  are  diffuse  infiltrations  involving  all 
lung  fields,  similar  to  that  in  sarcoidosis,  carcinoma- 
tosis,^ or  miliary  tuberculosis.  However,  this  patient 
exhibited  intrinsic  disease  limited  to  the  lower  lobe 
of  the  left  lung.  Delay  in  clearing  of  the  roentgeno- 
grams has  been  reported  previously.  Chemothera- 
peutic agents  gave  no  obvious  benefit  other  than 
possible  protection  against  secondary  bacterial  in- 
fections. Morbidity  is  usually  prolonged  with  slow 
convalescence. 

It  is  pertinent  to  emphasize  that  severe  chicken- 
pox  pneumonia  is  potentially  a fatal  disease.  Such 
cases  have  been  reported  by  Waring,®  Fitz,^’  ^ and 
Krugman.^  In  their  detailed  postmortem  studies 
typical  pathological  lesions  of  varicella  in  skin, 
pharynx,  trachea,  bronchi,  lungs,  pleural  surfaces, 
mediastinal  lymph  nodes,  myocardium,  esophagus, 
liver,  spleen,  kidney,  vaginal  mucosa,  and  probably 
uterus  were  revealed.  Microscopic  sections  identified 
the  characteristic  type  A intranuclear  inclusion  bod- 
ies in  the  mononuclear  cells  of  the  pulmonary  ex- 
udate, desquamated  alveolar  septal  cells,  cutaneous, 
esophageal,  and  hepatic  lesions. 

SUMMARY 

< 

A case  of  severe  varicella  pneumonia  is  presented 
which  differs  from  the  usual  pattern  of  diffuse  pul- 
monary involvement  in  that  the  disease  was  local- 
ized to  the  lower  lobe  of  the  left  lung. 

Clinical  and  epidemiological  evidence  usually  will 
be  sufficient  to  support  strongly  the  diagnosis,  which 
may  be  confirmed  by  demonstration  of  intranuclear 
inclusion  bodies  in  pulmonary  exudates. 
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Agranulocytosis 
During  Promazine 
(Sparine)  Therapy 

Report  of  a Case 

JAMES  E.  KREISLE,  M.D. 

Austin,  Texas 

SINCE  THE  DISCOVERY,  about  25  years  ago, 
that  aminopyrine  may  cause  agranulocytosis  in 
certain  individuals,  numefous  other  pharmacologic 
agents  likewise  have  been  found  capable  of  the  spo- 
radic production  of  this  syndrome.  Among  the  vari- 
ous compounds  in  this  category  are  certain  of  the 
antithyroid  dmgs,  anticonvulsants,  antihistaminics, 
and  the  sulfonamides  and  other  antimicrobial  agents. 

In  recent  years  several  derivatives  of  phenothia- 
zine,  a substance  commonly  used  to  eradicate  worms 
from  sheep,  have  been  widely  employed  in  the 
treatment  of  psychiatric  disorders  in  man.  It  is  now 
well  recognized  that  the  use  of  one  of  these  drugs, 
chlorpromazine  (Thorazine),,  is  occasionally  attend- 
ed by  the  development  of  agranulocytosis.^’  ® 
Promazine  (Sparine),  a more  recently  introduced 
phenothiazine  derivative,  is  proving  similarly  toxic 
to  some  patients. 

The  American  Medical  Association  Council  on 
Drugs  stated  in  October,  1957,  that  there  had  been 
18  known  instances  of  agranulocytosis  associated 
with  the  use  of  promazine  and  that  4 of  these  had 
terminated  fatally.^  However,  our  survey  of  the 
literamre  has  disclosed  detailed  descriptions  of  only 


8 such  cases,^'  3 of  which  were  fatal.^’ 

It  therefore  seems  worth  while  to  describe  an  addi- 
tional nonfatal  case  of  agranulocytosis  developing 
during  promazine  therapy. 


CASE  REPORT 


J.  R.  P.,  a 57  year  old  male  foreman,  consulted  me  on 
May  28,  1958,  because  for  the  previous  6 weeks  he  had 
suffered  recurrent  episodes  of  heavy  breathing,  dizziness, 
and  weakness.  These  attacks  came  without  relation  to  ef- 
fort. Several  years  previously  he  had  consulted  a physician 
because  of  palpitation.  Paroxysmal  atrial  tachycardia  was 
suspected,  but  the  patient’s  main  trouble  was  thought  to 
be  "nervousness.”  For  years  he  had  been  considered  a very 
nervous  type  of  person,  and  during  the  3 months  prior  to 
my  examination  he  had  been  especially  upset  by  problems 
relating  to  his  work.  He  had  long  been  a heavy  smoker, 
using  more  than  two  packages  of  cigarettes  daily.  For 
about  5 years  he  had  coughed  regularly  on  arising  morn- 
ings, producing  only  small  amount  of  sputum  and  no 
blood. 

The  family  history  revealed  nothing  relevant,  except 
that  his  only  daughter  had  suffered  from  asthma  in 
childhood. 

In  1937  he  had  suffered  a perineal  injury  which  re- 
sulted in  hematuria  and  nearly  a year  of  disability,  during 
which  time  the  patient  was  under  the  care  of  a urologist. 
He  had  had  an  appendectomy  at  age  13  and  a supra- 
pubic prostate  operation  about  8 years  previously. 

Physical  examination  showed  a well  developed,  wiry, 
muscular  middle-aged  man  who  seemed  well  except  for  an 
occasional  hacking  cough.  The  pulse  was  regular  at  56  per 
minute,  and  the  blood  pressure  was  112/74  mm.  of  mer- 
cury. General  examination  was  not  remarkable  except  for 
poor  oral  hygiene,  several  small,  nontender  nodes  in  the 
left  axilla,  a grade  I systolic  murmur  heard  in  all  cardiac 
areas,  and  slight  bulging  of  both  inguinal  regions  on  cough. 

Laboratory  smdy  showed  the  following:  red  blood 
count  4,800,000  per  cubic  millimeter;  hemoglobin  13.1 
Gm.  per  100  cc.;  white  blood  count  10,450  per  cubic 
millimeter  with  60  per  cent  segmented  neutrophils,  5 per 
cent  stabs,  31  per  cent  lymphocytes,  and  4 per  cent  eosino- 
phils; sedimentation  rate  15  millimeters  per  hour  (Win- 
trobe);  VDRL  test  negative;  urine,  specific  gravity  1.005, 
trace  of  albumin,  no  sugar,  and  18  to  20  leukocytes  per 
high  power  field  in  the  centrifuged  sediment. 


Dr.  James  E.  Kreisle  is  in  the 
private  practice  of  internal 
medicine. 


A nonfatal  case  of  agranulocytosis  developing  during  pro- 
mazine therapy  in  a 57  year  old  man  is  reported.  Clinical 
features  were  typical  of  agranulocytosis  occurring  during  ad- 
ministration of  phenothiazine  derivatives.  Periodic  blood  counts 
in  persons  under  therapy  with  these  drugs  may  warn  of 
impending  danger.  Treatment  consists  of  omission  of  the 
offending  drug  and  prevention  and  treatment  of  infection. 


TEXAS  State  Journal  of  Medicine,  APRIL,  1959 


297 


AGRANULOCYTOSIS  — Kre /s/e  — continued 

Chest  fluoroscopy  showed  a vertical  heart  of  normal  size 
and  shape.  The  lungs  were  clear  except  for  slight  accentu- 
ation of  the  bronchovascular  marking  in  both  hilar  regions. 

A 12  lead  electrocardiogram  showed  sinus  bradycardia 
but  was  otherwise  not  remarkable. 

The  patient  was  considered  to  have  chronic  tracheobron- 
chitis related  to  excessive  smoking,  but  it  was  thought  that 
his  symptoms  were  mainly  those  of  an  anxiety  state  with 
associated  hyperventilation.  Treatment  consisted  in  discus- 
sion of  emotional  factors,  reassurance  regarding  symptoms, 
advice  to  discontinue  smoking,  and  the  prescription  of 
meprobamate,  1.0  Gm.  daily. 

There  was  transient  improvement  on  this  program.  How- 
ever, despite  continued  reassurance  and  1.6  Gm.  of  mepro- 
bamate daily  the  patient  became  more  agitated;  and  on 
June  20,  1958,  he  was  examined  by  a psychiatrist,  who 
was  of  the  opinion  that  a state  of  depression  had  developed 
and  instimted  promazine  (Sparine)  therapy.  From  this 
date  until  August  4,  the  patient  took  a total  of  21.875 
Gm.  of  promazine  in  daily  doses  ranging  from  150  to  700 
mg.  On  this  therapy  his  emotional  state  improved  consid- 
erably. 

On  the  evening  of  August  3,  the  patient  began  to  feel 
chilly  and  developed  a fever.  His  back  hurt  all  night,  and 
he  had  three  loose  stools  on  the  following  morning.  When 
examined  on  August  4 he  did  not  appear  very  ill,  but  his 
pulse  rate  was  104  per  minute,  and  his  temperature  at  noon 
was  101  F.  The  only  other  positive  physical  finding  was 
the  presence  of  slight  tenderness  in  the  right  upper  quad- 
rant of  the  abdomen.  A urinalysis  was  normal.  The  total 
leukocyte  count  was  2,750  per  cubic  millimeter,  and  all 
of  the  cells  appeared  to  be  lymphocytes.  Promazine  was 
discontinued,  but  the  patient  refused  hospitalization  until 
the  following  day. 

At  the  time  of  hospital  admission  on  August  5,  the 
patient’s  pulse  rate  was  120  per  minute  and  his  temperature 
104.4  F.,  but  he  was  not  prostrated.  He  complained  of  rec- 
tal pain,  which  he  thought  had  started  about  48  hours 
previously.  The  blood  pressure  was  134/72  mm.  of  mer- 
cury. There  was  swelling,  redness,  and  tenderness  about 
some  old,  crusted  abrasions  on  the  forearms,  and  several 
small  furuncular  lesions  were  present  in  the  suboccipital 
region.  A small  hemorrhagic  bleb  with  surrounding 
erythema  was  noted  on  the  posterior  aspect  of  the  left 
thigh,  and  there  was  a similar  lesion  on  the  back.  Both 
tonsils  were  moderately  swollen  and  injected.  The  heart 
and  lungs  were  negative.  Slight  tenderness  was  present  just 


Table  1. — Hematological  Data  in  Case  of  Agranulocytosis  During  Promazine  Therapy. 


Date 

(1958) 

RBC 

( millions/ 
cu.  mm. ) 

Hgb. 
(Gm./ 
100  cc.) 

WBC 
( per  cu. 
mm. ) 

Differential  Leukocyte  Count 
( % of  total) 

Platelets 
( per  cu. 
mm.) 

Segmented  Stab  Juvenile 

Neutrophils  Neutrophils  Neutrophils  Myelocytes  Lymphocytes  Monocytes 

Eosinophils  Basophils 

5/28 

4.8 

13.1 

10,450 

60 

5 

31 

4 

8/4 

2,750 

100 

8/5 

4.35 

14.1 

2,450 

100 

321,000 

8/5 

12.5 

1,100 

1 

90 

9 

8/6 

1,450 

93 

5* 

8/7 

850 

1 

87 

12 

* 

8/8 

12.0 

950 

83 

17 

93,000 

8/9 

11.8 

1,100 

1 

1 

83 

15 

98,000 

8/10 

2,200 

3 

26 

69 

2 

8/10 

10.6 

5,000 

6 

26 

4 

60 

4 

8/11 

12.0 

5,850 

29 

14 

5 

50 

2 

184,000 

8/12 

12.3 

8,900 

34 

8 

12 

38 

8 

176,000 

8/14 

12.3 

11,800 

39 

11 

6 

3 33 

7 ■ 

1 

194,000 

8/15 

12.7 

10,200 

60 

12 

21 

7 

8/22 

4.15 

11.7 

9,600 

53 

6 

1 

37 

3 

252,000 
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below  the  right  costal  margin.  Rectal  examination  showed 
no  unusual  masses  or  tenderness.  The  remainder  of  the 
examination  was  negative. 

Urinalysis  showed  traces  of  albumin  and  sugar,  and  oc- 
casional casts  and  leukocytes  in  the  sediment.  The  urine  was 
negative  for  bile.  The  serum  bilirubin  was  0.93  mg.  per 
100  cc.  (0.74  mg.  direct  and  0.19  mg.  indirect),  and  the 
thymol  mrbidity  was  2 units.  Hematologic  data  are  listed 
in  table  1.  A blood  culmre  showed  no  growth. 

Initial  treatment  consisted  in  the  daily  administration  of 
2,000,000  units  of  "S-R”  penicillin  intramuscularly  and 
3.0  Gm.  of  erythromycin  orally.  Tetracycline,  400  mg. 
daily  intramuscularly,  was  started  on  the  second  hospital 
day. 

During  the  first  48  hours  in,  the  hospital  the  patient 
continued  to  run  fever  ranging  between  101  and  104  F. 
orally.  He  complained  of  sore  throat,  and  although  the 
tonsils  appeared  red  and  edematous  and  showed  traces  of 
whitish  eJcudate,  ulceration  did  not  occur.  Pain  in  the 
rectal  area  increased  in  severity.  On  the  second  hospital 
day  exquisite  localized  tenderness  was  noted  just  to  the 
left  of  the  anus. 

On  August  7,  the  third  hospital  day,  in  view  of  the 
patient’s  sustained  fever  and  persistently  low  leukocyte 
count,  20  units  of  ACTH  was  administered  by  slow  intra- 
venous drip.  Within  less  than  24  hours  the  temperature 
fell  to  normal,  and  the  patient  felt  much  better,  so  ACTH 
was  continued  in  the  form  of  gel,  40  units  intramuscularly 
every  12  hours.  . 

On  August  8,  the  fourth  hospital  day,  the  patient  felt 
generally  much  better,  and  the  throat  was  less  inflamed,  but 
perianal  pain  was  more  severe,  and  there  was  definite  in- 
duration to  the  left  of  the  anus.  The  entire  anal  area  was 
markedly  tender. 

A proctological  consultant  who  examined  the  patient 
on  August  9 advised  drainage  of  what  was  considered  to 
be  a perianal  abscess.  Incision  of  the  indurated  area  was 
performed  under  general  anesthesia.  Although  the  center 
of  the  area  was  soft  and  permitted  introduction  of  a finger, 
no  frank  pus  was  encountered.  Instead,  only  a small  amount 
of  serosanguineous  material  was  discharged.  Nevertheless, 
the  patient  was  much  relieved. 

Although  considerable  perianal  edema  developed  post- 
operatively,  and  catheter  drainage  of  the  bladder  was  re- 
quired for  a 72  hour  period,  the  patient  continued  afebrile 
and  improved  steadily.  Dihydrostreptomycin,  2.0  Gm.  daily 
intramuscularly,  was  substituted  for  tetracycline,  and  the 
dose  of  penicillin  was  gradually  reduced. 

On  August  10,  6 days  following  cessation  of  promazine 
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therapy,  the  leukocyte  count  abruptly  rose  to  5,000  per 
cubic  millimeter,  and  granulocytes  reappeared  in  ap- 
preciable numbers.  The  dose  of  ACTH  was  gradually  re- 
duced, the  drug  being  discontinued  on  August  12.  At  the 
time  of  discharge  from  the  hospital  on  August  15  the 
patient  showed  a total  leukocyte  count  of  10,200  per  cubic 
millimeter  with  a normal  differential,  and  the  swelling 
about  the  anus  was  much  reduced. 

During  his  10  days  in  the  hospital  the  patient  received 
16,800,000  units  of  penicillin,  31.5  Gm.  of  erythromycin, 
2.3  Gm.  of  tetracycline,  11.0  Gm.  of  dihydrostreptomycin, 
and  270  units  of  ACTH. 

When  the  patient  was  examined  1 week  following  dis- 
charge from  the  hospital,  he  was  feeling  and  looking  well. 
The  para-anal  incision  was  still  open,  but  swelling  and 
induration  had  subsided.  The  blood  picture,  as  indicated  in 
table  1,  was  essentially  normal. 


COMMENT 

The  clinical  features  of  the  present  case  are  typi- 
cal of  the  agranulocytic  syndrome  developing  during 
the  administration  of  phenothiazine  derivatives.®’  ® 
As  in  the  case  of  antithyroid  agents  such  as  thioura- 
cil,  the  disease  tends  to  occur  following  the  extended 
use,  in  susceptible  persons,  of  relatively  large  doses 
of  the  drug;  it  is  probably  for  this  reason  that  agran- 
ulocytosis from  chlorpromazine  and  promazine  has 
occurred  almost  exclusively  in  patients  with  psychi- 
atric disorders  requiring  such  a chronic  and  intensive 
pattern  of  administration.  In  contrast,  aminopyrine 
agranulocytosis,  which  has  been  shown  to  depend  on 
an  immunologic  mechanism,  may  appear  explosively 
on  the  single  administration  of  minute  doses  to  sensi- 
tive subjects. 

From  a limited  number  of  observations  it  appears 
that  the  agranulocytic  state  associated  with  the  use 
of  phenothiazine  derivatives  may  evolve  in  a gradual 
manner,  the  patient  remaining  asymptomatic  until 
the  onset  of  some  complicating  infection.®  Hence, 
the  use  of  periodic  blood  counts  in  persons  under 
therapy  with  these  drugs  may  serve  to  warn  of  im- 
pending danger.  Certainly  the  least  evidence  of  in- 
fection of  any  sort  in  such  patients  is  an  indication 
for  prompt  hematological  investigation.  > 

In  figure  1 are  presented,  in  terms  of  absolute  cell 
concentrations,  the  hematologic  changes  which  were 
observed  in  the  present  case.  It  is  noteworthy  that 
lymphocytes,  blood  platelets,  and  hemoglobin  con- 
centration were  depressed  along  with  the  granulo- 
cytes, although  not  to  critical  levels.  The  presence 
of  monocytes  in  the  peripheral  blood  during  the 
agranulocytic  phase,  as  illustrated  in  figure  1,  has 
been  stated  to  be  a favorable  prognostic  sign.® 

It  is  generally  agreed  that  the  essential  therapeu- 
tic measures  in  agranulocytosis  are  ( 1 ) omission  of 
the  offending  drug  and  (2)  prevention  and  treat- 


Fig.  1.  Hematologic  changes,  in  terms  of  cell  concen- 
trations, observed  in  a case  of  agranulocytosis  during 
promazine  therapy. 


ment  of  infection.  The  antibacterial  agents  used 
should  be  given  in  generous  dosage  and  cover  a 
broad  bacterial  spectrum.  Some  have  advised  strict 
isolation  technique  in  order  to  defend  the  patient 
against  resistant  strains  'of  staphylococci.® 

None  of  the  various  agents  which  have  been 
claimed  to  stimulate  granulocyte  regeneration  has 
attained  universal  acceptance.  Although  ACTH  ap- 
peared to  exert  a dramatic  antipyretic  effect  in  this 
case,  it  is  doubtful  that  its  use  was  critical  from 
the  standpoint  of  hematologic  recovery.  In  4 of  the 
previously  reported  cases  of  promazine  agranulo- 
cytosis, untreated  with  ACTH  or  adrenal  ster- 
oids,®' ® granulocytes  reappeared  in  a matter  of 
days,  while  in  2 of  the  fatal  cases®’  steroids  were 
administered  to  no  avail.  ACTH  and  adrenal  steroids 
have  given  similarly  equivocal  results  in  the  treat- 
ment of  agranulocytosis  due  to  chlorpromazine.® 

SUMMARY 

A nonfatal  case  of  agranulocytosis  developing  dur- 
ing promazine  (Sparine)  therapy  was  reported. 

Hematologic  changes  occurring  in  the  agranulo- 
cytic and  recovery  phases  of  the  disease  were  pre- 
sented. 

The  case  was  discussed  in  relation  to  previously 
reported  experience. 
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Benign  Tumors 
In  the  First  Portion 
Of  the  Duodenum 


the  duodenum.  The  malignant  neoplasms  are  far 
more  frequent  than  the  benign.  Therefore,  primary 
benign  tumors  of  the  duodenal  bulb  actually  are 
exceedingly  rare. 

Most  of  the  reports  appearing  in  the  literature 
are  concerned  with  small  series  of  cases  reported 
more  or  less  as  medical  oddities  or  as  postmortem 
studies  in  which  an  ante  mortem  diagnosis  was  not 
made. 

In  the  past  6 months  we  have  encountered  2 
cases  of  benign  duodenal  tumor,  both  of  which  were 
unsuspected  clinically.  Because  of  the  remarkable 
radiographic  and  fluoroscopic  similarity  between  the 
two  lesions,  though  they  differed  histologically,  and 
because  of  the  lack  of  invasion  of  the  duodenal  wall 
or  distortion  thereof,  the  preoperative  diagnosis  of 
benign  duc/denal  neoplasm  was  made  in  both  cases. 


Dr.  Michael  J.  Healy  presented 
this  paper  before  the  Section 
on  Radiology  at  the  Texas 
Medical  Association's  annual 
session  on  April  22,  1958,  in 
Houston. 


Two  cases  of  benign  polypoid  tumors  of  the  first  portion 
of  the  duodenum  were  demonstrated  roentgenologicaily  and 
proved  surgically.  Patients  complained  of  vague  upper  abdomi- 
nal distress,  with  a hint  of  questionable  partial  obstruction 
occurring  intermittently.  Such  cases  should  be  subject  to 
operation,  with  an  immediate  frozen  section  being  made  to 
exclude  the  possibility  of  malignant  change. 


Case  Presentations 
And  Differential  Diagnosis 

MICHAEL  J.  HEALY,  M.D.,  and 
ROBERT  B.  CONNOR,  M.D. 
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The  first  portion  of  the  duodenum,  the 
duodenal  bulb,  is  perhaps  the  most  frequently 
and  carefully  examined  portion  of  the  upper  gastro- 
intestinal tract.  This  is  true  because  of  the  high  in- 
cidence of  peptic  ulcer  at  this  site  and  the  accessi- 
bility of  this  portion  of  the  small  bowel  to  fluoro- 
scopic visualization  and  manual  palpation.  Since  ul- 
cerative disease  constitutes  more  than  80  per  cent 
of  the  pathological  entities  occurring  in  the  first 
portion  of  the  duodenum,  all  other  lesions  are  some- 
what rare.  Neoplasms  occurring  in  the  duodenum 
are  found  most  frequently  in  the  second  portion  of 


CASE  PRESENTATIONS 

Case  1. — Miss  C.  H.,  a 27  year  old  white  unmarried 
medical  technologist,  had  been  ill  intermittently  for  5 
months  prior  to  her  admission  to  the  hospital.  These  epi- 
sodes of  illness  were  characterized  by  nausea,  cramping, 
and  midepigastric  pain.  There  was  no  radiation  of  the 
pain.  There  usually  was  vomiting  of  partially  digested  food 
the  first  day,  followed  by  several  days  of  pain  and  nausea 
without  vomiting. 

The  patient  stated  that  her  "stomach”  rumbled  "vigor- 
ously” even  when  her  more  painful  symptoms  were  not 
ptesent.  At  times  she  felt  as  if  she  wished  to  belch,  but 
was  unable  to  do  so.  There  was  no  history  of  hematemesis, 
diarrhea,  bloody  or  tarry  stools,  jaundice,  or  weight  loss. 
The  past  history  and  family  history  were  noncontributory. 

Physical  examination  revealed  an  asthenic,  apparently 
healthy  young  woman.  The  remainder  of  the  examination, 
including  examination  of  the  abdomen,  was  entirely  within 
normal  limits. 

Roentgenologic  examination  of  the  upper  gastrointesti- 
nal tract  was  entirely  normal  with  the  exception  of  the 
duodenum  ( fig.  1 and  2 ) . The  duodenal  bulb  filled  with 
ease  and  revealed  a normal  smooth  contour.  Along  the 
superior  aspect  of  the  base  of  the  bulb  was  a constant 
polypoid  defect  measuring  approximately  1.5  cm.  in  great- 
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Fig.  1.  Case  1 . Roentgenograms  of  the  upper  gastro- 
intestinal tract  revealing  the  filling  defect  in  the  barium 
filled  duodenal  bulb  (left)  and  the  lesion  well  outlined 


in  the  air  filled  duodenal  bulb  with  the  patient  in  the 
left  posterior  oblique  position  (right). 


Fig.  2.  Case  1.  Spot  roentgenogram  with  slight  pressure 
revealing  the  smooth  contour  of  the  tumor  within  the 
duodenal  bulb. 

est  diameter.  The  lesion  was  attached  by  a broad  base  to 
the  superior  wall  of  the  bulb  and  could  not  be  moved  by 
the  palpating  finger.  There  was  no  evidence  of  obstruction. 
No  distortion  of  the  bowel  wall  was  noted  at  the  site  of 
attachment  of  the  polypoid  lesion.  To  confirm  these  find- 
ings, a repeat  upper  gastrointestinal  tract  study  was  per- 
formed 3 days  later,  and  the  lesion  was  demonstrated  again. 
Roentgen  diagnosis  was  as  follows:  "Duodenal  polyp,  most 
probably  benign,  along  the  lesser  curvature  aspect  of  the 
I duodenal  bulb  near  the  base.” 

Exploratory  laparotomy  was  performed,  and  the  lesion 
was  located  easily  in  the  base  of  the  duodenal  bulb  by 
palpation.  The  duodenum  was  opened  and  the  polyp  was 
found  to  be  attached  to  the  superior  wall  of  the  duodenum 
by  means  of  a broad  pedicle.  The  polyp,  as  well  as  a 

I 

i 

I' 


cuff  of  duodenal  mucosa,  was  resected  easily.  Immediate 
frozen  section  revealed  no  evidence  of  malignancy.  The 
appearance  was  that  of  hyperplasia  of  Brunner’s  glands. 

Pathological  examination  revealed  the  lesion  to  consist 
of  a polypoid  nodule  of  tissues,  covered  by  mucosa,  measur- 
ing 22  by  14  by  22  mm.  The  tip  was  hemorrhagic.  A 5 
mm.  stalk  and  a narrow  cuff  of  duodenal  mucosa  was  in- 
cluded in  the  specimen.  Upon  sectioning,  a well  circum- 
scribed, nonencapsulated,  firm,  gray-white,  cellular  area 
showing  a lobular  pattern  was  seen  underneath  the  mu- 
cosa. On  microscopic  examination  (fig.  3),  the  cellular 
area  described  was  scattered  with  chronic  inflammatory 


Fig.  3.  Case  1 . Photomicrograph  of  the  entire  surgical 
specimen  showing  the  tumor  nodule  to  be  composed  of 
Brunner's  glands.  The  neoplasm  is  covered  with  normal 
duodenal  mucosa. 
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cells.  The  covering  mucosa  was  edematous,  and  there  were 
fresh  focal  hemorrhages.  Histologic  diagnosis  was  "localized 
Brunner’s  glands  hyperplasia  with  associated  polyp  forma- 
tion, benign.” 

Case  2. — Mrs.  R.  M.  McC.,  a 48  year  old  white  house- 
wife, complained  of  a full  feeling  in  the  epigastrium  as 
well  as  cramping  and  burning  following  meals  of  ap- 
proximately 5 months’  duration.  There  was  only  infrequent 
vomiting,  and  this  consisted  of  bile  stained  fluid.  The  pa- 
tient had  a vague  history  of  1 or  2 episodes  of  melena 
and  several  episodes  of  scanty  amounts  of  bright  red  blood 
in  the  stool.  When  first  seen  the  patient  stated  that  she 
had  lost  25  pounds  in  weight  in  the  past  6 months.  A 
physical  examination  was  entirely  within  normal  limits 
except  for  moderate  obesity.  Her  past  history  and  family 
history  were  noncontributory. 

Roentgenologic  examination  of  the  upper  gastrointesti- 
nal tract  was  normal  with  the  exception  of  the  first  por- 
tion of  the  duodenum  ( fig.  4 and  5 ) . Along  the  inferior  as- 
pect of  the  base  of  the  duodenal  bulb,  a constant  filling  de- 
fect measuring  approximately  1.5  cm.  in  diameter  was  dem- 
onstrated. This  was  attached  by  a broad  pedicle  to  the  base 
of  the  duodenal  bulb.  It  could  not  be  moved  within  the 
bulb.  No  obstruction  was  encountered.  Aside  from  loca- 
tion in  the  bulb,  the  findings  in  this  case  were  almost 
identical  with  the  findings  in  case  1.  Preoperative  roent- 
gen diagnosis  was  as  follows:  "Benign  polypoid  mmor 
involving  the  duodenal  bulb  at  its  base,  without  evidence 
of  deformity  of  the  contour  of  the  bulb.”  A colon  exami- 
nation performed  prior  to  operation  was  negative,  and 
a cholecystogram  revealed  a normally  functioning  gall- 
bladder containing  numerous  cholesterin  calculi. 

At  exploratory  laparotomy,  careful  palpation  of  the 


Fig.  4.  Case  2.  Roentgenogram  of  the  upper  gastro- 
intestinal tract  revealing  the  smooth  filling  defect  in 
the  barium  filled  duodenum.  Note  the  similarity  in  size 
and  conformation  with  the  lesion  in  figure  1 . 


duodenal  bulb  failed  to  reveal  the  polyp  diagnosed  pre- 
operatively.  An  incision  was  made  over  the  first  part  of 
the  duodenum,  and  the  polyp  was  exposed  easily.  In 
addition  to  the  larger  polyp  at  the  base  of  the  bulb,  a 
very  small  lesion  having  similar  appearance  was  found 
approximately  1 cm.  distal  to  the  described  polyp.  Both 
polyps  were  excised,  along  with  a cuff  of  duodenal  mu- 
cosa. Frozen  section  of  the  lesions  in  the  operating  room 
revealed  no  evidence  of  malignancy.  A cholecystectomy 
also  was  performed. 

Pathologic  examination  of  the  tissue  received  from  the 
duodenum  revealed  a polypoid  mass  on  a broad  pedicle, 
measuring  approximately  20  by  10  mm.  The  outer  sur- 
face was  reddish  brown  in  color.  On  cut  section,  a firm 
white  round  nodule  8 mm.  in  diameter  was  disclosed  in 
the  center.  A much  smaller  lesioti,  measuring  approximately 
3 mm.  in  greatest  diameter,  also  was  received  and  had 
a similar  appearance  on  the  gross  cut  section. 

Microscopically  (fig.  6),  the  firm  white  nodule  con- 
sisted of  smooth  muscle  cells  and  fibrous  tissue  which  in 
most  areas  had  become  very  hyalinized.  Scattered  in  the 
nodule  were  nests  of  lymphocytes  and  a few  plasma  cells. 
Intact  mucosa  covered  nests  of  Brunner’s  glands.  In  the 
stalk,  there  were  remnants  of  the  normal  smooth  muscle 
and  mucosa.  Histologic  diagnosis  was  "Leiomyoma.”  The 
smaller  nodule  had  a similar  architecture,  and  was  also 
a leiomyoma. 


GENERAL  COMMENT 

These  2 cases  presented  remarkably  similar  roent- 
gen appearances  although  the  lesions  differed  his- 
tologically. They  were  both  located  in  the  duodenal 
bulb.  Both  were  of  approximately  the  same  size  and 
were  attached  firmly  to  the  wall  of  the  duodenum 
by  broad  pedicles.  They  could  not  be  moved  within 
the  duodenal  bulb.  Clinical  symptoms  in  both  cases 
were  somewhat  vague  and  in  no  way  suggested  the 
underlying  lesion.  A review  of  the  literature  shows 
a good  deal  of  similarity  between  the  appearance  of 
these  2 cases  and  other  cases  of  benign  mmors  of 
the  first  portion  of  the  duodenal  bulb. 

We  believe  that  when  a round,  sharply  defined 
filling  defect  having  a broad  pedicle  and  firmly 
attached  to  the  duodenal  wall  is  encountered,  a diag- 
nosis of  benign  duodenal  tumor  is  warranted.  Fur- 
ther, we  think  that  all  such  cases  should  be  subjected 
to  operation  since  they  do  produce  symptoms,  even 
though  vague,  and  surgical  resection  is  usually  com- 
pletely curative.  The  unusual  possibility  of  malig- 
nant change  can  be  excluded  at  the  time  of  opera- 
tion by  immediate  frozen  section. 

DIFFERENTIAL  DIAGNOSIS 

In  differential  diagnosis,  all  tumors  which  can 
occur  in  the  first  portion  of  the  duodenum  should 
be  considered.  There  are  several  other  entities  which 
also  should  be  excluded. 

Antral  Gastric  Polyp. — Occasionally  a polyp  in 
the  distal  portion  of  the  stomach  will  prolapse 
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through  the  duodenal  bulb  and  present  itself  as  a 
filling  defect  in  the  base  of  the  bulb.  Manipulating 
the  polyp  back  through  the  pylorus  to  its  true  loca- 
tion in  the  distal  stomach  will  serve  to  differentiate 
the  two  lesions. 

Prolapsed  Gastric  Mucosa. — A large  cuff  of  gas- 
tric mucosa  prolapsing  through  the  pylorus  into  the 
base  of  the  duodenal  bulb  could  simulate  a neoplasm 
there.  Demonstration  of  gastric  rugae  should  be 
possible,  however.  Also,  the  mucosa  frequently  can 
be  displaced  back  into  the  antrum  by  manipulation 
at  fluoroscopy.  Demonstration  of  the  other  character- 
istic findings  in  this  entity,  such  as  widening  of  the 
pyloric  canal  and  the  "umbrella”  defect  in  the  base 
of  the  bulb,  should  make  a differential  diagnosis 
possible. 

Hyperplasia  of  Brunner’s  Glands. — Hyperplasia  of 
Brunner’s  glands  is  not  true  neoplasia,  and  is  seen 


not  infrequently  in  asymptomatic  patients  (fig.  7). 
Hyperplasia  of  nests  of  Brunner’s  glands  causes  a 
"cobble  stone”  appearance  in  the  duodenal  bulb  on 
compression.  The  appearance  is  fairly  characteristic. 

Aberrant  Pancreatic  Tissue. — Pancreatic  tissue  can 
occur  in  the  wall  of  the  duodenal  bulb,  but  it  usually 
causes  distortion  of  the  contour  of  the  wall  at  its 
site  of  origin.  It  may  undergo  ulceration. 

Mucosal  Edema,  Secondary  to  Duodenal  Ulcer. — 
At  times,  the  mucosal  edema  accompanying  an  acute 
duodenal  ulcer  may  be  difficult  to  differentiate  from 
a filling  defect  due  to  tumor.  Demonstration  of  the 
acmal  crater  should  help  in  differentiating  the  two. 
But  if  the  crater  cannot  be  demonstrated,  repeat  ex- 
amination following  vigorous  therapy  should  show 
change  in  the  defect  caused  by  the  edema. 

Retained  Food  or  Bezoar. — Since  material  passes 
quickly  from  the  duodenal  bulb  into  the  proximal 
small  bowel  by  peristaltic  activity  or  manipulation 
under  fluoroscopy,  retained  food  or  bezoars  are  re- 


Fig.  5.  Case  2.  Spot  roentgenograms  of  the  duodenal  bulb.  In  the  lower  right  film,  the  secondary  small  neo- 
bulb revealing  the  smooth  tumor  at  the  base  of  the  plasm  is  seen  well  just  distal  to  the  large  tumor. 
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Fig.  6.  Case  2.  Photomicrograph  of  the  larger  of  the  2 
leiomyomas  within  the  duodenum  showing  the  lesion  to 
be  a well  defined  nodule  of  colagenous  tumor  tissue. 


Fig.  7.  Roentgenogram  of  the  upper  gastrointestinal 
tract  in  an  asymptomatic  patient  revealing  several  filling 
defects  in  the  distal  portion  of  the  duodenal  bulb  con- 
sistent with  hyperplasia  of  Brunner's  glands.  Note  the 
"cobble-stone"  effect  produced. 

mote  possibilities.  But  if  these  are  considered  in  a 
differential  diagnosis,  repeat  examination  should  re- 
veal a change  in  location  of  the  questionable  defect. 

SUMMARY 

Two  cases  of  benign  polypoid  tumors  of  the  first 
portion  of  the  duodenum  are  reported.  Both  were 


demonstrated  roentgenologically  and  proved  surgi- 
cally. Both  patients  complained  of  vague  upper  ab- 
dominal distress,  with  a hint  of  questionable  partial 
obstruction  occurring  intermittently  in  both.  Both 
lesions  were  smooth,  immovable  within  the  duo- 
denal bulb,  and  attached  to  the  wall  of  the  duodenum 
by  a broad  pedicle.  There  was  no  distortion  of  the 
wall  of  the  duodenal  bulb  by  either  lesion.  The  first 
lesion  was  shown  to  be  a Bmnneroma,  while  the 
second  was  a typical  leiomyoma.  The  second  case 
actually  showed  2 leiomyomas  in  the  duodenal  bulb, 
but  the  larger  one  was  demonstrated  far  more  easily 
and  dominated  the  roentgenologic  appearance. 

Demonstrations  of  such  lesions  should  be  rela- 
tively easy  in  this  accessible  portion  of  the  gastro- 
intestinal tract,  and  the  benign  nature  of  these 
mmors  should  be  suspected  from  their  appearance. 
Operation  for  their  removal  is  indicated  and  usual- 
ly is  curative.  Immediate  frozen  section  should  be 
done  on  all  of  these  lesions  to  exclude  the  remote 
possibility  of  malignant  change.  A differential  diag- 
nosis is  presented. 
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Survey  Says  Most  Physicians 
Scan  All  Their  Mail 

Fifty  per  cent  of  1,508  physicians  reported  that  they  open 
their  own  mail  as  against  50  per  cent  who  let  their  nurses 
and  secretaries  do  the  job,  according  to  results  of  a mail 
poll  made  by  the  Medical  Advertising  Service  to  determine 
the  doctors’  routine  and  attimdes  on  direct  mail  received. 

The  survey  pointed ^ut  that  50  per  cent  of  the  secre- 
taries and  nurses  who  opened  the  doctors’  mail  pass  all 
the  mail  on  to  the  doctors.  This  means  that  nearly  74  per 
cent  of  the  doctors  in  the  survey  at  least  look  at  all  the 
mail. 

In  answer  to  the  question  "Of  the  direct  mail  you  receive 
what  percentage  do  you  feel  is  of  value  to  you?”  were  the 
following  replies:  138  answered  under  5 per  cent  is  of 
value;  563,  5 to  20  per  cent;  297,  20  to  40  per  cent;  251, 
40  to  60  per  cent;  96,  60  to  80  per  cent;  and  73,  80  per 
cent. 
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The  purpose  of  this  paper  is  to  report  2 ad- 
ditional cases  of  spontaneous  perforation  of  the 
stomach  in  the  neonatal  period.  We  can  find  no 
report  in  literature  of  this  occurrence  in  siblings. 
The  cases  reported  in  this  paper  occurred  in  succes- 
sive premature  siblings. 

In  rupture  or  perforation  of  the  stomach  in  the 
newborn,  clinical  symptoms  usually  arise  during  the 
first  week.  Early  symptoms  of  refusal  of  food,  vomit- 
ing, discomfort,  and  abdominal  distention  are  soon 
followed  by  evidence  of  peritonitis.  Roentgen-ray 
evidence  of  air  in  the  peritoneal  cavity  is  conclusive 
evidence  of  a defect  in  the  wall  of  the  stomach  or 
bowel.  If  this  procedure  is  done  early,  surgical  re- 
pair may  be  accomplished  before  the  later  classical 
symptoms  of  peritonitis  are  evident. 


PATHOLOGY 

The  etiology  of  perforation  of  the  stomach  in 
the  newborn  is  varied.  Some  cases  have  clearly  re- 
sulted from  trauma  by  catheters  and  feeding  tubes. 
Others  are  related  to  necrosis  and  ulceration  in  severe 
systemic  infections.  Some  have  apparently  resulted 
from  acute  gastric  ulcer  per  se.  Rupture  has  occurred 
in  the  presence  of  an  obstruction  distal  to  the  stom- 
ach. Many  apparently  have  been  caused  by  a local- 
ized congenital  deficiency  of  the  muscle  coat  which 
may  result  in  perforation  directly  or  in  the  develop- 
ment of  a diverticulum  at  the  site  of  the  muscle 
deficiency  with  a subsequent  rupture  of  the  diver- 
ticulum. In  the  most  recent  reported  cases,  trauma 
and  the  occurrence  of  muscle  deficiency  are  the 
most  frequently  reported  causes  of  perforation.®^ 


CASE  REPORTS 


Case  1. — This  Negro  boy  was  born  February  21,  1955, 
weighing  4 pounds  14  ounces  at  an  estimated  8 months’ 
gestation.  The  family  history  was  negative  and  the  preg- 
nancy uneventful.  Labor  was  induced  because  of  premamre 
separation  of  the  placenta.  The  condition  at  birth  was  good. 
The  stomach  was  aspirated  at  birth  with  a 10  French  soft 
rubber  catheter  and  a 50  cc.  syringe.  Dextri-Maltose  solu- 
tion, offered  at  30  hours,  was  taken  well  by  nipple.  Dryco 
1:3  was  started  at  48  hours  and  was  well  tolerated.  The 
first  meconium  stool,  noted  at  36  hours,  was  normal  and 
changed  to  a soft  yellow  on  the  third  day. 

The  baby  weighed  4 pounds  11  ounces  on  the  fourth 
day.  On  the  morning  of  the  fourth  day  the  child  was  in 
good  condition  and  had  been  taking  feedings  well.  At  10 
a.  m.  the  baby  refused  his  feeding  and  the  nurse  noted 
some  abdominal  distention.  Enemas  were  given  at  11  a.  m. 
and  1 p.  m.  without  relief  of  the  distention.  The  infant 
vomited  at  2:30  p.  m.  Roentgenograms  of  the  abdomen 
at  5:30  p.  m.  showed  free  air  under  the  diaphragm.  Lapar- 
otomy was  performed  at  10:45  p.  m.  approximately  12 V2 
hours  after  the  onset  of  the  symptoms.  Milk  and  fibrinous 
exudate  were  found  on  the  peritoneal  surfaces.  A longi- 
tudinal opening,  approximately  2 cm.  in  length,  was  found 
in  the  midportion  of  the  greater  curvature  of  the  stomach 
at  the  attachment  of  the  omentum.  There  was  no  inflam- 
matory reaction  at  the  edge  of  the  rent,  and  there  was  no 
visible  ulceration  of  the  mucosa.  No  sections  were  taken. 
The  opening  was  closed,  serosa  to  serosa,  the  abdomen 
closed,  and  the  child  removed  from  surgery  at  11  p.  m. 
Despite  preoperative  and  postoperative  antibiotics,  suppor- 
tive intravenous  fluid  therapy,  and  transfusion,  the  infant 
developed  progressive  evidence  of  toxemia  and  shock  and 
died  at  5:15  a.  m.,  6 hours  after  surgery  and  20  hours 
after  onset  of  symptoms. 

Case  2. — This  Negro  girl  was  born  December  4,  1955, 
weighing  4 pounds  5 ounces  at  an  estimated  8 months’ 
gestation,  following  induction  of  labor  because  of  prema- 
ture separation  of  the  placenta.  The  condition  at  birth  was 
good,  and  delivery  was  accomplished  without  incident.  The 
stomach  was  aspirated  with  a 10  French  soft  rubber  cath- 
eter. Dextri-Maltose  solution  was  started  at  48  hours.  The 
first  meconium  stool  was  noted  at  48  hours,  followed  by 
a normal  stool  pattern.  Dryco  1:3  was  started  at  72  hours, 
and  was  taken  well  and  retained. 

On  the  fourth  day  the  general  condition  was  excellent 
until  the  baby  refused  her  10  a.  m.  feeding.  At  10:30  a.  m. 
distention  was  noted,  and  she  vomited  what  appeared  to 
be  the  6:00  a.  m.  feeding.  A flat  plate  of  the  abdomen 


Dr.  Kemal  Ozkaragoz,  now  at 
the  Driscoll  Foundation  Chil- 
dren's Hospital  in  Corpus 
Christi,  and  his  co-author  re- 
port these  cases  from  Santa 
Rosa  Hospital,  San  Antonio. 


Two  coses  of  spontaneous  perforation  of  the  stomach  in 
premature  siblings  with  1 survival  are  described.  Both  infants 
had  almost  identical  symptoms — refusal  of  food  after  former 
eagerness,  distention,  vomiting,  and  air  in  the  peritoneum. 
The  cause  of  perforation  seemed  to  be  a localized  congenital 
deficiency  of  the  muscular  wall  of  the  stomach,  which  may 
suggest  a genetic  defect. 
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Table  1. — Spontaneous  Rupture  of  the  Stomach  in  Newborn. 


Age  at  Onset 
of  Symptoms 

Site  of 

Case 

Author 

Sex 

Race  ( days ) 

Gestation 

Perforation 

Intubation  Laparotomy  Results 

1 

Siebold,  1825 

— 

— 

2 

— 

Lesser  curvature 

- - 



D 

2 

Busch,  1826 

— 

— 

7 

— 

Greater  curvamre. 

anterior  wall 

— 



D 

3 

Binz,  1865 

F 

— 

11 

— 

Greater  curvamre 

— 



D 

4 

Ritter,  1882 

F 

— 

1/2 

— 

Anterior  wall 

— 



D 

5 

Sawtel,  1885 

M 

— 

3 

— 

Posterior  wall 

— 

— 

D 

6 

Bisset,  1905 

M 

— 

1 

— 

Posterior  wall. 

cardia 

— 



D 

7 

Lee  & Wells,  1923 

M 

— 

10 

— 

Posterior  wall 

— 

— 

D 

8 

Butka,  1927 

— 

— 

4 

— 

Greater  curvamre 

— 

— 

D 

9 

Stern,  1929 

— 

— 

1 

— 

Lesser  curvamre. 

posterior  wall 

— 

+ 

D 

10 

Dunham  & Goldstein, 

1933 

M 

W 

4 

Full  term 

Greater  curvamre 

— 

-f 

D 

11 

Dunham  & Goldstein, 

1933 

M 

W 

2 

Premamre 

Greater  curvamre. 

posterior  wall 

-f 

0 

D 

12 

Smythe,  1934 

F 

N 

4 

Full  term 

Posterior  wall. 

near  greater 

curvature 

0 

0 

D 

13 

Smythe,  1934 

M 

N 

6 

Full  term 

Lesser  curvamre 

-f 

-1- 

D 

14 

Tow  & Ross,  1938 

M 

W 

3 

Full  term 

Greater  curvamre 

0 

0 

D 

15 

Quinn,  1940 

— 

— 

2 

— 

Anterior,  close 

to  cardia 

0 

+ 

D 

16 

Herbut,  1943 

M 

N 

3 

Full  term 

Greater  curvamre 

-b 

0 

D 

17 

Pedergrass  & Booth, 

1946 

F 

N 

3 

Full  term 

Lesser  curvamre, 

greater 

curvamre 

0 

+ 

D 

18 

Tudor,  1950 

M 

W 

5 

Full  term 

Greater  curvamre 

0 

0 

D 

19 

Wright  & Scott,  1950 

M 

N 

5 

Full  term 

Lesser  curvamre 

+ 

0 

D 

20 

Ross  et  al,  1951 

M 

W 

4 

Full  term 

Greater  curvamre 

+ 

0 

D 

21 

Ross  et  al,  1951 

M 

W 

3 

Full  term 

Greater  curvamre 

0 

+ 

L 

22 

Kellogg  et  al,  1951 

M 

w 

1/2 

Full  term 

Greater  curvamre 

0 

-f 

L 

23 

Beattie  & Bohan,  1952 

F 

N 

4 

Premature 

Lesser  curvamre 

0 

+ 

L 

24 

Green  & Gose,  1953 

M 

w 

3 

Full  term 

Greater  curvamre 

0 

+ 

D 

25 

Green  & Gose,  1953 

M 

w 

3 

Full  term 

Anterior  surface 

of  stomach 

0 

0 

D 

(Table  1 continued  next  page.) 


in  upright  position  showed  free  air  beneath  the  diaphragm. 
Laparotomy  was  performed  under  local  anesthesia  at  1:05 
p.  m.  A longitudinal  tear  was  found  in  the  lesser  curva- 
ture approximately  2 cm.  in  length.  The  rent  was  repaired, 
the  abdomen  closed,  and  the  child  removed  from  surgery 
in  good  condition  at  1:30  p.  m.  The  postoperative  course 
was  stormy  with  vomiting  and  distention  during  the  first  36 
hours,  despite  the  maintenance  of  gastric  suction.  Fluids 
by  mouth  were  started  48  hours  following  operation.  Form- 
ula was  well  taken  at  72  hours.  Recovery  was  thereafter 
uneventful.  The  baby  was  discharged  at  the  age  of  25 
days,  20  days  postoperative,  weighing  5 pounds  2 ounces. 
Subsequent  course  and  development  have  been  normal. 

DISCUSSION 

These  2 infants  were  remarkably  similar  in  pre- 
natal, natal,  and  neonatal  history  and  course.  The  on- 
set of  symptoms  was  almost  identical,  showing  first 
a refusal  of  feeding  where  there  had  been  formerly 
eagerness,  and  then  distention.  Vomiting  manifested 


itself  immediately  in  case  2 and  after  a delay  of 
about  2 hours  in  case  1.  There  was  no  cyanosis,  little 
dyspnea,  and  almost  no  evidence  of  shock.  The  ab- 
domen, while  distended,  was  not  rigid  nor  apparently 
tender.  Bowel  movements  were  absent,  and  the  ab- 
domen was  tympanitic.  Acute  dilatation  of  the  stom- 
ach was  considered  in  the  first  child,  but  distention 
was  not  so  striking  in  case  2.  The  abdomen  became 
rather  rigid  prior  to  surgery  in  case  1,  at  which  time 
the  patient  showed  some  evidence  of  shock. 

The  diagnosis  was  established  in  each  case  by 
roentgen  ray  demons^ating  free  air  in  the  peritone- 
um. Our  radiologist  believes  that  lateral  decubitus 
films  are  useful  in  demonstrating  free  air  in  the 
peritoneum  in  young  infants. 

The  speed  with  which  the  diagnosis  was  estab- 
lished and  surgical  intervention  accomplished  in  the 
second  case  was  due  to  knowledge  of  the  pediatrician 
of  the  course  of  the  preceding  sibling,  and  the  strik- 
ing similarity  of  symptomatology  in  the  2 infants. 
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Table  1. — Spontaneous  Rupture  of  the  Stomach  in  Newborn  (continued). 


Case 

Author 

Sex 

Race 

Age  at  Onset 
of  Symptoms 
(days) 

Gestation 

Site  of 
Perforation 

Intubation  Laparotomy  Results 

26 

Braunstein,  1954 

F 

N 

10 

Premature 

Greater  curvamre 

+ 

0 

D 

27 

Braunstein,  1954 

F 

N 

2 

Full  term 

Anterior  wall 

+ 

0 

D 

28 

Braunstein,  1954 

M 

N 

3 

Premature 

Greater  curvamre 

0 

0 

D 

29 

Braunstein,  1954 

M 

N 

9 

Full  term 

Greater  curvamre 

+ 

0 

D 

30 

Braunstein,  1954 

M 

N 

5 

Premamre 

Greater  curvamre 

0 

+ 

L 

31 

Griffin,  1954 

M 

W 

5 

Full  term 

Fundus  of 

stomach 

+ 

0 

D 

32 

Northway  et  al,  1954 

M 

N 

3 

Full  term 

Greater  curvature 

+ 

+ 

L 

33 

Fomon  et  al,  1954 

F 

N 

2 

Full  term 

Superior  14  of 

anterior  wall 

of  stomach 

+ 

+ 

D 

34 

Arnold,  1955 

M 

W 

5 

Premamre 

Anterior  surface 

of  stomach 

near  greater 

curvamre 

0 

+ 

L 

35 

Mann  et  al,  1955 

M 

N 

2 

Full  term 

Greater  curvamre 

0 

+ 

L 

36 

Wilson,  1955 

— 

— 

3 

Full  term 

Lesser  curvamre 

0 

0 

D 

37 

Vargas  et  al,  1955 

M 

— 

6 

Full  term 

Greater  curvamre 

0 

0 

D 

38 

Vargas  et  al,  1955 

F 

— 

2 

Premamre 

Greater  curvature 

0 

+ 

D 

39 

Vargas  et  al,  1955 

M 

— 

— 

Full  term 

Posterior  stomach 

0 

0 

D 

40 

Vargas  et  al,  1955 

M 

— 

2 

Premamre 

Anterior  tear 

0 

+ 

D 

41 

Vargas  et  al,  1955 

F 

— 

3 

Premamre 

Greater  curvamre 

0 

+ 

L 

42 

Vargas  et  al,  1955 

M 

— 

7 

Full  term 

Greater  curvamre 

+ 

+ 

D 

43 

Vargas  et  al,  1955 

M 

— 

3 

Full  term 

Lesser  curvamre 

0 

+ 

L 

44 

Kiesewetter,  1956 

M 

N 

2 

Full  term 

Cardiac  end  of 

stomach  along 

greater 

curvamre 

+ 

+ 

D 

45 

Kiesewetter,  1956 

M 

W 

2 

Full  term 

— 

0 

+ 

D 

46 

Kiesewetter,  1956 

F 

— 

10 

Full  term 

Greater  curvamre 

+ 

0 

D 

47 

Kiesewetter,  1956 

F 

w 

1 

Full  term 

Lesser  curvamre 

0 

+ 

D 

48 

Meyer  II,  1957 

M 

N 

3 

Premamre 

Greater  curvamre 

0 

-f 

D 

49 

Meyer  II,  1957 

M 

W 

4 

Full  term 

Greater  curvamre 

0 

+ 

D 

50 

Castleton,  1958 

M 

w 

2 

Full  term 

Posterior  wall 

+ 

+ 

L 

51 

Castleton,  1958 

M 

w 

3 

Full  term 

Greater  curvamre 

0 

+ 

D 

52 

Castleton,  1958 

M 

w 

4 

Full  term 

Greater  curvamre 

0 

+ 

D 

+ = done,  0 =:  not  done,  — = not  recorded. 
D = died,  L survived. 


The  first  patient  apparently  died  of  peritonitis 
and  shock.  The  extent  of  peritoneal  irritation  and 
the  amount  of  exudate  and  foreign  material  free 
in  the  peritoneal  cavity  in  the  first  case  was  much 
greater  than  in  the  second  case,  reemphasizing  the 
need  for  early  surgery. 

Of  the  52  cases  reviewed  (table  1),  it  will  be 
noted  that  rupture  in  37  occurred  on  one  or  the 
other  curvamres  with  the  greater  curvature  predomi- 
nating by  3:1.  Laparotomy  was  performed  on  4 of 
the  first  20  cases  without  a survival.  The  first  sur- 
vival was  reported  in  1951  by  Kellogg  and  others,^® 
with  9 subsequent  survivals. 

The  age  of  onset  of  symptoms  ranges  from  12 
hours  to  10  days,  with  the  most  frequent  time  of 
onset  between  3 and  5 days.  AU  survivals  had  an 
onset  of  symptoms  under  5 days;  all  occurred  in 
babies  born  in  hospitals  who  had  not  been  sent 
home  and  so  were  under  close  medical  supervision. 
This  again  shows  the  importance  of  early  diagnosis 


and  prompt  surgery  in  the  successful  treatment  of 
this  condition. 


SUMMARY 

We  have  reported  2 cases  of  spontaneous  perfora- 
tion of  the  stomach  in  premature  siblings  with  1 
survival.  We  believe  that  the  cause  of  perforation 
in  these  cases  was  a localized  congenital  deficiency 
of  the  muscular  wall  of  the  stomach.  Since  this 
condition  is  rare,  the  occurrence  in  siblings  might 
suggest  a genetic  defect. 

REFERENCES 

A list  of  references  may  be  obtained  from  the  author. 

^ Dr.  Ozkaragoz,  P.  O.  Box  6038,  Corpus  Christi. 

Dr.  Stewart,  123  Ogden  Lane,  San  Antonio. 
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Simulated 

Dissecting 

Aneurysm 

Case  Report 

LEONARD  C.  DOUBLEDAY,  M.D. 

Houston,  Texas 


An  elderly  white  man  complaining  of  severe 
pain  in  the  back  was  admitted  to  the  hospital  fol- 
lowing abnormal  findings  in  a routine  examination  of  the 
chest  (fig.  la).  A chest  film  made  2 weeks  previously  was 
available  for  comparison  (fig.  lb). 

A diagnosis  of  dissecting  aneurysm  based  on  the  appear- 
ance of  the  thoracic  aorta  in  a chest  roentgenogram  was 
changed  when  evidence  of  a recent  compression  fracture  of 
the  first  lumbar  vertebra  but  no  dissection  was  noted  in 
aortography. 


Fig.  1.  Marked  change  in  the  appearance  of  the  tho- 
racic aorta  (a)  when  compared  with  a chest  film  taken 
2 weeks  previously  (b). 


Fig.  2a.  Aortogram  demonstrating  tortuosity  of  the  tho- 
racic aorta  but  no  evidence  of  dissection. 

b.  Recent  compression  fracture  of  the  first  lumbar 
vertebra. 


Dr.  Leonard  C.  Doubleday  practices  roentgenology. 


Because  there  appeared  to  be  a marked  change  in  the 
appearance  of  the  thoracic  aorta  in  the  second  examination, 
a diagnosis  of  dissecting  aneurysm  was  made  and  an 
aortogram  (fig.  2a)  was  made. 

The  aortogram  did  not  reveal  evidence  of  dissection  but 
rather  marked  tortuosity  of  the  thoracic  aorta. 

In  one  of  the  lateral  projections  it  was  noted  that  there 
was  evidence  of  a recent  compression  fracture  of  the 
body  of  the  first  lumbar  vertebra  ( fig.  2b ) . Questioning 
of  the  patient’s  family  disclosed  that  the  patient  had  fallen 
a few  days  prior  to  admission. 


COMMENT 

The  difference  in  the  appearance  of  the  aorta  is 
explained  on  the  basis  of  change  in  the  conforma- 
tion of  the  thoracic  cage  following  the  fracture  of 
the  spine.  This  change  apparently  caused  increase 
in  tormosity  of  the  arteriosclerotic  thoracic  aorta. 

^ Dr.  Doubleday,  1223  Memorial  Professional  Building, 
1010  Louisiana,  Houston  2. 


Hemoglobin  Synthesized 

The  hemoglobin  of  the  red  cells  of  the  blood  has  been 
synthesized  for  the  first  time  under  "test  tube”  conditions, 
reports  Richard  S.  Schweet,  Ph.D.,  in  an  article  on  "Syn- 
thesis of  Hemoglobin  in  a Cell-Free  System”  in  the  Oaober 
issue  of  the  Proceedings  of  the  National  Academy  of  Sci- 
ences. 

A research  biochemist  at  the  City  of  Hope  in  California, 
Dr.  Schweet  extraaed  microsomes  from  immature  red  blood 
cells  of  laboratory  animals.  After  adding  15  amino  acids 
and  leucine  tagged  with  radioaaive  carbon.  Dr.  Schweet 
isolated  radioactive  hemoglobin  from  the  test  tube  micro- 
somes. 

Tanning  Substance  Causes  Dermatitis 

A chromium  salt  used  to  tan  leather  has  been  found  to 
cause  skin  eruptions  on  the  feet,  according  to  a reFK>rt  of 
Dr.  George  E.  Morris,  Boston,  in  the  November  issue  of 
Archives  of  Dermatology. 

Dr.  Morris  found  4 patients  with  shoe  leather  dermatitis 
who  reacted  positively  to  the  chrome  salt.  In  addition,  2 
leather  workers  who  previously  had  "chrome  dermatitis" 
rearted  positively  to  the  material.  Substances  found  in 
shoes,  other  than  the  chrome  salt,  which  cause  dermatitis 
include  dyes,  other  chemicals  in  the  leather,  the  material 
used  in  the  box  tops  of  shoes,  and  rubber  adhesives. 


The  hula  hoop  is  reported  to  be  causing  a classical  clini- 
cal picture  which  Dr.  J.  O.  Newman  of  Stevenage,  England, 
describes. 

Quoted  in  the  January  14,  1959,  Medical  News,  Dr. 
Newman  calls  attention  to  a woman  of  68  with  these 
symptoms  who  admitted  "having  a go”  at  young  Willie’s 
hoop:  "Complaints  of  pain  at  the  side  of  the  neck  as- 
sociated with  a pain  in  the  upper  abdomen.  On  examina- 
tion there  is  a varying  degree  of  reduced  movement  of  the 
cervical  spine;  spasm  and  tenderness  in  one  or  both 
sternomastoids,  the  cervical  portion  of  the  trapezius  and 
the  paravertebral  muscle  in  the  cervical  region.” 
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Coming  Meetings 


Texas  Medical  Association.  San  Antonio,  April  18-21,  1959-  Dr. 
Howard  O.  Smith,  Marlin,  Pres.;  Mr.  C.  Lincoln  Williston,  1801 
North  Lamar  Blvd.,  Austin,  Exec.  Secy. 

American  Medical  Association,  Atlantic  City,  June  8-12,  1959.  Dr. 
Gunnar  Gundersen,  La  Crosse,  Wis.,  Pres.;  Dr.  F.  J.  L.  Blas- 
ingame,  535  North  Dearborn,  Chicago  10,  Exec.  Vice-Pres. 


Current  Meetings 

April 

American  Academy  of  General  Practice,  San  Francisco,  April  6-9,  1959. 
Dr.  Holland  T.  Jackson,  Fort  Worth,  Pres.;  Mr.  Mac  F.  Cabd, 
Volker  Blvd.  at  Brookside,  Kansas  City  12,  Executive  Secy. 
American  Association  for  Thoracic  Surgery,  Los  Angeles.  April  21-23, 
1959.  Dr.  Michael  E.  DeBakey,  Houston,  Pres.;  Dr.  Hiram  T. 
Langston,  7730  Corondelet  Ave.,  St.  Louis  5,  Secy. 

American  Association  of  Genito-Utinary  Surgeons,  Absecon,  N.  J., 
April  15-17,  1959-  Dr.  John  A.  Taylor,  New  York,  Pres.;  Dr. 
W.  J.  Engel,  2020  E.  93rd  St..  Cleveland  6,  Secy. 

American  College  of  ObstHiricians  and  Gynecologists,  Atlantic  City, 
April  5-9,  1959-  Dr.  R.  Glen  Craig.  San  Francisco,  Pres.;  Mr. 
Donald  F.  Richardson,  15  S.  Clark  St.,  Chicago  3,  Executive  Secy. 
American  College  of  Physicians,  Chicago.  April  20-24,  1959.  Dr. 
Dwight  L.  Wilbur,  San  Francisco,  Pres.;  Mr.  E.  R.  Loveland,  4200 
Pine,  Philadelphia  4,  Secy. 

American  Psychiatric  Association,  Philadelphia,  April  26-May  1.  1959. 
Dr.  Francis  J.  Gerty,  Chicago.  Pres.;  Dr.  C.  H.  Hardin  Branch, 
156  Westminister  Ave.,  Salt  Lake  City,  Secy. 

American  Surgical  Association,  San  Francisco,  April  15-17,  1959- 
Dr.  I.  S.  Ravdin,  Philadelphi.a,  Pres.;  Dr.  William  Altemeier, 
Cincinnati  General  Hospital.  Cincinnati  29,  Secy. 

American  Urological  Association,  Atlantic  City,  April  20-23,  1959- 
Dr.  Adolph  Kutzmann,  Los  Angeles.  Pres.;  Dr.  Samuel  L.  Raines, 
188  S.  Bellevue  Blvd.,  Memphis,  Tenn.,  Secy. 

Association  of  American  Physicians  and  Surgeons,  Fort  Worth,  April 
2-4,  1959.  Dr.  Mai  Rumph,  Fort  Worth,  Pres.;  Mr.  Harry  E. 
Northam,  185  N.  Wabash  Ave.,  Chicago  1,  Executive  Secy. 
Southwest  Allergy  Forum,  Houston,  April  26-28,  1959-  Dr.  Richard 
L.  Etter,  Houston,  Pres.;  Dr.  Richard  H.  Jackson,  156  Hermann 
Professional  Building,  Houston,  Secy. 

Texas  Air-Medics  Association,  San  Antonio,  April,  1959-  Dr.  R.  Henry 
Harrison,  Bryan.  Pres.;  Dr.  C.  F.  Miller,  P.  O.  Box  1338,  Waco, 
Secy. 

Texas  Chapter,  American  Association  of  Public  Health  Physicians, 
San  Antonio.  April  19.  1959-  Dr.  David  M.  Cowgill,  San  Benito. 
Pres.;  Dr.  B.  M.  Primer,  2709  Rio  Grande,  Austin. 

Texas  Chapter,  American  College  of  Chest  Physicians.  San  Antonio. 
April  19.  1959.  Dr.  J.  O.  Armstrong.  Dallas.  Pres.;  Dr.  Orlos  J. 
Quintanilla,,  Box  592,  Harlingen,  Secy. 

Texas  Dermatological  Society,  San  Antonio.  April  20,  1959-  Dr.  Earl 
L.  Loftis,  Dallas.  Pres.;  Dr.  E.  N.  Walsh,  1410  Pruitt  St.,  Fort 
Worth  4,  Secy. 

Texas  Diabetes  Association,  San  Antonio.  April  19,  1959.  Dr.  Merton 
Minter,  San  Antonio,  Pres.;  Dr.  Warren  W.  Moorman,  901  W. 
Leuda,  Fort  Worth,  Secy. 

Texas  Heart  Association,  San  Antonio,  April  19,  1959-  Dr.  William 
B.  Adamson,  Abilene,  Pres.;  Ernest  T.  Guy,  404  Jesse  H.  Jones 
Library  Bldg.,  Texas  Medical  Center,  Houston  25,  Executive  Director. 
Texas  Industrial  Medical  Association.  San  Antonio,  April  19,  1959. 
Dr.  Wendell  H.  Hamrick,  Houston,  Pres.;  Dr.  Roben  A.  Wise, 
Box  2180,  Houston,  Secy. 

Texas  Neurophythiatric  Association,  San  Antonio.  April  19,  1959.  Dr. 
Samuel  R.  Snodgrass,  Galveston,  Pres.;  Dr.  Clarence  S.  Hoekstra, 
8215  Westchester  Drive.  Dallas,  Secy. 

Texas  Ophthalmological  Association,  San  Antonio,  April  19,  1959- 
Dr.  Harold  Beasley,  Fort  Worth,  Pres.;  Dr.  James  Scruggs,  2223 
Austin,  Waco.  Secy. 

Texas  Orthopedic  Association,  San  Antonio,  April  20,  1959.  Dr.  Louis 
J.  Levy.  Fort  Worth,  Pres.;  Dr.  Margaret  Watkins,  3503  Fairmount. 
Dallas.  Secy. 


Texas  Physical  Medicine  and  Rehabilitation  Society,  San  Antonio,  April 
19,  1959.  Dr.  Vann  S.  Taylor.  Dallas,  Pres.;  Dr.  Lewis  A.  Leavitt. 
Veterans  Administration  Hospital,  Houston,  Secy. 

Texas  Society  of  Anesthesiologists,  San  Antonio,  April  19,  1959-  Dr. 
M.  M.  Rosenzweig,  San  Antonio,  Pres.;  Dr.  M.  T.  Jenkins,  Park- 
land Hospital,  Dallas.  Secy. 

Texas  Society  of  Athletic  Team  Physicians,  San  Antonio,  April  18. 
1959.  Dr.  Edward  T.  Smith,  Houston.  Pres.;  Dr.  Jack  Brannon. 
2715  Fannin,  Houston,  Secy. 

Texas  Society  of  Gastroenterologists  and  Proaologists,  San  Antonio, 
April  19,  1959.  Dr.  O.  P.  Griffin,  800  5th  Avenue,  Fort  Worth, 
Pres.;  Dr.  A.  C.  Broders,  Jr.,  Scott  and  White  Clinic  Hospital.  Tem- 
ple, Secy. 

Texas  Society  of  Pathologists,  Inc.,  San  Antonio,  April  20-21,  1959. 
Dr.  Jarrett  Williams,  Abilene,  Pres.;  Dr.  Sylvia  Johns,  414 
Navarro  St.,  San  Antonio,  Secy. 

Texas  Society  of  Plastic  Surgeons,  San  Antonio,  April  18,  1959-  Dr. 
Baron  Hardy.  Houston,  Pres.;  Dr.  Raymond  Brauer,  6615  Travis. 
Houston,  Secy. 

Texas  Surgical  Society,  Austin,  April  5-7,  1959-  Dr.  Albert  Hart- 
man, San  Antonio,  Pres.;  Dr.  G.  V.  Brindley,  Jr.,  Scott  and 
White  Clinic,  Temple,  Secy. 

Texas  Traumatic  Surgical  Society.  San  Antonio,  April  19,  1959-  Dr. 
G.  V.  Brindley,  Temple,  Pres.;  Dr.  W.  E.  Crump,  1300  Eighth, 
Wichita  Falls,  Secy. 

Third  District  Society,  Plainview,  April  4,  1959.  Dr.  Grady  M. 
Wallace,  Lubbock,  Pres.;  Dr.  H.  Fred  Johnson,  2308  Eighth, 
Amarillo,  Secy. 

Texas  State  Board  of  Examiners  in  Basic  Sciences,  April,  1959- 
Henry  B.  Hardt,  Ph.D.,  Fort  Worth,  Pres.;  Mrs.  Betty  J. 
Anderson,  Chief  Clerk,  303  East  Seventh,  Austin. 

May 

American  Gynecological  Society,  Hot  Springs,  Va.,  May  25-27,  1959- 
Dr.  Lewis  C.  Scheffey,  Philadelphia,  Pres.;  Dr.  A.  A.  Marchetti, 
3800  Reservoir  Rd.  N.W.,  Washington  7,  D.  C , Secy., 

American  Ophthalmological  Society,  Hot  Springs,  Va..  May  28-30, 
1959.  Dr.  Derrick  Vail,  Chicago,  Pres.;  Dr.  M.  C.  Wheeler,  30  W. 
59th,  New  York  19,  Secy. 

American  Pediatric  Society,  Buck  Hill  Falls,  Pa.,  May  6-8,  1959-  Dr. 
Joseph  Stokes,  Jr.,  Philadelphia,  Pres.;  Dr.  A.  C.  McGuinness,  Room 
1036,  2800  Quebec  St..  N.W.,  Washington  8,  D.  C.,  Secy. 

National  Tuberculosis  Association,  Chicago,  May  24-29,  1959-  Dr. 
Mario  M.  Fischer,  New  York,  Pres.;  Mrs.  Wallace  B.  White. 
1790  Broadway,  New  York  19.  Secy. 

Texas  Hospital  Association.  Houston,  May  11-14,  1959.  Mr.  W.  P. 
Earngey,  Jr.,  Fort  Worth,  Pres.;  Mr.  O.  Ray  Hurst,  2208  Main, 
Dallas,  Executive  Diteaor. 


National  and  Regional 

American  Academy  of  Allergy,  Hollywood-by-the-Sea,  Fla.,  Jan. 
11-13,  I960.  Dr.  Francis  C.  Lowell,  Boston,  Pres.;  Dr.  Joseph 
Noah,  100  N.  Euclid  Ave.,  St.  Louis  8,  Mo.,  Secy. 

American  Academy  of  Dermatology  and  Syphilology,  Chicago,  Dec. 
5-10,  1959.  Dr.  A.  C.  Cipollaro,  New  York,  Pres.;  Dr.  Robert 
R.  Kierland,  Mayo  Clinic,  Rochester,  Minn.,  Secy. 

American  Academy  of  Ophthalmology  and  Otolaryngology,  Chicago, 
Oct.  11-16,  1959-  Dr.  John  H.  Dunnington,  New  York,  Pres.; 
Dr.  W.  L.  Benedict,  15  Second  St.  S.W.,  Rochester,  Minn.,  Secy. 
American  Academy  of  Pediatrics,  Chicago,  Oct.  5-8.  1959-  Dr. 
James  C.  Overall,  Nashville,  Pres.;  Dr.  E.  H.  Christopherson, 
1801  Hinman  Ave.,  Evanston,  111.,  Executive  Secy. 

American  Association  for  Maternal  and  Infant  Health,  I960.  Mr. 
Howard  I.  Wells,  Jr.,  116  S.  Michigan  Ave.,  Chicago  3,  Executive 
Secy. 

American  Association  of  Obstetricians  and  Gynecologists,  Hot 
Springs,  Va.,  Sept.  10-12,  1959-  Dr.  Joe  V.  Meigs,  Boston,  Pres.; 
Dr.  E.  Stewart  Taylor,  University  of  Colorado  School  of  Medicine, 
4200  E.  9th,  Denver,  Secy.  September  meeting  by  invitation  only. 
American  Cancer  Society,  New  York,  Oct.  28-29,  1959-  Eh.  Eu- 
gene P.  Pendergrass,  Philadelphia.  Pres.;  M.  R.  Runyon,  521  W. 
57th,  New  York,  Executive  Vice-Pres. 

American  College  of  Allergists.  Dr.  Merle  W.  Moore,  Portland,  Ore., 
Pres.;  Dr.  M.  Coleman  Harris,  450  Sutter  St.,  San  Francisco, 
Secy. 

American  College  of  Chest  Physicians,  Atlantic  City,  June  3-7,  1959- 
Dr.  Donald  R.  McKay.  Buffalo,  Pres.;  Mr.  Murray  Kornfeld,  112 
E.  Chesmut,  Chicago  11,  Executive  Secy. 

American  College  of  Gastroenterology,  Los  Angeles,  Sept.  20-26, 
1959.  Dr.  Frank  L.  Borrelli,  New  York,  Pres.;  Mr.  Daniel 
Weiss,  33  West  60th,  New  York  23,  Executive  Director. 
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American  College  of  Radiology,  New  Orleans,  Feb.  3-6,  I960. 

Dr.  Lawrence  Reynolds,  10  Peterboro,  Detroit,  Pres.;  Mr.  W.  C. 
Stronach,  20  N.  Wacker  Dr.,  Chicago  6,  Executive  Director. 
American  College  of  Surgeons,  Atlantic  City,  Sept.  28-Ort.  2, 

1959.  Dr.  Newell  W.  Philpott,  Montreal,  Pres.;  Dr.  Michael  L. 
Mason,  40  E.  Erie,  Chicago  11,  Secy. 

American  Congress  of  Physical  Medicine  and  Rehabilitation,  Min- 
neapolis, Aug.  30-Sept.  4,  1959-  Dr.  Arthur  C.  Jones,  Portland, 
Ore.,  Pres.;  Dorothea  C.  Augustin,  30  N.  Michigan  Ave.,  Chicago 
2,  Executive  Secy. 

American  Dermatological  Association,  Atlantic  City,  June  1-4,  1959. 
Dr.  J.  Lamar  Callaway,  Durham,  N.  C.,  Pres.;  Dr.  Wiley  M. 
Sams,  25  Southeast  2nd  Ave.,  Miami,  Secy. 

American  Gastroenterological  Association,  Atlantic  City,  June  5-6, 
1959.  Dr.  C.  J.  Barborka,  Chicago,  Pres.;  Dr.  F.  J.  Ingelfinger, 
65  E.  Newton,  Boston  18,  Secy. 

American  Heart  Association,  Philadelphia,  Oct.  26-27,  1959.  Dr. 
Francis  L.  Chamberlain,  San  Francisco,  Pres.;  Mr.  William  F. 
McGlone,  44  E.  23rd,  New  York  10,  Secy. 

American  Hospital  Association,  New  York,  Aug.  24-27,  1959-  Mr. 
Tol  Terrell,  San  Angelo,  Pres.;  Dr.  Edwin  L.  Crosby,  810  N. 
Lake  Drive,  Executive  Director. 

American  Laryngological,  Rhinological,  and  Otological  Society.  Dr. 
G.  D.  Hoople,  Syracuse,  N.  Y.,  Pres.;  Dr.  C.  S.  Nash,  708  Medi- 
cal Arts  Bldg.,  Rochester,  N.  Y.,  Secy. 

American  Neurological  Association,  Atlantic  City,  June  15-17,  1959. 
Dr.  Bernard  J.  Alpers,  Philadelphia,  Pres.;  Dr.  Charles  Rupp.  133 

S.  36th,  Philadelphia  4,  Secy. 

American  Orthopaedic  Association,  Lake  Placid.  N.  Y.,  June  15-18, 
1959.  Dr.  C.  Leslie  Mitchell,  Detroit,  Pres.;  Dr.  Lee  Ramsay 
Straub,  535  East  70th  St.,  New  York  21,  Secy. 

American  Proctologic  Society,  Atlantic  City,  June  15-18,  1959.  Dr. 
Karl  Zimmerman,  Pittsburgh,  Pres.;  Dr.  Norman  D.  Nigro,  10 
Peterboro,  Detroit  1.  Secy. 

American  Public  Health  Association,  Atlantic  City,  Oct.  19-23, 
1959.  Dr.  Leona  Baumgartner,  New  York,  Pres.;  Dr.  Berwyn  F. 
Mattison,  1790  Broadway,  New  York  19,  Executive  Secy. 
American  Society  of  Anesthesiologists.  Bal  Harbour.  Fla.,  Oa.  5-9. 
1959.  Dr.  Daniel  C.  Moore.  Seattle.  Pres.;  Dr.  J.  E.  Remlinger, 
Jr.,  188  W.  Randolph,  Chicago  1,  Secy. 

American  Society  of  Clinical  Pathologists,  Chicago,  Sept.  7-11, 
1959.  Dr.  Edward  L.  Burns,  Toledo,  Pres.;  Mr.  Claude  E.  Wells, 
2052  N.  Orleans.  Chicago  14,  Executive  Secy. 

International  College  of  Surgeons,  U.  S.  Chapter,  Chicago,  Sept. 
13-17,  1959.  Dr.  Edward  L.  Compere,  Chicago,  Pres.;  Mr.  Ross 

T.  Mclntire,  1516  Lake  Shore  Dr.,  Chicago,  Executive  Director. 
Radiological  Society  of  North  America.  Chicago,  Nov.  15-20,  1959. 

Dr.  Lawrence  L.  Robbins,  Boston.  Pres.;  Dr.  Donald  S.  Childs, 
713  E.  Genesee.  Syracuse  2,  N.Y.,  Secy. 

South  Central  Association  of  Blood  Banks,  Albuquerque,  March  or 
April,  I960.  Dr.  John  B.  Alsever,  Phoenix,  Pres.;  L.  Ruth  Guy. 
Ph.D.,  Room  1101,  Stoneleigh  Hotel,  Dallas,  Secy. 

Southern  Medical  Association,  Atlanta,  Ga..  Nov.  16-19.  1959. 
Dr.  Milford  O.  Rouse,  Dallas,  Pres.;  Mr.  V.  O.  Foster,  2601 
Highland  Avenue.  Birmingham  5.  Executive  Secy. 

Southern  Psychiatric  Association,  Dallas,  Oct.  4-6,  1959.  Dr.  J.  L. 
Knapp,  Dallas,  Pres.;  Dr.  Richard  Proctor,  Winston-Salem,  N.  C., 
Secy. 

Southern  Surgical  Association.  Hot  Springs,  Va.,  Dec.  8-10,  1959- 
Dr.  George  C.  Finney,  Baltimore,  Pres.;  Dr.  John  D.  Martin,  Jr., 
Emory  University,  Ga.,  Secy. 

Southwest  Regional  Cancer  Conference,  Fort  Worth,  Sept.  20.  1959- 
Dr.  W.  S.  Lorimer,  Jr.,  Fort  Worth,  Chm.;  Mrs.  Ira  Frances  Ball, 
264  W.  11th,  Fort  Worth,  Secy. 

Southwestern  Medical  Association,  Roswell,  N.  Mex.,  Oct-Nov., 
1959.  Dr.  A.  R.  Qausen,  Albuquerque.  Pres.;  Dr.  M.  D.  Thom- 
as, 1501  Arizona  St..  12-D,  El  Paso,  Secy. 

Southwestern  Society  of  Nuclear  Medicine.  Dr.  Herbert  C.  Allen. 
Jr.,  Houston,  Pres.;  Dr.  J.  R.  Maxfield,  Jr.,  2711  Oak  Lawn 
Avenue,  Dallas,  Secy. 

Southwestern  Surgical  Congress.  Dr.  Fred  H.  Krock,  Little  Rock. 
Pres.;  Mary  O’Leary,  813  Medical  Arts  Bldg..  Oklahoma  City. 
Exec.  Secy. 

Tri-State  Medical  Assembly,  Shreveport,  La.,  Oct.  2-3,  1959.  Dr. 
R.  B.  Langford.  Shreveport,  Pres.;  Dr.  J.  W.  Wilson,  Jr.,  940 
Margaret  Place,  Shreveport,  Secy. 

United  States-Mexico  Border  Public  Health  Association.  Albert  O. 
Itigoyen,  Mexico,  D.F.,  Pres.;  Dr.  Jorge  Roman,  243  United 
States  Court  House,  El  Paso.  Secy. 


State 

Private  Clinics  and  Hospitals  Association  of  Texas.  Dr.  Jack  S. 
Maxfield,  Dallas.  Pres.;  Mr.  Henry  E.  Taylor,  Medical  Arts 
Building,  Dallas,  Executive  Secy. 

Texas  Academy  of  General  Practice,  Galveston,  Oct.  4-7,  1939- 
Dr.  Charles  E.  Oswalt.  Jr.,  Fort  Stockton.  Pres.;  Mr.  Donald  G 
Jackson.  1905  N.  Lamar,  Austin.  Executive  Secy. 


Texas  Academy  of  Internal  Medicine.  San  Antonio,  Dec.  4-5,  1959. 
Dr.  Merton  M.  Minter,  San  Antonio.  Pres.;  Dr.  Hugo  T.  Engel- 
hardt,  1216  Main,  Houston,  Secy.  Meetings  restricted  to  members. 
Texas  Association  for  Mental  Health,  Austin,  I960.  Dr.  Paul 
Southern,  Abilene,  Pres.;  Mr.  John  Lane,  2410  San  Antonio.  Aus- 
tin, Executive  Direaor. 

Texas  Association  of  Obstetricians  and  Gynecologists,  Austin.  Feb- 
ruary, I960.  Dr.  Maurice  Meynier,  Houston,  Pres.;  Dr.  Hugh  W. 
Savage,  815  Fifth  Ave.,  Fort  Worth,  Secy. 

Texas  Club  of  Internists.  Dr.  D.  D.  Warren,  Waco,  Pres.;  Dr.  L.  C. 

Carter,  2600  Procter,  Port  Arthur,  Secy. 

Texas  Division,  American  Cancer  Society,  Austin,  Dec.,  1959- 
Dr.  John  A.  Wall,  Houston,  Pres.;  Mr.  Curt  W.  Reimann,  5014 
Bull  Creek  Rd..  Austin  3,  Executive  Direaor. 

Texas  Pediatric  Society,  Houston,  September  or  Oaober,  1959.  Dr. 
Bruce  A.  KnickerlxKker,  Dallas,  Pres.;  Dr.  James  N.  Walker. 
5216  W.  Freeway,  Fort  Worth,  Secy. 

Texas  Proctologic  Society,  Dallas,  February,  I960.  Dr.  Alvin  Bald- 
win, Dallas,  Pres.;  Dr.  H.  Gray  Carter.  915  St.  Joseph  St., 
Dallas,  Secy. 

Texas  Public  Health  Association.  Dr.  D.  R.  Reilly,  San  Angelo. 
Pres.;  Mr.  Joseph  N.  Murphy,  Jr.,  Box  4012,  Austin  51,  Execu- 
tive Secy. 

Texas  Radiological  Sociay,  Houston,  January.  I960.  Dr.  Herman 
C.  Sehested,  Fort  Worth.  Pres.;  Dr.  R.  P.  O’Bannon,  1216 
Pennsylvania,  Fort  Worth,  Secy. 

Texas  Rheumatism  Association,  San  Antonio,  Dec.  4,  1959.  Dr. 
Warren  W.  Moorman,  Fort  Worth.  Pres.;  Dr.  J.  Morris  Horn. 
3707  Gaston,  Dallas,  Secy. 

Texas  Sociay  on  Aging,  Dallas,  Oct.  16-17,  1959.  Mr.  Herbert 
Shore,  Dallas,  Pres.;  Mrs.  William  B.  Ruggles,  3701  Stratford, 
Dallas,  Secy.-Treas. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Fort  Worth, 
Dec.  4-5,  1959-  Dr.  James  T.  Robison,  Austin,  Pres.;  Dr.  Edwin 
G.  Grafton,  4319  Oak  Lawn.  Dallas.  Secy. 

Texas  Tuberculosis  Association,  Abilene,  March,  I960.  Mr.  Zeb 
Rike,  McAllen,  Pres.;  Miss  Pansy  Nichols,  P.  O.  Box  6158,  Aus- 
tin 21,  Executive  Direaor. 

Texas  Urological  Society,  Waco,  1959-  Dr.  William  Heck.  San 
Antonio,  Pres.;  Dr.  Moreton  A.  Magid,  1525  Colcord  Ave., 
Waco.  Secy. 


District 


First  Distria  Society.  Dr.  H.  D.  Garrett.  El  Paso,  Pres.;  Dr.  E.  S. 

Crossat,  1501  Arizona  St.,  El  Paso,  Secy. 

Second  Distria  Society,  Lamesa.  Dr.  Oscar  E.  Rhode,  Colorado  City, 
Pres.;  Dr.  John  H.  Chinn,  Jr.,  Colorado  City,  Secy. 

Fourth  Distria  Society,  San  Angelo,  May  16,  1959.  Dr.  W.  L. 
Smith,  San  Angelo,  Pres.;  Dr.  S.  Braswell  Locker.  1501  11th  St., 
Brown  wood.  Secy. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July  10-11,  1959- 
Dr.  O.  L.  Riley,  Corpus  Christi,  Pres.;  Dr.  Thelma  Frank,  1314 
16th  St.,  Corpus  Christi,  Secy. 

Seventh  Distria  Society.  Dr.  Robert  N.  Snider,  Austin,  Pres.;  Dr. 

Richard  Lucas,  502  W.  13.  Austin,  Secy. 

Eighth  Distria  Society,  Viaoria.  Dr.  Joseph  Magliolo,  Dickinson, 
Pres.;  Dr.  M.  Warren  Hardwick,  829  E.  Mulberry.  Angleton, 
Secy. 

Ninth  Distria  Society.  Brenham,  I960.  Dr.  Haden  E.  McKay,  Hum- 
ble, Pres.;  Dr.  Lyman  C.  Blair,  1212  Rothwell,  Houston,  Secy. 
Tenth  District  Society,  Beaumont.  1959.  Dr.  Albert  L.  Delaney, 
Liberty,  Pres.;  Dr.  Irving  M.  Richman,  3280  Fannin  St..  Beau- 
mont, Secy. 

Eleventh  Distria  Society,  Palestine,  Sept.  9,  1959.  Dr.  Ben  Wilson, 
Tyler,  Pres.;  Dr.  Phillip  W.  Taylor.  833  S.  Bakham,  Tyler,  Secy. 
Twelfth  Distria  Society,  A&M  College.  July  4,  1959-  Dr.  Paul  H. 
Mitchell,  Corsicana,  Pres.;  Dr.  J.  M.  Brown,  Torbett  Clinic,  Mar- 
lin, Secy. 

Thirteenth  Distria  Society.  Dr.  W.  R.  Sibley,  Abilene.  Pres.;  Dr. 

R.  D.  Moraon,  1217  W.  Cannon,  Fort  Worth,  Secy. 

Fifteenth  Distria  Society.  Dr.  Charles  Wise,  Naples.  Pres.;  Dr.  George 
Bennett,  402  S.  Bolivar.  Marshall,  Secy. 


Clinics 


Blackford  Memorial  Cancer  Lectures,  Denison,  Nov.  3.  1959  (tenta- 
tive). Dr.  R.  G.  Gerard,  509  S.  Mirick,  Denison,  Chm. 

Dallas  Southern  Clinical  Society,  Dallas,  March  21-23,  I960.  Dr. 
T.  Haynes  Harvill,  Dallas.  Pres.;  Millard  J.  Heath,  433  Medical 
Arts  Bldg.,  Dallas  1,  Executive  Officer. 

International  Medical  Assembly  of  Southwest  Texas,  San  Antonio, 
Jan.  25-27,  I960.  Dr.  Alvin  O.  Severance.  San  Antonio,  Pres.; 
S.  E.  Cockrell,  202  W.  French  Place,  San  Antonio,  Exec.  Secy. 
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New  Orleans  Graduate  Medical  Assembly.  Dr.  Jo  Weilbaecher,  New 
Orleans,  Pres.;  Dr.  Maurice  E.  St.  Martin,  1430  Tulane  Ave., 
New  Orleans  12,  Secy. 

North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  Frank 
J.  Lee,  1300  8th,  Wichita  Falls,  Chm. 

Oklahoma  City  Clinical  Society  Conference,  Oklahoma  City.  Oct. 
26-2S.  1959.  Dr.  Ralph  A.  Smith.  Oklahoma  City,  Pres.;  Miss 
Alma  F.  O’Donnell.  503  Medical  Arts  Bldg.,  Oklahoma  City  2, 
Executive  Secy. 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston,  July  20-22, 
1959.  Dr.  Herbert  H.  Harris,  Houston,  Pres.;  Dr.  C.  Forrest 
Jorns,  Secy.,  Exec.  Office,  412  Jesse  Jones  Library  Bldg., 
Houston  25. 


Board  Examinations 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  June  22-24, 
1959.  Dr.  M.  H.  Crabb,  Fort  Worth,  Secy.;  Mrs.  Luanha  Reddin, 
1714  Medical  Arts  Bldg.,  Fort  Worth,  Assistant  Secy. 


MEDICOLEGAL  NOTES 

Major  Problem  of  Physicians: 

Should  Records  Be  Stored? 

Physicians  constantly  are  faced  with  the  problem  of 
what  to  do  with  medical  records — should  they  be  destroyed 
or  stored  and  if  they  may  be  destroyed,  when  is  it  safe 
to  do  so?  The  following  questions  are  typical  of  those 
asked  by  physicians  in  regard  to  medical  records: 

"How  long  are  we  required  by  law  to  keep  original 
x-rays?” 

"Are  microfilms  legally  acceptable  as  a substitute  for 
original  x-ray  films  or  medical  records?” 

"How  long  should  microscopic  slides  prepared  from 
tissue  specimens  be  maintained?  Should  they  be  filed  in- 
definitely?” 

"Should  I destroy  tissue  specimen  reports  or  are  they 
part  of  the  medical  record?” 

"Nurses’  notes  are  space  consuming.  Are  they  part  of 
the  medical  record  or  can  they  be  destroyed?” 

"What  about  paraffin  blocks,  temperature  sheets,  and 
electrocardiogram  tracings?” 

As  can  be  seen  from  these  questions,  there  are  basically 
two  distinct  points  which  the  physicians  are  desiring  to 
have  clarified:  (1)  What  is  to  be  considered  as  a part 
of  the  medical  record?  (2)  How  long  should  the  medical 
record  be  kept? 

The  following  points  should  be  beneficial  in  answering 
these  questions. 

1.  It  has  been  said  that  "a  medical  record  is  the  com- 
pilation of  the  pertinent  facts  of  the  patient’s  life  history, 
his  illness,  and  treatment.  In  a larger  sense  the  medical 
record  is  a compilation  of  scientific  data  derived  from 
many  sources,  coordinated  into  a document  and  available 
for  various  uses,  personal  and  impersonal,  to  serve  the 
patient,  the  physician,  the  institution  in  which  the  patient 
has  been  treated,  the  science  of  medicine,  and  society  as 
a whole.”* 

This  definition  of  medical  records  seems  to  indicate 
clearly  that  all  information,  be  it  history,  x-rays,  tissue 
reports,  nurses’  notes,  and  the  like,  accumulated  pursuant 
to  the  care  and  treatment  rendered  a patient  is  to  be 
considered  a part  of  the  medical  record. 

2.  In  light  of  legislative  enactments  in  recent  years,  it 


* Emanuel  Hayt,  Lillian  R.  Hayt,  and  August  H.  Groes- 
chel:  Law  of  Hospital,  Physician  and  Patient,  Hew  York, 
Hospital  Textbook  Company,  1952. 


would  appear  to  be  acceptable  to  microfilm  such  portions 
of  the  medical  records  as  are  capable  of  being  micro- 
filmed, and  such  microfilms  properly  identified  would  be 
admissible  in  court  in  lieu  of  the  original  records.  How- 
ever, if  litigation  is  pending  or  has  been  threatened,  it 
would  be  wise  to  retain  the  originals  if  they  are  still 
available  until  the  matter  has  been  resolved. 

3.  These  medical  records  are  invaluable  in  the  event 
the  patient  subsequently  should  sue  the  physician  for  mal- 
practice. Consequently,  from  a legal  standpoint,  I believe 
that  the  physician  should  retain  all  of  the  medical  record 
until  such  time  as  any  action  for  malpractice  is  barred  by 
the  statute  of  limitations. 

4.  In  Texas  the  statute  of  limitations,  as  pertains  to 
actions  for  malpractice,  requires  that  the  suit  be  brought 
within  2 years  of  the  date  of  the  allegedly  negligent  act 
complained  of  or  the  action  is  thereafter  barred. 

5.  There  is  one  important  exception  which  must  be 
considered  in  regard  to  the  statute  of  limitations,  and  that 
concerns  cases  involving  minors.  The  statute  of  limitations 
does  not  commence  to  run  against  a minor  until  he  reaches 
the  age  of  21. 

6.  From  a legal  standpoint,  I recommend  that  physi- 
cians maintain  the  complete  medical  record  of  adults  for 
a period  of  not  less  than  2 years.  When  a minor  is  in- 
volved, the  complete  medical  record  should  be  kept  for 
a minimum  of  2 years  after  the  minor  has  reached  his 
twenty-first  birthday. 

7.  If  a suit  has  been  threatened  or  is  pending,  the 
complete  medical  record  should  be  kept  until  the  issue 
is  finally  resolved  regardless  of  whether  it  is  felt  that 
the  stamte  of  limitations  will  act  as  a bar  to  the  case.  Use 
of  the  medical  records  may  be  necessary  to  establish  that 
the  statute  of  limitations  in  fact  has  barred  the  action. 

8.  Aside  from  the  legal  aspects  involved,  the  physician 
of  course  should  retain  the  medical  record  so  long  as  there 
is  scientific,  historical,  or  teaching  value  to  such  record  or 
so  long  as  the  patient  might  have  further  need  of  it,  for 
example,  if  a patient  is  moving  from  one  city  to  another 
and  asking  that  his  record  be  forwarded  to  his  family 
physician  at  his  new  residence. 

Philip  R.  Overton,  LL.B.,  Austin. 


Legislative  Action  Still  Pends 
On  Health  Related  Bills 

Texas  physicians  and  other  persons  particularly  interested 
in  health  bills  or  related  legislation  will  be  keeping  a close 
watch  on  action  of  both  houses  of  the  Texas  Legislamre 
in  weeks  to  come. 

A complete  list  of  such  bills  appeared  in  the  March  is- 
sue of  the  Texas  State  Journal  of  Medicine.  At  press  time 
for  the  April  issue,  the  picmre  on  some  of  the  bills  looked 
like  this: 

H.  B.  204-S.B.  121,  which  would  require  licensing  of 
all  hospitals  in  Texas  with  exception  of  nursing  homes, 
private  mental  hospitals,  and  certain  federal  and  state  hos- 
pitals, had  been  reported  favorably  by  the  Public  Health 
Committees  of  both  House  and  Senate. 

Supported  by  both  the  Texas  Medical  Association  and 
the  Texas  Hospital  Association,  such  licensing  would  not 
affect  management  or  staffs  of  hospitals,  but  would  empha- 
size safety,  fire  prevention,  and  sanitation.  The  license  fee, 
both  initially  and  annually,  would  be  $1  per  bed  with  a 
minimum  of  $25  for  hospitals  with  less  than  25  beds;  a 
maximum  of  $500  for  those  with  more  than  500  beds. 
Licensing  would  be  under  the  State  Board  of  Health.  Texas 
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is  one  of  only  three  states  which  do  not  have  such  licens- 
ing laws  already. 

S.B.  151-H.B.  487,  pertaining  to  the  administration, 
dispensing,  and  selling  at  retail  of  exempt  narcotics,  was 
reported  favorably  by  the  Senate  Jurisprudence  Committee 
and  the  House  Public  Health  Committee  in  March.  This 
bill  attempts  to  eliminate  outlets  like  pool  halls  and  filling 
stations  from  qualifying  to  handle  these  exempt  narcotics 
for  resale  and  places  these  drugs  under  professional  con- 
trol. It  also  provides  a penalty  for  using  a minor  as  an 
agent.  Pharmacists  could  sell  these  drugs  without  prescrip- 
tion, but  would  be  limited  as  to  amount  to  be  sold  to  one 
person  within  a 48  hour  period.  This  is  one  of  several 
bills  strengthening  Texas  narcotics  laws  which  are  under 
consideration. 

On  March  31,  H.B.  421,  which  would  recodify  com- 
pletely the  Texas  mberculosis  stamtes,  was  approved  by 
the  House  Committee  on  State  Hospitals  and  Special 
Schools.  It  pertains  not  only  to  the  care  and  treatment  of 
persons  afflicted  with  tuberculosis,  but  also  to  the  care  of 
the  tuberculous  indigent  and  the  person  who  refuses  care 
and  treatment. 

H.B.  264,  designed  to  permit  donation  and  bequest  of 
human  bodies  and  organs,  passed  both  houses  and  was  on 
its  way  to  the  Governor.  Known  as  "the  tissue  bill,”  it 
will  allow  persons  to  give  their  bodies,  or  parts  thereof, 
by  will  or  simple  written  instrument  | for  medical  research 
or  for  replacement  or  rehabilitation  of  diseased  or  wornout 
organs  of  living  humans. 

The  House  passed  H.B.  9,  which  would  establish  a new 
medical  school  in  Bexar  County,  on  March  20.  Its  com- 
panion bill  is  S.B.  13. 

Still  pending  in  a subcommittee  of  the  Senate  was 
S.B.  28,  which  is  supported  by  the  Texas  Medical  Associa- 
tion. This  bill  would  create  a state  medical  examiner 
commission,  a chief  medical  examiner,  and  appointed  re- 
gional medical  examiners  upon  requests  of  commissioners’ 
courts. 

H.B.  42,  pertaining  to  certification  of  psychologists,  was 
still  pending  in  the  State  Affairs  Committee  of  the  House, 
where  it  was  set  for  a hearing  April  7.  This  bill  is  simi- 
lar to  one  submitted  at  the  last  regular  session  and  is 
opposed  by  the  Texas  Medical  Association  Council  on 
Medical  Jurisprudence  on  the  basis  that  it  represents  an- 
other inroad  into  the  private  practice  of  medicine. 

H.B.  213  would  permit  nonprofit  corporations  and  as- 
sociations to  employ  physicians  on  a salary,  commission, 
or  other  basis  of  compensation.  If  enacted,  the  corporation 
could  receive  fees,  charges,  and  reimbursements  for  the 
doctor’s  services.  The  Council  on  Medical  Jurisprudence 
points  out  that  corporations,  as  such,  lack  the  qualifications 
necessary  for  a license,  and  their  activities  become  illegal 
without  a license.  It  also  should  be  noted  that,  at  present, 
physicians  violate  state  laws  if  they  accept  employment  to 
practice  medicine  for  an  individual,  firm,  or  corporation 
not  duly  licensed  to  practice  medicind.  If  H.B.  213  is 
passed,  it  would  authorize  corporate  practice  and  "third 
party”  or  panel  medicine.  The  bill  currently  is  in  com- 
mittee. 

S.B.  273,  an  amended  bill  replacing  H.B.  37  and  S.B. 
196,  was  introduced  March  4.  It  is  the  enabling  legislation 
for  the  constimtional  amendment  apprbved  by  the  voters 
of  Texas  last  November  pertaining  to  needy  recipients  of 
old  age  assistance,  aid  to  the  blind,  aid  to  dependent  chil- 
dren, and  aid  to  the  permanently  and  totally  disabled. 
Amending  Section  12  is  in  regard  to  certification  by 
physicians  for  need  of  medical  care.  The  Texas  Medical 
Association  Council  on  Medical  Jurisprudence  had  taken 
no  action  for  or  against  the  bill. 


Keogh-Simpson  Bill  Making  Progress 

The  Keogh-Simpson  bill,  which  would  permit  the  self- 
employed  to  defer  taxes  on  as  much  as  10  per  cent  of 
adjusted  gross  income  up  to  $2,500  a year  provided  the 
money  is  placed  in  retirement  plans,  was  passed  in  the 
United  States  House  of  Representatives  with  surprising 
ease  during  March,  the  American  Medical  Association’s 
Washington  staff  reports.  Only  about  20  lawmakers  of  more 
than  200  on  the  floor  voted  "no”  on  the  voice  vote  tally. 

The  bill  at  this  time  is  receiving  consideration  in  the 
Senate,  where  it  is  anticipated  more  opposition  will  be 
met  than  was  true  in  the  House.  The  big  question  in  the 
Senate  is  whether  backers  will  push  for  hearings  this  year 
or  wait  until  the  next  session,  when  the  budget  issue  may 
be  more  settled.  There  are  almost  two  entire  sessions 
for  consideration  of  the  measure  in  the  Senate.  The  Amer- 
ican Medical  Association  officials  recommend  that  Texas 
physicians  interested  in  passage  of  the  measure  write  now 
to  Senators  Lyndon  Johnson  and  Ralph  Yarborough,  ex- 
pressing their  opinions. 


Regression  in  Epilepsy  Law  Seen 

"Epilepsy  and  Texas  Law”  are  discussed  by  Dr.  Alex 
Newman  of  Jefferson  Davis  Hospital,  Houston,  in  the 
spring,  1958,  issue  of  the  South  Texas  Law  Journal. 

A 1957  Texas  Supreme  Court  decision,  in  the  case  of 
Texas  Prudential  Insurance  Company  versus  Dillard,  "ap- 
pears to  have  taken  judicial  notice  that  epilepsy  will  breach 
the  'good  health’  provision  of  an  insurance  policy,”  Dr. 
Newman  writes.  "This  decision  was  made  in  spite  of  un- 
disputed medical  or  expert  testimony  offered  to  the  effect 
that  the  insured,  though  afflicted  with  epilepsy,  the  clinical 
manifestations  of  which  were  controlled  by  medication,  was, 
in  fact,  'in  sound  health  for  all  purposes,’  ” he  continues, 
pointing  out  that  the  court  has  proceeded  further  in  its 
medical  analysis  and  has  implied  that  epilepsy,  though 
controlled,  represents  a serious  threat  to  life. 

The  three  major  types  of  epilepsy  are  categorized  in  the 
evidence.  Dr.  Newman’s  article  states,  but  the  court  fails 
to  make  a distinaion  between  the  milder  and  most  severe 
forms,  leading  to  the  assumption  that  the  decision  applies 
to  all  three  forms. 

"This  decision  comes  as  a great  surprise  at  this  time 
and  represents  a definite  regression  in  the  light  of  modern 
medical  progress,  which,  in  the  control  of  epileptic  seizures, 
has  rendered  antiquated  the  epilepsy  laws  m most  of  the 
states.” 


Texas  Ranks  High 
in  Hill-Burton  Program 

Texas  ranks  third  among  the  states  in  having  182 
projects  in  operation  dlf  under  construction  under  the  Hill- 
Burton  program  as  of  December,  1958,  according  to  the 
Public  Health  Service.  The  total  number  of  projects  ap- 
proved in  the  past  12  years  was  4,315,  with  an  estimated 
cost  of  $3,642,634,800  and  United  States  share  of  $1,126,- 
007,345.  Of  these,  3,993  projects  are  in  operation  or  under 
construction,  encompassing  170,040  beds,  1,073  health 
units  and  miscellaneous  facilities.  Other  than  Texas,  states 
with  the  most  projects  are  North  Carolina  with  283, 
Georgia  with  234,  and  California  with  174. 
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MEDICAL  MEETINGS 

West  Texas  Tumor  Conference 
Set  for  San  Angelo  May  16 

The  West  Texas  Tumor  Conference,  sponsored  jointly 
by  the  Tom  Green-Eight  County  Medical  Society  and  the 
Texas  Division  of  the  American  Cancer  Society,  will  be 
held  May  16  in  San  Angelo. 

All  Texas  physicians  are  invited  to  attend  the  9 a.  m.- 
5 p.  m.  session  at  the  Town  House  Hotel,  although  West 
Texas  doctors  will  receive  special  reservation  cards  by 
mail. 

Three  outstanding  speakers  will  address  the  conference. 
Dr.  Arthur  Purdy  Stout,  chairman  of  the  Department  of 
Surgical  Pathology  at  Columbia  University,  College  of 
Physicians  and  Surgeons,  New  York,  will  speak  on  "Soft 
Tissue  Tumors”  and  on  "Relationship  of  Benign  Tumors 
of  the  Breast  to  Cancer.”  He  also  will  be  after-dinner 
speaker  for  a banquet  attended  by  physicians  and  their 
wives. 

Dr.  Clifton  D.  Howe,  chief  of  clinics  of  the  M.  D. 
Anderson  Hospital  and  Tumor  Instimte,  Houston,  will 
speak  on  "The  Chemotherapy  of  Cancer”  and  "Viruses  in 
Cancer.” 

"Early  Diagnosis  in  Colon  Lesions”  and  "Combination 
Chemotherapy  and  Surgery  in  the  Treatment  of  Colon 
Tumors”  will  be  the  topics  of  Dr.  Gerald  Owen  Mc- 
Donald, assistant  professor  of  surgery.  University  of  Illi- 
nois College  of  Medicine,  Chicago. 

Reservations  may  be  made  by  writing  the  program 
chairman.  Dr.  Tom  Hunter,  at  the  Clinic-Hospital  of  San 
Angelo,  224-234  West  Beauregard  Avenue,  San  Angelo. 


Medical  Assistants  Slate 
May  8-10  Convention 

The  Texas  Medical  Assistants  Association  will  hold  its 
state  convention  in  Austin  May  8-10,  with  headquarters  at 
the  Stephen  F.  Austin  Hotel.  Doctors  and  other  interested 
persons  are  invited  to  attend,  though  only  members  will 
have  voting  privileges.  The  registration  fee  of  |10  includes 
both  business  and  social  sessions. 

The  convention  will  open  at  8 a.  m.  May  8 with  a 
workshop  for  local  and  state  officers,  followed  by  an 
executive  committee  meeting. 

Saturday  sessions  will  include  an  organizational  meeting 
for  new  county  groups  and  nominating  and  constimtion 
and  by-laws  committee  meetings. 

Speakers  during  the  general  business  session  will  include 
Austin  Mayor  Tom  Miller;  Roy  Cates,  executive  secretary 
of  the  Travis  County  Medical  Society;  Mrs.  LeNell  Knebel, 
president  of  the  Travis  County  Medical  Assistants  group; 
Mrs.  Mary  Ruth  Ashmore  of  San  Antonio,  president  of 
the  Texas  Medical  Assistants  Association.  Past  and  present 
county  presidents  will  be  honored  at  a style  show  lunch- 
eon, after  which  the  House  of  Delegates  will  meet. 

Dr.  F.  S.  Bambace  of  San  Antonio  will  moderate  a 
Saturday  afternoon  educational  forum.  Speakers  will  in- 
clude Dr.  Howard  O.  Smith  of  Marlin,  retiring  president 
of  the  Texas  Medical  Association;  Dr.  Albert  A.  Tisdale, 
Austin  orthopedic  surgeon;  Dr.  William  F.  McLean,  Aus- 
tin gynecologist;  attorney  Pat  Bailey  of  Austin;  Dr.  George 
Tipton,  Austin  surgeon;  and  Charles  T.  Lux  of  Austin, 
executive  vice-president  of  Associated  Credit  Bureaus  of 
Texas. 

C.  Lincoln  Williston,  executive  secretary  of  the  Texas 


Medical  Association,  will  be  chief  speaker  at  the  Samrday 
night  installation  banquet,  at  which  Mrs.  Lucille  Swear- 
ingen of  Bartlesville,  Okla.,  president  of  the  American 
Association  of  Medical  Assistants,  will  preside. 

On  Sunday  morning,  the  group  will  be  taken  on  a tour 
of  Austin,  including  a stop  for  coffee  at  the  Texas  Medi- 
cal Association  headquarters  building  as  guests  of  Mr. 
Williston  and  the  staff. 

The  American  Association  of  Medical  Assistants  was 
organized  in  Milwaukee  in  October,  1956,  and  the  Texas 
Medical  Assistants  Association  followed  in  February,  1957. 
Membership  in  the  latter  group  is  open  to  any  person 
who  has  been  employed  for  as  much  as  one  year  as  a 
medical  assistant  by  members  of  the  Texas  Medical  As- 
sociation. The  American  Medical  Association  has  approved 
the  activities  of  the  national  group,  whose  objectives  paral- 
lel those  of  the  medical  profession.  The  Committee  on 
Patient  Care  of  the  Texas  Medical  Association  has  en- 
dorsed the  objectives  of  the  state  and  local  groups  here, 
and  five  Texas  physicians  serve  as  an  advisory  board  for 
the  state  organization. 

Chapters  now  exist  in  Harris,  East  Harris,  Bexar,  Travis, 
Lubbock-Crosby,  Galveston,  McLennan,  Dallas,  Tarrant, 
and  Tom  Green-Coke-Crockett-Concho-Irion-Sterling-Sutton- 
Schleicher  Counties.  National,  state,  and  local  dues  are 
$5  each. 

Mrs.  Avadne  Tramp  of  Austin  is  convention  program 
chairman. 


Andujar  Honored  by  Award 
At  Public  Health  Convention 

At  the  thirty-fourth  annual  meeting  of  the  Texas  Public 
Health  Association  held  February  22-25  in  San  Antonio, 
Dr.  John  J.  Andujar  of  Fort  Worth  was  recipient  of  the 
Bryant  Award,  given  to  the  person  who  has  contributed 
the  greatest  advancement  to  public  health  the  preceding 
year.  He  founded  a new  test  for  syphilis. 

Dr.  Howard  O.  Smith  of  Marlin,  President  of  the 
Texas  Medical  Association,  spoke  on  "The  Texas  Medical 
Association  and  the  Texas  Public  Health  Association:  A 
Team  for  Public  Health”  during  the  meeting.  Other  Texas 
Medical  Association  participants  included  Dr.  J.  E.  Peavy, 
Austin;  Dr.  Carl  F.  Moore,  Jr.,  Austin;  Dr.  Fred  K. 
Laurentz,  Houston;  Dr.  E.  S.  Irvine  and  Dr.  E.  W.  Irvine, 
Wichita  Falls;  Dr.  Austin  E.  Hill,  Houston;  Dr.  D.  R. 
Reilly,  San  Angelo;  Dr.  W.  V.  Bradshaw,  Fort  Worth; 
Dr.  Roy  G.  Reed,  Victoria;  Dr.  Carl  A.  Nau,  Galveston; 
and  Dr.  Moss  M.  Dorbandt,  San  Antonio.  Also  on  the 
program  was  Dr.  Leona  Baumgartner,  president  of  the 
American  Public  Health  Association,  New  York. 

New  officers  of  the  Association  are  president,  John  T. 
Warren,  Austin;  president-elect,  Mrs.  Maggie  Belle  Davis, 
Corpus  Christi;  first  vice-president,  Reuben  D.  Wende, 
Houston;  second  vice-president,  Kenneth  T.  Crane,  San 
Antonio;  and  executive  secretary,  Joseph  N.  Murphy,  Jr., 
Austin. 

The  I960  meeting  of  the  organization  will  be  held  in 
Galveston,  February  21-24. 

Dr.  Allen  Heads  Nuclear  Meeting 

The  fourth  annual  meeting  of  the  Southwestern  Society 
of  Nuclear  Medicine  was  held  in  the  Roosevelt  Hotel,  New 
Orleans,  March  14-15,  under  the  presidency  of  Dr.  Herbert 
C.  Allen  Jr.  of  Houston.  Dr.  Allen  moderated  one  of  the 
program  panels,  a symposium  on  scintillation  scanning. 
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Texas  Hospital  Convention 
Will  be  Held  May  11-14 

The  Texas  Hospital  Association  is  getting  ready  for  its 
convention,  May  11-14  at  the  Shamrock  Hilton  in  Houston. 

The  session  will  be  opened  on  Tuesday  with  a speech 
on  "The  Shape  of  Things  to  Come.”  Sectional  meetings 
Wednesday  will  be  composed  of  the  following  topics:  "The 
Advantages  of  a Hospital  Auxiliary  to  the  Modern  Hos- 
pital— Large  and  Small”;  "Staffing  Your  Hospital”;  "Pro- 
gressive Care — Its  Blessings  and  Pitfalls”;  and  "Problems 
of  Staphylococcus  Infections”;  "Nursing — Quo  Vadis 
(Whither  Goest  Thou?).” 

"Your  Hospital  and  the  Law,”  topic  of  the  Thursday 
session,  will  run  concurrently  with  the  House  of  Delegates 
meeting.  President  of  the  American  College  of  Hospital 
Administrators,  Anthony  W.  Eckert,  will  speak  on  the 
"Problems  of  Prepayment”  and  the  past  president  will 
speak  on  "The  Problems  of  Rising  Hospital  Costs.”  The 
annual  banquet  and  dance  will  climax  the  convention. 


Medicine,  Vacation  to  Meet 
In  Honolulu  and  Ship 

The  University  of  Southern  California  School  of  Medi- 
cine will  offer  its  second  annual  postgraduate  refresher 
course  in  Honolulu  and  on  board  the  S.  S.  Lurline  from 
July  29  through  August  15. 

The  course  is  arranged  so  each  physician  may  select 
topics  which  best  suit  his  needs;  emphasis  is  on  practical 
diagnosis  and  treatment.  In  addition  to  didactic  lecmres, 
there  will  be  workshops  in  radiologic  and  electrocardio- 
graphic interpretations,  as  well  as  in  the  diagnosis  of 
jaundice  and  water  and  electrolyte  balance.  Tuition  is 
$125  for  complete  course  on  island  and  ship,  $100  for 
island  portion  only. 

Further  information  is  available  from  Dr.  Phil  R.  Man- 
ning, director  of  the  postgraduate  division  of  the  school, 
2025  Zonal  Avenue,  Los  Angeles  33. 


Foreign  Doctors  to  Attend 
Mental  Retardation  Conference 

The  first  International  Medical  Conference  on  Mental 
Retardation  will  be  held  at  the  Eastland  Hotel  in  Portland, 
Maine,  July  27-31,  a time  particularly  convenient  for 
physicians  returning  from  the  International  Pediatric  Con- 
gress in  Montreal,  Canada,  just  previous. 

Participating  on  the  program  will  be  physicians  from 
the  United  States,  England,  Germany,  Austria,  and  France. 
Facilities  for  simultaneous  interpretation  from,  and  into, 
other  languages  will  be  available  for  all  general  sessions. 


Chest  Physicians  Slate  25th  Anniversary 

When  the  American  College  of  Chest  Physicians  holds 
its  silver  anniversary  meeting  in  Atlantic  City  June  3-7, 
it  will  publish  a history  of  the  growth  of  the  organization 
since  its  first  meeting  in  1935.  The  scientific  program 
will  include  speakers  on  all  aspects  of  heart  and  lung 
diseases,  and  a number  of  doctors  from  foreign  countries 
are  expected  to  attend. 

Examinations  for  fellowship  in  the  College  will  be  held 
on  June  4. 


Southwest  Allergy  Forum  April  26-28 

The  Southwest  Allergy  Forum  will  hold  its  twentieth 
annual  meeting  April  26-28  at  the  Shamrock  Hilton  Hotel 
in  Houston. 

Texans  on  the  program  include  Dr.  Richard  L.  Etter, 
Houston,  forum  president;  Dr.  Donald  M.  Gready,  Hous- 
ton, president  of  the  Harris  County  Medical  Society;  Dr. 
Boen  Swinny,  San  Antonio;  Boen  Swinny,  Jr.,  Galveston; 
and  Dr.  Salmon  R.  Halpern,  Dallas. 

Also  Dr.  S.  H.  Jaros,  Harlingen;  Dr.  William  C.  Grater, 
Dallas;  Dr.  T.  S.  Painter,  Jr.,  Austin;  Dr.  Albert  H. 
Unger,  El  Paso;  Dr.  David  M.  Earl,  Houston;  Dr.  Wilson 
G.  Brown,  Houston;  Dr.  J.  M.  Robison,  Houston;  Capt. 
Hans  Pollack  and  Capt.  Robert  E.  Smith,  Lackland  Air 
Force  Base  USAF  Hospital;  and  Dr.  Bernard  T.  Fine,  San 
Antonio. 

Chairmen  of  the  various  sessions  include  Dr.  James  R. 
Holman,  Dallas;  Dr.  Clyde  F.  Elkins,  Lubbock;  Dr.  Alan 
G.  Cazorr,  Little  Rock;  Dr.  Ethan  Allan  Brown,  London, 
England;  and  Dr.  W.  H.  Browning,  Shreveport. 


Occupational  Health  Congress 

The  thirteenth  International  Congress  on  Occupational 
Health,  first  to  be  held  in  the  Western  Hemisphere,  will 
be  convened  in  New  York  July  25-29,  I960,  with  Dr. 
Leo  Wade  of  New  York  as  chairman  of  the  organizing 
committee.  The  congresses  are  sponsored  by  the  Permanent 
Committee  and  International  Association  on  Occupational 
Health. 

Submission  of  papers  for  presentation  at  the  congress  are 
being  invited.  Further  information  may  be  requested  from 
Dr.  Irving  R.  Tabershaw,  chairman  of  the  Scientific  Pro- 
gram Committee,  International  Congress  on  Occupational 
Health,  375  Park  Avenue,  New  York. 


Surgeons  to  Tour  Even  Russia 

The  International  College  of  Surgeons  has  slated  a mid- 
summer postgraduate  tour  of  Europe,  which  will  give 
American  members  an  opportunity  to  meet  many  of  their 
fellow  physicians  abroad. 

All  major  countries  in  Europe  are  included,  and  tour 
participants  will  attend  the  International  College  of  Sur- 
geons meeting  in  Amsterdam  July  25-26,  another  in  Hel- 
sinki August  8-9,  and  a third  in  Vienna  August  19-20. 
Leningrad  and  Moscow  are  included  on  the  itinerary. 
Those  going  by  ship  will  leave  New  York  on  July  17, 
those  who  will  fly,  on  July  24. 

Further  information  is  available  from  Dr.  Ross  T.  Mc- 
Intire,  executive  director  of  the  international  college,  1516 
Lake  Shore  Drive,  Chicago  10. 


Oregon  Dates  Texas  Speakers 

An  Oregon  Cancer  Conference  is  being  held  July  16-17 
in  Portland,  under  joint  sponsorship  of  the  Oregon  State 
Medical  Society,  Oregon  Division  of  the  American  Cancer 
Society,  University  of  Oregon  Medical  School,  and  Oregon 
Academy  of  General  Practice.  The  meeting  is  planned 
for  midsummer  as  a special  feature  of  the  Oregon  Cen- 
tennial celebration. 
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Laws  Governing  Medical  Research 
To  Be  Reviewed  at  May  Conference 

The  first  National  Conference  on  the  Legal  Environment 
of  Medical  Science  will  be  held  May  27-28  at  the  Uni- 
versity of  Chicago  under  sponsorship  of  the  National  So- 
ciety for  Medical  Research.  The  conference  will  attempt  to 
reach  agreements  on  ethical  standards  for  the  experimental 
use  of  human  volunteers,  cadavers,  and  laboratory  animals 
and  to  develop  principles  for  a model  legal  code  to  govern 
research  in  medicine. 

Participants  will  include  scientists,  legal  scholars,  reli- 
gious leaders,  and  representatives  of  various  groups  affected 
by  differing  practice,  decisions,  and  laws.  Inquiries  relating 
to  the  conference  may  be  addressed  to  the  National  Society 
for  Medical  Research,  920  S.  Michigan  Avenue,  Chicago  5. 


Nuclear  Medicine  Participants  Invited 

The  Society  of  Nuclear  Medicine  will  hold  its  sixth 
annual  meeting  June  18-20  at  the  Palmer  House  in  Chi- 
cago. Persons  interested  in  participating  in  the  scientific 
program  should  submit  titles  and  abstracts,  of  no  more 
than  250  words,  to  Dr.  Donald  W.  Petit,  program  chair- 
man, University  of  Southern  California,  School  of  Medi- 
cine, 1200  North  State  Street,  Los  Angeles  33.  This  should 
be  done  no  later  than  March  1. 

Members  and  guests  wishing  to  prepare  scientific  ex- 
hibits should  prepare  a report  of  about  500  words  in 
explanation.  Exact  dimensions  and  other  pertinent  details 
should  be  forwarded  to  Dr.  Murray  E.  Volk,  chairman, 
committee  on  scientific  exhibits,  5412  North  Clark,  Chi- 
cago, by  March  1. 


X-Ray  Technicians  Meet 

The  Texas  Society  of  X-Ray  Technicians  is  holding  its 
twenty-ninth  annual  convention  in  the  Robert  Driscoll 
Hotel  of  Corpus  Christ!  April  23-25.  Master  of  ceremonies 
for  the  annual  convention  banquet  is  Dr.  Y.  C.  Smith, 
Corpus  Christ!  plastic  surgeon. 

Teachers  of  refresher  courses  include  Drs.  Leslie  Moyers 
Garrett,  Harrell  Ray  Arnold,  and  Paul  H.  Goodman,  all 
of  Corpus  Christi. 


EDUCATION 

Pastgraduate  Courses 

Allergy,  New  York,  April  10-May  29. — The  Postgraduate 
Medical  School  of  the  New  York  University-Bellevue  Medi- 
cal Center  offers  this  part-time  course  of  eight  sessions, 
1:30  to  3:30  p.  m.,  Fridays  only,  April  10  through  May 
29.  It  consists  of  a discussion  of  fundamentals  of  allergy, 
together  with  description  of  diagnosis  and  treatment  of  its 
various  clinical  forms  and  demonstration  of  cases.  Dr. 
Abner  M.  Fuchs  is  director.  Additional  information  is 
available  from  the  Associate  Dean  of  the  school,  550  First 
Avenue,  New  York  16. 

Fractures,  Houston,  May  5,  12,  and  19. — The  University 
of  Texas  Postgraduate  School  of  Medicine  is  sponsoring 
three  courses  on  fractures  at  the  Texas  Medical  Center  in 
the  University  of  Texas  M.  D.  Anderson  Hospital  and 


Tumor  Institute  May  5,  12,  and  19  at  7 to  10  p.  m. 
Fractures  of  the  Upper  Extremities  and  the  Spine  will  be 
taught  by  Dr.  R.  H.  Eppright,  May  5;  Fractures  of  the 
Lower  Extremities  and  Hip  and  Pelvis  by  Dr.  Frank  F. 
Parrish,  May  12;  and  Childhood  Fractures  by  Dr.  Michael 
M.  Donovan,  May  19. 

Medical  Use  of  Radioisotopes,  Houston,  May  4-29. — The 
University  of  Texas  Postgraduate  School  of  Medicine  will 
present  this  4-week  course  at  the  University  of  Texas  M.  D. 
Anderson  Hospital  and  Tumor  Institute.  It  will  be  held 
Mondays  through  Fridays,  8 a.  m.  until  5 p.  m.  Tuition: 
$100.  The  course  will  deal  with  both  physical  aspects  and 
the  practical  clinical  applications  of  radioisotopes.  About 
equal  time  will  be  devoted  to  each  aspect,  and  both  lec- 
tures and  practical  instruction  will  be  offered  in  each. 

Fractures,  Houston,  May  5-19. — The  University  of  Texas 
Postgraduate  School  of  Medicine  will  sponsor  this  course, 
a review  of  current  trends  in  orthopedics,  at  the  University 
of  Texas  M.  D.  Anderson  Hospital  and  Tumor  Institute. 
It  will  be  conducted  for  3 hours  each  Tuesday.  Tuition: 
$20. 

Diagnosis  and  Treatment  of  Thyroid  Diseases,  Oklahoma 
City,  May  8-9. — This  is  the  fifth  annual  surgery,  radiology, 
and  pathology  symposium  sponsored  by  the  Office  of  Post- 
graduate Education,  University  of  Oklahoma  Medical  Cen- 
ter, together  with  the  Oklahoma  Association  of  Pathologists, 
Oklahoma  State  Radiological  Society,  and  the  Oklahoma 
Chapter  of  the  American  College  of  Surgeons.  Registration 
fee:  $20;  complimentary  registration  granted  for  interns, 
residents,  and  physicians  in  military  service.  Further  in- 
formation is  available  from  the  Office  of  Postgraduate  Edu- 
cation at  the  medical  center,  801  Northeast  13th  Street, 
Oklahoma  City  4. 

Cardiac  Arrhythmias,  Philadelphia,  May  22-24. — The 
American  College  of  Physicians  will  present  this  course  at 
the  Philadelphia  General  Hospital,  Mills  Building  audi- 
torium. Direaor  is  Dr.  Samuel  Bellet.  Minimal  registra- 
tion is  75;  maximal,  125.  Fee  for  college  members  is  $30; 
for  nonmembers,  $60.  Designed  especially  for  internists 
and  cardiologists,  this  course  aims  to  cover  the  present 
status  of  cardiac  arrhythmias  from  the  standpoint  of  patho- 
logic physiology,  electrocardiography,  and  the  clinical  as- 
pects. For  further  information,  physicians  may  write  the 
American  College  of  Physicians,  4200  Pine  Street,  Phila- 
delphia 4. 

Rehabilitation  of  the  Laryngectomee,  Houston,  June. — 
The  University  of  Texas  Postgraduate  School  of  Medicine 
has  not  set  a definite  date  for  this  2-week  course,  which 
will  be  conducted  Mondays  through  Fridays  from  9 a.  m. 
until  5 p.  m.  It  will  be  taught  at  the  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tumor  Institute.  There  is 
no  tuition  fee.  The  course  will  cover  vocational  adjustment, 
anatomy  of  the  speech  mechanism,  normal  speech  and  voice 
production,  esophageal  speech  and  voice,  laryngeal  surgery, 
radiation  therapy,  facts  about  cancer,  and  techniques  in 
teaching  esophageal  speech.  The  general  presentation  will 
combine  both  clinical  and  didactic  approaches.  It  is  de- 
signed for  physicians,  graduate  nurses,  speech  therapists, 
laryngectomees  with  adequate  speech  and  a university  de- 
gree, graduate  psychologists,  and  vocational  counselors. 

Psychiatry  for  the  Internist,  Baltimore,  June  1-5. — The 
facilities  of  the  Psychiatric  Instimte  and  the  General  Hos- 
pital of  the  University  of  Maryland  School  of  Medicine 
will  be  used  for  this  course,  presented  by  the  American 
College  of  Physicians.  Patients  to  be  studied  will  be  chosen 
from  the  medical  halls  of  the  University  Hospital.  Director 
is  Dr.  Leo  H.  Bartemeier;  co-director.  Dr.  Ephraim  T. 
Lisansky.  Maximum  registration  is  40.  Tuition  fees  are 
$60  for  college  members;  $80  for  nonmembers. 
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Tuberculosis  and  Other  Pulmonary  Diseases,  New  York, 
June  8-26. — The  Trudeau  School  of  Tuberculosis  and  Other 
Pulmonary  Diseases  will  hold  its  forty-fourth  session  at 
Saranac  Lake,  with  this  annual  postgraduate  course  con- 
ducted under  the  auspices  of  the  Trudeau  Foundation  and 
supported  by  the  Hyde  Foundation.  Tuition  is  $100.  En- 
rollment is  limited  and  applications  should  be  made 
early;  a few  scholarships  are  available  for  those  who  qual- 
ify. Inquiries  may  be  made  of  the  secretary,  Trudeau 
School,  Box  500,  Saranac  Lake. 

Special  Topics  in  Internal  Medicine,  Denver,  June  15-19. 
— The  American  College  of  Physicians  will  present  this 
postgraduate  course  at  the  University  of  Colorado  School 
of  Medicine,  with  Drs.  Gordon  Meiklejohn  and  C.  Wesley 
Eisele  as  co-directors.  Minimal  registration  is  25;  maximal, 
125.  Fee  for  college  members  is  $30;  for  nonmembers, 
$60.  The  course  is  divided  into  10  half-day  symposiums 
in  major  subdivisions  of  internal  medicine.  Lectures  and 
panel  discussions  will  be  supplemented  by  presentations  of 
clinical  material  whenever  possible. 


Southwestern  Dedicates 
Clinical  Science  Building 

Formal  dedication  ceremonies  for  the  recently  completed 
Clinical  Science  Building  of  Southwestern  Medical  School 
in  Dallas  were  held  April  16,  an  occasion  emphasizing 
the  progress  of  this  youngest  member  of  the  University  of 
Texas  family. 

The  addition  of  the  new  eight  story,  glass  and  stone 
Clinical  Science  Building,  which  cost  $3,500,000,  to  its 
4 year  old  companion,  the  $2,850,000  Basic  Science  Build- 
ing, provides  Southwestern  Medical  School  with  a physical 
plant  which  boosts  it  to  among  the  first  16  or  17  of  the 
nation's  84  medical  schools. 

Southwestern  stands  on  a 50-acre  site  in  North  Dallas 
across  from  its  chief  teaching  hospital.  Parkland  Memorial, 
to  which  it  is  connected  by  a tunnel.  It  was  founded  in 
1943  by  the  Southwestern  Medical  Foundation,  a group 
of  public  spirited  Dallasites,  to  fill  the  gap  left  by  the 


An  aerial  view  of  the  growing  Southwestern  Medical 
Center  in  Dallas  reveals  Parkland  Memorial  Hospital  in 
the  center,  with  the  just-dedicated  Clinical  Science 
Building  of  Southwestern  Medical  School  of  the  Uni- 
versity of  Texas  rising  at  the  right,  directly  behind  the 
smaller  Basic  Science  Building  of  the  school.  More  than 
$20,000,000  has  already  been  invested  in  land  and 
buildings  of  the  center  by  the  Medical  School  and  Park- 
land Memorial  Hospital. 


move  of  Baylor  University  College  of  Medicine  to  Houston, 
and  was  operated  for  6 years  as  Southwestern  Medical 
College. 

From  1943  until  1955,  the  school  was  housed  in  wood- 
en buildings  typical  of  those  which  dotted  numerous 
American  campuses  during  World  War  II  and  immedi- 
ately thereafter. 

Joining  the  University  of  Texas  fold  in  1949,  it  began 
its  physical  plant  improvement  in  1955  and  is,  with  its 
newest  building,  in  an  even  better  position  to  make  the 
most  of  its  $2,000,000  a year  operation. 

Southwestern  has  graduated  some  1,000  physicians 
through  the  years,  and  has  had  the  continuing  support  of 
the  Southwestern  Medical  Foundation  for  faculty  salary 
supplements,  research  grants,  student  loans,  and  similar 
vital  financial  aids.  Its  dean  is  Dr.  A.  J.  Gill,  Duke  Uni- 
versity-trained pathologist. 

University  of  Texas  Medical  Branch 

Dr.  Francis  Camps,  Queen’s  Coroner  of  London,  England, 
gave  a special  lecture  on  "Eorensic  Pathology”  at  the  Uni- 
versity of  Texas  Medical  Branch,  Galveston,  on  March  3. 

Another  recent  guest  lecturer  was  Dr.  C.  Allen  Good, 
Rochester,  Minn.,  head  of  the  section  of  diagnostic  roent- 
genology, Mayo  Clinic,  and  professor  of  radiology  at  the 
graduate  school.  University  of  Minnesota,  who  discussed 
"Facts  and  Figures  Which  Influence  the  Treatment  of 
Solitary  Pulmonary  Nodules.” 

Dr.  Carl  Nau,  professor  and  chairman  of  the  Department 
of  Preventive  Medicine  and  Public  Health  at  the  Medical 
Branch,  has  been  named  president  of  the  Galveston  Com- 
munity Council.  Also  elected  to  the  board  was  Dr.  Wil- 
liam C.  Levin. 

Two  Medical  Branch  scientists  are  among  32  selected 
from  throughout  the  United  States  to  share  in  a new  $500,- 
000  appropriation  for  scientific  research  sponsored  by  the 
Tobacco  Industry  Research  Committee.  C.  M.  Pomerat, 
Ph.D.,  professor  of  cytology,  received  a portion  of  the 
new  appropriation  for  "studying  the  culture  of  human 
lung  tissue  and  the  effects  of  known  and  possible  carcino- 
genic agents  upon  such  tissue.”  Dr.  R.  H.  Rigdon,  pro- 
fessor of  pathology  and  director  of  the  Laboratory  of  Ex- 
perimental Pathology,  received  funds  for  his  work  on 
"effects  of  tobacco  smoke  condensate  on  the  respiratory 
tract  and  other  tissues  of  the  duck.” 

Dr.  James  V.  Warren,  chairman  of  the  Department  of 
Medicine,  was  the  Mr.  and  Mrs.  J.  N.  Taub  guest  lec- 
turer for  1959  for  the  Department  of  Internal  Medicine  at 
the  Baylor  University  College  of  Medicine  in  Houston. 

Two  Medical  Branch  staff  members  were  featured  on 
the  program  of  the  National  Association  of  Operating 
Room  Nurses’  sixth  annual  congress  held  in  Houston 
February  9-12.  They  were  Dr.  Truman  G.  Blocker,  pro- 
fessor and  chairman  of  the  Department  of  Plastic  and 
Maxillofacial  Surgery,  and  Miss  Elizabeth  Saunders,  op- 
erating room  supervisor. 

The  University  of  Texas  board  of  regents  announced  a 
number  of  important  changes  and  appointments  for  the 
University  of  Texas  Medical  Branch  as  of  March  26,  pri- 
marily establishing  one  of  the  final  phases  of  a long  range 
plan  to  give  the  School  of  Medicine  a separate  identity  such 
as  that  long  held  by  the  School  of  Nursing. 

Dr.  Kenneth  Earle,  associate  professor  of  pathology  and 
director  of  the  training  program  in  neuropathology,  was 
named  dean  of  the  School  of  of  Medicine. 

The  post  left  vacant  by  the  promotion  of  Dr.  Earle  was 
filled  by  Warren  G.  Harding,  registrar  and  instructor  in 
the  Department  of  Preventive  Medicine  and  Public  Health, 
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who  now,  in  addition  to  his  assistant  deanship,  will  be 
director  of  admissions. 

Daniel  J.  Bobbitt  was  named  director  of  hosiptals,  filling 
a vacancy  created  by  the  resignation  of  Arthur  G.  Hen- 
nings, who  had  held  the  position  for  1 year.  Mr.  Bobbitt 
had  been  a former  acting  director  and  assistant  director. 

E.  Donald  Walker,  business  manager,  was  given  the 
added  position  of  comptroller  for  fiscal  affairs,  and  Dr. 
Edwin  G.  Troutman  was  named  director  of  the  newly 
established  office  of  planning  in  regard  to  his  work  as 
coordinator  of  the  preparatory  studies  and  in  addition  to 
his  duties  as  medical  director  of  the  outpatient  department. 

The  regents  approved  the  recommendation  of  Dr.  Frank 
Connally,  assistant  executive  director,  that  his  office  be 
abolished.  Graduate  of  the  Medical  Branch  and  a former 
mayor  of  Waco,  Dr.  Connally  planned  to  begin  a 3 month 
position  with  M.  D.  Anderson  Hospital  and  Tumor  Insti- 
tute in  Houston  as  of  April  1. 


Public  Health  Service  Offers  Training 

Opportunities  for  advanced  study  and  research  training 
are  being  offered  by  the  Public  Health  Service  under  the 
direction  of  the  National  Institute  of  Neurological  Diseases 
and  Blindness.  These  awards  are  for  1 to  3 years  of  train- 
ing at  48  instimtions  in  the  United  States  and  16  insti- 
mtions  in  seven  foreign  countries.  Stipends  may  range 
from  $6,500  to  $17,500  a year. 

To  qualify  for  an  award,  candidates  should  have  a doc- 
tor of  medicine  or  doctor  of  philosophy  degree  and  at 
least  3 years  of  training  or  experience  pertinent  to  the 
training  for  which  he  seeks  support.  Requests  for  com- 
plete information  and  application  forms  should  be  ad- 
dressed to  Chief  of  Extramural  Programs,  National  Insti- 
tute of  Neurological  Diseases  and  Blindness,  National 
Institutes  of  Health,  Bethesda  14,  Md. 


Obstetrics  and  Gynecology  Board 
Gives  Part  II  Examinations 

The  American  Board  of  Obstetrics  and  Gynecology  will 
hold  part  II  oral  and  clinical  examinations  for  all  candi- 
dates, May  8-19,  at  the  Edgewater  Beach  Hotel  in  Chicago. 

Formal  notice  of  the  exact  time  of  each  candidate’s 
examination  will  be  sent  him  in  advance  of  the  examination 
dates.  Candidates  who  participated  in  the  part  I examina- 
tions will  be  notified  of  their  eligibility  for  the  part  II 
examinations  as  soon  as  possible.  Current  bulletins  of  the 
board  outlining  the  requirements  for  application  may  be 
obtained  by  writing  to  the  secretary;  Dr.  Robert  L.  Faulk- 
ner, 2105  Adelbert  Road,  Cleveland  6. 


Baylor  University  College  of  Medicine 

The  National  Foundation  has  announced  two  grants  to 
the  Baylor  University  College  of  Medicine.  The  first,  in 
the  category  of  after-effects  research  grants,  is  $19,637, 
to  continue  the  study  of  the  use  of  surgical  internal  strut 
spine  fixation  procedure  to  prevent  progressive  sideways 
curvature  of  the  spine,  and  to  evaluate  the  effects  of  this 
surgery  on  the  lung  and  heart  functions  of  the  paralyzed 
patient.  The  second  is  a rehabilitation  center  grant  of 
$135,803. 


Awards  Listed  for  Obstetrics 
Gynecology  Manuscripts 

The  Division  of  Obstetrics  and  Gynecology  of  the  Inter- 
national College  of  Surgeons  is  offering  a first  award  of 
$500  and  a second  prize  of  $300  in  its  second  annual  com- 
petition for  best  manuscripts. 

The  contest  is  limited  to  ( 1 ) interns,  residents,  or  grad- 
uate students  in  obstetrics  and  gynecology,  or  (2)  those  en- 
gaged in  the  practice  or  teaching  of  the  specialty.  Contest- 
ants must  hold  a degree  of  medicine  from  an  accredited 
college,  and  fellows  of  the  International  College  of  Sur- 
geons are  not  eligible.  Manuscripts  of  not  more  than  5,009 
words  must  be  submitted  on  or  before  June  1 to  Dr. 
Harvey  A.  Gollin,  secretary  of  the  prize  committee,  55 
East  Washington  Street,  Chicago  2.  For  further  informa- 
tion, interested  persons  may  write  Dr.  Gollin. 


DRUG  NOTES 

Older  Cough  Preparations 

Can  Be  Fortified  with  New  Agents 

Although  there  are  certain  areas  of  new  products  tied 
closely  with  research  and  development,  there  are  others 
in  which  the  usual  expenses  have  been  amortized  to  some 
extent.  Patients  do  not  seem  to  mind  the  price  of  the 
antibiotics,  but  they  do  feel  that  highly  priced  cough 
preparations  are  unjustified.  The  most  recently  introduced 
formulations  are  priced  at  almost  double  many  of  their 
postwar  counterparts.  This  is  readily  understandable  because 
of  increased  labor,  ingredients,  packaging,  and  transporta- 
tion costs.  It  appears  too  that  manufacturers  would  rather 
put  out  new  formulations  at  justifiably  increased  prices 
than  to  advance  the  price  of  older  ones.  These  older  ones 
then  are  soon  forgotten  because  of  extensive  and  potent 
promotion  of  the  newer  products. 

While  this  trend  exists,  advantage  may  be  taken  of  the 
fact  that  a former  favorite  cough  preparation  is  usually 
still  available  and,  more  than  likely,  still  at  postwar 
prices.  It  may  be  wise  to  try  using  this  old  favorite  as  a 
vehicle  and  fortifying  it  with  agents  of  one’s  own  choice. 
Physicians  can  check  the  individual  formulation  with  their 
pharmacist  for  incompatibility.  Further  explanation  follows. 

Dihydrocodeinone  has  become  a popular  antitussive  if 
the  number  of  formulations  in  which  it  appears  can  be 
used  as  an  indication  of  such  popularity.  Table  1 lists 
many  of  these  preparations.  Note  too,  that  with  just  a few 
exceptions,  they  all  contain  only  10  mg.  of  dihydrocodein- 
one per  ounce.  This  is  the  maximum  amount  permitted 
for  "exempt”  prep>arations. 

Exempt  preparations  can  be  purchased  in  limited  quanti- 
ties, upon  request,  by  the  mere  signature  of  the  patient. 
However,  most  of  the  preparations  listed  in  table  1 con- 
tain other  ingredients:  antihistamines,  nasal  decongestants, 
amphetamines,  barbiturates,  and  others,  causing  them  to 
be  available  on  prescription  only  since  they  carry  the 
"prescription  legend.”  Such  cough  formulations  are  pro- 
moted ethically  and  not  generally  advertised  to  the  lay 
public. 

Straight  dihydrocodeinone  is  a "class  A”  narcotic  and 
cannot  be  prescribed  by  telephone  except  as  an  already 
formulated  mixture  which  also  contains  other  medicaments 
of  therapeutic  value  ( exempt  preparations ) . 

When  1.5  mg.  of  homatropine  methylbromide  is  com- 
bined with  each  5 mg.  (the  therapeutic  dose)  of  dihydro- 
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codeinone,  the  mixture  (Hycodan — Endo)  is  "class  B” 
and  can  be  prescribed  orally. 

Thus,  there  is  a convenient  way  to  fortify  the  old  favor- 
ites. A pharmacist  should  be  able  to  accomplish  this  for 
about  50  to  60  cents  for  each  added  60  mg.  of  Hycodan. 

Dilaudid  also  may  be  used  to  fortify  a mixmre.  How- 
ever, this  makes  the  prescription  a "class  A”  narcotic. 
Codeine  may  be  added  up  to  1 grain  per  dose  and  still 
remain  "class  B.” 

Antihistamines  such  as  chlorpheniramine  and  decon- 
gestants such  as  phenylpropanolamine  are  available  and 
may  be  added  if  desired. 


Table  1. — A Partial  List  of  Dihydrocodeinone-Containing 
Cough  Preparations.* 


Dihydro- 

codeinone 

Anti- 

histamine 

Decon- 

gestant 

Pricef 

Amophon-C  (McNeil) 

X 

$1.75 

Anacol  (Warren-Teed) 

X 

1.80 

Codalex  ( Mallard ) 

X 

1.55 

Codedrate  (Central)  . . . . 

X 

2.10 

Dicosed  (Flint  Eaton)  . . . 

X 

1.55 

Dicotrate  (Buffington)  . . 

X 

1.75 

Drodeine  (Pitman-Moore) 

X 

2.10 

Hycodan  Syrup  

30  mg/ oz. 

2.85 

Nullicof  (Noyes)  

X 

1.85 

Per-Sed  (Columbus)  . . . . 

X 

1.45 

Codetrate  with  Parmal 

(Central)  

X 

+ 

Codimal  (Central)  

X 

+ 

2.55 

Codistan  (Chicago  Pharmacal) 

X 

+ 

2.65 

Coricidin  (Schering)  . . . 

X 

+ 

2.10 

Dicoril  (Lemmon)  

X 

1.35 

Dicotrate  with  Paraminyl 

(Buffington)  

X 

+ 

1.90 

Dycomene  (Hance  Bros.  & 

White)  

X 

+ 

Endotussin  (Endo)  

X 

+ 

2.15 

Hycomine  ( Endo ) 

30  mg/oz. 

+ 

3.00 

Neotuss  PT  (Lloyd,  Dabney  & 

Westerfield)  (+amphe- 

tamine)  

X 

+ 

2.25 

Pyraldine  (Vanpelt  & Brown) 

X 

+ 

2.00 

Pyrihist  (Evron)  

X 

+ 

1.40 

Pyrilicod  (Raymer)  

X 

+ 

1.95 

Tussar  (Armour)  

X 

+ 

2.00 

Tussionex  ( Strasenburgh) 

(long  acting  resin)  . . . . 

30  mg/oz. 

+ 

6.25 

Bronsyl  (McNeil)  

X 

+ 

1.95 

Calcidrine  (Abbott) 

(+ Nembutal)  

X 

+ 

1.65 

Hasanone  (Haskell)  .... 

X 

+ 

1.95 

Mercodol  (Merrell)  

X 

+ 

1.95 

Orthoxicol  (Upjohn) 

X 

+ 

2.25 

Citra  (Boyle)  

X 

+ 

+ 

2.95 

Codigesic  (Central) 

( + p-acetyl-amino  phenol ) . 

X 

+ 

+ 

2.75 

Codimal-PH  (Central) 

X 

+ 

+ 

2.65 

Dicodrine  (Breon)  

X 

+ 

+ 

1.85 

Dimetane  Expect.  HC 

(Robins)  

X 

+ 

+ 

2.80 

Mercodol  with  Decapryn 

(Merrell)  

X 

+ 

+ 

2.25 

NeoAnacol  ( W arren-Teed ) 

X 

+ 

+ 

2.15 

Novahistine  DH  (Pitman 

Moore ) 

X 

+ 

+ 

2.80 

Pyraldine  #2  (Vanpelt  & 


Brown)  

. . . X 

+ 

+ 

2.60 

Pyrased  (Columbus)  .... 

. . . X 

+ 

+ 

1.70 

Tussilor  (Taylor  Labs)  , . 

. . . X 

+ 

+ 

1.95 

* Along  with  varying  amounts  of  antihistamine  and  de- 
congestant as  indicated  and  other  substances  such  as  ex- 
pectorants, aromatics,  and  flavoring  agents  and  vehicle. 

fApproximate  retail  price  of  4 oz.  prescription  based  on 
the  Central  Pharmaceutical  Journal  pricing  schedule.  (No 
admixture. ) 

X — 10  mg.  (1/6  gr.)  per  ounce  maximum  "exempt" 
amount. 


Table  2. — A Partial  List  of  "Old  Favorite”  Cough 


Preparations.  * 

Popular  about  1946 

Anti-  Decon-  Pricef 
histamine  gestant  4 oz.  B 

Calcidrine  (Abbott)  (+ Nembutal  and 

dihydrocodeinone)  -T  $1.85 

Cerose  (Ives  Cameron)  (with 

codeine)  2.50 

Cetro  Cirose  (Ives  Cameron)  (with 

codeine)  2.00 

Cheracol  (Upjohn)  (with  codeine)  . . 1.90 

Cher-Iomine  (Pitman-Moore)  1.35 

Cidicol  (Upjohn)  (with  ethyl- 

morphine)  1.90 

Citro  thiocol  (Hoffman  LaRoche) 

(with  codeine)  2.30 

Copavin  compound  (Lilly)  (with 

codeine)  2.00 

Cosadein  ( Parke-Davis ) ( with 

codeine)  1.90 

Cosanyl  ( Parke-Davis ) ( + ethyl- 

morphine)  1.30 

Emeracol  (Upjohn)  (with  codeine)  . . 1.45 

Ephedrol  with  codeine  (Lilly) -j-  1.80 

Linctus  Compound  (Merck,  Sharp 

and  Dohme)  (with  codeine) 1.30 

Nethacol  (Merrell)  + 1.65 

Sedatole  (Merck,  Sharp  and  Dohme)  . 1.80 

Sedamssin  (Lilly)  1.10 

Senodin  (Squibb)  (with  codeine)  . . . 1.85 

Popular  about  1951 

Benyline  Expectorant  (Parke-Davis)  . . -f-  1.50 

Cobenzil  (Abbott)  1.75 

Cotussis  (National)  (with  codeine)  . . 1.80 

Pyribenzamine  Expect.  & Ephedrine 

(Ciba)  + 2.10 

Drodeine  ( Pitman-Moore  ) 

(+ dihydrocodeinone)  2.10 

Elixoid  (Burroughs-Wellcome) 

( -+-  ethylmorphine)  1.60 

Histadyl  EC  + + 2.00 

Mercodol  (Merrell)  + 2.65 

Proketuss  (Merck,  Sharp  and  Dohme)  + -b  1.40 


•Along  with  antihistamines,  decongestants  as  indicated 


and  other  substances  such  as  expectorants,  aromatics, 
flavoring  agents  and  vehicle. 

fApproximate  retail  price  of  4 oz.  prescription  (no  ad- 
mixture) based  on  current  prices  and  pricing  schedule. 

Salimeph  Forte  (Kremers-Urban)  is  a new  formula- 
tion for  massive  salicylate  therapy.  Each  tablet  contains 
salicylamide  500  mg.,  mephenesin  333  mg.,  along  with 
ascorbic  acid  50  mg.  The  dose  is  2 or  more  tablets  four 
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times  a day  after  meals  and  at  bed  time  as  an  antiarthritic, 
analgesic,  anti-inflammatory  agent. 

Salimeph-C,  physicians  will  recall,  was  a successful  com- 
bination that  achieved  popularity  in  the  early  1950’s.  Its 
formula  for  comparison  is  salicylamide  250  mg.,  mephen- 
esin  250  mg.,  with  ascorbic  acid  15  mg. 

The  original  product  and  its  ingredients  are  so  well 
known  that  nothing  more  need  be  said. 

Triburon  (Roche)  is  a new  broad  spectrum  topical 
microbiocide  to  control  primary  and  secondary  skin  and 
wound  infections.  The  chemical  is  a double-barreled  quat- 
ernary ammonium  compound  fitting  the  cationic  surface 
active  agent  class  such  as  benzalkonium  chloride  (Zephi- 
ran)  and  cetylpyridinium  chloride  (Ceepryn).  For  a more 
complete  discussion  on  this  type  of  agent  see  "Bradasol,” 
in  the  Journal,  December  1958,  p.  869- 

Triburon  is  available  in  a 0.1  per  cent  ointment,  plain 
and  with  0.5  per  cent  hydrocortisone.  The  new  drug  is 
said  to  be  highly  active  against  both  Staphylococci  and 
Streptococci  and  also  active  against  other  gram  positive  and 
gram  negative  pathogens. 

Triburon  is  suggested  for  use  in  pyodermas,  impetigo, 
furunculosis,  hydradenitis,  ecthyma,  pustular  folliculitis, 
infected  eczematoid  dermatitis,  burns,  and  infected  stasis 
ulcers. 

The  plain  ointment  is  available  in  1 ounce  tubes  and 
retails  about  $2.50  to  $2.75.  The  ointment  with  hydrocor- 
tisone is  available  in  5 Gm.  tubes  at  about  the  same  price. 

Neptazone  (Lederle)  methazolamide  is  a sulfonamide 
having  no  bactereostatic  activity.  Neptazone  is  closely  re- 
lated to  Diamox  (Lederle),  acetazolamide.  Neptazone  can 
be  thought  of  as  methylacetazolamide.  Both  drugs  are  car- 
bonic anhydrase  inhibitors  and  useful  in  the  treatment  of 
glaucoma.  Other  applications  for  Neptazone  may  appear 
later. 

Neptazone  is  slow  starting,  but  is  longer  acting  than 
Diamox  and  has  about  one-fourth  the  dosage  of  the  latter. 
It  is  posmlated  that  urinary  calculi  formation  might  not 
be  a problem  with  prolonged  therapy  using  the  newer 
drug. 

Neptazone  has  been  shown  to  be  therapeutically  effective 
in  50  per  cent  of  the  patients  not  responding  to  Diamox. 
Also  50  per  cent  of  the  patients  not  able  to  tolerate  Dia- 
mox were  controlled  with  Neptazone. 

The  dose  of  Neptazone  is  50  to  100  mg.  two  or  three 
times  a day.  Miotics  may  also  be  needed  in  certain  cases. 

Diamox  is  the  drug  of  choice  because  it  is  effective  in 
83  per  cent  of  the  cases,  whereas  Neptazone  is  effective 
in  about  68  per  cent  of  the  cases.  It  is  suggested  that 
Neptazone  be  considered  for  patients  not  responding  to  or 
not  tolerating  Diamox. 

— Herbert  Schwartz,  M.S.,  Austin. 


OF  GENERAL  INTEREST 

Personals 

Dr.  Denton  A.  Cooley,  Houston,  spoke  on  cardiovascular 
surgery  when  he  appeared  as  one  of  14  speakers  at  the 
1959  Atlanta  Graduate  Medical  Assembly  February  16-18 
in  Atlanta,  Ga. 

The  Rev.  G.  Z.  Sadler  of  Brookshire,  retired  Methodist 
minister  and  father  of  Dr.  Charles  B.  Sadler,  Amarillo, 
died  in  a Houston  hospital  February  1,  1959- 

Newly  elected  treasurer  of  the  Littlefield  Chamber  of 
Commerce  is  Dr.  D.  J.  Stafford  of  that  city. 


Two  San  Antonio  physicians  elected  to  the  board  of 
trustees  of  the  San  Antonio  Medical  Foundation  recently 
are  Dr.  Walter  Walthall  and  Dr.  Harold  V agtborg. 

Dr.  John  B.  Thomas,  long-time  trustee  or  governor  of 
the  Midland  Memorial  Foundation,  which  operates  Midland 
Memorial  Hospital,  was  honoree  at  a surprise  February 
ceremony  during  which  it  was  announced  that  the  hospital’s 
new  east  wing  will  be  dedicated  to  him.  A large  bronze 
plaque  bearing  a likeness  of  the  doctor  was  unveiled  at 
this  time  and  is  being  placed  in  the  hospital  wing. 

Dr.  Homer  E.  Prince  of  Crockett  has  been  elected  vice- 
president  of  the  American  Academy  of  Allergy,  which  will 
have  its  next  annual  meeting  January  11-13,  I960,  at 
Hollywood-by-the-Sea,  Fla. 

Dr.  Merton  M.  Minter,  San  Antonio  physician,  has  been 
elected  chairman  of  the  University  of  Texas  Board  of  Re- 
gents for  a 2 year  term. 

Dr.  Milford  O.  Rouse  of  Dallas,  current  president  of 
the  Southern  Medical  Association,  is  the  subject  of  a bio- 
graphical sketch  in  Scope  Weekly  for  March  11. 

The  AMA  News,  published  by  the  American  Medical 
Association,  used  in  its  December  29  issue  an  article  on 
Dr.  Oscar  Morphis  of  Fort  Worth.  It  described  the  metal 
and  wood  workshops  in  which  he  spends  his  leisure  time. 

Dr.  John  W . Fisher,  Dallas,  teamed  with  Mrs.  David  B. 
Hawes,  Fort  Worth,  to  win  the  1958  open  pair  champion- 
ship at  the  recent  National  Bridge  Tournament  in  Detroit. 

Dr.  John  M.  Taylor  of  Quanah  has  taken  a leave  of 
’ absence  from  the  Quanah  Clinic  to  accept  a fellowship  in 
obstetrics  and  gynecology  at  Ochsner  Foundation.  His  ad- 
dress is  3005  Ridgeway  Drive,  Whitney  Heights,  Metairie, 
La. 

Dr.  Stuart  A.  Wallace,  chairman.  Department  of  Path- 
ology, was  presented  with  the  George  T.  Caldwell  Award, 
naming  him  "Pathologist  of  the  Year  for  the  State  of 
Texas”  at  a meeting  of  the  State  Clinical  Pathologists  in 
Houston. 

Dr.  Marjorie  J.  Williams  of  Temple  displayed  a scien- 
tific exhibit  at  the  California  Medical  Association  annual 
session  in  San  Francisco,  February  22-25.  She  was  accom- 
panied to  California  by  her  husband.  Dr.  B.  H.  Williams. 

Dr.  Robert  E.  Leslie,  El  Campo,  attended  the  third 
World  Congress  of  Cardiology  in  Brussels,  Belgium  as  the 
official  delegate  of  the  Texas  Heart  Association,  of  which 
he  is  president-elect. 

Recent  additions  to  the  Texas  medical  family  have  been 
a daughter  adopted  by  Dr.  and  Mrs.  Galen  Steeg  of 
Groveton;  a daughter  born  to  Dr.  and  Mrs.  Earle  Griffey 
of  Brownsville;  and  a daughter  born  to  Dr.  and  Mrs. 
Raymond  Thomas  of  Eagle  Lake. 


Space  Medicine,  A New  Science, 

Bridges  Miles  Between  Texas  and  Moon 

Just  as  every  flyer  in  the  United  States  Air  Force  today 
owes  his  life,  in  part,  to  the  research  and  instruction  car- 
ried on  continuously  for  almost  40  years  by  the  School 
of  Aviation  Medicine  at  Randolph  Air  Force  Base,  so  the 
astronaut  of  tomorrow  will  be  equally  indebted  to  the 
school’s  Division  of  Space  Medicine,  which  celebrated  its 
tenth  anniversary  February  9,  1959- 

On  that  February  day,  a contingent  of  civilian  and  mili- 
tary scientists  and  leaders  gathered  in  San  Antonio  to  honor 
the  handful  of  men  whose  vision  made  the  Division  of 
Space  Medicine  possible — and  to  chart  plans  for  future 
research  whose  goals  include  sending  men  into  the  farthest 
reaches  of  space. 

In  July,  1959,  the  School  of  Aviation  Medicine  will  be 
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moved  from  Randolph  back  to  an  earlier  home,  Brooks 
Air  Force  Base,  where  it  will  have,  for  the  first  time, 
first  class  accommodations,  including  classrooms  for  735 
students,  a four  floor  Research  Institute,  a Flight  Medicine 
Laboratory,  a heating-cooling  plant,  and  the  most  modern 
equipment  available  for  aeromedical  research.  Eventually, 
a $12,000,000  appropriation  from  Congress  will  provide 
a two-story  structure  for  nuclear,  biological,  and  toxicologi- 
cal laboratories,  an  acceleration  laboratory  containing  a 
large  centrifuge,  and  a combined  library-professional  build- 
ing. 

It  was  not  always  thus. 

The  School  of  Aviation  Medicine  began  small — -and  as 
the  direct  result  of  an  astounding  discovery  made  by  the 
British  early  in  World  War  I.  It  was  discovered  that  of 
every  100  pilot  fatalities  in  that  conflict,  only  2 were  due 
to  enemy  action  and  8 to  airplane  failure.  Of  the  90  who 
remained,  30  died  through  their  own  carelessness  or  reck- 
lessness. The  remaining  60  flyers  were  killed  by  their 
physical  unfitness. 

By  the  time  the  United  States  entered  the  war,  the 
need  for  some  kind  of  specialized  medical  care  was  clear, 
and  in  1917  Lt.  Col.  Theodore  C.  Lyster  was  appointed 
the  first  chief  surgeon  of  the  Army’s  Aviation  Section.  The 
first  medical  research  laboratory  was  established  on  Long 
Island  in  1918,  and  it  graduated  three  flight  surgeons  6 
months  later. 

During  the  war,  the  flight  surgeon  program  quickly 
showed  dramatic  results,  but  at  its  end,  interest  in  the 
aeromedical  research  field  almost  died. 

In  1919,.  the  laboratory  was  revived  under  direction  of 
Major  Louis  H.  Bauer,  later  to  become  President  of  the 
American  Medical  Association,  and  the  institution’s  name 
was  officially  changed  to  "School  of  Aviation  Medicine.” 
In  1926,  the  school  moved  to  Brooks  Air  Force  Base,  and, 
in  1931,  to  Randolph. 

During  World  War  II,  the  school  expanded  until 
temporary  branches  had  been  set  up  elsewhere  around  the 
country,  and  by  war’s  end  the  school  had  graduated  more 
than  4,200  medical  officers  and  several  thousand  nurses 
and  aeromedical  technicians.  (In  the  entire  four  decades  of 
its  existence,  the  School  of  Aviation  Medicine  has  gradu- 
ated nearly  9,000  doctors,  plus  the  thousands  of  nurses 
and  technicians.) 

Development  of  jet  aircraft  and  the  advent  of  rocket 
missiles  and  planes  posed  new  medical  problems  for  the 
flyer  after  World  War  II,  creating  a need  for  growing 
research  efforts. 

A new,  controversial  area  was  opened  in  1948  when 
Major  General  Harry  G.  Armstrong,  then  commandant  of 
the  School  of  Aviation  Medicine,  called  a meeting  of 
prominent  scientists  to  discuss  the  aeromedical  problems 
of  space  flight. 

The  following  year,  a Department  of  Space  Medicine 
was  founded,  with  Dr.  Hubertus  Strughold  as  its  head. 
Often  called  "the  father  of  space  medicine,”  Dr.  Strughold 
is  an  American  citizen  who  was,  before  World  War  II, 
director  of  the  Aeromedical  Research  Institute  in  Berlin. 
He  is  now  serving  as  adviser  for  research  and  professor  of 
space  medicine  at  the  school. 

Another  German  specialist  whom  General  Armstrong 
recruited  was  Dr.  Heinz  Haber,  an  astrophysicist,  who, 
together  with  physiologist  Strughold,  bioclimatologist  Dr. 
Konrad  J.  K.  Buettner,  and  Dr.  Fritz  Haber,  an  aerody- 
namic engineer — brother  of  Heinz  Haber,  formed  the  first 
space  medicine  department  staff. 

"Our  work  was  not  always  taken  seriously  by  outsiders,” 
Dr.  Strughold  remembers  with  a wry  smile.  "People  heard 
of  us,  smiled,  and  shook  their  heads.  To  them  we  were 
crackpots  or  wild  men.  It  is  perhaps  fortunate  that  our 
beginning  was  small,  and  very  very  inexpensive  . . .” 


Establishment  of  the  department,  grown  into  the  Divi- 
sion of  Space  Medicine  now,  constituted  the  official 
founding  of  the  new  science  of  space  medicine  in  America, 
and  the  institution  has  been  credited  with  many  headline- 
making firsts  during  the  10  years  of  its  existence. 

The  division  created  the  world’s  first  "space  cabin”  or 
sealed  cabin  simulator  to  study  man’s  tolerance  to  isolation, 
confinement,  artificial  day-night  cycles,  and  atmospheric 
change.  First  intensive  work  was  begun  here  on  a closed 
ecological  system  using  algae  to  absorb  carbon  dioxide  and 
produce  oxygen  in  an  endless  photosynthetic  cycle  and 
thus  keep  man  alive  indefinitely  in  a sealed  cabin  in 
outer  space. 

The  first  serious  American  smdies  of  the  effects  on  man 
of  zero-gravity,  or  "weightlessness,”  are  going  on  in  the 
division  and  are  producing  data  which  indicate  that  man 
can  adapt  fairly  readily  to  short  periods  of  weightlessness. 

Long  before  science  knew  of  the  dense  radiation  belts 
surrounding  earth.  Division  of  Space  Medicine  scientists 
were  studying  the  extent  and  nature  of  hazards  which 
might  be  posed  by  radiation,  meteors,  and  cosmic  rays  in 
outer  space.  In  1956,  another  significant  "first”  was  the 
start  of  a research  project  aimed  at  determining  what  sort 
of  life  might  survive  the  hostile  atmosphere  of  Mars. 

Scientists,  military  men,  physicians,  the  press,  and  other 
guests  attending  the  February  9 anniversary  celebration 
heard  Col.  Paul  A.  Campbell,  current  chief  of  the  Division 
of  Space  Medicine  and  former  director  of  medical  research, 
describe  the  present  work  of  the  school.  Dr.  Strughold,  who 
recently  received  the  Dr.  John  J.  Jeffries  Award  for  1958, 
discussed  "Space  Medicine  of  the  Next  Decade  as  Viewed 
by  a Physician  and  Physiologist.” 

Dr.  Heinz  Haber,  now  scientific  consultant  to  the  Co- 
lumbia Broadcasting  Company  and  author  of  such  books 
as  "Man  in  Space”  and  "Our  Friend  the  Atom,”  spoke  on 
the  astrophysical  aspects  in  the  coming  decade  of  space 
medicine,  while  Dr.  Buettner,  now  a professor  with  the 
University  of  Washington  Department  of  Meteorology  and 
Climatology,  gave  a forecast  on  the  upcoming  space  decade 
from  the  standpoint  of  an  environmental  physicist.  Dr. 
Fritz  Haber,  who  is  now  with  AVCO  in  Stratford,  Conn., 
presented  his  views  on  engineering  developments  ahead, 
and  Lt.  Gen.  Roscoe  C.  Wilson,  USAF  deputy  chief  of 
staff  for  development,  pointed  up  the  "Future  of  the  Space 
Sciences.”  Maj.  Gen.  Otis  O.  Benson,  Jr.,  commandant  of 
the  School  of  Aviation  Medicine,  was  also  an  anniversary 
speaker. 

What  do  these  men  see  ahead? 

"An  American  ship  could  land  on  the  moon  in  5 years 
if  we  hurry,”  says  Dr.  Strughold.  From  the  medical 
standpoint,  the  first  man  in  space  should  be  an  experienced 
jet  pilot,  he  believes,  and  not  a woman,  a hermit,  a 
monk,  nor  a schizophrenic.  He  should  be  strongly  moti- 
vated and  be  familiar  with  the  medical  problems  in  flight. 
Only  those  men  should  be  chosen  for  space-crew  training 
whose  hearts  and  circulatory  reflex  mechanisms  will  enable 
them  to  stay  alive  during  the  post-acceleration  recovery 
phase. 

So,  the  studies  continue  in  the  School  of  Aviation  Medi- 
cine’s Division  of  Space  Medicine:  studies  which  will 
make  man’s  flight  to  the  moon  and  beyond  a reality. 


State  Health  Commissioner  Resigns 

Dr.  Henry  A.  Holle,  commissioner  of  health  for  Texas 
since  1954,  resigned  this  position  effective  April  8.  Dr. 
J.  E.  Peavy,  director  of  communicable  disease  control  for 
the  State  Department  of  Health,  has  been  named  acting 
commissioner. 
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Mental  Health  Campaign 
To  Be  Held  April  26-May  2 

Just  ahead  is  the  annual  campaign  of  the  National  As- 
sociation for  Mental  Health  to  raise  funds  and  focus  at- 
tention on  the  nation’s  number  one  health  problem — mental 
illness.  Beginning  with  Mental  Health  Week,  April  26- 
May  2,  the  campaign  will  continue  throughout  the  month 
of  May. 

Money  received  during  the  campaign  goes  in  five  di- 
rections: research,  adequate  treatment,  early  detection,  re- 
habilitation, and  public  education. 

The  National  Association  for  Mental  Health  is  made 
up  of  more  than  750  local  and  state  mental  health  associ- 
ations and  is  the  only  national  voluntary  citizen’s  group 
dedicated  to  the  total  fight  against  mental  illness. 


There  are  an  estimated  17,000,000  people  in  the  United 
States  suffering  from  mental  illness,  according  to  the  organ- 
ization. One  out  of  every  10  children  born  in  America 
each  year  will  sometime  during  his  life  suffer  a mental 
illness  severe  enough  to  require  hospitalization;  the  num- 
ber who  will  develop  less  severe  mental  illness  is  much 
greater. 

Although  for  the  third  year  the  mental  hosiptal  popula- 
tion has  decreased  and  7 out  of  10  mental  patients  leave 
the  hospital  improved  or  recovered,  patients  in  mental 
hospitals  make  up  on  any  day  almost  half  of  all  the  pa- 
tients in  the  hospitals  in  the  United  States.  In  addition  to 
persons  in  mental  hospitals,  at  clinics,  or  consulting  private 
psychiatrists  for  treatment  of  mental  illness,  approximately 
50  per  cent  of  all  the  patients  who  go  to  general  prac- 
titioners are  suffering  from  mental  illness  and  other  per- 
sonality disturbances  or  physical  illnesses  associated  with 
mental  illness. 

Emphasizing  the  fact  that  mental  illness  is  becoming 
a major  problem  of  our  time.  World  Health  Day,  which 
marked  the  eleventh  anniversary  of  the  World  Health 
Organization  on  April  7,  had  as  its  theme,  "Mental  Illness 
and  Mental  Health  in  the  World  of  Today.” 


New  Houston  Rehabilitation  Center 
To  Be  Dedicated  in  May 

The  Cora  and  Webb  Mading  Memorial  Building  of  the 
Texas  Institute  for  Rehabilitation  and  Research,  Houston, 
will  hold  its  formal  dedication  ceremonies  during  the  last 
week  of  May. 

Located  on  a 4V^  acre  tract  immediately  behind  the 
Baylor  University  College  of  Medicine  in  Houston,  the 
institute  was  made  possible  by  philanthropic  donations.  It 
is  chartered  and  incorporated  as  a special  hospital  for 
disabled  persons  and  is  operated  under  a board  of  trustees 
as  a nonprofit  institution. 

All  comprehensive  services  previously  provided  by  the 


Formal  dedication  ceremonies  will  be  held  for  the 
Cora  and  Webb  Mading  Memorial  Building  of  the  Texas 
Institute  of  Rehabilitation  and  Research  in  Houston  in 
May. 

Southwestern  Poliomyelitis  Respiratory  and  Rehabilitation 
Center  at  Jefferson  Davis  Hospital  and  the  Wolff  Home 
Polio-Rehabilitation  Unit  have  been  transferred  to  this 
facility,  the  first  patients  having  been  moved  in  during 
February. 

Application  for  admission  to  the  institute  should  be 
made  by  the  patient’s  own  physician.  The  organization  will 
work  closely  with  the  National  Foundation,  and,  as  the 
incidence  of  poliomyelitis  decreases,  other  patients  will  be 
accepted.  Eventually,  some  100  persons  will  be  handled 
daily  on  an  out-patient  basis. 

Now  a 55  bed  chronic  illness  and  research  hospital,  the 
Institute  also  includes  an  orthetic  department  for  the  de- 
velopment and  manufacture  of  assistive  devices.  Production 
and  use  of  special  self-help  and  self-care  devices  is  aimed 
at  increasing  the  independence  of  severely  paralyzed  per- 
sons. 

Charges  for  services  rendered  will  be  on  an  actual  cost 
basis  and  will  be  all  inclusive. 


Poison  Control  Association  Formed 

The  American  Association  of  Poison  Control  Centers 
was  formed  in  Chicago,  October  21,  1958,  with  member- 
ship open  to  both  individuals  and  organizations.  The  new 
association  hopes  to  stimulate  educational  programs  and 
scientific  research  on  toxic  substances;  assist  state  and  local 
officials  and  voluntary  agencies  in  the  field  of  poison  con- 
trol; set  up  standards  for  operation  of  poison  control  cen- 
ters; provide  information  to  the  public  and  develop  in- 
formation services;  and  help  develop  insurance  liability 
programs. 

Dr.  Robert  Grayson,  Miami,  was  elected  president. 

Hospital  District  Approved  by  Amarillo 

The  city  election  held  in  Amarillo  on  January  17  for 
the  purpose  of  accepting  the  hospital  district  as  provided 
in  a Texas  constitutional  amendment  passed  on  November 
4,  carried  by  a vote  of  more  than  5 to  1.  As  of  yet,  no 
effective  date  of  transfer  of  Northwest  Texas  Hospital  to 
the  hospital  district  has  been  set. 


The  number  of  cases  of  paralytic  polio  in  the  United 
States  was  24  per  cent  higher  for  1958  than  1957 — ap- 
parently because  apathy  is  keeping  many  people  from  get- 
ting Salk  injections.  Only  45  per  cent  of  the  preschool 
children  and  30  per  cent  of  adults  20-39  years  old  have 
been  fully  vaccinated,  according  to  Health  Information 
Foundation. 
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BRARY  I 


Stewart  Books  Given  to  Library 


Eight  books,  some  medical  and  some  historical,  which 
once  belonged  to  Dr.  Charles  Bellinger  Stewart,  early  Texas 
physician  and  signer  of  the  Texas  Declaration  of  Inde- 
pendence, have  been  presented  to  the  Memorial  Library 
of  the  Texas  Medical  Association. 

They  are  the  gift  of  Dr.  Charles  M.  Covington,  Austin 
State  Hospital  staff  member  who  was  a 1913  graduate  of 
the  Baylor  University  College  of  Medicine  and  1951  presi- 
dent of  the  Orange  County  Medical  Society.  Dr.  Coving- 
ton received  the  volumes  from  the  late  Mrs.  Dora  Griffin 
of  Houston,  granddaughter  of  Dr.  Stewart. 

Dr.  Stewart  was  born  in  Charleston,  S.  C.,  in  1806, 
owned  an  interest  in  a drugstore  in  Columbus,  Ga.,  for 
some  time,  and  was  a businessman  in  New  Orleans  and 
Cuba  before  coming  to  Texas  in  1830.  Settling  in  Bra2oria, 
he  joined  the  command  of  Francis  W.  Johnson  raised  to 
attack  the  Mexican  fort  at  Anahuac  and  held  a num- 
ber of  appointive  offices  following  the  Convention  of 
1832. 

When  Dr.  Stewart  became  secretary  to  Governor  Henry 
Smith  in  the  winter  of  1835,  there  was  no  seal  of  office, 
so  he  used  a "private  seal”  which  has  been  credited  with 
supplying  the  Texas  star  as  the  seal  of  the  state.  The 
private  seal  was  a Stewart  family  heirloom,  a button  from 
England,  which  bore  a deeply-cut  star  on  mother-of-pearl. 

After  the  Texas  revolution.  Dr.  Stewart  practiced  medi- 
cine in  Montgomery.  He  represented  Montgomery  County 
at  the  Convention  of  1845  and  in  the  first,  fourth,  and 
fourteenth  Legislatures.  He  died  in  1885. 

The  books  formerly  belonging  to  him  are  the  following: 

Chapman,  N.,  M.D.,  Elements  of  Therapeutics  and  Ma- 
teria Medica,  to  which  are  Prefixed  Two  Discourses  on  the 
History  and  Improvement  of  the  Materia  Medica,  Originally 
Delivered  as  Introductory  Lectures,  Vols.  I and  II,  1821- 
1822. 

Gibson,  William,  M.  D.,  The  Institutes  and  Practice  of 
Surgery:  Being  the  Outlines  of  a Course  of  Lectures,  Vols. 
I and  II,  1827. 

Massie,  J.  Cam.,  M.D.,  A Treatise  on  the  Eclectic  South- 
ern Practice  of  Medicine,  1854. 

Annual  Report  of  the  Board  of  Regents  of  the  Smith- 
sonian Institute,  Showing  the  Operations,  Expenditures,  and 
Condition  of  the  Institution  for  the  Years  1863,  1864. 

Laws  and  Decrees  of  the  State  of  Coahuila  and  Texas  in 
Spanish  and  English,  to  which  is  added  The  Constitution 
of  Said  State,  also  The  Colonization  Law  of  the  State  of 
Tamaulipas  and  Naturalization  Law  of  the  General  Con- 
gress, by  order  of  the  Secretary  of  State,  translated  by  J.  P. 
Kimball,  M.D.,  Houston,  Telegraph  Power  Press,  1839. 

Vestiges  of  the  Natural  History  of  Creation  with  a 
Sequel,  1846. 

References 

Nixon,  P.  I.:  The  Medical  History  of  Early  Texas,  Lancaster,  Pa., 
Lancaster  Press,  1946. 

Webb.  W.  P.  (Ed.);  The  Handbook  of  Texas,  Austin,  Texas 
State  Historical  Association,  1952. 


Gifts  to  the  Library 

Dr.  H.  J.  Kaplan,  Bay  City,  14  books. 

Dr.  Heinrick  Lamm,  La  Feria,  125  journals. 

Dr.  Allan  H.  Neighbors,  Austin,  10  journals. 

Dr.  Joe  C.  Rude,  Austin,  30  journals. 

Dr.  Troy  A.  Shafer,  Harlingen,  57  journals. 

Dr.  C.  M.  Covington,  Austin,  7 books. 

Dr.  Carey  Legget  and  Dr.  Georgia  Legget,  Austin,  74 
journals,  2 reprints. 

Dr.  Fred  L.  Adair,  Maitland,  Fla.,  13  reprints. 


^ Motion  Pictures 


Films  Newly  Acquired 

Motion  picture  films  recently  acquired  by  the  Memorial 
Library  of  the  Texas  Medical  Association  include  the  fol- 
lowing: 

Back  into  the  Sun 

Bedside  Management  of  Fluid  Balance  Problems 

Biography  of  the  Unborn 

Borderline 

For  the  Love  of  Life 

Helping  Hands  for  Julie 

Home  Again 

New  Family  in  Town 

Principles  of  Artificial  Respiration 

The  H-Bomb 

The  Man  Who  Didn’t  Walk 
Bedside  Management  of  Fluid  Balance  Problems 
Respiratory  Acidosis 
Vaginal  Hysterectomy 


Books 


Books  Newly  Acquired 


Arrington,  George  E.,  Jr.:  History  of  Ophthalmology, 
New  York,  MD  Publications,  1959. 

Bailey,  Hamilton,:  Emergency  Surgery,  Baltimore,  Wil- 
liams and  Wilkins,  1959. 

Bleyer,  Adrien:  Childbearing  Before  and  After  Thirty- 
Five,  New  York,  Vantage,  1958. 

Byrne,  John  J. : The  Hand,  Springfield,  111.,  Charles  C 
Thomas,  1959. 

Ciba  Foundation  Symposium:  Amino  Acids  and  Peptides 
with  Antimetabolic  Activity,  Boston,  Little,  Brown  and 
Company,  1958. 

Conn,  Howard  F.:  Current  Therapy — 1959,  Philadelphia, 
W.  B.  Saunders,  1959. 

Eckardt,  R.  E.:  Industrial  Carcinogens,  New  York, 
Grune  and  Stratton,  1959- 

Freeman,  Lucy:  So  You  Want  to  be  Psychoanalyzed, 
New  York,  Henry  Holt,  1958. 

Goodrich,  Frederick  W.;  Maternity,  New  York,  Prentice- 
Hall,  1959. 

Jaffee,  Henry  L.;  Tumors  and  Tumorous  Conditions  of 
the  Bones  and  Joints,  Philadelphia,  Lea  and  Febiger,  1958. 

May,  Jacques  M. : The  Ecology  of  Human  Disease,  New 
York,  MD  Publications,  1958. 

Moseley,  H.  Fred:  Textbook  of  Surgery,  ed.  3,  St.  Louis, 
C.  V.  Mosby,  1959. 
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Mullane,  Mary  Kelly:  Education  for  Nursing  Service  Ad- 
ministration, Battle  Creek,  Mich.,  W.  K.  Kellogg  Founda- 
tion, 1959- 

New  and  Nonofficial  Drugs,  1959,  Evaluated  by  the 
American  Medical  Association’s  Council  on  Drugs,  Phila- 
delphia, J.  B.  Lippincott,  1959- 

Ranson,  Stephen  Walter,  and  Clark,  Sam  L.:  Anatomy 
of  the  Nervous  System,  ed.  10,  Philadelphia,  W.  B. 
Saunders,  1959. 

Riese,  Walther:  History  of  Neurology,  New  York,  MD 
Publications,  1959. 

Ross,  Sir  James  Paterson:  Surgery  of  the  Sympathetic 
Nervous  System,  ed.  3,  London,  Bailliere,  Tindall  and 
Cox,  1958. 

Schifferes,  Justus  J. : Family  Medical  Encyclopedia,  Bos- 
ton, Little,  Brown  and  Company,  1959- 

Turell,  Robert:  Diseases  of  the  Colon  and  Anorectum, 
Vol.  1 and  2,  Philadelphia,  W.  B.  Saunders,  1959. 

Weil,  Paul  G. : The  Plasma  Proteins,  Philadelphia,  J.  B. 
Lippincott,  1959. 

Year  Book  of  Ear,  Nose  and  Throat,  Lindsay,  John  R. 
(Ed.):  Chicago,  Year  Book  Publishers,  1958. 

Book  Nofes 

Cordiovascular  Rehabilitation 

Paul  Dudley  White,  M.D.,  Physician,  Massachusetts  Gen- 
eral Hospital,  Boston;  Howard  a.  Rusk,  M.D.,  Director, 
Institute  of  Physical  Medicine  and  Rehabilitation,  New  York 
University-Bellevue  Medical  Center,  New  York;  Bryan  Wil- 
liams, M.D.,  Clinical  Instructor  in  Medicine,  University  of 
Texas  Southwestern  Medical  School,  Dallas;  and  PHILLIP  R. 
Lee,  M.D.,  Department  of  Internal  Medicine,  Palo  Alto 
Clinic,  Palo  Alto,  Calif.  155  pages.  $6.50.  New  York, 
Blakiston  Division,  McGraw-Hill  Book  Company,  Inc.,  1957. 

This  book  presents  the  views  of  several  authorities  on 
the  subject  of  cardiovascular  rehabilitation  as  set  forth  at 
an  informal  conference.  It  is  extremely  readable  and  con- 
denses the  current  thinking  on  rehabilitation  of  the  ever 
increasing  number  of  people  with  cardiovascular  disorders 
and  their  complications. 

Very  properly  the  emotions  of  the  patient,  the  physician, 
and  the  patient’s  family  are  discussed.  Truth  about  a par- 
ticular disease  should  be  made  known  to  the  patient  and 
his  family.  Psychiatric  disorders  should  be  dealt  with,  and 
iatrogenic  heart  disease  is  to  be  guarded  against. 

The  trend  in  American  industry  is  to  employ  and  place 
the  cardiac  in  a position  he  can  perform.  Peak  load  work 
ranges  from  20  to  40  per  cent  of  acmal  working  hours. 
Good  industrial  physician-employee  relationship  is  stressed. 

The  majority  of  patients  with  coronary  heart  disease  can 
and  should  return  to  their  former  occupations.  Hemiplegics 
and  paraplegics  can  be  placed  frequently  in  positions  to 
earn  an  income.  Several  federal  and  state  agencies  and  civic 
organizations  are  available  to  aid  the  physician.  Conscien- 
tious recommendations  of  the  attending  physician  will  re- 
habilitate the  majority  of  cases. 

There  is  being  added  to  some  medical  school  curricu- 
lums  actual  experience  in  advising  the  chronically  ill.  Stu- 
dents "learn  by  doing.”  Postgraduate  education  in  rehabili- 
tation is  being  and  should  be  carried  out.  The  American 
Heart  Association  provides  literamre  and  audiovisual  de- 
vices that  teach  cardiovascular  rehabilitation. 

The  conference  recommended  that  considerable  research 
is  needed  so  that  statistically  accurate  advice  can  be  given 
a cardiac  or  hemiplegic  patient.  Research  in  the  perform- 
ance of  children  on  whom  cardiac  surgery  had  been  done 
is  needed  greatly.  The  psychological  and  psychiatric  aspeas 
of  rehabilitation  are  important  phases  in  need  of  further 
study. 

— Pierre  P.  Poole,  M.D.,  Brownsville. 


Rehabilitation  Medicine 

Howard  A.  Rusk,  M.D.,  Professor  and  Chairman  of  the 
Department  of  Physical  Medicine  and  Rehabilitation,  New 
York  University-Bellevue  Medical  Center,  New  York.  572 
pages.  $12.  ed.  1.  St.  Louis,  C.  V.  Mosby  Company,  1958. 

Rehabilitation  is  the  business  of  every  physician,  be  he 
a general  practitioner  or  a specialist.  This  book  is  one  that 
focuses  attention  on  the  problem  of  the  rehabilitation  of 
severely  involved  individuals  with  neuromuscular  dysfunc- 
tion or  musculoskeletal  disorders.  There  are  27  chapters 
contributed  by  36  collaborators.  The  authors  emphasize 
that  physical  medicine  and  rehabilitation  is  an  indispensable 
adjunctive  treatment  method  in  many  medical  and  surgical 
conditions  in  the  different  fields  of  medicine.  There  are 
chapters  which  outline  the  basic  principles  of  treatment 
by  various  phases  of  physical  medicine  and  the  application 
of  orthotic  devices  to  help  the  patient  regain  the  maximal 
functional  activity  possible. 

The  basic  philosophy  throughout  the  book  is  that  it  is 
necessary  to  treat  the  whole  individual  who  is  suffering 
from  handicaps  imposed  by  some  disease  or  injury,  and 
not  only  the  physical  or  bodily  segment  that  is  involved. 
The  patient  has  to  be  advised  not  only  on  medical  mat- 
ters, but  also  in  his  emotional  problems,  social  readjust- 
ment, and  vocational  pursuits  until  his  greatest  capacity  is 
regained.  This  book  is  one  which  emphasizes  that  a physi- 
cian is  not  only  a scientist  treating  a certain  disease,  but 
is  also  an  adviser  and  counselor  to  the  patient,  which  role 
was  so  well  portrayed  by  the  vanishing  group  of  the  family 
physician. 

This  is  an  excellent  textbook  for  providing  basic  in- 
formation on  rehabilitation  medicine  and  should  be  inval- 
uable to  every  physician,  especially  the  general  practitioner. 

— Odon  F.  von  Werssowetz,  M.D.,  Gonzales. 


I ORGANIZATIONyl 


ON  I 

County  Societies 

County  Societies  Elect  Officers 

Newly  elected  officers  of  county  medical  societies  in 
Texas,  not  previously  announced,  include  the  following: 

Gray -Hansford-Hemphill-Lipscomb -Roberts -Ochiltree - 
Hutchinson-Carson. — President,  Dr.  Dan  E.  Hampton,  Bor- 
ger;  vice-president.  Dr.  R.  D.  Falkenstein,  Pampa;  secre- 
tary-treasurer, Dr.  Joe  H.  Knowles,  Borger;  delegate.  Dr. 
Raymond  M.  Hampton,  Pampa;  alternate.  Dr.  W.  G. 
Stephens,  Borger. 

Hardeman-Cottle-Foard-Motley. — Secretary-treasurer,  Dr. 
J.  F.  Hughes,  Spur,  replacing  Dr.  John  M.  Taylor,  Quanah, 
who  has  left  the  state  to  accept  a medical  fellowship. 

Johnson. — President,  Dr.  C.  D.  Hamilton,  Jr.,  Cleburne; 
secretary  and  delegate.  Dr.  Tolbert  F.  Yater,  Cleburne. 

Karnes-W  ilson. — President,  Dr.  John  V.  Blake,  Jr., 
Floresville;  vice-president.  Dr.  T.  P.  Edwards,  Karnes  City; 
secretary-treasurer.  Dr.  Fred  Day,  Jr.,  Runge;  delegate.  Dr. 
J.  W.  Oxford,  Floresville;  alternate.  Dr.  C.  C.  Quillian, 
Kenedy;  board  of  censors.  Dr.  Quillian  and  Dr.  S.  E. 
Shannon,  Karnes  City. 
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Kimble-Mason-Menard-McCulloch. — President,  Dr.  B.  A. 
Hallum,  Jr.;  vice-president,  Dr.  James  P.  Anderson;  secre- 
tary-treasurer, Dr.  Robert  D.  Hays;  delegate.  Dr.  Albert 
M.  McCulloch;  alternate.  Dr.  Robert  D.  Hays;  board  of 
censors,  Drs.  G.  H.  Ricks,  James  G.  Bodenhamer,  and 
D.  W.  Jordan,  all  of  Brady. 

Lavaca. — President,  Dr.  Robert  W.  Williams,  Shiner; 
vice-president.  Dr.  E.  H.  Marek,  Yoakum;  secretary-treasur- 
er, Dr.  Robert  J.  Wagner,  Shiner;  delegate.  Dr.  Harvey 
Renger,  Hallettsville;  alternate.  Dr.  William  H.  Yates, 
Hallettsville;  board  of  censors,  Drs.  Renger,  Yates,  and  Wil- 
liams. 

Shelhy-San  Augustine-Sabine. — President,  Dr.  Thomas  L. 
Hurst;  president-elect.  Dr.  L.  S.  Oates;  vice-president.  Dr. 
W.  H.  Warren;  secretary-treasurer.  Dr.  W.  C.  Windham; 
delegate.  Dr.  W.  S.  Warren;  alternate.  Dr.  L.  S.  Oates; 
board  of  censors,  Drs.  W.  H.  Warren  and  Oates,  all  of 
Center. 

Victoria-Calhoun-Goliad. — President,  Dr.  C.  J.  McCol- 
lum, Victoria;  vice-president.  Dr.  York  Lancaster,  Port 
Lavaca;  secretary.  Dr.  Calon  U.  Bickford,  Victoria;  dele- 
gate, Dr.  Joseph  V.  Hopkins,  Victoria;  alternate.  Dr.  Ern 
C.  Mooney,  Victoria;  board  of  censors,  Drs.  T.  L.  Sterne, 
R.  S.  Lander,  and  Craig  P.  Bade,  all  of  Victoria. 


County  Society  News  Briefs 

"Clinical  Problems  in  the  Management  of  Cancer”  was 
the  topic  of  Dr.  George  Crile,  Jr.,  when  he  addressed  the 
Harris  County  Medical  Society  during  its  scientific  meeting 
in  Houston  March  23.  Proposed  amendments  to  the  by- 
laws were  read  during  the  business  session. 

Dr.  John  M.  Whitney  of  Dallas,  guest  speaker,  dis- 
cussed the  "Medical  Aspects  of  Civil  Defense”  when  he 
addressed  the  Cameron-W illacy  Counties  Medical  Society 
in  Brownsville  recently.  The  society  voted  to  oppose  a 
bill  recently  introduced  in  the  Texas  Legislature  relating 
to  vaccination  of  school  children,  and  voted  to  present  $10 
prizes  to  best  exhibits  at  science  fairs  of  each  area  high 
school.  The  society  president  was  instructed  to  appoint  a 
committee  to  study  the  fees  charged  on  workmen’s  compen- 
sation and  bracero  insurance  cases. 

Physicians  attending  a January  meeting  of  the  Lamar- 
Delta  Counties  Medical  Society  voted  unanimously  to  be- 
gin an  intensive  program  to  encourage  all  persons  under 
40  years  of  age  in  their  area  to  secure  Salk  vaccine  in- 
oculations immediately,  regardless  of  ability  to  pay.  Dr. 
M.  A.  Walker,  Jr.,  president,  indicated  that  the  group 
would  welcome  cooperation  of  the  National  Foundation, 
school  principals  and  health  nurses,  as  well  as  other  com- 
munity groups  in  making  arrangements  for  those  unable 
to  pay. 

The  Pecos-Jeff  Davis-Presidio-Brewster  Counties  Medical 
Society  heard  Dr.  Lewis  Zang,  Odessa,  discuss  "Allergic 
Disease  in  Children,”  when  it  held  its  March  dinner  meet- 
ing in  Fort  Stockton. 

The  Tarrant  County  Medical  Society  adopted  a resolu- 
tion endorsing  and  supporting  a hospital  district  bill  when 
it  held  its  February  meeting  attended  by  128  members  and 
16  guests.  The  group  voted  to  nominate  Dr.  A.  F.  Jackson 
for  honorary  membership  in  the  Texas  Medical  Association. 
During  the  scientific  program.  Dr.  Milton  V.  Davis,  Dal- 
las, spoke  on  "Chest  Emergencies.” 

When  the  Lamb -Bailey -Hockley -Cochran  Counties  Medi- 
cal Society  held  a recent  meeting  in  Levelland,  Dr.  F.  B. 
Faust,  president,  presented  a paper  on  "Alternatives  of 
Health  Economics.”  Dr.  Robert  A.  Neblett,  Canyon,  was 
guest  speaker  for  the  February  meeting  of  the  society, 
which  was  held  in  Littlefield. 


^ District  Societies 


District  1 Elects  Officers 

Dr.  W.  E.  Lockhart  of  Alpine  was  elected  president  of 
District  1 of  the  Texas  Medical  Association  at  the  annual 
business  meeting  of  the  district  in  Fort  Stockton  February 
12.  Other  officers  are  Dr.  W.  H.  McClure  of  Kermit, 
vice-president,  and  Dr.  Gordon  L.  Black  of  El  Paso,  secre- 
tary. 

The  meeting  was  held  in  conjunction  with  a one-day 
seminar  presented  by  the  El  Paso  division  of  the  University 
of  Texas  Postgraduate  School  of  Medicine.  Speakers  in- 
cluded Dr.  Maynard  Hart  and  Dr.  Harry  W.  Demarest, 
both  of  El  Paso;  Dr.  C.  E.  Oswalt  of  Fort  Stockton;  Drs. 
Leight  Avner,  James  Morgan,  Gray  Morgan,  and  Gilbert 
Landis,  all  of  El  Paso;  and  Mrs.  Haskell  D.  Hatfield  of 
El  Paso,  president-elect  of  the  Woman’s  Auxiliary  to  the 
Texas  Medical  Association. 


McKay  Becomes  President 
Of  Ninth  District  Society 

Dr.  Haden  E.  McKay  of  Humble  became  president  of 
the  Ninth  District  Medical  Society  at  its  meeting  March 
19  in  Huntsville.  Dr.  F.  W.  Yeager,  Corpus  Christi,  Presi- 
dent of  the  Texas  Medical  Association,  addressed  the  so- 
ciety at  the  Huntsville  Prison. 

Other  officers  include  Dr.  Irving  M.  Watson,  Jr.,  Conroe, 
president-elect;  Dr.  George  V.  Pazdral,  Somerville,  vice- 
president;  and  Dr.  Lyman  C.  Blair,  secretary-treasurer.  At 
the  meeting,  two  amendments  were  voted  to  the  by-laws. 


★ American 

Medical  Association 


AMA  Makes  More  Appoinfmenfs 

Dr.  Edward  L.  Turner,  secretary  of  the  American  Medi- 
cal Education  Foundation,  has  been  named  director  of  the 
new  American  Medical  Association  Division  of  Scientific 
Activities,  and  Dr.  Walter  S.  Wiggins  was  appointed  to 
succeed  Dr.  Turner  as  secretary  of  the  Council  on  Medical 
Education  and  Hospitals. 

In  announcing  the  staff  changes.  Dr.  F.  J.  L.  Blasingame, 
executive  vice-president,  noted  that  the  new  division  in- 
cludes the  Councils  on  Mental  Health,  Scientific  Assembly, 
and  Medical  Education  and  Hospitals;  the  American  Medi- 
cal Education  Foundation;  and  the  Department  of  Therapy 
and  Research. 

Dr.  Wiggins  joined  the  Council  on  Medical  Education 
and  Hospitals  as  associate  secretary  in  1954. 

AMA  Council  to  Hold 
Nutrition  Meeting 

Heart  disease  and  disorders  of  nutrient  absorption  will 
be  discussed  at  a Symposium  on  Nutritional  Problems  in 
Medicine  May  8 in  Nashville,  Tenn.,  under  the  sponsor- 
ship of  the  American  Medical  Association’s  Council  on 
Foods  and  Nutrition  and  the  Vanderbilt  University  Medi- 
cal School. 
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The  meeting  is  opened  to  physicians,  nurses,  dietitians, 
and  medical  students  and  other  interested  persons.  Further 
information  may  be  obtained  by  writing  the  American 
Medical  Association,  535  North  Dearborn  Street,  Chicago 
10. 


Medical  Congress  Studies  Specialism,  Research 

Specialism  in  medicine  and  the  role  of  research  in 
medical  education  were  main  discussion  topics  during  the 
fifty-fifth  annual  Congress  on  Medical  Education  and  Li- 
censure February  7-10  in  Chicago.  The  congress  was  spon- 
sored by  the  American  Medical  Association’s  Council  on 
Medical  Education  and  Hospitals,  the  Advisory  Board  for 
Medical  Specialties,  and  the  Federation  of  State  Medical 
Boards  of  the  United  States. 


Motion  Picture  Review  Booklet  Released 

The  tenth  annual  publication  of  "Reviews  of  Medical 
Motion  Pictures”  is  now  available  from  the  film  library 
of  the  American  Medical  Association.  This  publication  is 
prepared  by  the  Division  of  Communications,  Department 
of  Medical  Motion  Pictures  and  Television,  and  contains 
reprints  of  all  reviews  published  in  the  Journal  of  the 
AMA  during  1958. 


^ Woman’s  Auxiliary 


Films  Available  to  Highlight 
Woman's  Auxiliary  Programs 

Motion  picture  films  from  the  Memorial  Library  of  the 
Texas  Medical  Association  have  been  found  by  members  of 
the  Woman's  Auxiliary  to  be  suitable  for  many  purposes. 
Some  are  appropriate  for  almost  all  types  of  audiences. 

Almost  100  nontechnical  films  are  available  to  Texas 
medical  societies  and  auxiliaries  for  use  in  their  programs. 
Many  of  the  films  would  serve  for  program  material  for 
civic  and  school  organizations  to  further  the  cause  of 
medicine  in  Texas  communities.  Approved  films  cata- 
logued for  ready  use  cover  a wide  range  of  topics  with 
considerable  choice  in  each  category.  Among  the  subjects 
are  the  following:  cancer,  heart  disease,  rabies,  poliomye- 
litis, tuberculosis,  alcoholism,  first  aid,  old  age,  safety, 
medical  careers  (including  nurse  recruitment),  mental 
health,  hospitals,  and  the  doctor.  If  another  subject,  othet 
than  those  mentioned,  is  desired,  those  interested  may  write 
the  Memorial  Library  for  information  as  new  films  are 
constantly  being  added  to  the  collection. 

Films,  whether  black  and  white  or  color,  are  16  mm. 
and  nearly  all  equipped  with  sound.  Some  have  been  re- 
leased for  television  showing  on  local  stations. 

Requests  should  be  made  2 or  3 months  in  advance  to 
assure  receipt  of  the  desired  films.  The  prompt  return  of 
the  films  by  insured  mail  after  each  showing  is  urged  by 
the  librarian,  as  there  usually  are  many  bookings  for  each 
film.  If  films  are  not  returned  after  each  showing,  another 
group  may  be  inconvenienced.  A return  label  is  placed  in 
the  film  container  for  use  in  returning  the  film.  This 
provides  the  post  office  with  necessary  information  about 
the  contents  of  the  box. 

— Mrs.  James  M.  Coleman,  Austin. 


DR.  WILLIAM  EDGAR  TATUM 

Dr.  William  Edgar  Tatum,  a past  president  of  the 
Jefferson  County  Medical  Society,  died  in  Gatesville  Feb- 
ruary 3,  1959,  of  a rupmred  aortic  aneurysm. 

Dr.  Tatum  was  born  at  Farmersville,  La.,  on  October 
16,  1873,  the  son  of  James  A.  and  Virginia  Tatum.  He 
was  graduated  in  medicine  at  Memphis  Hospital  Medical 
College  in  1899  and  finished  his  training  in  special  courses 
at  the  then  Medical  Department  of  Tulane  University  of 
Louisiana  in  1910.  After  practicing  at  Converse,  La.,  for 
10  years,  he  moved  to  Beaumont  in  1911.  In  that  city,  he 
did  general  practice  and  surgery  until  his  retirement  in 
1955  because  of  ill  health.  After  retirement,  he  lived  in 
Gatesville. 

The  physician  was  elected  an  honorary  member  of  the 
Texas  Medical  Association  in  1950  and  was  a member  of 
the  American  Medical  Association.  He  was  a member  of 
the  First  Baptist  Church  of  Gatesville,  a Mason,  and  a 
member  of  the  Lions  Club. 

Dr.  Tatum  is  survived  by  his  wife,  the  former  Miss 
Fannie  Curtis,  whom  he  married  in  1900  in  Burkeville, 
two  sons,  R.  C.  Tatum,  Gatesville,  and  B.  E.  Tamm,  Hous- 
ton; two  daughters,  Mrs.  J.  W.  Garth,  Houston,  and  Mrs. 
L.  M.  Green,  Dallas;  eight  grandchildren;  and  seven  great- 
grandchildren. 


DR.  WILLIAM  EDGAR  TATUM 


DR.  V.  WESLEY  WALLACE 

Dr.  Virgle  Wesley  Wallace,  49,  died  in  Odessa  on  Jan- 
uary 7,  1959,  after  a several  months’  illness. 

Dr.  Wallace  was  born  in  Appleby  on  July  31,  1909.  He 
was  a Phi  Beta  Kappa  graduate  of  the  University  of  Texas 
and  received  his  medical  degree  from  the  University  of 
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DR.  V.  WESLEY  WALLACE 


DR.  H.  D.  PRICHARD 


Oklahoma  School  of  Medicine  in  1943.  He  interned  and 
did  his  residency  at  the  Oklahoma  University  Hospitals  in 
Oklahoma  City  and  was  resident  in  surgery  at  St.  Anthony’s 
Hospital  there  until  moving  to  Gainesville  in  1946.  He 
also  practiced  in  Lawton,  Okla.,  at  St.  Luke’s  Hospital  in 
Kansas  City,  and  in  Waco  before  moving  to  Odessa  in 
1957. 

Dr.  Wallace  was  a member  of  the  American  Medical 
Association,  Texas  Medical  Association,  and  Southwestern 
Medical  Association,  and  a fellow  of  the  American  College 
of  Surgeons,  a diplomate  of  the  American  Board  of  Ob- 
stetrics and  Gynecology,  and  was  at  one  time  secretary  of 
the  Cooke  County  Medical  Society.  He  was  a Mason  and 
member  of  the  Methodist  Church. 

Survivors  are  his  wife,  Estelle;  two  sons,  Wendell  and 
Wesley  Wallace  of  Odessa;  four  sisters.  Miss  Meritt  Wal- 
lace and  Mrs.  Russell  Bates  of  Tipton,  Okla.;  Mrs.  Howard 
Buckner  of  Frederick,  Okla.;  and  Mrs.  Ward  Ulmer  of 
Tulsa,  Okla.;  three  brothers,  T/Sgt.  Kendall  Wallace  of 
Webb  Air  Force  Base  in  Big  Spring,  Ormer  Wallace  of 
Gilchrist,  Ore.,  and  Ottis  Wallace  of  Frederick,  Okla.;  and 
his  parents,  Mr.  and  Mrs.  E.  M.  Wallace  of  Tipton,  Okla. 

Burial  was  in  Tipton,  Okla. 

DR.  H.  D.  PRICHARD 

Dr.  Horace  Dewitt  Prichard  of  Wichita  Falls  died  in  a 
hospital  in  that  city  January  9,  1959. 

He  was  born  in  Boonesville,  Miss.,  on  October  21,  1889, 
and  was  the  son  of  J.  O.  and  Lydia  (Bell)  Prichard.  After 
attending  high  school  and  Trinity  University  in  Waxa- 
hachie,  he  received  his  medical  degree  from  the  University 
of  Texas  Medical  Branch  in  1917.  His  internship  was 
served  at  Charity  Hospital  in  Cleveland,  Ohio.  Dr.  Prich- 
ard practiced  in  Burkburnett  for  21/2  years,  and  during 
World  War  I was  a first  lieutenant  in  the  Army  Medical 
Corps. 

The  physician  was  a 1937  president  of  the  Wichita 
County  Medical  Society.  He  belonged  to  the  Texas  Medical 
Association  and  the  American  Medical  Association,  and 
was  a fellow  of  the  American  College  of  Surgeons. 

Dr.  Prichard  was  a Mason,  belonging  to  the  Scottish 
Rite.  He  was  a deacon  in  the  First  Baptist  Church  of 


Wichita  Falls,  and  belonged  to  the  Wichita  Falls  Chamber 
of  Commerce.  He  was  a past  president  of  Wichita  General 
Hospital  and  was  voted  a life  honorary  member  of  the 
Wichita  General  Hospital  staff. 

He  is  survived  by  his  wife,  the  former  Miss  Gretchen 
Wilke,  whom  he  married  in  Galveston  in  1919;  and  by 
three  brothers.  Dr.  F.  C.  Prichard,  Anson;  Dr.  C.  L. 
Prichard,  Abilene;  and  G.  R.  Prichard,  Haskell. 


DR.  HARRY  PAUL  HARBER 

Dr.  Harry  Paul  Harber  died  suddenly  of  a cerebral 
hemorrhage  in  his  Dallas  home  on  February  3,  1959. 

He  was  born  September  8,  1890,  in  Dublin,  son  of  the 
late  Seaborn  J.  and  Sem  Ruda  Harber.  He  was  graduated 


DR.  HARRY  PAUL  HARBER 


326 


TEXAS  State  Journal  of  Medicine,  APRIL,  1959 


from  Dublin  High  School  in  1911  and  attended  the  Uni- 
versity of  Texas  in  Austin.  He  was  a member  of  the 
school  bands  in  both  these  schools  and  became  a member 
of  the  Shrine  Band  in  Galveston  while  studying  toward 
his  medical  degree  at  the  University  of  Texas  Medical 
Branch.  He  received  his  degree  in  1917. 

Dr.  Harber  entered  the  United  States  Army  in  1917 
as  a first  lieutenant  in  the  Medical  Gjrps.  Upon  his  dis- 
charge in  1919,  he  was  at  St.  Francis  Hospital  in  New 
York  for  a year  of  internship.  Dr.  Harber  entered  private 
practice  in  Dallas  in  1920,  doing  general  practice  and 
surgery  until  he  retired  because  of  ill  health  in  1955. 

A member  of  the  Dallas  County  Medical  Society,  the 
Texas  Medical  Association,  and  the  American  Medical  As- 
sociation, Dr.  Harber  was  also  a long  time  member  of 
the  First  Methodist  Church  of  Dallas. 

Dr.  Harber  is  survived  by  two  sons,  Harry  Paul  Harber, 
Jr.  of  Los  Angeles,  and  Capt.  Ben  Gill  Harber,  a member 
of  the  United  States  Air  Force  Dental  Corps  stationed  in 
Anchorage,  Alaska;  a brother,  Eugene  Harber  of  San  Saba; 
four  sisters,  Mrs.  Ira  C.  Kiker  and  Miss  Fannie  Harber  of 
Dallas;  Mrs.  Herbert  W.  Maas  of  Vernon;  and  Mrs.  Tom 
F.  Bryan  (wife  of  the  physician)  of  Dublin. 


DR.  L.  B.  WOODS 


Dr.  Limmie  Bradford  Woods,  one  of  Texas’  horse-and- 
buggy  doctors  and  a former  Lubbock  city  health  officer, 
died  at  his  home  in  that  city  on  February  5,  1959. 

He  was  born  on  May  17,  1887,  in  Bogata,  the  son  of 
Oran  Robert  and  Jane  Woods.  After  receiving  his  pre- 
liminary education  at  Gibtown,  Dr.  Woods  attended  Nonh 
Texas  State  College,  Denton,  and  was  graduated  from  old 
Southwestern  University  Medical  College  in  Dallas  in  1911. 
He  did  postgraduate  work  at  St.  Paul’s  Hospital,  Dallas; 
Cook  County  Hospital,  Chicago;  Mayo  Clinic,  Rochester, 
Minn.;  and  New  York  Polyclinic. 

Dr.  Woods  began  his  practice  in  Jacksboro  in  1912, 
remaining  there  until  1924,  when  he  moved  to  Wilson, 
Oklahoma.  From  1931  to  1939,  he  praaiced  in  Ardmore, 
Oklahoma,  and  after  1939,  in  Lubbock.  The  physician  was 
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Lubbock  city  health  officer  from  1948  to  1955,  and  he 
also  served  as  city-county  health  officer  for  a time.  He 
owned  Woods  Clinic,  established  in  1949. 

A general  practitioner.  Dr.  Woods  was  on  the  staff  of 
Methodist  Hospital  in  Lubbock.  He  was  a member  of  the 
Lubbock-Crosby  Counties  Medical  Society,  the  Texas  Medi- 
cal Association  (of  which  he  was  elected  an  inactive  mem- 
ber in  1958),  and  the  American  Medical  Association. 

During  World  War  II,  he  was  a lieutenant-colonel  in 
the  Texas  State  Guard.  He  was  a thirty-second  degree 
Mason,  a Knight  Templar  and  Shriner,  a former  member 
of  the  Lubbock  Lions  Club,  and  a member  of  Knights  of 
Pythias.  He  served  on  the  official  board  of  the  First  Meth- 
odist Church  in  Lubbock. 

Dr.  Woods  and  the  former  Miss  Clara  Ann  Walters  were 
married  in  Gibtown  on  September  4,  1910. 

He  is  survived  by  his  widow;  three  sons,  Limmie  Berk- 
ley Woods  and  James  Henry  Woods,  both  of  Lubbock, 
and  John  Walters  Woods,  Duncan,  Okla.;  two  daughters, 
Mrs.  John  T.  Poland,  Lubbock;  and  Mrs.  Wendell  D. 
Sparks  of  Hennepin,  Okla.;  three  brothers.  Dr.  D.  R. 
Woods  of  Lubbock  and  W.  A.  Woods  and  Charlie  T. 
Woods,  both  of  Perrin;  six  sisters,  Mrs.  Elizabeth  Childers 
and  Mrs.  Nora  Allums,  both  of  Bogata;  Mrs.  Mary 
Bridges  of  Bagwell;  Mrs.  Brooks  Trotter  of  Denton;  Mrs. 
Viola  White  of  Odessa;  and  Mrs.  Maude  Osteen  of 
Jacksboro;  and  10  grandchildren. 


DR.  G.  HERBERT  BEAVERS,  JR. 


Dr.  George  Herbert  Beavers,  Jr.,  of  Fort  Worth  died 
in  Galveston  on  January  6,  1958.  Cause  of  death  was 
penumonia. 

Dr.  Beavers  was  born  in  Benjamin,  on  December  31, 
1898,  son  of  Dr.  George  H.  and  Linnie  (Dimmitt)  Beavers. 
He  attended  the  University  of  Texas,  Austin,  and  received 
his  medical  degree  with  honors  from  Tulane  University, 
New  Orleans,  in  1926.  He  interned  at  Touro  Hospital 
in  New  Orleans,  then  doing  his  residency  in  obstetrics 
and  gynecology  at  Woman’s  Hospital  in  New  York.  He 
was  in  private  practice  in  Fort  Worth  from  1929  until  his 
death,  specializing  in  obstetrics  and  gynecology. 
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The  physician  was  a member  of  the  Tarrant  County 
Medical  Society,  Texas  Medical  Association,  American 
Medical  Association,  and  Southern  Medical  Association.  He 
was  a past  president  of  the  Texas  Society  of  Obstetricians 
and  Gynecologists,  a fellow  of  the  American  College  of 
Surgeons,  and  a member  of  Alpha  Omega  Alpha.  Dr. 
Beavers  was  a member  of  the  Christian  Church.  He  be- 
longed to  the  Rivercrest  Country  Club  and  the  Fort  Worth 
Club. 

Dr.  Beavers  is  survived  by  his  wife,  the  former  Miss 
Margaretta  Graham,  whom  he  married  in  Austin  in  1922. 
She  resides  in  Fort  Worth.  Other  survivors  are  his  mother, 
Mrs.  G.  H.  Beavers,  Sr.,  Fort  Worth;  two  daughters,  Mrs. 
James  M.  Moore,  Marietta,  Okla.,  and  Mrs.  William  J. 
Bond,  of  Fort  Worth;  and  one  sister,  Mrs.  Frances  Parks 
Mulky,  Oklahoma  City. 


DR.  ALLON  K.  HALL,  JR. 

Dr.  Allon  Killough  Hall,  Jr.,  35,  of  La  Porte  died  in 
a Baytown  hosiptal  February  7,  1959,  after  suffering  a 
heart  attack  in  his  home. 

He  was  born  August  8,  1923,  in  Fort  Worth,  son  of 
A.  K.  and  Ruth  (McRae)  Hall.  After  attending  San  An- 
gelo public  schools,  he  completed  his  premedical  studies  at 
the  University  of  Texas.  He  received  his  medical  degree 
from  Tulane  University  in  New  Orleans  in  1946.  He 
interned  at  Scott  and  White  Clinic,  Temple,  and  at  the 
School  of  Aviation  Medicine,  Randolph  Field.  He  served 
a residency  at  the  University  of  Illinois  Hospital,  Chicago, 
and  was  a resident  physician  at  the  Veterans  Administration 
Hospital  in  Houston. 


DR.  ALLON  K.  HALL,  JR. 


Dr.  Hall  was  a flight  surgeon  and  captain  at  Carswell 
Air  Force  Base  from  1947  to  1949.  He  practiced  in  Mis- 
sion for  5 years  before  moving  to  La  Porte  in  1956.  At 
the  time  of  his  death,  he  was  a practicing  ophthalmologist, 
an  associate  professor  of  ophthalmology  at  Baylor  University 
College  of  Medicine,  Houston,  and  maintained  an  eye 
clinic  in  Baytown. 

He  was  a member  of  the  Harris  County  Medical  Society, 
Houston  Ophthalmological  and  Otolaryngological  Society, 


Texas  Medical  Association,  American  Medical  Association, 
and  National  Medical  Foundation  for  Eye  Care.  He  was 
a Methodist  and  Kiwanian,  and  his  hobbies  included  flying, 
woodwork,  and  music. 

Dr.  Hall4s_survived  by  his  wife,  the  former  Miss  Helen 
Jean  Stroman  of  San  Angelo,  whorri  he  married  in  1944; 
four  sons,  Jimmy,  David,  Gary,  and  Tommy  Hall;  a 
daughter,  Bonnie  Hall,  all  of  La  Porte;  his  parents,  of 
Baytown;  and  four  sisters,  Mrs.  Helen  Foster,  Corpus 
Christi;  Mrs.  Luke  H.  Miller,  Falls  Church,  Va.;  Mrs.  Mary 
Nugent,  Baytown;  and  Mrs.  James  R.  Paxton,  Paxton, 
Palestine. 


DR.  EDWARD  G.  LYON 

Dr.  Edward  George  Lyon,  who  served  nearly  a quarter 
of  a cenmry  with  the  Dallas  Department  of  Public  Health, 
died  in  that  city  on  January  4,  1959,  after  an  illness  of 
5 years. 

Dr.  Lyon  was  born  in  Pontotoc,  Miss.,  on  November  14, 
1884,  moving  to  Texas  with  his  parents  at  the  age  of  7. 
After  being  graduated  from  Garland  High  School,  he 
worked  for  the  late  Dr.  Lyon  T.  Walker,  who  then  owned 
the  local  telephone  exchange,  and  for  a drugstore.  His 
ambitions  thus  aroused  to  become  a physician,  he  attended 
Southwestern  Medical  School  and  was  graduated  from  the 
University  of  Tennessee  in  1911- 

He  practiced  in  Mississippi  for  5 years,  then  remrned 
to  Texas  to  work  in  Sachse  and  Afton  before  settling  in 
Dallas.  In  the  latter  city,  he  was  superintendent  of  the 
old  emergency  hospital  at  one  time  located  in  Dallas’  city 
hall,  medical  examiner  with  the  food-handlers’  division, 
and  physician  in  the  quarantine  division.  His  service  with 
public  health  was  interrupted  only  by  a few  months  of 
service  with  the  Austin  State  Hospital.  He  retired  in  1954. 

A member  of  the  Dallas  County  Medical  Society  and 
American  Medical  Association,  he  was  elected  an  honorary 
member  of  the  Texas  Medical  Association  in  1954. 

Dr.  Lyon  is  survived  by  his  wife;  a son.  Bob  Lyon; 
and  a daughter,  Mrs.  Walter  Monroe,  Jr.,  all  of  Dallas; 
and  two  sisters,  Mrs.  Claude  Davenport  of  Shreveport,  La., 
and  Mrs.  Cap  Davenport  of  Madisonville,  Ky. 
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Dr.  Franklin  W.  Yeager 

Dr.  Franklin  William  Yeager,  Corpus  Christi,  became 
the  ninety-fourth  President  of  the  Texas  Medical  Associa- 
tion in  April — one  of  the  youngest  men  ever  to  hold  that 
office  and  the  son  of  a former  vice-president  of  the  Associa- 
tion. 

He  succeeds  Dr.  Howard  O.  Smith  of  Marlin. 

Born  in  Corpus  Christi  on  May  16,  1914,  Dr.  Yeager  is 
the  son  of  Dr.  Charles  Philip  and  Almeda  (Scott)  Yeager. 
He  was  graduated  from  Corpus  Christi  High  School  in 
1931  and  received  his  bachelor  of  science  degree  in  chem- 
istry from  Southwestern  University  in  Georgetown  in  1935. 

Dr.  Yeager  was  awarded  his  medical  degree  in  1942 
from  Baylor  University  College  of  Medicine,  Dallas,  where 
he  was  a member  of  Phi  Rho  Sigma  medical  fraternity.  He 
interned  at  Robert  B.  Green  Hospital  in  San  Antonio  the 
following  year. 

The  physician  entered  the  United  States  Army  Air  Force 
in  August,  1943,  and  was  stationed  at  Keesler  Field,  Miss.; 
Miami  Beach,  Fla.;  Scott  Field,  111.;  and  Greensboro,  N.  C. 
Graduated  from  the  AAF  School  of  Aviation  Medicine  in 
May,  1944,  he  went  overseas  in  February,  1945,  to  serve 
as  a flight  surgeon  with  the  81 4th  Troop  Carrier  Squadron 
and  with  the  Air  Transport  Command  in  England,  France, 
Italy,  and  the  Azores.  A captain,  he  was  chiefly  involved 
in  evacuating  American  sick  and  wounded  from  Europe  to 
the  United  States. 

Dr.  Yeager  remrned  to  Corpus  Christi  in  1946  to  begin 
general  practice  in  partnership  with  his  father,  a past  vice- 
president  of  the  Texas  Medical  Association  and  former  coun- 
cilor of  District  6.  In  1949,  he  did  postgraduate  smdy  in 
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surgery  at  Cook  County  Postgraduate  School, 
Chicago. 

A past  chief  of  staff  at  Ghormley,  Sizer,  and 
Memorial  Hospitals  in  Corpus  Christi,  Dr. 
Yeager  has  also  served  as  chief  of  surgery  at 
the  first  two  and  as  secretary  of  the  medical 
staff  at  Spohn  Hospital.  He  was  a member  of 
the  committee  which  established  the  first  blood 
bank  in  Nueces  County  and  a member  of  the 
committee  which  established  the  outpatient 
department  for  the  medically  indigent  at  Me- 
morial Hospital. 

The  presidency  of  the  Texas  Medical  Asso- 
ciation comes  to  Dr.  Yeager  after  many  other 
professional  honors,  including  the  chairman- 
ship of  its  Board  of  Councilors.  He  is  vice- 
chairman  of  the  Texas  State  Board  of  Health, 
to  which  he  was  appointed  in  1953  by  former 
Governor  Allan  Shivers.  He  has  been  president 
of  the  Fifth  and  Sixth  Districts  Medical  Soci- 
ety; president  of  the  Nueces  County  Medical 
Society;  councilor  of  District  6 from  1952  to 
1958,  when  he  became  President-Elect  of  the 
Texas  Medical  Association;  and  is  the  vice- 
councilor of  the  Southern  Medical  Association. 
He  is  a member  of  the  American  Medical  As- 
sociation. In  1942,  Dr.  Yeager  was  co-author 
of  an  article,  "Rapid  Treatment  of  Syphilis,” 
in  the  Tri-State  Medical  Journal. 

Despite  a busy  medical  career.  Dr.  Yeager 
finds  time  to  participate  in  community  activ- 
ities. He  is  a director  of  station  KZTV,  Corpus 
Christi.  He  was  president  of  the  Corpus  Christi 
Rotary  Club  in  1952  and  governor  of  Rotary 
District  185  in  1955.  Now  a member  of  the 
First  Methodist  Church  in  Corpus  Christi,  he 
is  a former  member  of  the  board  of  stewards 
of  Oak  Park  Methodist  Church  there.  In  addi- 
tion, he  is  a member  of  the  Corpus  Christi 
Country  Club  and  YMCA,  and  has  worked 
with  such  groups  as  the  United  Fund  and  Boy 
Scouts  of  America.  He  has  been  a director  of 
the  Corpus  Christi  Chamber  of  Commerce.  His 
hobbies  are  golf  and  fishing. 

Dr.  Yeager’s  family  consists  of  his  wife,  the 
former  Miss  Yvonne  Price  of  Tucson,  Ariz., 


and  four  daughters.  Patsy,  21,  is  a junior  at 
Texas  College  of  Arts  and  Industries  in  Kings- 
ville, while  the  others,  Charlene,  15,  Jonell, 
13,  and  Rhonda,  4,  still  headquarter  at  the 
Yeager  home,  5301  Ocean  Drive,  in  Corpus 
Christi.  Dr.  Yeager  has  one  sister,  Mrs.  E.  A. 
Blackburn  of  Houston. 

Dr.  Yeager  has  earned  a reputation  for  te- 
nacity and  determination.  He  is  known  for  his 
willingness  to  take  a positive  and  forthright 
stand  on  issues  of  importance,  and  to  pursue 
this  stand  to  an  uncompromising  conclusion. 
This  characteristic  undoubtedly  will  be  evident 
in  his  leadership  of  the  medical  profession  this 
year. 

A Blemish  on 
Medicine’s  Golden  Age 

That  we  are  living  in  the  Golden  Age  of 
Medicine  cannot  be  denied.  Although  we  are 
well  past  the  threshold,  there  appears  unequiv- 
ocal evidence  that  the  sheen  of  the  times  is 
dulling.  Rather  ironically,  the  object  responsi- 
ble for  shading  the  brilliance  of  the  era,  namely 
Staphylococcus  aureus,  bears  the  implication 
"golden”  from  the  Latin  word  aurum  meaning 
gold.  However,  the  festering  agent  responsible 
for  blighting  the  antibiotic  age  is  golden  in 
name  only.  It  is  undebatable  that  in  Staph, 
aureus  medical  progress  has  encountered  a 
formidable  foe  that  threatens  many  of  the 
gains  of  the  last  20  years. 

Revealing  reports  covering  all  continents  dis- 
closed that  all  branches  of  medicine  are  con- 
cerned with  the  problem  of  antibiotic  resistant 
staphylococci.  In  fact,  seldom  has  medicine 
been  confronted  with  a problem  having  such 
worldwide  distribution  as  that  created  by  this 
particular  bacterial  organism.  The  seriousness 
of  the  situation,  which  has  become  a threat  to 
life,  was  recognized  early  at  the  University  of 
Texas  Medical  Branch  Hospitals.  The  fact  that 
the  staphylococcus  hazard  would  be  a continu- 
ing hazard  was  also  recognized  early. 
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How  had  we  come  into  these  troubled 
times?  As  each  new  antibiotic  offered  signifi- 
cant advances  in  therapy  over  the  preceding 
one,  all  doubt  was  dispelled  that  we  were  in 
a new  era.  Gradually  and  unconsciously,  the 
reliance  for  the  control  of  infection  was  shifted 
to  antimicrobial  agents.  Therapeutic  perfection 
seemed  to  be  with  us,  and  the  medical  world 
easily  was  lulled  into  an  attitude  of  self-satisfied 
and  almost  indifferent  complacency  toward  in- 
fectious disease.  Because  of  the  fantastic  ac- 
complishments in  management  of  infections, 
there  occurred  an  insidious  decay  in  the  struc- 
mre  of  accepted  procedures  of  infectious  dis- 
ease control  in  hospital,  home,  and  the  office 
praaice  of  medicine.  Forgotten,  a viaim  of  the 
rapid  advance  in  conquering  infection,  was  the 
hard  learned  basic  fact  that  cleanliness  was  in- 
dispensable to  the  practice  of  medicine.  Intelli- 
gent and  reputable  men,  the  teachers  and  lead- 
ers in  all  fields  of  medicine,  have  allowed  short 
cuts  in  procedure  to  take  place,  thereby  per- 
mitting established  rules  of  medical  sanitation 
to  be  broken. 

Early  warnings  of  potential  danger  were 
heeded  by  only  a few  and,  for  practical  pur- 
poses, were  ignored  by  the  whole  field  of  medi- 
cine. The  relaxation  of  routine  by  the  leaders 
of  medical  practice  encouraged  others  among 
their  associates  to  ignore  regulations  which 
previously  had  been  even  more  inviolate  than 
the  Ten  Commandments  themselves.  Now  we 
see  our  antibiotic  armor  pierced  at  will  by  anti- 
biotic resistant  organisms  and  realize  that  we 
are  resuming  a battle  fought  for  the  purpose 
of  regaining  an  essential  objeaive,  namely,  the 
control  of  infection.  Those  of  us  in  the  front 
ranks  in  the  battle  against  disease  have  prime 
responsibilities  for  the  strategy  of  the  battle; 
little  can  be  delegated  to  others,  and  none  can 
be  ignored. 

It  should  be  apparent  that  the  magnitude  of 
the  problem  is  such  as  to  deserve  the  strict  at- 
tention of  every  physician  in  practice  not  only 
as  it  concerns  his  own  patients,  but  also  be- 
cause it  demands  that  he  be  instrumental  in 


activities  which  will  influence  hospital  person- 
nel from  the  administrators  themselves  to  or- 
derlies; and  militantly  to  advise  hospital  archi- 
tects and  boards  of  governors  to  alter  or  devise 
hospital  facilities  to  be  such  that  hospital  cross- 
infection is  eliminated  as  a hazard.  We  cannot 
sit  back  to  wait  for  some  basic  scientist  to  make 
the  discovery  which  will  allow  us  to  hope  that 
something  will  mrn  up  to  solve  our  problem. 
Experience  dictates  that  dedicated  efforts  are 
required.  The  fundamental  laws  and  rules  of 
hygiene  and  sanitation  are  essential  to  follow. 
We  must  abide  by  them  and  enforce  their  prac- 
tice. 

The  knowledge  that  is  required  for  the  con- 
trol of  staphylococcal  disease  is  already  avail- 
able and  awaits  only  the  dedicated  application 
of  this  knowledge  by  the  physician  and  all  of 
his  associates  that  constimte  the  health  team 
in  modern  hospital  operation. 

— Arild  E.  Hansen.  M.D.,  Ph.D.,  Galveston. 

Let  Freedom  Ring 

The  right  of  freedom  of  choice  bv  natient 
and  by  physician  is  important  both  to  the  pub- 
lic and  to  the  medical  profession  of  Texas. 
The  House  of  Delegates  of  the  Texas  Medical 
Association  left  no  question  about  its  views  on 
this  point  in  its  action  in  San  Antonio  last 
month. 

A half  dozen  resolutions  on  the  subject  were 
introduced  in  the  House  in  response  to  a re- 
quest from  the  Delegates  to  the  American 
Medical  Association  for  instructions  in  regard 
to  a report  on  medical  care  plans  which  will 
be  under  consideration  when  the  AMA  House 
convenes  in  June.  Although  action  was  taken 
on  these  individually,  the  attitude  of  the  Texas 
House  can  be  summed  up  in  the  statement  of 
the  Reference  Committee  on  Medical  Service 
and  Public  Relations  adopted  by  the  House: 

The  Committee  recommends  . . . that  all  pa- 
tients have  free  choice  of  physician,  and  this 
concept  is  to  be  considered  a fundamental  prin- 
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ciple,  incontrovertible,  unalterable,  and  essential 
to  good  medical  care  without  qualification  . . . 
this  Committee  is  opposed  to  closed  panel  sys- 
tems and  disapproves  of  physician  participation 
in  these  systems  which  restrict  the  patient  in 
his  choice  of  physician. 

In  some  respects  Texas  is  not  confronted  so 
directly  with  the  problem  of  panel  medicine  as 
many  other  states,  for  the  Medical  Practice  Act 
in  Texas  stipulates  that  only  physicians  who  are 
duly  licensed  can  render  professional  services. 
All  third  parties  which  employ  physicians  to 
practice  for  them  are  in  violation  of  Texas  law, 
and  physicians  who  lend  their  licenses  to  this 
type  of  practice  also  are  violators. 

At  the  same  time,  Texans  must  remain  alert. 
H.  B.  213,  which  was  introduced  into  the  Tex- 
as Legislature  this  spring,  would  permit  non- 
profit corporations  and  associations  to  employ 
physicians  on  a salaried  basis  and  to  receive 
fees  for  doctors’  services.  Such  legislation  if 
adopted  in  effect  would  authorize  corporate 
practice  or  panel  medicine.  There  had  been 
little  doubt  about  the  attitude  of  most  Texas 
doctors  toward  such  legislation  or  free  choice 
in  general.  The  action  in  San  Antonio  seemed 
conclusive. 

Change  of  Tune 

The  cost  of  living  continues  to  spiral  up  and 
up,  yet  members  of  the  Texas  Medical  Associa- 
tion have  the  novel — for  this  day  and  age — 
experience  of  a decrease  in  their  cost  of  living; 
a reduction  in  membership  dues  effective  Jan- 
uary 1,  i960. 

Upon  recommendation  of  the  Reference 
Committee  on  Finance  and  the  Board  of  Trus- 
tees, the  House  of  Delegates  took  action  to  re- 
duce dues  from  $50  per  year  to  $45.  Expenses 
in  connection  with  erection  of  a headquarters 
building,  for  which  $ 1 5 in  dues  was  authorized 
in  1948,  will  have  been  covered  during  this 
calendar  year.  Although  the  Trustees  requested 
and  received  $10  of  this  amount  to  take  care 
of  expanded  and  increasingly  expensive  service 


programs  and  other  projects  of  the  Association, 
as  well  as  maintenance,  repair,  and  minor  re- 
modeling of  the  building,  total  dues  will  be  cut 
back  by  $5  beginning  with  the  next  fiscal  and 
membership  year. 

The  amended  by-laws  providing  for  the  new 
dues  total  indicate  that  the  $45  shall  be  divided 
into  $3  for  the  Journal  and  $42  for  the  Gen- 
eral Fund.  The  General  Fund  may  be  divided 
by  the  Trustees  "into  such  funds  as  may  be  for 
the  best  interests  of  the  Association,  and  [they} 
may  make  appropriations  therefrom  to  meet 
the  requirements  of  the  Association.  The  Trus- 
tees shall  maintain  a Contingency  Fund  to  be 
used  to  meet . . . emergencies  ....’’  The  Medi- 
cal Defense  Fund  and  the  $1  of  dues  allocated 
to  it  were  eliminated,  although  the  educational 
and  service  program  previously  financed  from 
this  fund  can  be  continued.  Also,  the  Trustees 
will  continue  to  allocate  $1  of  each  dues  to 
the  Woman’s  Auxiliary  as  has  been  done  an- 
nually since  1949  following  a request  to  this 


Annual  Session  Marked  by  "Firsts" 

Several  important  "firsts”  marked  the  ninety- 
second  annual  session  of  the  Texas  Medical  Associa- 
tion in  San  Antonio  April  18-21; 

For  the  first  time  in  its  106  year  history,  the 
Association  elected  a woman — Dr.  May  Owen  of 
Fort  Worth — as  President-Elect. 

For  the  first  time,  the  big  medical  meeting  was 
serviced  by  a daily  newspaper,  the  Annual  Session 
Reporter,  which  was  published  through  the  courtesy 
of  the  Great  American  Reserve  Insurance  Company 
and  edited  by  Bill  Robertson,  Texas  Medical  Associa- 
tion public  relations  director. 

For  the  first  time,  transportation  between  conven- 
tion hotels  was  provided  by  the  "Mission  Pharmacal 
Express,”  greatly  adding  to  the  convenience  of 
physicians  during  a crowded  convention  schedule. 

Also  for  the  first  time,  the  historic  Texas  Alamo 
was  the  scene  of  an  impressive  Memorial  Service — 
that  traditionally  conducted  by  the  Association  dur- 
ing its  annual  session  each  yeat  in  memory  of  de- 
ceased members. 

And,  finally,  although  the  Association  convention 
has  been  held  in  San  Antonio  several  times,  this 
was  the  first  year  the  session  was  planned  to  co- 
incide with  the  gala  Fiesta  de  San  Jacinto,  giving 
visiting  doctors  and  their  families  an  opportunity  to 
combine  a pleasant  vacation  period  with  the  business 
of  the  medical  meeting. 

See  Details,  Organization  Section 
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effect  from  the  House  of  Delegates  in  1948. 

Membership  dues  for  interns  and  residents 
will  be  $3  per  year  (instead  of  $4)  to  cover 
subscription  to  the  Journal.  Military,  honorary, 
and  inactive  members  will  continue  to  pay  no 
dues,  but  may  subscribe  to  the  Journal. 

Texas  doctors  can  take  satisfaction  in  the 
fact  that  they  have  a handsome,  functional 
headquarters  building  clear  of  debt  within  this 
year,  3 years  earlier  than  the  mortgage  agree- 
ment allowed!  Tfey  can  be  glad  there  is  a re- 
serve fund  available  for  emergencies.  Finally, 
they  can  be  grateful  that  an  excellent  program 
of  services  to  the  membership  and  the  public, 
solidly  financed,  can  be  still  further  expanded 
in  the  fumre  through  the  release  for  these  gen- 
eral uses  of  monies  previously  earmarked  solely 
for  building  purposes — and  with  an  over-all 
saving  in  their  dues  payments  to  the  Texas 
Medical  Association. 

Full  Steam  Ahead! 

As  the  Texas  Medical  Association  begins  a 
year  with  a new  administration,  the  fact  of  re- 
cent dynamic  growth  is  apparent  and  the  pros- 
pect for  even  more  significant  growth  in  the 
future  seems  certain. 

This  year  Association  membership  has 
reached  8,000  and  produced  an  eighth  seat  for 
the  Texas  delegation  in  the  American  Medical 
Association’s  House  of  Delegates.  But,  on  the 
basis  of  prediaed  growth,  the  membership  will 
have  zoomed  to  14,300  by  1975. 

Far-reaching  organizational  changes  in  the 
basic  strucmre  of  the  Association,  necessitated 
by  increased  membership  and  expanding  serv- 
ices, were  voted  during  the  April  annual  session 
in  San  Antonio.  But  there  is  no  doubt  that  fu- 
mre smdy  and  adjustments  will  always  be  re- 
quired. 

During  1959,  the  mortgage  on  the  Austin 
headquarters  building  of  the  Association  will 


be  paid  off  in  full,  thanks  to  every  dues-paying 
member.  But  even  as  this  Journal  went  to  press, 
work  was  beginning  on  a much  needed  $15,- 
000  remodeling  of  the  physical  plant  in  order 
to  make  present  space  more  usable. 

A variety  of  comparative  figures  selected  at 
random  lend  further  support  to  the  growth 
story.  Where  total  Association  revenue  was 
$141,307  in  1948,  it  was  $356,304  in  1958. 
Where  there  were  28  Association  councils  and 
committees  in  1954,  there  are  now  38  very  ac- 
tive ones,  including  354  doctor-committeemen. 
The  Memorial  Library’s  handling  of  3,000  ref- 
erence requests  last  year  marks  a 91  per  cent 
increase  over  1953. 

In  such  areas  as  physician  placement,  legis- 
lative action,  insurance  programs,  relations  with 
other  groups.  Journal  advertising  revenue,  and 
annual  session  activities,  growth  and  improve- 
ment are  also  evident. 

The  Texas  Medical  Association,  in  other 
words,  is  becoming  one  of  the  biggest  and  most 
influential  professional  organizations  in  the 
state. 

This  obviously  places  the  Association  on  a 
spot.  It  can  neither  rest  on  its  laurels,  expect 
its  mistakes  to  go  unnoticed,  nor  allow  itself 
to  drift  into  aimless  organizational  meander- 
ings. 

Most  important,  if  the  Association  is  going 
to  continue  to  grow,  it  must  grow  with  direc- 
tion! As  years  go  by,  the  Association’s  financial 
structure  must  go  hand-in-hand  with  existing  or 
contemplated  services,  new  ideas  must  be  wel- 
comed and  organization  deadwood  cut  away, 
the  legislative  picture  and  the  quality  of  health 
services  to  Texas  citizens  must  be  constant  con- 
cerns. 

Let  us  urge  our  "best  brains”  among  Texas 
doctors  to  set  themselves  to  brainstorming  now 
— so  that  whatever  direction  the  Texas  Medi- 
cal Association  does  take  in  the  fumre,  its 
course  will  have  been  charted  wisely. 
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A BIG  JOB— FOR  ALL 

In  my  first  message  to  you  as  your  President,  I 
want  to  discuss  a few  points  in  general. 

I thank  you  for  expressing  confidence  in  me. 

The  job  is  big,  but  I intend  to  do  the  job  the  way 
I see  fit  and  not  according  to  any  dictates  of  custom 
or  politics. 

This  is  your  organization.  When  you  elect  of- 
ficers, you  have  only  begun  your  job.  Any  organiza- 
tion with  active  officers  and  an  inactive  member- 
ship is  a bee  without  a stinger.  The  voice  of  medicine  will  be  strong 
only  when  every  member  takes  an  aaive  personal  interest  in  the 
organization.  Our  aim  must  be  to  increase  our  unity  and  strength 
each  year. 

Every  man  who  wishes  to  take  an  active  role  in  our  organization 
should  be  given  that  chance.  I will  appreciate  hearing  from  any  such 
doctor  and  will  do  my  best  to  see  that  he  is  placed  in  a position  where 
he  can  work. 

My  first  aim  this  year  will  be  to  get  the  story  of  medicine  before 
the  public.  When  one  speaks  to  doaors,  the  good  is  chiefly  fraternal. 
The  public  must  be  made  to  know  medicine’s  side  of  the  story.  The 
people  must  know  that  we  are  primarily  a scientific  organization  with 
our  chief  aim  to  maintain  and  improve  their  health.  They  must  know 
that  in  our  organization  membership  is  not  taken  lightly;  that  we 
jealously  guard  the  title  of  M.D.  against  such  things  as  fraud,  mistreat- 
ment, or  unprofessional  conduct. 

Later,  we  will  emphasize  attendance,  the  value  of  grievance  com- 
mittees, the  work  done  by  our  Board  of  Trustees,  the  importance, 
power  and  value  of  our  Councilors,  and  the  individual  doctor  as  the 
representative  of  the  Texas  Medical  Association. 

I will  welcome  any  criticisms  or  comments  you  may  have  at  any 
time.  I trust  you  will  do  the  same. 

Let’s  put  our  shoulders  to  the  wheel  and  work  together  for  a 
stronger  and  more  unified  organization  of  which  we  can  be  justly 
proud. 
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Staphylococcal 

Infections 

A Symposium  from 
The  University  of  Texas 
Medical  Branch 

Guest  Editor: 

ARILD  E.  HANSEN,  M.D.,  Ph.D. 

Galveston,  Texas 

Hospital 

Population  Most 

Vulnerable  to 
Staphylococcal 

Infection 

HARRIET  M.  FELTON,  M.D. 

Galveston,  Texas 

More  than  15  years  ago  preliminary  draw- 
ings of  the  new  John  Sealy  Hospital  of  the 
University  of  Texas  Medical  Branch  were  prepared. 
As  in  the  case  of  many  hospitals  planned  and  built 
at  that  time,  the  architecmral  design  reflected  the 
thinking  of  the  times,  namely,  that  antibiotic  ther- 
apy had  solved  the  infectious  disease  problem.  The 
10  years  between  preliminary  drawings  and  occu- 
pancy is  not  unduly  long  in  the  story  of  hospital 
planning  and  construction.  In  medicine  it  can  mean 
an  era. 

Rather  ironically,  the  very  year  of  dedication  of 
the  great  monolith,  so  sturdily  built  as  to  defy  the 
mighty  winds  of  a hurricane,  there  appeared  in  the 
literature  a report  of  a potentially  serious  hospital 
hazard.®  This  concerned  the  appearance  of  antibiotic 


resistant  pathogenic  staphylococci  in  patients  in  the 
Boston  City  Hospital,  2,500  miles  away. 

Within  the  next  2 Vi  years  the  problem  of  hos- 
pital strains  of  resistant  staphylococci  had  reached 
such  magnimde  that  reports  were  appearing  not 
only  from  the  North  America  continent,  but  from 
as  far  away  as  Australia.  Because  of  the  pioneer 
work  of  such  investigators  as  Colebrook®  in  England, 
Colebeck^  and  Bynoe^  in  Canada,  Rountree®  in 
Australia,  and  Blair®  in  this  country,  laboratory  tech- 
niques for  the  detection  of  these  organisms  had  been 
developed  and  recommendations  made  for  control- 
ling outbreaks  of  staphylococcal  infection.  The  med- 
ical world  suddenly  realized  that  although  much 
had  been  learned  of  the  nature  of  many  infeaious 
disease  agents,  there  had  been  practically  no  funda- 
mental advancements  in  the  understanding  of 
staphylococcal  disease  since  the  advent  of  the  sulfon- 


The  Director  Comments  . . . 

In  responding  to  the  gracious  invitation  of  the 
Texas  State  Journal  of  Medicine  to  undertake  the 
editorship  of  an  issue  of  the  Journal,  the  faculty  of 
the  University  of  Texas  Medical  Branch  in  Galveston 
could  have  chosen  many  subjects  less  sensitive,  less 
complex,  and  indeed  less  risky  than  the  problem  of 
Staphylococcus  aureus  infections  and  their  control. 

Deriving  our  data  largely  from  direct  observation 
and  study  in  this  medical  center,  we  assert  that  the 
thoroughness  of  our  investigations  offers  presumptive 
evidence  of  a serious  problem  actually  present  in 
many  hosiptals,  potentially  prevalent  in  many  more. 

Significantly,  it  is  rare  that  the  staphylococcus 
fatally  strikes  the  healthy  person.  More  frequently  it 
appears  to  be  a coup  de  grace  in  certain  cases  of 
long-standing,  debilitating  illness.  This  may  be  the 
major  reason  it  is  not  more  generally  recognized. 

Semantically , one  may  raise  a question  on  the  use 
of  the  phrase  "scourge  of  epidemic  staphylococcal 
disease”  by  Dr.  Harriet  Felton,  but  her  tireless  thor- 
ough pursuit  of  the  problem  has  revealed  enough 
evidence  of  staphylococcus  subtlety  and  insidiousness 
to  give  us  respectful  pause. 

Statistically  the  scientist  could  wish  that  all  hos- 
pitals be  subjected  to  as  critical  self-analysis  and 
search  for  the  staphylococcus  as  has  ours.  Our  find- 
ings, however,  are  more  compelling  upon  such  hos- 
pitals to  take  measures  immediately  for  control  tmd 
prevention  along  the  lines  which  our  experience  and 
that  of  others  has  proven  extremely  effective. 

— John  B.  Truslow,  M.D., 
Executive  Director, 

University  of  Texas  Medical 
Branch,  Galveston. 
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VULNERABLE  POPULATION  — Felton— continued 

amides.  It  soon  became  apparent  that  the  problem 
was  complicated  by  the  fact  that  an  antibacterial 
therapy  had  become  easier  and  better;  there  had 
evolved  a taxness  in  many  hospital  techniques  re- 
garding the  rules  which  previously  had  prevented 
effectively  the  spread  of  infection  within  hospitals. 
In  recent  years  infectious  disease  units  rarely  have 
been  included  in  new  hospital  construction. 

The  scourge  of  epidemic  staphylococcal  disease 
first  affected  the  large  general  hospitals,  but  is  now 
present  to  some  degree  in  most  smaller  institutions. 
Anyone  harboring  the  idea  that  the  problem  wiU 
"just  go  away”  is  truly  unrealistic  and  not  acquaint- 
ed with  the  facts.  One  of  the  most  important  fac- 
tors in  keeping  the  infeaion  rate  down  is  the 
prompt  recognition  of  staphylococcal  disease  and 
the  institution  of  measures  necessary  to  protect  the 
most  susceptible  patients  in  a hospital.  It  is  now 
well  known  that  the  newborn  infants  and  their 
mothers  consrimte  the  most  vulnerable  portion  of 
the  hospital  population.^®  Circumstances  conducive 
to  infection  among  other  patients  are  still  not  com- 
pletely understood.  It  is,  therefore,  important  that 
clinicians  be  aware  of  the  namre  of  staphylococcal 
disease  and  know  something  of  the  mechanisms 
fostering  human  susceptibility. 


hospital.  This  experience  is  of  particular  value  be- 
cause the  situation  h^  been  followed  closely  from 
the  beginning  by  clinical,  laboratory,  and  statistical 
means  and  has  never  reached  the  cataclysmic  pro- 
portions that  have  existed  in  some  other  institutions. 

When  the  first  outbreak  occurred  in  the  nur- 
series in  the  fall  of  1956,  through  the  cooperation 
of  the  Department  of  Microbiology,  the  University 
of  Texas  Medical  Branch  was  formnate  in  being 
able  to  provide  augmented  laboratory  facilities  for 
the  complete  identification  of  all  strains  of  staphy- 
lococcus isolated  by  the  clinical  laboratories  of  the 
hospital.^  As  a result  of  the  establishment  of  rigid 
control  measures  which  included  survey  nasal  cul- 
tures of  ail  personnel  responsible  for  care  of  the 
babies,  there  have  been  no  deaths  among  babies 
born  in  this  hospital  since  these  measures  were  in- 
stituted. Except  for  one  period  following  a severe 


Dr.  Harriet  M.  Felton  is  profes- 
sor of  pediatrics  at  the  Univers- 
ity of  Texas  Medical  Branch. 


EXPERIENCE  AT  JOHN  SEALY 

It  is  believed  that  the  experience  within  the  John 
Sealy  Hospital  is  demonstrative  of  the  staphylococ- 
cal disease  as  it  could  and  does  affect  any  modern 


Hospital  acquired  staphylococcal  disease  has  been  fairly 
well  controlled  at  John  Sealy  Hospital,  although  33  of  236 
patients  who  acquired  a Staphylococcus  aureus  phage  80/81 
infection  in  the  hospital  (out  of  12,458  admissions)  died. 
The  very  old,  the  debilitated  and  chronically  ill,  and  severely 
stressed  patients  were  most  vulnerable. 


Table  1. — Hospital  Admissions,  frequency  of  Hospital  Acquired  Staphylococcal  aureus  Phage  Type  80181  Infections,  and 

In  Hospital  Deaths.* 


Total  Admissions 

Total  Hospital  Acquired 

Deaths  Associated  with  Staph,  aureus 

Staph,  aureus  Phage  80/81 

Phage  80/81  Infections 

Infections 

No.  % 

12,458 

236 

33  6.4t 

There  were  6 additional  deaths  in  which  other  resistant  Staph,  aureus  was  either  causal  or 
contributory  during  this  period. 

*In  all  instances  the  staphylococcal  disease  was  either  causal  or  contributory. 
fThis  figure  is  calculated  from  the  total  hospital  deaths  during  the  9 month  period. 


Table  2. — Summary  of  Infection  and  Mortality  Rates  by  Months. 


Total  Hospital  Acquired 

Mortality  Rate/ 1,000  Phage  80/81  Mortality  Staph,  aureus  Phage  80/81  Total 


Month  Admissions  Rate/1,000  Admissions  Infections/ 1,000  Admissions  Admissions 


March  48.6  5.9  45.1  1,353 

April  46.4  2.3  26.7  1,271 

May  47.8  3.8  13.6  1,316 

June  44.7  2.2  17.7  1,350 

July  33.4  3.4  13.7  1,465 

Aug 45.9  2.0  14.6  1,503 

Sept 30.4  1.4  10.8  1,478 

Oct 43.9  0.7  14.6  * 1,433 

Nov 32.5  2.3  15.5  1,289 
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Table  3. — Pertment  Data  from  Patients  Who  Died* 


No. 

Sex 

Age 

Condition  Requiring 

Hospital  Stay 

Staphylococcal 

Staph,  aureus 

(yr.) 

Hospitalization 

(days) 

Disease 

Type 

March 

1 

M 

46 

Burn 

60 

Brain  abscess 

N.T.M.R.t 

2 

M 

18  da. 

Intestinal  atresia 

8 

Peritonitis 

80/81 

Wound  dehiscence 

3 

F 

67 

Diabetes 

26 

Pneumonia 

80/81 

4 

F 

55 

Diabetes,  hemiparesis 

34 

Decubitus  pneumonia 

80/81 

5 

M 

40 

Leukemia 

12 

Sepsis 

80/81 

6 

F 

73 

Myocarditis 

19 

Decubitus 

80/81 

7 

M 

60 

Rheumatoid  arthritis 

102 

Pneumonia 

80/81 

8 

M 

66 

Tetanus 

5 

Pneumonia 

80/81 

9 

F 

57 

Cholelithiasis 

62 

Pneumonia 

N.T.M.R. 

April 

10 

M 

18 

Chr.  cardiorenal  disease 

12 

Pneumonia 

80/81 

11 

M 

71 

Amputation  (arteriosclerosis) 

30 

Pneumonia 

N.T.M.R. 

12 

F 

55 

Malnutrition,  decubitus 

140 

Pneumonia 

I.M.R. 

13 

M 

4 

Leukemia 

62 

Pneumonia,  sepsis 

80/81 

14 

M 

64 

Traumatic  subdural  effusion 

6 

Pneumonia 

N.T.M.R. 

15 

F 

73 

Chr.  pulmonary  disease 

8 

Pneumonia 

80/81 

May 

16 

F 

43 

Meningitis,  visceral  abscess 

20 

Brain  abscess 

N.T.M.R. 

17 

F 

46 

Lupus  erythematosus 

16 

Decubitus  sepsis 

80/81 

18 

F 

58 

Glomerulonephritis 

28 

Sepsis,  pneumonia 

80/81 

19 

F 

62 

Dermatitis  ( Candida ) 

16 

Sepsis,  pneumonia 

80/81 

20* 

F 

12 

Leukemia 

24 

Cellulitis  of  finger 

80/81 

21 

M 

8 mo. 

Moniliasis,  hypogammaglobulin 

47 

Pneumonia 

81 

June 

22 

M 

35 

Hodgkin’s  disease 

261 

Decubitus  pneumonia 

80/81 

23 

M 

29 

Electric  burn 

21 

Sepsis,  hemopneumothorax 

80/81 

24 

M 

84 

Fractured  hip 

58 

Osteomyelitis, 

80/81 

inguinal  abscess 

July 

25* 

M 

47 

Diabetes,  uremia 

271 

Ascending  gangrene 

80/81 

26 

M 

70 

Subtotal  gastrectomy 

42 

Submaxillary  adenitis. 

80/81 

pneumonia 

27 

M 

60 

Peptic  ulcer 

15 

Sepsis,  pneumonia 

80/81 

28 

M 

42 

Hodgkin’s  disease 

87 

Pneumonia 

80/81 

29* 

F 

52 

Hodgkin’s  disease 

3 (terminal) 

Furunculosis 

80/81 

August 

30 

M 

12 

Lymphosarcoma 

134 

Cellulitis  of  finger 

80/81 

31 

M 

21 

Dwarfism,  diabetes 

23 

Pneumonia 

III  M.R. 

32* 

M 

54 

Diabetes,  otitis  media 

30 

Furunculosis,  decubitus  sepsis 

perinephric  abscess 

80/81 

33* 

F 

60 

Ca.  of  cervix,  uremia 

12 

Furunculosis 

80/81 

September 

34* 

M 

68 

Spastic  paraplegia 

52 

Decubims  pneumonia. 

pyopneumothorax 

80/81 

35 

M 

53 

Postop.  chest  surgery 

28 

Postop.  wound  infection, 

(graft  of  aorta) 

pyopneumothorax 

80/81 

October 

36 

F 

68 

Metastatic  ca.  of  breast 

25 

Cellulitis  of  breast 

80/81 

November 

37 

M 

67 

Brain  tumor 

58 

Decubims 

80/81 

38* 

F 

77 

Diabetes 

24  hr.  (terminal) 

Sepsis 

80/81 

39 

F 

30 

Pituitary  adenoma 

15 

Pneumonia 

80/81 

*Multiple  hospitalkation  here  within  past  year. 
tN.T.M.R.  = Nontypable  multiple  resistant. 
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personnel  shonage  during  which  nasal  carriers  un- 
der treatment  had  been  allowed  to  be  on  duty, 
there  has  been  no  significant  infection  reported  in 
newborn  infantsJ 

The  protective  measures  set  up  around  the  most 
susceptible  patients  in  the  hospital  were  successful 
in  controlling  the  nurseries,  but  as  in  other  insti- 
tutions the  problem  gradually  became  evident  in 
other  hospital  areas.^^  This  insidious  spread  has 
been  recognized  to  be  an  attribute  of  the  organism, 
and  the  pattern  has  been  described  over  and  over 
again  by  hospital  administrators  and  physicians. 

In  the  fall  and  early  winter  of  1957-1958  cases 
of  staphylococcal  infection  occurred  with  increasing 
frequency  on  several  wards.  It  was  then  decided  that 
broader  control  measures  were  required.  As  a result 
of  this  a Surveillance  Committee  was  appointed  in 
February,  1958,  by  the  hospital  chief-of-staff  to  be 
advisory  to  the  administrator  of  hospitals.  Within  a 
2 week  period  following  the  establishment  of  this 
committee  an  adult  isolation  unit  was  opened  and 
rules  drawn  up  and  put  into  operation  for  the  im- 
provement of  hospital  hygiene.  An  Infectious  Dis- 
ease Service  was  set  up  which  included  a personnel 
treatment  center  and  a carrier  control  clinic.  This 
concerted  program  resulted  in  a marked  drop  in 
the  number  of  infeaions  within  the  first  month  and 
a gradual  further  decline  during  subsequent  months. 
This  rate  has  followed  the  decrease  in  the  incidence 
of  lesions  among  the  personnel  and  refleas  the  ef- 
ficacy of  the  carrier  control  program.  The  details 
of  this  and  the  successful  application  of  the  control 
program  have  been  discussed  elsewhere.^ 

As  a result  of  the  intensive  control  program  the 
deteaion  of  staphylococcal  infection  was  quite  com- 
plete. In  agreement  with  the  reports  of  others,  some 
mortality  occurred.  The  data  herein  reported  repre- 
sent one  of  the  few  instances  where  the  mortality 
can  be  set  against  its  proper  background  of  total 
staphylococcal  morbidity  in  order  to  reveal  the  rela- 
tive susceptibilities  of  various  types  of  hospital  pa- 
tients. Wysham  and  Kirby^^  reported  similar  data 
from  a hospital  in  the  north  central  United  States. 

The  total  hospital  admissions  over  the  period  of 
this  study  and  the  frequency  of  infection  with 
Staphylococcus  aureus  phage  type  80/81  are  sum- 
marized in  table  1.  The  number  of  deaths  in  which 
these  organisms  were  deemed  to  be  either  causal  or 
contributory  is  also  given.  Since  this  is  a large  gen- 
eral hospital  serving  as  a state  diagnostic  and  treat- 
ment center  the  patients  admitted  are  exceedingly 
diverse  in  respect  to  diagnoses,  physical  condition, 
and  history  of  previous  hospitalizations. 

The  incidence  of  Staph,  aureus  phage  type  80/81 
infections  and  total  hospital  admission  as  well  as 
the  relationship  between  the  total  deaths  and  the 


deaths  in  which  this  infection  was  causal  or  con- 
tributory are  presented  in  table  2.  It  can  be  seen 
that  there  has  been  a downward  trend  in  the  num- 
ber of  infeaions. 

Pertinent  information  concerning  the  patients 
who  died  is  given  in  table  3.  The  classification  of 
these  patients  into  several  broad  categories  com- 
pletes the  picture  of  the  most  vulnerable  hospital 
population:  the  very  old;  the  debilitated  and  chron- 
ically ill,  for  example,  diabetics  and  j>atients  with 
blood  dyscrasias  and  malignancies  in  whom  the 
namral  defenses  of  the  body  have  been  dismrbed; 
and  the  severely  stressed  patients,  for  example, 
those  with  severe  burns  or  following  extensive  sur- 
gery. 

As  indicated  from  these  data  (table  3)  some  of 
the  characteristics  of  these  patients  who  are  a poor 
hospital  risk  are  emphasized.  Sex  is  not  a factor, 
there  being  16  females  and  23  males.  Severe  stress 
had  been  experienced  by  7 patients.  The  debilitated 
and  chronically  ill  patients  included  6 diabetics,  3 
patients  each  with  leukemia  and-  Hodgkin’s  disease, 
and  4 patients  with  malignancies.  Age  plays  an  im- 
portant role,  16  being  60  years  or  older.  All  5 in- 
fants and  children  were  suffering  from  conditions 
in  which  the  prognosis  is  very  poor.  An  outstand- 
ing feature  is  the  length  of  hospital  stay;  33  pa- 
tients had  been  in  the  hospital  12  days  or  longer, 
and  6 patients  had  been  in  this  hospital  several 
times  during  the  period  of  the  study. 

In  contrast  to  the  patients  who  are  highly  vulner- 
able to  serious  staphylococcal  disease,  healthy  per- 
sonnel who  have  contracted  the  infection  have  fared 
decidedly  better.  Of  an  average  of  2,500  personnel, 
6l  developed  lesions  from  which  pathogenic  staphy- 
lococci were  cultured.  There  were  no  deaths  in  this 
group  as  described  by  Wolma  and  Rowe  in  this 
issue  of  the  Texas  State  Journal  of  Medicine. 

The  fatality  rate  was  found  to  vary  from  5 to  28 
per  cent  with  an  over-all  average  of  13.9  per  cent 
during  this  10  month  interval.  In  other  words,  1 
of  every  7 patients  who  acquired  Staph,  aureus 
phage  type  80/81  infection  died  either  directly  or 
indirectly  as  a result  of  staphylococcal  disease. 

The  treatment  of  patients  with  resistant  staphy- 
lococcal infeaion  is  far  from  satisfactory;  hence,  in 
order  to  combat  the  problem  it  is  necessary  to  pre- 
vent the  development  of  hospital  acquired  infeaion 
insofar  as  possible.  The  techniques  for  this  have 
been  pointed  out  in  other  presentations  in  this 
series. 

As  this  article  is  concluded  there  is  evidence  ac- 
cumulating that  although  the  problem  of  hospital 
acquired  staphylococcal  disease  has  been  fairly  well 
controlled  within  this  institution,  patients  and  per- 
sonnel are  coming  in  from  the  outside  with  this 
dreaded  organism  already  established  in  their  nares 
or  at  various  other  sites  of  their  bodies.  Therefore 
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it  is  obvious  that  the  second  and  more  complex 
stage  of  this  problem  has  already  begun.  When  hos- 
pital acquired  staphylococcal  disease  appears  in  the 
community,  additional  measures  must  be  taken  to 
control  the  problem.  In  addition,  with  the  spread 
of  these  organisms  into  the  general  population  it 
must  be  remembered  that  there  are  many  patients 
with  predisposing  illnesses  who  are  outside  of  the 
hospitals;  hence,  it  is  quite  probable  that  the  prac- 
ticing physician  caring  for  these  patients  will  con- 
tinue to  encounter  some  type  of  staphylococcal  dis- 
ease in  his  practice. 

REFERENCES 

1.  Bass,  J.  A.,  and  Felton,  H.  M.:  Utilization  of  Laboratory 
Findings  in  Diagnosis  and  Control  of  Flospital  Staphylococcal  In- 
fections, J.  Am.  Pub.  Flealth  Assn.,  in  press. 

2.  Bass,  J.  A.;  Steinbring,  W.  R.;  Willard,  C.;  and  Felton, 
H.  M.;  Epidemiologic  Smdy  of  Hospital  Outbreak  of  Micrococcic 
Infections,  J.A.M.A.  166:731-734  (Feb.  15)  1958. 

3.  Blair,  J.  E.,  and  Carr,  M.:  Bacteriophage  Typing  of  Staphy- 
lococci, J.  Infect.  Dis.  93:1-13  (July-Aug.)  1953. 

4.  Bynoe,  E.  T.;  Elder,  R.  H.;  and  Comptois,  R.  D.:  Phage- 
Typing  and  Antibiotic-Resistance  of  Staphylococci  Isolated  in  Gen- 
eral Hospital,  Canad.  J.  Microbiol.  2:346-358  (May)  1956. 

5.  Colbeck,  J.  C.:  Studies  in  Hospital  Infections;  Importance  of 
Fomites  in  Spread  of  Staphylococcal  Infections,  with  Particular 
Reference  to  Mattresses  and  Washing  Facilities,  Canad.  Serv.  M.J. 
12:563-580  (July-Aug.)  1956. 

6.  Colehrook,  L.:  Infection  Acquired  in  Hospital,  Lancet  2:885- 
891  (Oct.)  1955. 

7.  Felton,  H.  M.;  Willard,  C.;  and  Bass,  J.  A.:  Management  of 
Outbreak  of  Staphylococcal  Infection  in  Newborn  Nursery  and 
Results  of  Intensive  Control  Program,  South.  M.J.  52:387-392 
(AprU)  1959. 

8.  Finland,  M.,  and  Haight,  T.  H. : Antibiotic  Resistance  of 
Pathogenic  Staphylococci:  Study  of  500  Strains  Isolated  at  Boston 
City  Hospital  from  October,  1951,  to  February,  1952,  A.M.A. 
Arch.  Int.  Med.  91:143-158  (Feb.)  1953. 

9.  Rountree,  P.  M. : Bacteriophage  Typing  of  Strains  of  Staphy- 
lococci Isolated  in  Australia,  Lancet  1:514-516  (March  14)  1953. 

10.  Shaffer,  T.  E.;  Baldwin,  J.  N.;  Rheins,  M.  S.;  and  Syl- 
vester, R.  F.,  Jr.:  Staphylococcal  InfeCTions  in  Newborn  Infants; 
Study  of  Epidemic  Among  Infants  and  Nursing  Mothers,  Pediatrics 
18:750-761  (Nov.)  1956. 

11.  Starkey,  H.:  Control  of  Staphylococcal  Infections  in  Hos- 
pitals, Canad.  M.A.  J.  75:371-380  (Sept.  1)  1956. 

12.  Wysham,  D.  N.,  and  Kirby,  W.  M.  M. : Micrococcic 
(Staphylococcic)  Infections  in  General  Hospital,  J.  A.  M,  A, 
164:1733-1739  (Aug.  17)  1957. 

♦ Dr.  Felton,  Department  of  Pediatrics,  University  of 
Texas  Medical  Branch,  Galveston. 


Cardiacs  Better  i at  Work 

The  outlook  for  working  heart  patients  today  is  far 
brighter  than  it  was  a decade  ago,  Dr.  Leonard  J.  Gold- 
water,  a research  specialist  from  New  York,  reported  at 
the  meeting  of  the  Vermont  Heart  Association  recently. 
Strong  evidence  now  is  available  that  their  outlook  is 
probably  better  than  it  would  be  if  they  stopped  working. 

Long  periods  of  idleness  such  as  those  necessitated  by 
prolonged  legal  proceedings  may  result  in  physical  and 
psychological  damage  that  far  outweigh  any  financial  bene- 
fits the  patient  receives,  said  Dr.  Goldwater.  Fear  on  the 
part  of  a patient  that  dire  consequences  may  follow  re- 
sumption of  employment  can  be  more  disabling  than  the 
underlying  lesion  in  the  heart,  he  said. 


Epidemiology  of 
Staphylococcal 
Hospital  Infection 
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Galveston,  Texas 


WITHIN  THE  PAST  several  years,  hospitals  all 
over  the  world  have  been  experiencing  an  in- 
crease in  the  number  of  in-hospital  staphylococcal 
infections.  In  almost  all  instances,  the  organisms 
causing  these  outbreaks  have  been  found  to  be  re- 
sistant to  at  least  one  antibiotic.  Usually,  insuscepti- 
bility to  several  agents  has  been  noted,  the  most  com- 
mon pattern  being  that  of  resistance  to  penicillin, 
streptomycin,  the  tetracycline  drugs,  and  in  some  in- 
stances, erythromycin.^  These  organisms  have  often 
been  designated  "hospital  strains,”  since  multiple  re- 
sistance has  been  observed  only  rarely  among  staphy- 
lococci in  the  general  population,  even  though  in 
some  studies  the  multiple  resistant  strains  have  been 
looked  for  specifically. 

Much  emphasis  has  been  placed  on  the  role  of  anti- 
biotic resistance  with  regard  to  the  increased  num- 
ber of  staphylococcal  infections.  The  introduction  of 
phage  typing  techniques,  however,  has  shown  that 
only  certain  strains  among  these  organisms  appear 
to  possess  marked  virulence  and  communicability. 
Outstanding  among  these  are  the  so-called  phage  type 
80/81  strains,  which  not  only  have  been  implicated 
in  explosive  epidemics  among  newborn  infants,  but 
also  have  been  responsible  in  the  past  2 years  for  a 
major  portion  of  staphylococcal  infections  of  varying 
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ment of  Microbiology  at  the 
University  of  Texas  Medical 
Branch. 

Staphylococcal  infection  may  be  carried  from  one  medical 
center  to  another.  In  a hospital,  hospital  personnel  with 
lesions  who  continue  normal  duties  in  patient  areas  probably 
constitute  the  greatest  transmission  hazard;  infected  patients, 
carriers  without  lesions,  and  fomites  also  are  implicated. 
The  organisms  undoubtedly  are  spread  to  the  community 
and  may  become  endemic. 
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severity  in  adults  hospitalized  for  reasons  unrelated 
to  staphylococcal  infection^' 

Although  it  is  seldom  possible  to  identify  the  first 
introduction  of  a communicable  and  invasive  staphy- 
lococcal strain  into  a hospital,  the  pattern  of  spread 
throughout  the  country  has  suggested  that  these  or- 
ganisms may  be  introduced  by  individuals  who  have 
carried  them  from  one  medical  center  to  another.  It 
is  therefore  not  surprising  that  the  larger  hospitals, 
with  a greater  number  of  referrals  from  other  areas 
and  a more  active  turnover  in  professional  personnel 
(that  is,  interns,  residents),  are  usually  the  first  to 
be  affected  when  the  infection  is  introduced  into  a 
geographical  area.  Whether  this  transmission  has  oc- 
curred by  way  of  professional  personnel,  nonprofes- 
sional personnel,  or  patients  probably  has  varied  in 
different  locations.  The  fact  that  these  organisms 
colonize  in  the  noses  and  on  the  skin  of  otherwise 
healthy  persons,  contributes  considerably  to  the  ease 
and  probability  of  transmission. 

Once  carriers  or  cases  have  been  imported  into 
the  hospital  environment,  they  disseminate  their  or- 
ganisms into  their  surroundings  with  the  consequent 
infeaion  of  other  people  either  directly  or  through 
the  contamination  of  objects  with  which  they  come 
in  contact.  In  the  large  proportion  of  hospital  staphy- 
lococcal epidemics,  the  simation  is  first  recognized 
because  of  an  explosive  outbreak  of  staphylococcal 
infection  in  the  nursery.’’^  Nurseries  keeping  newborn 
infants  more  than  3 days  are  the  ones  most  likely  to 
experience  difficulty.  The  infections  may  vary  from 
pustular  dermatitis  and  breast  abscess  to  lethal  staph- 
ylococcal pneumonia  and  septicemia.  It  should  be 
noted  that  when  infection  is  seen  in  a newborn  nur- 
sery, there  usually  are  a still  greater  number  of  in- 
fants who  develop  infection  only  after  leaving  the 
hospital  and  entering  their  home  environment.  At 
home,  they  may  transmit  organisms  not  only  to  the 
nursing  mother  where  breast  abscess  is  common,  but 
also  to  other  members  of  the  family  where  recurrent 
boils  and  furuncles  may  occur.®’ 

Since  nursery  epidemics  usually  represent  the  first 
and  spectacular  part  of  the  invasion  of  the  hospital 
environment  by  virulent  and  communicable  anti- 
biotic resistant  staphylococci,  the  impression  has  been 
gained  that  staphylococcal  infection  is  predominantly 
a problem  of  newborn  infants.  However,  there  is 
ample  evidence  that  adults  with  decreased  resistance, 
either  because  of  age,  illness,  or  extensive  surgery, 
are  highly  susceptible  to  these  organisms,  with  in- 
feaion frequently  manifesting  itself  in  the  form  of 
pneumonia  or  septicemia. 

Nonetheless,  the  progression  of  staphylococcal  in- 
fection into  the  general  wards  of  a hospital  is  usually 
quite  insidious,  sporadic  infections  occurring  with 
gradually  increasing  frequency.  Therefore,  the  recog- 


nition of  an  epidemic  situation  in  adult  patients  is 
frequently  delayed  until  several  serious  infections 
or  even  deaths  have  occurred  within  a short  period 
of  time.  With  the  spread  of  clinical  infection 
throughout  the  hospital  there  is  a concomitant  in- 
crease in  the  number  of  carriers  among  the  hospital 
personnel.  In  our  own  hospital  a carrier  detection 
survey  was  conducted  in  January,  1957,  following  a 
nursery  epidemic  which  had  been  eliminated  by  the 
application  of  localized  control  measures.  Subsequent- 
ly in  March,  1958,  when  infections  were  appearing 
in  other  areas  of  the  hospital,  a re-survey  was  made. 
Table  1 gives  the  distribution  of  personnel  carriers  in 
both  surveys.  These  figures  show  that  the  number  of 
carriers  had  more  than  tripled  in  the  interval  and 
that  most  of  the  increase  occurred  in  personnel  hav- 
ing frequent  contact  with  patients. 


Table  1. — Number  of  Carriers  of  Phage  Type  80181 
Staphylococci  Pound  in  Carrier  Surveys. 


Type  of  Personnel 

January,  1957 

March,  1958 

Medical  staff  on  wards . . . 

7 

32 

Nurses 

On  wards  

27 

95 

Not  on  wards 

5 

1 

Service  personnel 

On  wards  

7 

12 

Not  on  wards 

1 

11 

Medical  students 

On  wards  

4 

25 

Not  on  wards 

3 

2 

Technicians  

0 

6 

Maintenance  staff 

2 

2 

Total 

On  wards  

45 

164 

Not  on  wards 

9 

14 

There  is  ample  evidence  that  infeaed  carriers 
without  lesions  may  transmit  the  organisms  to  others, 
including  patients,  other  hospital  personnel,  and 
members  of  their  own  families.  Moreover,  we  have 
observed  that  approximately  one-third  of  the  car- 
riers of  80/81  staphylococci  evenmally  have  devel- 
oped lesions  themselves,  which  in  some  instances 
have  been  recurrent  over  a period  of  months. 

In  a hospital  environment,  after  a significant  num- 
ber of  patients  and  personnel  are  colonized  by  staph- 
ylococci, it  is  obviously  difficult  to  incriminate  un- 
equivocally any  one  means  of  transmission  as  being 
the  most  important  in  the  spread  of  staphylococci. 
Under  varying  local  circumstances  there  has  been 
evidence  of  direct  person-to-person  transmission,  as 
well  as  transmission  through  fomites  that  have  come 
in  contact  with  both  patients  and  carriers,  notably, 
objects  and  materials  such  as  dressings  direaly  con- 
taminated by  infeaed  exudates.  Although  air-borne 
droplet  transmission  over  short  distances  may  occur,® 
there  is  no  clear  evidence  that  staphylococci  in  the 
air  of  wards  and  nurseries  has  mediated  the  spread 
of  infection  through  hospitals. 
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I Although  transmission  may  occur  simultaneously 
f by  several  routes,  it  is  our  opinion  that  the  contribu- 
, tion  of  different  modes  of  transmission  is  relative 
i to  the  number  of  organisms  that  they  make  available 
( to  a susceptible  recipient.  This  suggests ' the  greater 
j transmission  significance  of  direct  contacts  with  cases 
f or  carriers  than  contacts  with  secondarily  infected 
environments.  On  this  basis  it  would  follow  that 
; members  of  the  hospital  personnel  who  have  lesions 
and  continue  their  normal  duties  in  patient  areas 
constitute  the  greatest  transmission  hazard.  Such  peo- 
ple are  mobile,  carry  a high  concentration  of  organ- 
, isms  on  their  persons,  and  come  into  direct  contact 
with  susceptible  individuals.  A serious  but  lesser  haz- 
ard is  the  infected  patient,  who  may  have  a high 
; infection  density  but  is  immobilized  through  illness. 
Personnel  who  are  asymptomatic  carriers  are  "trans- 
mitters,” but  not  to  the  extent  of  the  two  categories 
just  named.  Finally,  the  patient  without  staphylococ- 
cal lesions  who  is  a carrier  probably  contributes 
least  to  the  spread  of  staphylococcal  infeaion  within 
hospitals.  Considerations  of  infection  frequency  in 
^ relation  to  environmental  staphylococcal  density  indi- 
cate that  even  susceptible  persons  require  a sizable 
dose  of  organisms  to  initiate  infection  compared  to 
the  number  of  infectious  units  required  to  initiate 
infection  in  certain  other  contagious  diseases. 

In  view  of  the  fact  that  patients  and  personnel  of 
hospitals  are  also  members  of  the  surrounding  com- 
munity, it  is  almost  inconceivable  that  the  organisms 
responsible  for  staphylococcal  disease  would  fail  to 
extend  into  the  community  at  large.  Although  few 
studies  have  gone  beyond  the  immediate  families  of 
hospital  personnel  and  patients,®’  we  have  traced 
one  infection  which  illustrates  some  of  the  features 
in  community  transmission.  In  this  instance,  a child 
leaving  the  hospital  after  an  otoplasty  was  discharged 
with  a few  small  pustules  on  his  neck.  He  then  re- 
sided temporarily  with  a local  family.  The  child  of 
this  family  developed  boils  and  subsequently  infected 
his  mother,  his  visiting  grandparents,  and  two  play- 
mates residing  in  the  same  apartment  house.  The 
grandparents,  returning  to  another  city,  are  known 
to  have  had  recurrent  boils  requiring  medical  atten- 
tion for  a period  of  several  months.  Phage  typing 
indicated  that  the  organisms  isolated  from  all  of  these 
patients  represented  a single  strain. 

There  also  is  indirect  evidence  that  these  strains 
eventually  may  become  endemic  in  the  general  pop- 
ulation having  negligible  contact  with  hospitals.  In 
table  2 are  given  the  results  of  carrier  detection  stud- 
ies performed  on  all  new  personnel  employed  in  our 
hospital  during  the  months  of  June  and  July,  1958. 
It  can  be  seen  that  the  frequency  of  carriers  of  phage 
type  80/81  staphylococci  among  the  nonprofessional 


Table  2. — Carrier  Rates  Among  New  Personnel  Employed- 
in  June  and  July,  1958. 


Kind  of  New  Phage  Type  Carrier 

Employment  Personnel  80/81  Carriers  Percentage 

Professional  and 

technical  130  18  13.8 

Not  professional  or 

technical  128  15  11.7 

Total  258  33  12.7 


and  nontechnical  group  was  almost  as  great  as  among 
the  professional  and  technical  group.  Since  the  non- 
professional and  nontechnical  group  was  recruited 
largely  from  the  local  community  and  had  not  had 
extensive  contact  with  hospital  environments,  these 
results  suggest  a significant  incidence  of  phage  type 
80/81.  These  data  also  illustrate  the  problem  of  the 
importation  of  trouble-making  staphylococci  into  the 
hospital  environment  through  the  employment  of 
new  personnel. 

The  interplay  between  the  hospital  and  the  com- 
munity in  regard  to  staphylococcal  transmission  is 
complex.  In  the  early  stages  of  the  introduction  of 
these  contagious,  antibiotic  resistant  strains,  the  hos- 
pital may  be  seeding  the  community.  However,  with 
proper  internal  precautionary  measures  it  is  possible 
at  least  to  reduce  the  infection  density  within  the 
hospital  environment.^’  ^ Under  these  ciraimstances 
the  role  of  the  hospital  and  the  community  may  be 
reversed,  and  the  community  then  may  begin  to  re- 
seed the  hospital  unless  additional  precautions  are 
designed  to  prevent  this  occurrence. 

From  the  epidemiological  information  that  has 
been  presented  it  is  clear  that  the  staphylococcal  in- 
fection problem  does  not  consist  merely  of  the  oc- 
currence of  explosive  localized  outbreaks  that  may 
be  eliminated  by  localized  intensive  control  measures 
of  short  duration.  Rather,  there  is  a usually  insidious 
invasion  of  both  the  hospital  and  the  community 
that  we  believe  will  result  in  the  continuing  presence 
of  potentially  dangerous  organisms  in  both  environ- 
ments. Therefore,  even  though  control  measures  in 
hospitals  must  be  designed  to  prevent  localized  out- 
breaks in  nurseries  and  individual  wards,  these  will 
be  effective  only  to  the  extent  that  other,  more  long 
range,  procedures  are  adopted  based  on  the  realiza- 
tion that  staphylococcal  infection,  once  it  is  estab- 
lished in  an  area,  is  an  endemic  disease  that  may  be- 
come epidemic  at  any  time  under  the  proper  cir- 
cumstances. Long  range  control  may  necessitate  pro- 
found changes  in  hospital  management,  personnel 
training,  and  physical  design,  and  certainly  will  re- 
quire a remrn  to  the  strict  adherence  to  basic  aseptic 
techniques  in  nursing  procedures  and  general  medi- 
cal and  surgical  praaices. 

The  control  of  staphylococcal  infeaion  in  the 
general  community  is  beset  by  very  considerable 
problems.  Although  generalized  epidemics  do  not 
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appear  likely,  familial  and  other  localized  epidemics 
are  a distinct  possibility.  If  the  physicians  of  the 
community  recognize  the  contagious  nature  of  staph- 
ylococcal infection  and  instruct  their  patients  ac- 
cordingly, it  is  probable  that  spread  within  the  com- 
munity could  be  retarded.  It  is  also  likely  that  the 
deteaion  and  treatment  of  carriers  within  the  fami- 
lies of  infected  patients  would  be  a practical  and 
significant  control  measure  to  apply  in  the  commun- 
ity. 
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AMA  Reports  on  Medical  Schools 

American  medical  colleges  had  a record  enrollment  of 
29,473  smdents  in  1957-1958,  reports  the  American  Medi- 
cal Association’s  Council  on  Medical  Education  and  Hos- 
pitals. In  a report  which  illustrates  some  of  the  changes 
and  developments  being  made  in  medical  schools  to  meet 
the  changing  medical  needs  of  the  American  people,  the 
council  states  that  an  estimated  $275,000,000  was  spent 
this  year.  Sixty  of  the  85  operating  medical  schools  reported 
major  construction,  costing  $47,000,000.  Of  the  85  medical 
colleges,  78  are  approved  4 year  colleges  of  medicine.  A 
total  of  6,861  physicians  was  graduated  from  these  schools 
in  1958. 
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Pyoderma  and  mastitis  may  warn  of  a staphylococcal  epi- 
demic; may  be  precursors  of  dangerous  complications  in  in- 
fants; and  are  an  abundant  source  of  organisms  hazardous 
to  all  contactants.  In  the  infant  even  the  mildest  Staphylo- 
coccus aureus  infection  necessitates  antibiotic  therapy;  older, 
otherwise  healthy  children,  may  require  only  local  treatment. 

PYODERMA  and  mastitis  have  a singularly  sig- 
nificant role  in  the  general  staphylococcal  prob- 
lem. Three  important  aspects  warrant  consideration: 
( 1 ) Easy  visibility  of  the  lesion  makes  prompt  recog- 
nition inevitable;  hence,  an  increase  in  the  incidence 
of  such  infections  in  a given  population  may  become 
evident  prior  to  the  appearance  of  the  more  devastat- 
ing manifestations  of  a staphylococcal  epidemic. 
( 2 ) They  are  frequent  precursors  of  dangerous  com- 
plications in  young  infants  or  children  suffering  from 
chronic  illnesses,  surgical  wounds,  or  conditions  re- 
quiring steroid  therapy.  (3)  The  open  skin  lesion 
constitutes  an  abundant  source  of  organisms  which 
are  hazardous  to  all  contactants  either  direct  or  indi- 
rect. 

During  a recent  outbreak  of  staphylococcal  infec- 
tions at  John  Sealy  Hospital,  these  points  were  illus- 
trated. The  appearance  of  mastitis  and  pyoderma 
among  the  newborns  in  August,  1956,  was  the  pro- 
logue to  a chronic  hospital-wide  staphylococcal  prob- 
lem which  has  had  many  exacerbations  and  remis- 
sions. Since  then,  the  incidence  of  these  infections 
in  the  nursery  on  a seasonal  basis  has  varied  from 
0 to  13  per  cent,  the  latter  being  found  with  the 
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increased  number  of  births  during  the  fall  months. 

An  opportunity  to  observe  and  follow  for  1 year 
420  infants  born  in  John  Sealy  Hospital  was  afforded 
by  a special  nutritional  smdy  which  was  in  progress 
from  May,  1956,  to  November,  1958.  These  infants 
were  seen  at  monthly  intervals  by  the  same  pedia- 
trician, and  careful  histories  of  infection  were  ob- 
tained. In  this  group,  following  dismissal  from  the 
hospital,  45  developed  pyoderma  and  8 mastitis.  This 
would  seem  to  indicate  that  at  least  as  many  skin 
infeaions  occurred  after  hospital  discharge  as  during 
the  nursery  stay. 

A few  months  after  the  skin  infections  had  been 
noted  among  the  newborn  infants,  other  hospital 
areas  became  alarmed  by  the  increasing  incidence  of 
empyema,  pneumonia,  sepsis,  and  wound  infections. 
Subsequently  with  each  recrudescence  of  dermatolog- 
ical lesions  hospital  personnel  learned  to  be  alert 
for  the  appearance  of  the  more  serious  diseases. 

Since  the  most  serious  complications  occurred  in 
the  young  infants,  chronically  ill,  surgical,  or  steroid 
treated  child,  even  the  mildest  pyoderma  in  these 
individuals  caused  immediate  concern.  Empyema  and 
pneumonia  were  preceded  by  skin  lesions  in  7 out  of 
19  instances  while  in  the  10  children  with  sepsis  due 
to  Staphylococcus  aureus  4 had  impetigo  initially.^ 

The  marked  communicability  of  this  type  of  in- 
fection was  often  demonstrated  in  a family  group  in 
which  skin  lesions  due  to  the  same  organism  recurred 
repeatedly  among  several  of  its  members.  The  source 
of  infections  in  a family  group  often  could  be  traced 
back  to  the  arrival  of  a newborn  infant  in  the  house- 
hold. Such  a cycle  was  difficult  to  break  without 
adequate  treatment  of  the  entire  family.  Likewise  on 
the  hospital  wards  an  open  skin  lesion  in  one  child 
was  the  source  of  many  other  Staph,  aureus  infections 
among  the  patients. 

CLINICAL  MANIFESTATIONS 

Pyoderma. — The  manifestations  of  pyoderma  vary 
with  the  age  of  the  patient.  In  the  newborn  the  dis- 
tribution is  usually  in  the  groin,  neck,  and  diaper 
region,  and  the  lesions  are  small,  discrete,  superficial 
pustules  with  litde  induration  at  the  base.  The  spread 
is  most  often  contiguous  and  only  occasionally  be- 
comes confluent  or  widespread.  With  proper  therapy 
lesions  disappear  within  a few  days.  In  older  infants 
pyoderma  may  complicate  miliaria  and  become  a 
more  serious  disease  requiring  hospitalization.  In  the 
older  child  single  large  abscesses  involving  deeper 
skin  structures  are  more  apt  to  occur.  Often  the 
causative  organisms  are  found  to  be  penicillin  and/or 
erythromycin  sensitive  in  contrast  to  those  infecting 


the  younger  age  groups.  Systemic  signs  and  symptoms 
are  absent  in  all  ages  unless  complications  occur. 

Mastitis. — Mastitis  may  be  noted  while  the  infant 
is  still  in  the  nursery  or  as  late  as  10  weeks  after 
discharge.  It  is  not  seen  in  the  older  infant  or  child. 
In  our  experience  the  usual  incubation  period  is  3 
weeks.  The  initial  enlargement  and  induration  is 
difficult  to  distinguish  from  the  physiological  breast 
hypertrophy  often  seen  in  the  newborn.  Redness,  in- 
creased induration,  and  warmth  rapidly  progress  to 
flucmation.  Involvement  is  more  frequently  unilateral 
than  bilateral.  In  our  hospital  there  seemed  to  be  a 
proclivity  of  the  phage  type  81  strain  to  infect  breast 
tissue  whereas  no  such  tendency  was  exhibited  by 
the  other  variants. 


TREATMENT 

The  prevention  and  treatment  of  skin  infections 
represent  an  important  part  of  the  hospital  staphylo- 
coccal control  program.  The  aspect  of  prevention  is 
most  crucial  in  the  newborn  nursery.  However,  the 
intelligent  planning  of  preventive  measures  is  handi- 
capped by  the  fact  that  our  understanding  of  the  mode 
of  transmission  of  staphylococcal  infection  is  not  a 
matter  of  universal  agreement.  Various  investigators 
have  emphasized  the  importance  of  nasal  carriers 
among  the  personnel  while  others  stress  the  role  of 
air  contamination  and  fomites.^’  ^ Until  our 
knowledge  of  these  problems  has  increased,  a prac- 
tical program  of  prevention  in  the  nursery  unit  must 
incorporate  both  theories.  Certain  basic  principles 
have  been  generally  adopted: 

1.  A constant  teaching  and  educational  program 
is  imperative  to  indoctrinate  medical  and  nursing 
smdents,  aides,  nurses,  and  physicians  in  regard  to 
the  importance  of  cleanliness  and  aseptic  technique 
in  handling  infants.  The  reporting  of  personal  infec- 
tions such  as  abscesses,  paronychias,  and  other  skin 
infections  is  mandatory  and  should  not  be  accompa- 
nied by  monetary  loss. 

2.  All  personnel,  both  obstetric  and  pediatric, 
working  in  this  area  should  have  nasal  cultures  at 
regular  intervals.  Persistent  nasal  carriers  of  the  hos- 
pital strain  of  staphylococcus  should  be  given  duties 
elsewhere.  The  number  of  individuals  having  access 
to  the  area  should  be  limited. 

3.  Handwashing  with  a hexachlorophene  contain- 
ing solution  between  each  infant  contact  must  be 
enforced. 

4.  Mask,  cap,  and  gown  technique  should  be  used 
by  the  transient  personnel  who  visit  the  nursery. 
Clean  scrub  dresses  may  be  worn  by  the  nurses  re- 
maining in  the  area.  The  scrub  dress  should  be  cov- 
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ered  by  an.  isolation  gown  when  the  individual 
leaves  the  nursery. 

5.  Bathing  of  infants  daily  or  every  other  day 
with  a hexachlorophene  containing  soap  or  detergent 
is  effective  in  eliminating  most  skin  infections  dur- 
ing hospitalization.  However,  it  does  not  seem  to  pre- 
vent late  infections  nor  nasal  colonization. 

6.  Diagnostic  and  other  equipment  used  in  infant 
care  should  stay  in  the  nursery.  All  such  items  should 
be  cleaned  with  Zephiran  (aqueous  solution  of  ben- 
zalkonium  chloride)  about  1:4,000  dilution  or  some 
other  antiseptic  solution  between  each  use. 

7.  Special  attention  should  be  given  to  house- 
keeping techniques.  Control  of  dust  by  wet  mopping 
with  germicidal  solutions  is  recommended. 

8.  The  ventilating  system  should  be  examined 
carefully  for  sources  of  contamination. 

9.  Overcrowding  of  the  nursery  should  be  avoided 
by  early  dismissal  of  infants  when  necessary. 

10.  Cultures  must  be  taken  from  all  persons  with 
clinical  infection.  Phage  typing  and  sensitivity  studies 
should  be  done  if  preliminary  cultures  reveal  Staph, 
aureus. 

11.  Prophylactic  antibiotic  therapy  should  be  with- 
held until  it  becomes  necessary  to  avert  an  epidemic. 
In  this  hospital  it  is  the  policy  to  institute  anti- 
biotic therapy  on  all  infants  in  the  nursery  whenever 
two  or  more  of  this  group  develop  clinical  evidence 
of  staphylococcal  infection.  Sensitivity  studies  of  the 
responsible  organism  determine  the  choice  of  anti- 
biotic. Therapy  is  continued  in  that  area  for  10  to  14 
days  after  the  last  lesion  has  cleared. 

12.  Postponement  of  elective  operations,  such  as 
circumcisions,  should  be  recommended  if  there  are 
infected  infants  in  the  nursery. 

13.  Every  effort  should  be  made  to  discover  any 
infections  which  may  appear  after  the  infants’  dis- 
charge. The  mothers  should  be  told  to  get  in  contact 
with  the  physician  immediately  if  the  newborn  de- 
velops any  evidence  of  infection. 

The  active  treatment  of  the  individual  child  with 
pyoderma  or  mastitis  depends  largely  on  the  age  and 
general  health  of  the  patient  as  well  as  the  type  of 
lesion. 

The  patient  with  pyoderma  in  the  nursery  or 
home  must  be  followed  carefully.  The  lesion  should 
be  cultured  and  sensitivity  and  typing  studies  per- 
formed on  all  coaguiase-positive  staphylococci.  Local 
therapy  consisting  of  bathing  the  infant  with  a hexa- 
chlorophene solution  and  application  of  an  ointment 
containing  neomycin  and  bacitracin  to  the  involved 
area  is  helpful.  If  the  child  is  less  than  1 year  of  age, 
an  oral  antibiotic  should  be  used.  In  the  older  child 
the  use  of  local  heat  and  incision  of  the  larger  lesions 
often  are  sufficient.  If  the  boils  are  deep,  antibiotics 
may  be  given  for  a few  days  before  incision.  These 


patients  should  be  followed  for  long  periods  after 
the  initial  infection  in  order  to  detect  complications 
or  recurrences.  If  the  lesions  persist  unusually  long 
or  reappear  several  times,  a careful  investigation  for 
family  carriers  is  necessay. 

Infants  with  mastitis  respond  to  warm  packs  to  the 
breast,  systemic  antibiotics,  and  drainage.  Care  must 
be  taken  to  avoid  incisions  which  later  may  cause 
scarring  and  malformation  of  the  areola  and  nipple 
in  the  female  infant.  Upon  incision  these  abscesses 
drain  copious  amounts  of  purulent  material.  It  is 
usually  not  necessary  to  leave  a drain  in  place,  and 
reaccumulations  rarely  take  place.  The  antibiotic  is 
continued  for  7 to  14  days. 

SUMMARY 

The  incidence  of  skin  infections,  especially  in  the 
newborn  nursery,  frequently  reflects  the  staphylococ- 
cal climate  of  the  whole  area.  It  is  of  utmost  impor- 
tance that  the  physician  be  aware  of  the  serious  im- 
plication of  the  appearance  of  such  lesions  as  it  often 
portends  death,  an  epidemic,  and  surely  an  increased 
morbidity  among  hospital  patients.  We  believe  that 
in  the  infant  even  the  mildest  Staph,  aureus  infection 
necessitates  antibiotic  therapy.  Older,  otherwise 
healthy  children,  may  require  no  more  than  local 
treatment.  Continued  close  observation  always  is 
essential. 
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Pamphlet  Gives  Hope  to  Stroke  Victims 

Encouragement  is  given  stroke  victims  in  the  pamphlet, 
"Good  News  for  Stroke  Victims,"  released  by  the  Public 
Affairs  Committee,  a nonprofit  educational  organization, 
and  written  by  Elizabeth  Ogg.  The  pamphlet-  points  out 
that  the  chances  for  overcoming  the  effects  of  a stroke  are 
much  greater  today  than  they  were  four  or  five  years  ago. 
It  describes  the  various  types  of  strokes,  including  the  type 
that  recently  affected  the  President  of  the  United  States, 
which  is  the  kind  that  most  readily  yields  to  treatment  and 
control. 

The  booklet  is  obtainable  for  25  cents  from  the  commit- 
tee, 22  East  38th  Street,  New  York  16. 
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Fig.  4 Fig.  5 


Fig.  1.  Typical  nasal  lesions  caused  by  staphylococcus. 
Fig.  2.  Superficial  localized  lesion. 

Fig.  3.  Deep  lesion  with  wide  indurotion  and  erythema. 


Fig.  4.  Lesion  showing  typical  necrosis,  7 days  after 
onset. 

Fig.  5.  Defect  following  slough. 


The  color  arc  reproduced  through  courtesy  of  Smith,  Khue  and  Vraub  l^iboratoric^,  Philadelphia. 


Staphylococcal 
Furuncles  in 
Hospital  Personnel 

Control  and  Treatment 


most  effective  requires  the  complete  cooperation  of 
the  staff,  the  hospital  administration,  and  all  per- 
sonnel. To  meet  these  demands  at  the  University  of 
Texas  Medical  Branch,  the  Infectious  Disease  Con- 
trol Program  was  inaugurated.  A special  unit  was 
opened  where  all  patients  and  personnel  with  infec- 
tions due  to  resistant  staphylococci  are  treated.  The 
purpose  of  this  paper  is  to  describe  the  types  of 
lesions  encountered  in  this  special  unit,  and  to  out- 
line the  measures  which  are  taken  to  prevent  and 
control  outbreaks  of  resistant  staphylococcal  infec- 
tions. 


FRED  J.  WOLMA,  M.D.  and 
EDWARD  B.  ROWE,  M.D. 


MEDICAL  BRANCH  PROBLEMS 


Galveston,  Texas 


The  emergence  of  antibiotic  resistant  forms 
of  staphylococci  has  created  one  of  the  most  im- 
portant problems  yet  encountered  by  hospitals  the 
world  over.  In  the  beginning  resistant  staphylococci 
were  almost  solely  confined  to  hospitals,  hence  the 
designation  "hospital  strains  of  antibiotic  resistant 
staphylococci.”  Furthermore,  the  resulting  infections 
were  termed  "hospital  acquired  infections.”  This  im- 
plied that  the  "hospital  acquired  infections”  were  a 
reflection  of  the  hospital  environment.  With  this 
background  it  became  increasingly  evident  that  the 


Dr.  Fred  J.  Wolma  is  assistant 
professor  of  surgery  at  the  Uni- 
versity of  Texas  Medical 
Branch. 


The  many  contacts  between  hospital  personnel  and  patients 
make  it  important  for  staphylococcal  disease  in  personnel  to 
be  controlled.  Familiarity  with  appearance  of  skin  lesions 
produced  by  antibiotic  resistant  staphylococcus  simplifies 
identification.  Treatment  consists  of  local  heat,  rest,  and  ele- 
vation, with  incision  and  drainage  if  necessary  and  antibiotics 
in  selected  cases.  Isolation  is  important. 


hospital  would  have  to  assume  responsibility  for 
"hospital  acquired  infections”  and  take  measures  to 
prevent  and  control  the  outbreaks  of  these  infections, 
which  have  become  prevalent.  The  institution  of 
rigid  control  measures  in  dealing  with  these  infec- 
tions is  imperative.  For  uniform  rigid  controls  to  be 


The  Medical  Branch,  because  of  its  size  and  nature, 
has  specific  inherent  problems  in  its  relation  to 
staphylococcal  infections.  First  of  all,  a large  per- 
centage of  the  patients  admitted  to  the  Medical 
Branch  hospitals  and  clinics  previously  have  been  in 
other  hospitals.  These  patients  sometimes  have  frank 
infeaions  when  admitted.  Also,  a number  of  the 
previously  hospitalized  patients  become  nasal  carriers 
before  they  reach  this  institution.  This  problem  has 
become  so  important  that  all  patients  admitted  to 
the  Medical  Branch  Hospitals  who  have  been  hos- 
pitalized anywhere  during  the  past  year  are  required 
to  have  nasal  cultures  as  a part  of  the  routine  admis- 
sion laboratory  work.  This  applies  to  all  patients, 
both  private  and  charity. 

Secondly,  at  the  Medical  Branch  there  is  an  ex- 
ceedingly great  number  of  contacts  between  patients 
and  personnel.  This  is  in  part  because  there  are  some 
600  medical  students  on  the  campus,  several  hundred 
other  types  of  students,  such  as  student  nurses  and 
laboratory  and  x-ray  technicians.  Because  of  the  size 
of  the  Medical  Branch  and  its  patient  load,  the  num- 
ber of  regular  personnel  such  as  graduate  nurses, 
licensed  vocational  nurses,  nurses’  aides,  ward  clerks, 
orderlies,  and  maids  is  very  large,  compared  to  most 
general  hospitals. 


DESCRIPTION  OF  LESIONS 

Seen  in  the  Infectious  Disease  Clinic  are  all  staff 
personnel,  house  staff  including  interns  and  residents, 
medical  students,  nursing  students,  graduate  nurses, 
and  all  other  personnel  at  the  Medical  Branch  who 
develop  infections,  particularly  skin  infections  which 
possibly  could  be  due  to  staphylococci.  Nasal  car- 
riers among  all  Medical  Branch  personnel  are  also 
treated  and  followed  in  this  clinic;  however,  in  this 
paper,  we  will  limit  our  discussion  only  to  the  in- 
fectious lesions. 
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Since  the  Infectious  Disease  Clinic  opened  in 
March,  1958,  a total  of  61  patients  have  been  treated. 
The  lesions  occurred  in  all  classes  of  personnel  (ta- 
ble 1).  It  is  interesting  to  note  that  40  of  the  6l 
patients  were  professional  personnel,  that  is,  staff, 
interns  or  residents,  medical  students,  or  nurses. 

Table  1. — Distribution  of  Staphylococcal  Lesions  Among 
Different  Classes  of  Hospital  Personnel. 


Staff  members  3 

Residents  and  interns 10 

Medical  students  11 

Nurses  (graduate,  student,  L.V.N. ) 16 

Nonprofessional  personnel  21 

Total  6l 


The  appearance  of  the  skin  lesions  produced  by 
antibiotic  resistant  Staphylococcus  aureus  phage  types 
44A,  80/81  is  so  characteristic  that  it  deserves  spe- 
cial consideration.  If  one  becomes  familiar  with  these 
cutaneous  lesions,  the  lesions  may  be  recognized  im- 
mediately and  the  proper  management  and  control 
carried  out  without  the  delay  due  to  awaiting  cul- 
mre  and  sensitivity  reports.  It  is  believed  that  early 
recognition  and  early  treatment  are  essential  to  the 
control  and  prevention  of  outbreaks  of  the  infection 
in  the  hospital. 

Staphylococcic  44A,  80/81  furuncles  are  the  most 
common  type  of  lesions  seen  in  the  clinic.  These 
furuncles  may  occur  at  any  site  on  the  body,  but  the 
most  common  sites  are  the  exposed  surfaces  such  as 
the  face  and  extremities.  Protected  areas,  that  is, 
covered  areas  such  as  the  gluteal  region,  the  peri- 
neum, and  the  trunk,  are  also  fairly  common  sites. 
It  is  believed  that  furuncles  developing  in  these  pro- 
tected areas  are  the  result  of  transmission  by  the 
hands,  and  possibly  those  on  the  perineum  from 
organisms  in  the  gastrointestinal  tract.  It  should  be 
pointed  out  that  a common  site  for  lesions  of  the 
face  is  inside  the  nose.  Lesions  about  the  face,  and 
particularly  about  the  nose  and  upper  lip,  are  con- 
sidered important  surgical  lesions  and  require  early 
appropriate  antibiotic  therapy  regardless  of  the  sever- 
ity of  the  lesion. 

The  staphylococcus  44A,  80/81  fumncle  is  char- 
acterized by  the  following; 

1.  Extreme  pain  locally  which  is  out  of  propor- 
tion to  the  gross  appearance  of  the  lesion  is  present. 

2.  A zone  of  erythema  and  induration  is  present 
and  varies  in  extent  depending  upon  whether  the 
lesion  is  superficial  or  deep.  The  superficial  lesions 
are  more  localized  and  limited  than  the  deeper 
lesions. 

3.  A zone  of  tissue  necrosis  without  early  liquefac- 
tion evenmally  occurs.  The  common  staphylococcal 


furuncle  liquefies  early  and  evacuation  can  be  car- 
ried out  within  2 or  3 days  usually.  In  contrast,  the 
44A,  80/81  lesions  liquefy  very  slowly,  and  incision 
and  drainage  may  have  to  be  postponed  for  a week 
or  longer.  Frequently  the  lesions  do  not  liquefy,  and 
the  necrotic  area  sloughs  away  in  7 to  10  days  leav- 
ing a large  defea. 

4.  The  regional  nodes  are  commonly  involved. 

It  may  be  mentioned  that  recently  we  have  ob- 
served that  some  of  the  lesions  have  changed  their 
original  character  in  that  localization  and  liquefaction 
are  occurring  more  rapidly  than  before.  The  reasons 
for  this  apparent  change  may  be  attentuation  of  the 
virulence  of  the  organisms  or  the  development  of 
immunity  on  the  part  of  the  patients,  or  both. 

Several  colored  photographs  portray  the  charaaer- 
istics  of  these  lesions  very  well  (fig.  1-5). 

All  lesions  are  cultured  and  sensitivity  patterns 
obtained.  The  sensitivity  pattern  charaaeristicaUy 
shows  resistance  to  penicillin,  tetracycline,  and  eryth- 
romycin. This  is  the  so-called  triple  resistance  pat- 
tern frequently  observed  in  44A,  80/81  infections. 
Sensitivity  patterns  of  the  coagulase  positive  staphy- 
lococci occurring  in  individual  hospitals  are  im- 
portant to  know  since  the  44A,  80/81  infections  may 
be  identified  by  the  sensitivity  pattern  before  a 
culmre  can  be  obtained.  At  the  Medical  Branch, 
rapid  sensitivity  patterns  can  be  obtained  within  12 
to  24  hours.  In  this  institution  the  44A,  80/81  organ- 
isms have  been  sensitive  to  novobiocin,  Chloromy- 
cetin, spontin,  oleandomycin,  kanamycin,  neomycin, 
polymixin,  and  bacitracin.  These  antibiotics  should 
be  used  for  specific  infections  in  order  to  prevent 
the  emergence  of  resistant  strains  to  these  antibiotics. 
Another  observation  made  in  the  clinic  is  the  ap- 
pearance of  44A,  80/81  organisms  which  are  sensi- 
tive to  all  antibiotics,  including  penicillin.  An  ex- 
planation for  this  apparent  change  is  not  offered. 


GENERAL  CONTROL  MEASURES 

The  Infectious  Disease  Control  Clinic  consists  of 
a waiting  room  and  a treatment  room,  where  all 
ambulatory  personnel  having  infected  lesions  are 
seen.  This  clinic  is  used  for  no  other  patients  and  is 
considered  an  isolation  area.  All  examinations  and 
treatments  are  carried  out  under  isolation  technique, 
and  the  clinic  area  is  thoroughly  cleansed  after  the 
day’s  use. 

Many  lesions  not  due  to  resistant  staphylococcus 
are  seen,  but  this  is  necessary  in  order  to  find  the 
resistant  staphylococcus  cases  so  they  can  be  isolated 
and  treated. 

Necessary  epidemiological  data  are  taken  on  each 
case  so  we  can  determine  where  and  why  the  infec- 
tion was  contracted.  By  reviewing  these  data,  certain 
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"hot  spots”  in  the  institution  can  be  found  and  nec- 
essary corrective  measures  undertaken. 

Ambulatory  patients  are  relieved  of  duty  in  the 
hospital  while  their  lesions  are  active.  They  are  fol- 
lowed in  the  Infectious  Disease  Control  Clinic  until 
the  lesion  is  healed  and  no  drainage  is  present,  and 
then  they  are  allowed  to  return  to  work.  Removal  of 
these  employees  from  their  jobs  temporarily  causes 
much  inconvenience,  but  such  action  is  mandatory 
if  the  infection  is  to  be  controlled. 

For  hospital  patients  with  active  resistant  staphy- 
lococcal infections,  an  isolation  ward  was  established 
so  that  infected  cases  could  be  separated  from  the 
"clean  cases.”  These  patients  are  kept  in  isolation  un- 
til the  lesion  is  well,  and  then  they  are  allowed  to  re- 
turn to  their  original  hospital  area. 

As  an  additional  general  control  measure,  all  per- 
sonnel are  instructed  as  to  the  proper  technique  of 
hand  washing  after  each  patient  contact.  Personnel 
with  active  lesions  are  instructed  to  bathe  with  a 
hexachlorophene-containing  soap.  They  are  also  in- 
struaed  as  to  the  proper  method  of  disposing  of 
soiled  bandages,  towels,  and  bed  linen  at  home,  so 
as  to  minimize  spread  of  their  infection  to  other 
members  of  the  household.  Any  draining  lesion  is 
kept  covered  at  all  times. 


SPECIFIC  TREATMENT  OF  LESIONS 

The  treatment  of  all  ambulatory  patients  needing 
surgical  care  has  been  done  by  the  authors  since  the 
Infectious  Disease  Control  Clinic  was  started.  The 
specific  treatment  of  these  lesions  is  somewhat  dif- 
ferent from  the  treatment  of  "ordinary”  boils,  car- 
buncles, and  cellulitis,  chiefly  since  the  lesions  caused 
by  resistant  staphylococcus  are  more  virulent,  produce 
a more  severe  local  reaction,  have  a more  protracted 
course,  and  produce  systemic  manifestations  more 
often. 

The  lesions  are  treated  with  local  heat,  rest,  and 
elevation.  When  fluauation  occurs,  they  are  incised 
and  drained.  In  those  lesions  which  are  incised  and 
drained,  there  is  often  a "core”  of  necrotic  material 
which  must  be  removed  with  tissue  forceps  before 
adequate  drainage  will  result.  It  has  been  our  experi- 
ence that  most  of  these  lesions  eventually  localize 
and  need  incision  or  will  drain  spontaneously.  All 
lesions  are  covered  with  a bandage  at  all  times  so  as 
to  minimize  contamination.  The  patient  is  advised 
to  keep  his  hands  off  the  area  as  much  as  possible 
and  to  wash  his  hands  thoroughly  after  each  dressing 
or  application  of  moist  heat. 


Early  in  our  experience  we  were  confronted  with 
the  problem  of  whether  or  not  to  employ  antibiotics. 
In  an  attempt  to  solve  this  problem,  the  following 
criteria  were  used  as  indications  for  antibiotics; 

1.  All  lesions  on  the  nose,  face,  and  scalp. 

2.  Lesions  associated  with  tender  regional  adenopathy. 

3.  Lesions  associated  with  systemic  symptoms  such  as 
chills,  fever,  and  malaise. 

4.  Lesions  which  exhibit  a wide  area  of  cellulitis. 

5.  Multiple  simultaneous  lesions. 

6.  Carbuncles. 

7.  Patients  with  other  diseases,  particularly  diabetes  mel- 
litus. 

Patients  with  lesions  not  falling  into  one  of  the 
seven  categories  are  not  given  antibiotic  therapy. 

The  lesions  which  need  antibiotic  therapy  are 
usually  severe  enough  to  deem  it  unwise  to  await 
the  results  of  sensitivity  studies  before  beginning 
treatment.  In  such  cases,  novobiocin  in  doses  of  250 
mg.  orally  every  6 hours  is  used.  So  far,  all  of  the 
lesions  which  have  been  treated  have  had  organisms 
sensitive  to  novobiocin.  If  the  organism  is  a resistant 
staphylococcus,  treatment  with  novobiocin  is  contin- 
ued; however,  if  the  organism  is  not  a resistant 
staphylococcus,  the  appropriate  antibiotic  is  substi- 
tuted, as  indicated  by  the  sensitivity  studies. 

Patients  with  positive  nasal  cultures  are  treated 
with  local  nonsystemic  nasal  ointment  or  spray  until 
the  nasal  culture  is  negative. 


RESULTS 

Because  of  the  enforcement  of  the  general  control 
measures,  the  number  of  infections  has  decreased 
markedly  in  the  past  6 months.  Figure  6 illustrates 


19  58 

Fig.  6.  Graph  showing  the  results  of  control  measures 
instituted  at  the  University  of  Texas  Medical  Branch 
against  staphylococcal  infections  in  hospital  personnel. 
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the  decrease  in  the  number  of  infections  following 
the  instimtion  of  control  measures.  Ambulatory  pa- 
tients with  active  lesions  have  cooperated  well  in 
coming  for  treatment  early,  and  energetic  treatment 
has  resulted  in  prompt  control  of  the  infection.  Only 

1 patient  was  sick  enough  to  be  hospitali2ed. 

It  is  interesting  to  note  that  there  have  been  only 

2 resistant  staphylococcus  infections  developing  in 
personnel  who  work  daily  in  the  Infectious  Disease 
Control  Clinic  and  in  the  hospital  isolation  unit.  This 
fact  shows  the  importance  of  isolation  technique  in 
controlling  this  infection. 


SUMMARY 

The  problem  of  skin  lesions  produced  by  anti- 
biotic resistant  forms  of  staphylococci  in  the  person- 
nel at  the  University  of  Texas  Medical  Branch  is 
discussed.  The  characteristics  of  these  lesions  are  de- 
scribed. The  general  control  measures  which  have 
been  used  at  the  Medical  Branch  are  enumerated, 
along  with  the  specific  methods  of  treatment.  The 
results  obtained  by  this  program  have  been  good. 

I Drs.  Wolma  and  Rowe,  Department  of  Surgery,  Uni- 
versity of  Texas  Medical  Branch,  Galveston. 


Drug  Label  Warnings  Compiled 

The  Food  and  Drug  Administration  has  published  a 
compilation  of  label  warning  statements  for  guidance  of 
drug  manufacturers  in  devising  labels  which  meet  the  re- 
quirements of  the  Federal  Food,  Drug  and  Cosmetic  Act. 
The  act  requires  labels  of  drugs  and  medical  devices  sold 
without  prescription  to  bear  "such  adequate  warnings  . . . 
as  are  necessary  for  the  protection  of  users.” 

The  compilation  includes  more  than  100  suggested  warn- 
ings for  an  extensive  list  of  drugs,  including  those  for  ani- 
mal use,  and  several  therapeutic  devices. 

One-Third  New  Doctors  Yearly 
Train  in  VA  Hospitals 

About  one-third  of  the  7,000  new  physicians  being  pro- 
duced by  the  United  States  yearly  receive  training  in  Vet- 
erans Administration  hospitals. 

During  1958,  in  cooperation  with  colleges  and  universi- 
ties, VA  hospitals  had  in  training  6,000  medical  smdents; 
2,500  physicians  becoming  specialists  as  residents  in  psy- 
chiatry, general  surgery,  internal  medicine,  and  16  other 
fields;  70  dental  interns  and  residents;  2,900  smdent 
nurses;  700  psychology  trainees;  281  occupational  therapy 
trainees;  329  social  work  trainees;  85  dietetic  interns;  and 
some  100  trainees  in  medical  administration,  pharmacy, 
audiology,  speech  correction,  and  similar  medically-related 
specialties. 


Control  of 
Carriers  of 
Staphylococci 

Specific  Recommendations 

MARCEL  PATTERSON,  M.D. 

Galveston,  Texas 

The  control  of  the  staphylococcal  carrier 
presents  many  vexing  problems.  For  example, 
what  is  a carrier?  How  does  one  recognize  such  an 
individual?  How  frequently  does  the  carrier  state 
occur?  How  long  does  it  exist?  What  is  its  tendency 
to  recur  should  it  disappear?  Is  there  any  practical 
method  of  management?  Or  is  any  management  re- 
quired? Does  the  demonstration  by  culture  of  a 
phage  type  coagulase  positive  staphylococcus  neces- 
sarily mean  pathogenicity? 

These  represent  some  of  the  questions  that  we  at 
the  University  of  Texas  Medical  Branch  and  others 
have  attempted  to  answer  in  the  control  of  staphy- 
lococcal outbreaks  in  our  hospitals.  In  spite  of  a 
bibliography  of  more  than  500  articles  in  the  medi- 
cal literature  regarding  staphylococcal  disease,  there 
is  no  unanimity  of  opinion  regarding  the  answers 
to  these  questions.  There  is  general  agreement,  how- 
ever, that  the  nasal  passages  are  one  of  the  more 
common  areas  of  the  body  which  harbor  pathogenic 
staphylococci.  By  this  statement,  it  is  not  meant  to 
imply  that  there  are  not  other  areas  of  the  body 
harboring  these  organisms,  for  example,  skin  or 
gastrointestinal  tract,  and  there  is  evidence  to  indi- 
cate that  in  some  few  carriers  the  nose  is  not  in- 
volved at  all.^  Nevertheless,  the  nasal  passages  pre- 
sent a particular  and  unique  problem.  They  are  not 
accessible  to  ordinary  methods  of  cleanliness;  they 
cannot  be  effectively  covered  for  long  periods  of 
rime  without  inconvenience,  embarrassment,  and  ex- 
pense; they  are  in  an  optimum  location  for  dissemi- 
nation of  the  organism  to  others  and  to  one’s  skin 
and  clothing,  and  in  addition,  many  habimally  and 
unconsciously  rub  or  manipulate  the  nose  with  their 
hands.  If  this  latter  statement  is  challenged,  observe 
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a group  of  people  carefully  and  notice  how  often 
the  nose  is  touched  or  handled. 

Although  we  have  had  sporadic  cases  of  serious 
staphylococcal  infections  of  obscure  origin  in  our 
patients  and  among  our  students  and  personnel,  ev- 
ery outbreak  of  serious  staphylococcal  disease  in  our 
nursery  was  traced  to  a nasal  carrier  working  in  that 


Dr.  Marcel  Patterson  is  associ- 
ate professor  of  medicine  and 
director  of  the  Student  Health 
Service  at  the  University  of 
Texas  Medical  Branch. 


Nasal  carriers  are  an  important  source  of  staphylococcal 
contagion.  At  the  University  of  Texas  Medical  Branch  a con- 
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area.  Also,  we  have  observed  several  infections  aris- 
ing in  students’  or  personnel’s  households  where  the 
only  reasonable  source  of  contaa  was  a known  nasal 
carrier.  For  these  reasons,  we  believe  that  the  nasal 
carrier  is  a very  important  source  of  staphylococcal 
contagion. 


IDENTIFICATION  OF  CARRIERS 


Since  it  was  our  conviction  that  nasal  carriers  were 
important  in  the  transmission  of  this  disease,  we 
sought  methods  for  their  control.  First  it  was  neces- 
sary to  identify  nasal  carriers.  This  was  accomplished 
by  a survey  nasal  culmre  of  all  personnel,  patients, 
and  smdents.  From  this  study, ^ we  were  able  to 
recognize  the  degree  of  our  problem  and  the  areas 
where  screening  and  control  measures  were  likely  to 
be  profitable.  It  is  now  our  policy  to  take  nasal  cul- 
tures from  all  persons  before  assigning  them  to  the 
nursery,  obstetrical  unit,  pediatric  service,  and  operat- 
ing suites.  We  are  also  obtaining  weekly  cultures  on 
persons  working  in  these  areas.  Periodic  surveys  are 
done  in  areas  where  unexplained  outbreaks  of  staphy- 
lococcal disease  occurs.  And,  an  effon  is  being  made 
to  obtain  nasal  cultures  on  hospital  admitted  patients 


who  are  from  other  hospitals  or  who  have  been 
treated  recently  with  antibiotics. 

All  nasal  cultures  are  smdied  by  the  Department 
of  Bacteriology  for  the  presence  or  absence  of  staphy- 
lococci, and  all  staphylococci  are  tested  for  coagulase 
activity  and  antibiotic  sensitivity  against  10  differ- 
ent antibiotics  (penicillin,  tetracycline,  erythromycin, 
novobiocin,  chloramphenicol,  bacitracin,  oleandomy- 
cin, ristocetin,  and  kanamycin)  and  are  phage  typed. 
Only  those  persons  with  phage  type  81  and  other 
coagulase  positive  staphylococci  resistant  to  two  or 
more  antibiotics  are  considered  "carriers,”  since  these 
particular  organisms  are  the  ones  responsible  for  the 
nursery  outbreaks  and  more  serious  staphylococcal 
disease  in  our  hospital. 

In  situations  where  phage  typing  is  not  available, 
it  may  be  best  to  consider  all  individuals  with  coagu- 
lase positive  staphylococci  in  the  nose  as  "carriers.” 
But,  if  this  is  done,  it  will  increase  the  number  of 
"carriers”  considerably.  For  example,  nasal  cultures 
taken  in  September,  1958,  from  121  freshman  medi- 
cal students  revealed  55  per  cent  with  no  staphylo- 
cocci, 36  per  cent  with  coagulase  positive  staphylo- 
cocci, and  9 per  cent  with  coagulase  negative  staphy- 
lococci. Only  5 had  a phage  type  81  organism  iso- 
lated, and  there  were  no  other  antibiotic  resistant 
staphylococci  detected.  Of  these  latter  5 smdents,  4 
had  summer  employment  in  hospitals.  Contrast  this 
experience  with  an  analysis  of  1,439  nose  culmre 
results  from  490  of  our  nursing  and  medical  smdents 
including  the  freshman  group  where  46  per  cent  of 
the  culmres  had  coagulase  positive  organisms  and 
of  the  total  group  19  per  cent  were  carriers  of  phage 
type  81  and  another  4 per  cent  had  other  antibiotic 
resistant  coagulase  positive  staphylococci.  These  find- 
ings indicate  that  the  number  of  coagulase  positive 
smdent  carriers  does  not  increase  tremendously,  but 
that  the  number  of  persons  with  antibiotic  resistant 
organisms  in  their  nose  increases  in  a hospital  en- 
vironment. 

The  determination  of  the  antibiotic  sensitivity 
pattern  of  coagulase  positive  staphylococci  may  be 
the  simplest  method  for  the  recognition  of  the  more 
dangerous  strains.  Such  sensitivity  smdies  can  be 
carried  out  in  any  clinical  laboratory.  However,  it 
should  be  appreciated  that  some  of  the  worrisome 
phage  type  staphylococci  are  not  consistent  in  their 
antibiotic  sensitivity  patterns  and  on  occasions  a 
carrier  will  be  missed  by  the  use  of  this  method. 


METHOD  OF  CONTROL 

Once  we  detected  our  nasal  carrier  group,  we  were 
in  a position  to  explore  methods  of  control.  One 
obvious  method  would  be  the  use  of  masks.  After 
considerable  debate,  it  was  decided  to  discard  this 
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as  a routine  control  measure  for  several  reasons. 
First,  it  seemed  impractical  for  every  person  with  a 
positive  culture  to  wear  a face  mask  while  he  car- 
ried out  his  duties.  Aside  from  the  obvious  embar- 
rassing identification  of  the  carrier,  there  is  the  no- 
torious unwillingness  of  persons  to  wear  a mask  over 
the  nose.  Second,  there  is  evidence^  that  unless  a 
mask  is  changed  frequently  or  is  of  unusual  thick- 
ness, it  becomes  loaded  with  nasal  organisms  and 
is  more  infective  than  direct  air  from  the  nares.  For 
use  in  the  nursery  and  on  the  infectious  disease 
wards,  we  have  provided  disposable  paper  masks 
which  are  discarded  after  each  patient  contact.  Also, 
we  urged  the  carriers  to  use  these  masks  when  they 
were  working  with  the  seriously  ill  or  debilitated 
patient.  The  traditional  cloth  masks  are  used  in  the 
operating  suites. 

The  frequency  of  the  carrier  state  was  of  such 
magnitude  that  it  would  have  been  impossible  to 
maintain  classes,  much  less  the  necessary  personnel 
for  the  operation  of  a hospital,  and  prohibit  the 
carrier  from  patient  contact.  For  instance,  112  medi- 
cal and  nursing  students,  out  of  a total  student  pop- 
ulation of  828,  have  had  on  one  or  more  occasions 
a positive  nose  culture  for  phage  type  81  or  other 
antibiotic  resistant  staphylococci.  This  represents  an 
incidence  of  13  per  cent  or  1 of  every  8 students 
and  ignores  other  coagulase  positive  carriers.  A simi- 
lar frequency  of  carriers  has  been  observed  among 
hospital  personnel  employed  in  patient  care.  Here, 
simple  exclusion  of  nasal  carriers  as  a control  meas- 
ure would  have  made  maintenance  of  hospital  wards 
impossible. 

Evenmally,  the  following  program  of  control 
evolved.  Upon  deteaion,  the  nasal  carrier  was  placed 
under  surveillance  in  a special  clinic  which  was  es- 
tablished for  this  problem.  All  persons  were  given 
a printed  instruction  sheet  which  attempted  to  ex- 
plain in  simple  language  the  reason  for  their  being 
in  the  clinic,  the  importance  of  personal  hygiene, 
clean  clothing,  frequent  hand  washing,  and  the  need 
for  special  precautions  with  debilitated  patients  or 
patients  with  recent  surgical  wounds.  Nasal  carriers 
were  absolutely  precluded  from  the  nursery  and  the 
delivery  rooms.  We  have  assumed  that  the  applica- 
tion of  an  antibiotic  ointment  or  spray  to  the  anter- 
ior nares  would  decrease  the  population  of  staphylo- 
cocci in  the  nose.  Therefore,  each  carrier  was  issued 
a container  of  a water  soluble,  nonoily  ointment  or 
spray  containing  antibiotics  that  are  rarely  used  sys- 
temically  or  that  are  nonabsorbable,  that  is,  neo- 
mycin, bacitracin,  and  polymyxin.  Instructions  were 
given  to  apply  the  preparation  to  the  anterior  nasal 
passages  frequently  while  on  duty.  At  the  end  of  5 
days,  the  therapy  was  stopped.  A second  culture  was 
obtained  on  the  seventh  day.  Then  the  treatment  was 


resumed  and  the  process  repeated  until  two  consecu- 
tive negative  culmres  were  obtained.  After  two  nega- 
tive cultures  were  reported,  the  carrier  was  considered 
cleared  but  was  advised  to  return  for  a follow-up 
culture  within  a month.  All  persons  with  any  skin 
infection  were  instructed  not  to  work  and  to  report 
immediately  to  the  clinic  for  management  of  the 
lesion. 

Systemic  sensitization  reactions  have  not  been  ob- 
served from  the  use  of  these  topical  antibiotic  oint- 
ments or  sprays.  In  some  instances,  these  prepara- 
tions did  cause  rhinorrhea  and  irritation  to  the  an- 
terior nares.  This  was  controlled  by  changing  prep- 
arations or  bases  in  all  instances  except  2.  Also, 
most  strains  of  coagulase  positive  staphylococci  have 
remained  sensitive  to  the  antibiotics  in  the  prepara- 
tions. 

Table  1 summarizes  our  experiences  with  112 
nursing  and  medical  student  nasal  carriers  in  regard 
to  the  number  of  positive  cultures  obtained  for  phage 
type  81  and  other  antibiotic  resistant  staphylococci 
and  the  frequency  of  suppurative  skin  lesions. 

An  attempt  was  made  with  every  person  who  had 
a positive  culture  on  one  occasion  to  have  a mini- 
mum of  two  follow-up  cultures  at  weekly  intervals. 
This  was  not  always  possible  because  of  holidays, 
the  preceptorship  program,  the  termination  of  cours- 

Table  1. — Number  of  Positive  Cultures  for  Phage  81  and 
Other  Antibiotic  Resistant  Staphylococci  and  Frequency  of 
Suppurative  Skin  Lesions  Among  112  Nursing  and  Medical 
Student  Nasal  Carriers. 


No.  Times 

Culture  Positive 

No.  Students 

No.  with 
Skin  Lesions 

1 

58 

7 

2 

25 

4 

3 

11 

3 

4 

5 

4 

5 

5 

2 

6 

1 

0 

7 

0 

0 

8 

3 

1 

9 

2 

1 

10  or  more 

2 

1 

Table  2. — Follow-Up  Studies  on  112  Student  Carriers  of 
Antibiotic  Resistant  Staphylococci. 

83  (74%)  were  free  of  the  carrier  state  within  1 
month.  Of  this  group: 

44  (39%)  have  not  been  followed  for  2 
months 

28  (25%)  were  followed  2 months  and 
longer  and  remained  clear 

11  (10%)  had  a second  positive  culture  at 
another  interval  greater  than 
2 months 

6 (5%)  were  free  of  the  carrier  state  within  2 
months,  and  of  this  group; 

1 followed  3 months  remained  free 
23  (20%)  remained  positive  for  2 months  and  all  have 
had  a positive  culture  at  some  later  date. 
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es,  and  lack  of  cooperation.  An  analysis  of  our  follow- 
up studies  on  the  112  student  carriers  is  recorded  in 
table  2. 

Our  experience  with  nasal  carriers  is  similar  to 
that  reported  by  others^  and  indicates  that  many  per- 
sons are  "occasional  carriers”  yet  lose  the  organisms 
rapidly.  It  is  believed  that  such  persons-  pick  up 
staphylococci  from  recently  inspired  air  and  that  the 
organisms  (for  unknown  reasons)  do  not  colonize 
the  nose.  Other  individuals  classified  as  "transient  or 
intermittent  carriers”  maintain  a positive  culmre  on 
two  or  three  occasions  but  soon  lose  the  organism 
perhaps  to  acquire  it  again  at  a subsequent  time.  A 
small  group  of  persons  have  persistently  positive 
culmres.  These  "persistent  carriers”  represent  the 
most  difficult  control  problem,  and  at  the  moment 
no  satisfaaory  method  of  handling  them  has  been 
devised.  We  have  explored  other  topical  antibiotic 
preparations,  systemic  antibiotics,  autogenous  vac- 
cines, and  toxoids  with  occasional  success,  but  our 
experience  is  too  limited  to  make  any  specific  recom- 
mendations at  this  time. 

It  might  be  argued  that  a large  percentage  of 
transient  carriers  will  become  negative  if  no  specific 
therapy  is  given.  Lepper,  Jackson,  and  Dowling^ 
found  that  62.2  per  cent  of  a group  of  coagulase 
positive  staphylococcal  carriers  did  not  have  the  same 
strain  of  organism  present  at  the  end  of  1 month,  but 
after  the  first  month  the  "rate  of  change  or  loss”  was 
1.3  per  cent  per  month.  Our  findings  suggest  that 
the  "rate  of  change”  has  been  improved,  that  is,  74 
per  cent  were  cleared  at  the  end  of  1 month,  79  per 
cent  were  cleared  at  the  end  of  2 months.  The  word 
"cleared”  refers  specifically  to  phage  type  81  and 
other  antibiotic  resistant  staphylococci  and  not  to 
all  coagulase  positive  staphylococci  isolated.  We  have 
justified  the  use  of  antibiotic  ointments  and  sprays 
primarily  for  the  control  of  the  spread  of  infection 
and  not  as  a treatment  measure  per  se. 

It  was  hoped  that  a simple  method  of  recognition 
of  the  persistent  nasal  carrier  would  be  the  tendency 
to  develop  frequent  and  recurrent  skin  lesions.  In 
our  experience,  this  is  not  a reliable  guide.  For  ex- 
ample, we  have  observed  that  18  of  99  students  with 
positive  nasal  cultures  on  less  than  4 occasions  had 
bods.  Only  5 of  13  students  with  positive  nasal  cul- 
mres on  more  than  4 occasions  had  boils.  Of  our  23 
persistent  carriers  (cultures  positive  longer  than  2 
months)  only  7 have  had  recurrent  boils.  To  compli- 
cate the  problem  further,  we  have  observed  16  sm- 
dents  with  boils  in  whom  repeated  nose  culmres  have 
failed  to  demonstrate  a staphylococcus  of  the  same 
phage  type  as  that  producing  the  boil.  Eight  of  these 
boils  were  due  to  phage  81  or  other  antibiotic  re- 
sistant coagulase  positive  staphylococci.  We  have 
interpreted  these  infections  as  being  occupationally 


acquired,  though  some  of  these  individuals  may  rep- 
resent skin  or  fecal  carriers. 

Although  the  person  with  a suppurative  skin  lesion 
is  not  necessarily  a carrier,  we  exclude  such  persons 
from  duty  until  the  lesion  heals  on  the  principle 
that  a person  with  a communicable  disease  should  be 
isolated  from  a susceptible  population.  Unformnately, 
in  our  experience,  keeping  an  antibiotic  spray  or 
ointment  in  the  nose  was  not  effective  in  preventing 
repeated  skin  infections  although  it  is  possible  that 
more  nasal  carriers  might  have  developed  skin  lesions 
had  the  positive  nose  culmre  been  ignored. 

At  the  present  time,  the  carrier  control  program 
in  our  amdent  population  is  handled  by  a 30  min- 
ute clinic  three  times  a week.  There  are  approxi- 
mately 20  smdents  (2.5  per  cent  of  total  smdent 
group)  under  surveillance.  This  number  varies  peri- 
odically, but  once  a program  is  established  it  has 
not  been  a paaicularly  time  consuming  chore  to 
maintain  it. 

The  program  we  have  followed  has  been  expensive 
and  has  required  the  services  of  a physician  and 
trained  bacteriological  technicians.  Yet,  there  seems 
no  simpler  method  if  one  believes  that  nasal  car- 
riers are  important  in  the  spread  of  staphylococcal 
disease.  Our  experience  as  well  as  that  of  others  has 
convinced  us  that  they  are. 

For  the  smaller  hospital,  a complete  baaeriological 
smdy  may  not  be  feasible.  At  the  same  time  the  num- 
ber of  persons  involved  is  proportionally  less  and  the 
problems  of  control  should  be  easier.  Certainly,  the 
number  of  complicated  patients  funneled  from  other 
institutions  who  have  had  multiple  antibiotic  ther- 
apies should  be  fewer  than  in  the  large  teaching 
hospital. 

Since  the  physician,  as  much  as  any  one  individual, 
is  in  a position  to  acquire  and  carry  organisms  from 
one  patient  to  another,  he  should  evaluate  critically 
his  own  personal  hygiene,  his  aseptic  technique,  and 
if  possible,  determine  the  culture  pattern  of  his 
nasal  flora.  He  should  be  particularly  suspicious  that 
he  may  be  a staphylococcal  carrier  if  he  is  bothered 
with  recurrent  skin  infections.  Lastly,  he  should  re- 
member that  much  of  good  hospital  practice  is 
taught  by  preceptorship  and  that  no  one  is  in  a bet- 
ter position  to  set  an  example  than  the  doctor  him- 
self. 


SUMMARY 

A program  of  control  of  the  staphylococcal  nasal 
carrier  has  been  detailed  as  it  was  evolved  in  our 
hospital.  In  general,  the  program  has  consisted  of 
screening  nasal  cultures  to  detect  carriers,  the  topical 
application  of  antibiotic  ointments  or  sprays  to  the 
nose  to  reduce  the  dissemination  of  the  pathogenic 
staphylococci,  instructions  regarding  personal  hygiene 
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and  aseptic  technique,  and  the  exclusion  from  duty 
of  those  persons  with  open  skin  lesions. 
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TO  OBSTETRICIANS  the  seriousness  of  staphy- 
lococcal infections  in  hospitals  in  recent  years 
is  an  old  story,  except  that  now  other  areas  of  the 
hospital  are  also  involved.  This  is  merely  another  form 
of  the  "puerperal  fever”  which  scourged  maternity 
areas  for  many  years.  The  only  difference  is  that 
this  time,  instead  of  the  streptococcus  being  the  in- 
fectious agent,  it  is  now  Staphylococcus  aureus.  The 
obstetricians  must  consider  this  a form  of  puerperal 
fever  because  of  such  symptoms  as  bacteremia,  pneu- 
monia, and  peritonitis,  as  well  as  the  more  common 
symptoms  such  as  infected  episiotomies,  pusmles, 
and  breast  abscesses.  The  outbreaks  of  these  infec- 
tions due  to  antibiotic  resistant  organisms  has  caused 
great  concern  among  many  physicians  and  nurses 


because  for  the  first  time  in  their  careers  they  have 
not  had  a suitable  drug  with  which  to  treat  these 
infections.  This  is  primarily  so  because  approximately 
50  to  60  per  cent  of  the  practicing  physicians  and 
nurses  have  attended  school  and  been  graduated  after 
the  advent  of  the  sulfonamides  and  antibiotics  and 
therefore  do  not  realize  the  seriousness  of  the  prob- 
lems concerned  in  controlling  infections  as  do  our 
older  physicians  of  the  preantibiotic  days.  Many  of 
our  younger  physicians  have  fallen  into  many  bad 
habits;  a few  examples  could  be  routine  vaginal 
examinations  instead  of  reaal  examinations  during 
labor,  improper  surgical  scrub  techniques  prior  to 
accouchement  or  surgery,  and  invading  the  vagina 
immediately  after  delivery  for  purposes  of  doing  a 
manual  removal  of  the  placenta  rather  than  wait 
for  spontaneous  separation  and  expulsion.  Having 
committed  these  errors  in  procedures,  they  then  de- 
pended upon  the  so-called  prophylactic  antibiotics 
to  prevent  infection.  We  as  teachers  either  have  for- 
gotten to  teach  the  students  or  the  smdents  have 
failed  to  learn  the  basic  principles  of  an  obstetrical 
or  surgical  service  or  how  to  prevent  infections. 
Proper  techniques  and  procedures  were  developed 
after  many  years  of  combating  puerperal  infections 
on  maternity  services.  It  is  probably  best  that  we  re- 
view some  of  the  historical  literamre  of  puerperal 
infections  in  discussing  problems  in  the  maternity 
area. 

PUERPERAL  FEVER 

Ignaz  Philipp  Semmelweis,  because  of  his  writing 
in  1847,  is  generally  given  credit  for  establishing  the 
principles  of  cleanliness  and  sterilization  necessary 
to  prevent  puerperal  fever.  These  principles  were 
established  by  Alexander  Gordon,  M.D.  in  a "Treatise 
on  the  Epidemic  Puerperal  Fever”^  in  1795.  In  this 
treatise  he  first  described  the  infection  and  methods 
of  transmission  and  made  recommendations  for  the 
prevention  of  the  disease.  It  would  be  remiss  in  a 
discussion  of  the  infections  on  a maternity  service 
not  to  reprint  some  of  the  statements  of  Dr.  Gordon 
from  his  experiences  in  the  late  1700’s: 

That  the  cause  of  this  disease  was  a specific  contagion, 
or  infection,  I have  unquestionable  proof. 

When  the  puerperal  fever  is  frequent  and  fatal,  that  is, 
when  it  prevails  as  an  epidemic,  its  cause  has  been  referred 
to  as  noxious  constitution  of  the  atmosphere. 

But  that  the  cause  of  the  epidemic  puerperal  fever  under 
consideration  was  not  owing  to  a noxious  constitution  of 
the  atmosphere,  I have  sufficient  evidence;  for  if  it  had 
been  owing  to  the  cause,  it  would  have  seized  women  in 
a more  promiscuous  and  indiscriminate  manner.  But  this 
disease  seized  such  women  only  as  were  visited  or  delivered 
by  a practitioner,  or  taken  care  of  by  a nurse,  who  had 
previously  attended  patients  affected  with  the  disease. 

In  short,  I have  evident  proofs  of  its  infectious  nature, 
and  that  the  infection  was  as  readily  communicated  as  that 
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The  seriousness  of  staphylococcal  infections  today  reminds 
obstetricians  of  the  "puerperal  fever"  which  Semmelweis 
wrote  about  in  1847  and  Gordon  in  1795.  The  same  principles 
of  isolation,  cleanliness,  and  other  efforts  to  prevent  infection 
which  were  followed  before  the  days  of  antibiotics  must  be 
reemphasized. 

of  the  small  pox  or  measles,  and  operated  more  speedily 
than  any  other  infection  with  which  I am  acquainted. 

This  description  almost  could  be  carried  over  to 
the  present  problem  of  staphylococcal  infections  on 
maternity-newborn  service.  When  it  first  appeared 
in  our  maternity-newborn  area  as  breast  abscesses 
and  pustules  in  newborn  infants  and  breast  abscesses 
in  mothers,  members  of  the  obstetrical  and  pediatric 
service  recommended  many  changes  in  procedures 
and  facilities  in  order  to  prevent  their  occurrences. 
We  were  ignored  and  ridiculed  much  as  Dr.  Gordon 
was  when  he  first  made  the  statement  quoted.  It  was 
thought  that  for  the  large  part  these  infections  were 
hand  borne,  as  well  as  from  nasal  droplets.  This  is 
similar  to  the  thinking  of  Dr.  Gordon  when  he 
stated : 

The  midwives  from  Aberdeen  carried  the  infection  to 
the  Printfield,  or  great  cottonworks,  two  miles  from  town, 
where  a great  number  of  lying-in  women  was  affected; 
while  at  the  same  time  the  women  in  the  neighbourhood 
who  were  delivered  by  country  midwives  escaped. 

The  infection  was  carried,  by  practitioners  of  midwifery, 
from  Aberdeen  to  Gilcomston  and  the  Hardgate,  villages 
in  the  suburbs  of  the  city;  while  women  in  the  adjacent 
country,  who  were  delivered  by  country  midwives  on  the 
spot,  escaped. 

He  went  on  to  describe  practically  the  entire  ide- 
ology of  Semmelweis  when  he  wrote 

and  if  in  the  dissection  of  a putrid  body,  a surgeon  scratched 
his  finger,  the  part  festers,  that  is,  inflames  and  suppurates; 
and  if  a fever  should  be  the  consequence,  it  is  inflammatory 
in  the  beginning,  and  only  ultimately  putrid.  And  further, 
if  such  a fever  be  properly  treated  in  the  beginning  it 
never  becomes  putrid  at  all. 

In  like  manner,  if  putrid  matter  be  applied  to  the  uterus, 
it  inflames  that  organ  and  the  contiguous  viscera;  that  is, 
it  gives  rise  to  the  puerperal  fever,  which  is  ushered  in 
with  a cold  state,  and  succeeded  by  a very  rapid  pulse 
and  acute  pain  in  the  abdomen. 

From  such  men  as  Gordon,  Semmelweis,  and  Pas- 
teur, principles  for  the  cause  and  prevention  of 
puerperal  fever  have  been  established;  from  Fleming 


and  the  antibiotics,  a cure.  The  indiscriminate  use  of 
sulfonamides  and  antibiotics  substimted  for  the  prin- 
ciples of  cleanliness  and  precaution  by  our  modern 
physician  has  left  us  with  the  problem  of  the  resist- 
ant strains  of  staphylococcus  in  hospitals  as  well  as 
the  possibility  of  other  resistant  organisms  such  as 
streptococcus  that  may  develop  in  the  future.  There 
are  many  who  will  ask,  "What  has  all  this  to  do  with 
our  present  day  problem?”  The  answer  to  this  is  that 
we  need  to  go  back  to  the  previous  experiences  of 
others  to  reorganize  our  thinking  and  begin  to  edu- 
cate and  practice  the  art  of  medicine  in  such  a way 
as  to  prevent  these  infections.  We  must  seek  out  and 
teach  the  medical  ostrich  (the  physician,  nurse,  or 
administrator  who  has  his  head  buried  in  the  sand) 
to  recognize  the  seriousness  of  the  situation  today  and 
to  take  steps  to  correct  the  errors  that  exist. 

SOLVING  THE  PROBLEM 

On  the  maternity-newborn  service  we  must  go 
back  to  the  tried  and  true  principles  which  are  con- 
tained in  all  publications  of  state  and  national  health 
agencies,  as  well  as  pediatric  and  obstetrical  organ- 
izations, on  policies  to  be  followed  in  these  areas. 

It  is  a well  established  fact  that  maternity  divi- 
sions should  be  isolated  from  the  rest  of  the  hos- 
pital, either  on  a separate  floor  where  there  is  no 
outside  or  through  traffic,  or  in  an  isolated  wing  of 
the  hospital.  This  has  not  been  done  in  many  mod- 
ern general  and  teaching  hospitals.  When  these 
problems  are  brought  to  the  attention  of  the  admin- 
istrative officials  and  hospital  boards,  the  physicians 
are  frequently  ridiculed  and  their  advice  is  ignored. 
Maternity  patients  must  be  isolated  from  other  pa- 
tients, and  even  though  the  hospital  administrator 
may  want  to  assign  other  types  of  patients  to  beds 
not  in  use  in  maternity  units,  he  must  be  denied 
this  privilege.  Every  mother  and  infant  must  be  re- 
moved from  the  obstetrical  or  newborn  nursery  area 
as  soon  as  an  infection  is  suspected.  Infants  born 
outside  the  obstetrical  service  should  not  be  admit- 
ted to  the  newborn  nursery,  and  the  mother  of 
these  infants  should  not  be  admitted  to  the  obstetri- 
cal service.  Visiting  hours  on  the  obstetrical  service 
must  be  curtailed  and  controlled.  The  popular  idea 
of  attempting  to  simulate  in  a hospital  the  atmos- 
phere of  the  home  by  allowing  members  of  the  fam- 
ily to  be  in  the  labor  and  delivery  rooms  and  to  be 
with  the  infants  must  be  denied  unless  special  fa- 
cilities are  provided  for  this  type  of  special  care. 
This  is  not  provided  in  the  average  general  or 
maternity  hospital. 

Careful  attention  must  be  given  to  proper  venti- 
lation, such  as  heating  and  cooling,  so  that  contami- 
nated air  is  not  circulated  through  hospital  rooms 
and  wards.  This  has  become  a serious  problem  in 
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modern  hospital  construction  with  air  conditioning 
and  circulated  hot  air.  Careful  cleaning  and  steriliza- 
tion of  blankets,  linens,  matresses,  pillows,  dishes, 
bed  pans,  and  so  forth  must  be  done  after  use  by 
one  patient  and  before  use  again.  It  has  been  ably 
demonstrated  that  these  resistant  organisms  can  be 
isolated  from  these  many  areas. 

Hospital  help,  such  as  orderlies,  maids,  and  jani- 
tors, must  be  educated  regarding  methods  of  sterili- 
zation and  prevention  of  contamination.  We  must 
educate  our  nurses  and  doaors  as  to  proper  proced- 
ures, such  as  used  in  the  preantibiotic  days  to  prevent 
infections  and  insist  that  these  principles  be  fol- 
lowed. The  importance  of  proper  hand  scrubbing  be- 
tween examination  of  patients,  the  importance  of 
not  wearing  scrub  suits  outside  the  delivery  or  op- 
erating rooms,  and  the  dangers  of  vaginal  examina- 
tion during  labor  all  must  be  emphasized.  We  must 
teach  our  medical  and  nursing  smdents  the  impor- 
tance of  the  prevention  of  infections,  as  well  as  ac- 
ceptable methods  of  treatment.  The  dangers  incum- 
bent in  using  antibiotics  when  not  indicated  cannot 
be  stressed  too  much.  We  must  stop  the  use  of 
prophylactic  antibiotics  as  well  as  injudicious  use 
of  antibiotics. 

Resistant  staphylococci  in  obstetrical  patients  have 
been  cultured  from  the  cervix,  breast  abscesses  in 
nursing  and  non-nursing  mothers,  and  those  with 
pneumonia,  bacteremia,  boils,  episiotomies,  and  ab- 
dominal wounds  following  cesarean  sections. 

The  problems  must  be  faced  realistically,  and  we 
must  practice  the  basic  principles  in  prevention 
of  infections.  By  so  doing  we  may  prevent  the  dis- 
asters which  have  occurred  in  many  hospitals  during 
the  last  few  years.  This  is  particularly  true  for  the 
obstetrician  as  he  is  working  with  the  mother  and 
infant  who  are  extremely  susceptible  to  these  infec- 
tions. We  who  practice  preventive  medicine  daily 
in  giving  prenatal  care  should  now  be  the  leaders 
in  emphasizing  preventive  medicine  in  our  hospitals. 
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Osteoarthritis  Booklet  Available 

"Osteoarthritis — A Handbook  for  Patients’’  is  the  title 
of  a new  booklet  published  by  the  Arthritis  and  Rheuma- 
tism Foundation,  10  Columbus  Circle,  New  York  19.  Os- 
teoarthritis, which  affects  more  than  one-half  of  the  over-50 
population,  is  currently  in  the  national  news  because  its 
victims  include  the  new  American  Secretary  of  State,  Chris- 
tian A.  Herter. 
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Staphylococcal  pneumonio  should  be  kept  in  mind,  especial- 
ly in  infancy  where  it  is  more  likely  to  occur  and  to  progress 
to  empyema,  pyopneumothorax,  and  death.  With  pyopneumo- 
thorax, surgery  as  well  as  antibiotic  therapy  is  demanded. 
Among  19  infants  and  children  treated  for  staphylococcal 
pulmonary  disease,  almost  one-third  died. 


PNEUMONIA  ranks  among  the  more  serious 
forms  of  staphylococcal  infeaion.  Although  no 
age  group  is  exempt,  debilitated  hospitalized  patients 
and  infants  in  the  first  year  of  life  are  most  likely 
to  develop  pulmonary  infections  due  to  hemolytic, 
coagulase  positive.  Staphylococcus  aureus.  In  a series 
of  19  infants  and  children  diagnosed  with  staphylo- 
coccal pneumonia  and/or  empyema  at  the  University 
of  Texas  Medical  Branch  Hospitals  between  1953 
and  1958,  16  were  less  than  6 months  of  age.  In  the 
infant  staphylococcal  pneumonia  is  more  apt  to  de- 
velop as  a primary  disease  whereas  among  older  age 
groups  it  occurs  more  frequently  as  a complication 
of  other  conditions  such  as  fibrocystic  disease  of  the 
pancreas  and  debilitated  states.  The  development  of 
empyema  in  13  of  the  19  infants  and  children  with 
a complicating  pneumothorax  in  12  emphasizes  the 
severity  of  the  condition.  The  rapidly  accumulating 
literature  on  this  subject  in  recent  months  attests 
to  the  increasing  incidence  of  staphylococcal  pneu- 
monia as  a significant  problem. 
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INCIDENCE 

The  exact  frequency  with  which  this  condition 
occurs  is  difficult  to  ascertain  since  positive  diagnosis 
is  dependent  upon  bacteriological  identification  of 
the  organism  from  pleural  fluid  or  lung  tissue.  Al- 
though pathogenic  staphylococci  may  occur  in  the 
nasopharynx  without  clinical  evidence  of  disease,  in 
certain  selected  groups,  such  as  infants  with  broncho- 
pneumonia, a positive  laryngeal,  oropharyngeal,  or 
nasopharyngeal  culmre  offers  presumptive  evidence 
for  the  diagnosis  of  staphylococcal  pneumonia.  By 
means  of  cultures  obtained  from  lung  puncture  Dis- 
ney” studied  88  cases  of  bacterial  pneumonia  among 
hospitalized  infants  under  2 years  of  age  and  found 
that  35,  or  more  than  one-third  of  the  cases,  were 
due  to  staphylococci.  Smith"  stated  that  in  nearly 
50  per  cent  of  children  under  2 years  of  age  with 
radiographic  evidence  of  pneumonia  staphylococci 
are  the  offending  organisms.  Although  these  data 
exhibit  some  bias  in  that  they  are  derived  from  hos- 
pitalized, hence  the  more  seriously  ill,  patients,  the 
importance  of  the  staphylococcus  as  an  etiologic 
agent  in  pneumonia  of  infancy  is  clearly  evident. 

The  incidence  of  staphylococcal  empyema  is  more 
easily  documented,  for  the  pleural  fluid  provides  a 
ready  culture  source.  Forbes  and  others^  have  ob- 
served that  whereas  staphylococci  were  responsible 
for  only  3 to  12  per  cent  of  the  cases  of  empyema  in 
children  of  the  preantibiotic  or  early  sulfonamide 
era,  at  the  present  time  50  per  cent  or  more  of 
such  cases  are  of  staphylococcal  origin.  Review  of 
the  hospital  records  at  the  University  of  Texas  Medi- 
cal Branch  for  a 6 year  period  showed  no  patients 
suffering  with  staphylococcal  pneumonia  or  empyema 
during  1953  and  1954,  and  only  1 in  1955.  Eighteen 
cases  have  occurred  since  1956  coinciding  with  the 


Fig.  1.  Case  1 . a.  Roentgenogram  of  the  chest  at  the 
time  of  hospital  admission  for  bronchopneumonia  of  the 
left  upper  lobe. 


recent  surge  of  antibiotic  resistant  staphylococci  as 
a hospital  problem. 

PATHOGENESIS 

Extrapuhnonary  staphylococcal  infections  such  as 
pyoderma,  otitis  media,  and  subcutaneous  abscesses 
are  likely  to  precede  or  accompany  approximately 
one-third  of  the  cases  of  staphylococcal  pneumonia.®’ 
The  exact  significance  of  the  environment  and  the 
staphylococcal  carrier  state,  although  suspected  as 
being  highly  significant,  has  not  been  completely 
evaluated.  Characteristically,  bronchopneumonia  de- 
velops as  areas  of  purulent  necrotizing  inflammation 
containing  many  thrombosed  blood  vessels  in  which 
masses  of  cocci  are  often  seen  microscopically.  As 
the  necrotic  areas  enlarge,  sizable  cavities  may  re- 
sult. Rupmre  of  a peripheral  cavity  carries  the  infec- 
tion into  the  pleural  space.  If  the  ruptured  abscess 
communicates  with  a bronchus,  bronchopleural  fis- 
tula complicates  the  empyema. 

The  predilection  for  staphylococcal  pneumonia  to 
occur  in  very  young  infants  presents  a challenging, 
but  unsolved  problem.  Perhaps  low  concentrations  of 
serum  gamma  globulin  and  complement  as  well  as 
low  circulating  levels  of  staphylococcal  antitoxin 
during  the  first  few  months  of  life®  offer  partial 
explanation  for  this  phenomenon. 

CLINICAL  PICTURE 

The  often  fulminating  character  of  staphylococcal 
pneumonia  is  illustrated  by  the  following  case. 

Case  1. — A Negro  girl  was  born  at  the  University  of 
Texas  Medical  Branch  Hospitals  on  September  5,  1957. 
On  September  30  she  was  taken  to  a physician  because  of 
rhinorrhea  of  7 days’  duration.  Physical  examination  re- 
vealed a watery  nasal  discharge  and  seborrheic  dermatitis 


b.  Roentgenogram  taken  28  hours  after  the  initial 
film  when  the  infant  had  developed  right  hydropneumo- 
thorax as  well  os  massive  consolidation  of  the  left  lung. 
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without  evidence  of  superimposed  bacterial  infection.  Neo- 
synephrine  nose  drops  were  prescribed,  and  during  the 
next  3 days  the  infant  improved.  On  October  15,  however, 
she  became  irritable,  refused  most  of  her  feedings,  and 
slept  very  little.  The  next  day  a temperature  of  101  F., 
pulse  of  160,  and  a respiratory  rate  of  80  per  minute  were 
observed.  Seborrhea  was  noted  on  the  face,  neck,  shoulders, 
and  scalp.  A mucopurulent  nasal  discharge,  oral  candidiasis, 
rales  in  the  left  chest  posteriorly,  and  slight  abdominal  dis- 
tention were  also  present.  Roentgenogram  of  the  chest 
(fig.  la)  upon  admission  to  the  Isolation  Unit  was  re- 
ported as  showing  bronchopneumonia  of  the  left  upper 
lobe.  Total  leukocytes  numbered  25,600  per  cubic  milli- 
meter with  segmented  neutrophils  57  per  cent,  stabs  28 
per  cent,  lymphocytes  2 per  cent,  and  monocytes  13  per 
cent;  hemoglobin  was  11  Gm.  per  100  cc. 

Penicillin,  tetracycline,  and  oxygen  therapy  were  initiated 
after  nasopharyngeal  and  blood  cultures  were  obtained. 
Twenty-eight  hours  after  admission  the  infant  suddenly 
became  cyanotic  and  respirations  more  labored.  A repeat 
chest  film  (fig.  lb)  revealed  right  hydropneumothorax. 
The  consulting  thoracic  surgeon  introduced  a catheter 
through  the  chest  wall  and  obtained  a small  amount  of 
purulent  material.  By  means  of  closed  suction  drainage  the 
empyema  fluid  was  removed  and  the  lung  expanded.  Chlor- 
omycetin and  erythromycin  replaced  the  previous  anti- 
biotic therapy.  Progressive  abdominal  distention  was  treated 
by  continuous  gastric  suction.  Despite  these  measures  the 
infant  died  less  than  3 days  following  admission.  Staphy- 
lococcus aureus,  coagulase  positive,  resistant  to  penicillin 
and  tetracycline,  was  cultured  from  the  nasopharynx,  blood, 
and  pleural  fluid. 

On  postmortem  examination  the  lungs  were  covered  by 
a fibropurulent  exudate  and  contained  multiple  abscesses. 
Microscopic  sections  of  the  spleen  revealed  numerous  small 
abscesses  with  central  clumps  of  bacteria. 

The  problems  and  inconsistencies  concerned  with 
the  clinical  picture  of  pneumonia  in  early  infancy  are 
well  known  and  do  not  necessarily  vary  with  the 
etiologic  organism.  Although  fever  and  leukocytosis 
are  characteristic,  the  infant  of  a few  weeks  of  age, 
especially  when  gravely  ill,  may  have  a subnormal 
temperature  and  leukopenia.  Physical  signs  of  pul- 
monary consolidation  or  pleural  effusion  are  usually 
present,  but  in  a very  small  infant  breath  sounds  may 
be  heard  quite  well  through  an  area  of  effusion. 
Even  in  the  absence  of  classical  physical  findings  of 
pneumonia,  respiratory  distress,  abdominal  distention, 
cyanosis,  and  prostration  should  suggest  the  diagnosis. 

The  often  rapidly  progressive  radiographic  picture 
is  demonstrated  by  comparison  of  figures  la  and  b. 
Development  of  pyopneumothorax  while  not  diag- 
nostic is  strongly  suggestive  of  staphylococcal  pneu- 
monia, particularly  in  an  infant  less  than  6 months 
of  age.  Pulmonary  pneumatoceles,  thin  waUed  cyst- 
like cavities  within  the  pulmonary  parenchyma,  may 
develop  late  in  the  course  of  the  disease  and  persist 
for  months. 

The  prognosis  in  staphylococcal  pneumonia  is  uni- 
formly grave.  An  over-all  mortality  has  been  observed 
in  37  per  cent®  to  70  per  cent’  of  the  cases.  Among 
the  19  cases  seen  at  the  University  of  Texas  Medical 


Branch  since  1955,  6 (31.6  per  cent)  of  the  patients 
died.  Twelve  of  these  19  infants  and  children,  of 
which  several  are  being  reported  in  detail  elsewhere,® 
developed  pyopneumothorax.  Only  in  1 instance  did 
pleural  effusion  without  lung  collapse  occur.  Among 
the  surviving  infants  with  primary  staphylococcal 
pneumonia  periods  of  hospitalization  extended  from 
23  to  81  days  with  an  average  of  48  days. 

DIAGNOSIS 

A presumptive  diagnosis  of  staphylococcal  pneu- 
monia should  be  made  on  the  basis  of  the  clinical 
picmre.  Any  infant  less  than  6 months  of  age  and 
severely  ill  with  pneumonia  should  be  considered  to 
have  a staphylococcal  infection  until  bacteriological 
evidence  to  the  contrary  is  forthcoming.  History  of 
a recent  extrapulmonary  infection  such  as  pyoderma 
or  breast  abscess  due  to  pathogenic  staphylococci  is 
supportive  evidence  for  staphylococcal  pneumonia. 
Extrapulmonary  staphylococcal  infections  preceded 
the  development  of  pneumonia  in  7 of  our  19  infants 
and  children.  The  physician  also  should  be  particu- 
larly alert  to  this  possibility  when  staphylococcic 
pyoderma  is  known  to  exist  in  the  newborn  nursery. 

Bacteriological  diagnosis  with  determination  of 
the  antibiotic  sensitivity  pattern  is  important,  but 
may  be  difficult  to  achieve.  In  2 of  our  patients  with 
empyema  fluid  positive  for  Staph,  aureus,  initial 
nasopharyngeal  cultures  were  reported  negative  for 
this  organism.  A third  infant  with  positive  empyema 
fluid,  at  the  time  of  a retromammary  abscess  in  the 
newborn  period  had  a penicillin  resistant  coagulase 
positive  Staph,  aureus  on  nasopharyngeal  culture, 
but  on  admission  of  the  infant  for  staphylococcal 
empyema  at  3 months  of  age  only  coagulase  nega- 
tive Staph,  aureus  among  a mixed  nasopharyngeal 
flora  was  identified.  In  10  of  the  12  infants  with 
pyopneumothorax  empyema  fluid  was  positive  for 
Staph,  aureus.  One  from  whom  sterile  pus  was  ob- 
tained received  erythromycin  prior  to  the  develop- 
ment of  empyema  and  oleandomycin  prior  to  the 
initial  nasopharyngeal  culture.  The  twelfth  infant  was 
transferred  from  another  hospital  in  the  convalescent 
stage  of  his  disease,  and  no  culture  other  than  the 
nasopharyngeal,  which  was  positive  for  Staph,  aureus, 
phage  type  81,  was  obtained. 

TREATMENT 

Medical  management  demands  maximum  dosage 
of  antibiotics  according  to  the  sensitivity  pattern  of 
the  isolated  organism.  Because  pathogenic  strains  of 
Staph,  aureus  rend  to  be  resistant  to  penicillin  and 
tetracycline,  in  the  present  series  of  infants  the  de- 
velopment of  pyopneumothorax  was  considered  indi- 
cation for  the  use  of  erythromycin,  Chloromycetin, 
and/or  novobiocin.  It  may  be  anticipated,  however. 
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that  more  and  more  pathogenic  staphylococci  will 
prove  resistant  to  these  drugs.  Relative  sensitivity  to 
kanomycin,  vancomycin,  and  ristocetin  should  there- 
fore, be  determined,  whenever  possible.  Risks  of 
drug  toxicity,  as  well  as  the  severity  of  the  illness 
and  the  sensitivity  pattern  of  the  etiologic  organism, 
influence  the  choice  of  an  antibiotic.  Once  begun 
antibiotics  should  be  continued  for  at  least  2 weeks 
after  the  patient  becomes  afebrile.  Supportive  ther- 
apy such  as  oxygen,  cautious  administration  of  intra- 
venous fluids  and  blood,  and  gastric  suction  for  ab- 
dominal distention  are  important  adjuncts  in  the 
management  of  staphylococcic  pneumonia. 

The  appearance  of  pyopneumothorax  constitutes 
a surgical  emergency.  The  pleural  space  should  be 
drained  by  insertion  of  a catheter  to  which  mild  suc- 
tion is  applied.  Characteristically  thick  secretions  and 
the  small  diameter  of  the  drainage  tube  necessitate 
frequent  irrigation  of  the  catheter.  When  there  is 
leakage  of  air,  as  in  bronchopleural  fistula,  increased 
negative  intrapleural  pressure  is  necessary  to  insure 
expansion  of  the  lung.  Expansion  of  th^lung  is  the 
most  rapid  and  effective  means  for  bringing  about 
closure  of  fistulas.  Occasionally  it  is  necessary  to  in- 
sert an  additional  catheter  or  change  the  position  of 
one  to  achieve  desired  results.  Catheters  should  be 
removed  as  soon  as  they  are  no  longer  effective, 
that  is,  when  the  intrapleural  space  is  obliterated 
and  no  further  drainage  is  evident. 

When  the  empyema  is  seen  late,  administration  of 
protein  digestants  such  as  streptokinase-streptodor- 
nase  or  trypsin  products  through  the  drainage  tube 
may  be  effective  against  the  accumulation  of  thick- 
ened fluid.  The  presence  of  bronchopleural  fistula 
is  not  a contraindication  to  the  use  of  these  agents 
but  rather  an  indication  for  cautious  and  proper 
application.  Occasionally  in  less  severe  cases,  pleural 
effusion  without  pneumothorax  may  occur.  Although 
some  reports  indicate  response  to  needle  aspiration 
alone,  we  believe  it  is  a violation  of  good  surgical 
principles  to  attempt  treatment  of  full  blown  sup- 
puration by  intermittent  needle  drainage.  Closed  suc- 
tion drainage  is  therefore  indicated  in  staphylococcal 
empyema. 

The  3 deaths  among  the  12  infants  with  empyema 
drainage  reflect  the  overwhelming  nature  of  the  in- 
fection rather  than  the  ineffectiveness  of  surgical 
drainage.  Among  the  surviving  infants  in  this  series 
none  had  significant  permanent  residua.  None  re- 
quired decortication  or  reseaion,  although  in  1 in- 
stance rupture  of  a pneumatocele  after  apparent 
clearing  of  the  empyema  occurred.  It  is  remarkable 
that  almost  complete  pneumothorax  developed  in 
this  infant  only  a few  weeks  after  a full  blown  empy- 
ema had  been  present.  The  lung  in  this  instance 
readily  expanded  following  closed  suaion  drainage. 


The  development  of  pneumatoceles  is  a relatively 
rare  complication  of  staphylococcal  pneumonia.  In 
our  series  this  occurred  in  only  2 of  20  infants  and 
children.  We  believe  such  lesions  should  be  treated 
expectantly  unless  respiration  is  embarrassed;  then 
closed  catheter  drainage  should  be  applied. 

PREVENTION 

The  problem  of  hospital  acquired  staphylococcal 
infections  is  discussed  elsewhere  in  this  issue.  The 
importance  of  these  infections,  however,  cannot  be 
overly  emphasized.  Four  of  the  infants  with  staphy- 
lococcic empyema  and  2 of  those  with  pneumonia  were 
discharged  from  the  newborn  service  of  the  University 
of  Texas  Medical  Branch  between  July  and  Novem- 
ber, 1956,  a period  when  the  incidence  of  staph- 
ylococcic infections  in  our  hospital  was  known  to  be 
high.  One  to  4 months  after  delivery  these  infants 
were  readmitted  with  pulmonary  infections  due  to 
penicillin  resistant  Staph,  aureus.  At  least  3 other 
patients,  2 of  whom  were  hospitalized  for  leukemia 
and  1 for  a meningomyelocele,  acquired  pulmonary 
staphylococcal  infections  while  on  the  pediatric 
wards.  Seven  of  our  19  patients,  or  more  than  one- 
third,  had  previous  skin  or  subcutaneous  abscesses 
prior  to  the  development  of  pulmonary  infection. 
Any  staphylococcal  infection,  particularly  in  the  new- 
born or  debilitated  patient,  must  receive  immediate 
and  vigorous  therapy.  Prevention  of  pneumonia  and 
empyema  in  infants  and  children  is  directly  related 
to  hospital  control  of  the  organism. 

SUMMARY 

Staphylococcal  pneumonia  ranks  among  the  more 
serious  bacterial  infections  which  physicians  are 
called  upon  to  treat.  Especially  in  infancy  where  it 
is  more  likely  to  occur  and  relentlessly  progress  to 
empyema,  pyopneumothorax,  and  death,  the  presence 
of  pneumonia  necessitates  prompt  consideration  of 
drug  resistant  staphylococcus  as  an  etiologic  possibil- 
ity. In  infants  less  than  6 months  of  age  where  clas- 
sic signs  of  the  disease  may  be  lacking,  being  keenly 
alert  to  its  possibility  may  be  the  physician’s  most 
valuable  diagnostic  tool.  The  presence  of  pyopneu- 
mothorax, a grave  prognostic  sign,  demands  prompt 
surgical  intervention  as  well  as  appropriate  antibiotic 
therapy. 

At  the  University  of  Texas  Medical  Branch  among 
19  infants  and  children  treated  for  pulmonary  dis- 
ease due  to  staphylococcus  there  was  an  over-all 
mortality  of  almost  one-third.  In  12  instances  pyo- 
pneumothorax developed  and  quickly  terminated  in 
death  in  3 patients.  Surgical  drainage  and  antibiotic 
therapy  resulted  in  gradual  but  coiuplete  resolution 
of  the  process  in  the  remaining  9 infants. 
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To  understand  the  significance  of  micro-organisms 
in  the  burn  wound,  the  marked  variation  of  types 
and  numbers  of  bacteria  as  well  as  the  patient’s 
ability  to  resist  local  and  systemic  infection  must  be 
considered.  The  surface  of  the  burn  wound  initially 
may  apparently  be  sterilized  by  the  intense  heat, 
with  blister  fluid  being  free  of  organisms  for  a pro- 
longed period.  Baaeria  in  hair  follicles  and  sweat 
glands,  however,  may  survive  and  proliferate  to  pro- 
vide contamination  from  beneath  the  burn  layer  even 
though  the  wound  surface  may  be  protected  ade- 
quately from  external  sources  of  contamination.^® 

B&rn  Environment. — The  immediate  environment 
is  refleaed  by  the  types  of  bacteria  cultured  from 
the  burn  wound.  The  occlusive  method  of  local  ther- 
apy may  protect  against  outside  contamination  only 
if  the  strictest  aseptic  techniques  are  observed  and 
very  frequent  dressing  changes  are  carried  out;  other- 
wise rapid  saturation  with  exudate  encourages  trans- 
mission of  bacteria  across  the  dressing  barrier.  The 
exposure  method  does  not  prevent  surface  contami- 
nation, but  it  can  be  minimized  by  a semi-isolation 
technique.  However,  free  proliferation  of  the  surface 
organisms  is  restriaed  by  dryness  of  the  wound. 

Intact  Eschar. — The  variety  of  the  organisms  cul- 
tured from  the  dry  burn  surface  usually  refleas  the 
nasal  and  oral  flora  of  the  patient  himself  and  of 
the  personnel  attending  him.®  While  the  eschar  re- 
mains relatively  intact  and  attached  to  the  subcutan- 
eous tissues,  the  only  organisms  of  importance  are 
the  beta  hemolytic  streptococci  and  the  hemolytic 
Staph,  aureus. 

Eo/rly  Separation  of  Eschar. — The  burn  eschar  usu- 
ally begins  to  separate  in  the  interval  between  the 
eighth  and  the  fifteenth  day.  This  phenomenon  may 
occur  as  early  as  the  fifth  day  where  there  is  macera- 
tion from  contact  with  the  bed  clothes  and  dressings 
or  in  the  cracks  produced  by  joint  motion.  The 
moist,  softened  dead  tissue  then  provides  an  excel- 
lent medium  for  growth  of  the  organisms  present. 


The  present  worldwide  concern  about  virulent 
hemolytic  Staphylococcus  aureus  is  really  a "new 
look”  at  an  old  problem  which  was  well  recognized 
even  in  Biblical  times  and  which  has  been  brought  to 
the  fore  once  again  by  the  development  of  antibiotic 
resistant  strains.  In  more  recent  times  it  has  become 
increasingly  evident  that  antibiotics  and  chemother- 
apy play  a less  important  role  in  the  prevention  of 
local  and  systemic  infection  than  had  been  antici- 
pated. Attention  is  being  redirected  to  study  the 
relationships  between  the  namral  body  defense  mech- 
anisms and  the  bacterial  flora  which  present  real  or 
potential  hazards  to  the  healing  of  burns,  as  well 
as  wounds  in  general. 


Dr.  T.  G.  Blocker  and  his  co- 
authors are  from  the  Depart- 
ment of  Plastic  and  Maxillo- 
facial Surgery,  University  of 
Texas  Medical  Branch. 

A burn  wound  may  be  sterile  at  first,  but  bacterio  in  hair 
follicles  and  sweat  glands  may  survive  and  contamination 
from  outside  moy  be  anticipated  unless  special  care  is  exer- 
cised. Indiscriminate  use  of  antibiotics  is  to  be  condemned. 
Healthy  granulation  tissue  ond  skin  grafting  usually  permit 
the  body's  protective  mechanisms  to  destroy  harmful  bacteria. 
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During  this  period,  in  addition  to  common  nasal 
and  oral  organisms,  contamination  of  the  wound  with 
enteric  flora  is  almost  always  encountered.  The  most 
commonly  encountered  organisms  include  Escherichia 
coli,  Aerobacter  aerogenes,  paracolons,  and  members 
of  the  Mima-Herella  group,  while  staphylococci 
(both  aureus  and  albus),  Proteus,  and  Pseudomonas 
aeruginosa  will  predominate. 

Loss  of  Eschar. — Following  the  removal  of  the 
slough  in  a full  thickness  burn  or  a premature  partial 
loss  of  the  eschar,  generalized  invasion  is  most  likely 
to  occur  since  microbial  proliferation  then  proceeds 
directly  adjacent  to  viable  fat  and  connective  tissue. 
The  danger  of  this  invasion  may  be  prevented  or 
reduced  if  early  grafting  can  be  accomplished.  How- 
ever, during  this  period  the  increased  susceptibility 
from  loss  of  the  mechanical  barrier  is  accompanied 
by  other  contributing  factors,  including  the  develop- 
ment of  anemia,  hypoproteinemia,  diminution  of 
adrenal  reserve,  and  general  exhaustion  of  the  de- 
fense mechanisms  of  the  host.  Death  occurring  at 
this  stage  often  may  result  from  septicemia  alone 
but  usually  it  appears  to  be  only  one  factor  in  a gen- 
eral state  of  burn  "decompensation.”^-  ■* 

Granulation  Tissue. — An  effective  mechanical  and 
functional  barrier  to  significant  invasion  of  the  un- 
derlying strucmres  is  once  more  established  with  the 
formation  of  granulation  tissue,  despite  the  fact  that 
the  surface  cannot  be  sterilized  effectively.  The  num- 
ber and  variety  of  bacteria  have  been  shown  not  to 
be  reduced  significantly  by  local  or  systemic  anti- 
bacterial agents  despite  in  vitro  sensitivities;  how- 
ever, purely  mechanical  cleansing  and  frequent  dress- 
ing changes  result  in  appreciable  reduction  and  con- 
trol of  the  bacteria  present.®  Preparation  of  the  gran- 
ulating wound  for  skin  grafting  may  be  aided  by 
the  application  of  continuous  wet  dressings  for  24 
hours  prior  to  surgery.  These  dressings  significantly 
decrease  the  wound  flora,  improve  the  character  of 
the  granulations,  and  facilitate  removal  of  purulent 
exudate  and  necrotic  tissue,  which  would  otherwise 
serve  as  nutrient  for  pathological  organisms  follow- 
ing grafting. 

TREATMENT 

During  the  first  week  following  burn  trauma, 
therapy  is  direaed  toward  emergency  measures  com- 
bating the  shock-edema  phenomenon  and  toward 
general  supportive  care  in  the  redistribution  of  fluids 
and  electrolytes.  The  most  treacherous  bacterial  of- 
fender at  this  time  is  the  beta  hemolytic  streptococcus 
which  has  the  ability  to  spread  readily  and  rapidly 
through  the  tissues  and  into  the  blood  stream.  Be- 
cause of  the  organism’s  continued  susceptibility  to 


penicillin,  this  antibiotic  is  the  most  effective  pro- 
phylactic measure,  virtually  eliminating  the  danger 
of  blood  stream  infection.  The  staphylococci,  gen- 
erally, have  a much  lower  invasive  tendency  than 
the  beta  hemolytic  streptococci,  particularly  during 
the  acute  phase  when  the  burn  eschar  provides  a 
mechanical  barrier  and  the  factors  of  host  resistance 
have  not  been  significantly  altered.  The  routine  pro- 
phylactic use  of  any  antibiotic  against  staphylococci 
is  virtually  useless  unless  proper  sensitivity  patterns 
of  the  particular  strain  are  first  established,  since 
the  high  incidence  of  antibiotic  resistant  staphylo- 
cocci is  well  known  and  resistance  simultaneously  to 
several  agents  is  common.^- 

With  the  softening  of  the  eschar  which  provides 
a pablum  for  microbial  growth  during  the  second 
phase  of  the  burn  wound,  therapy  must  be  directed 
toward  removal  of  this  moist  dead  tissue  and  main- 
tenance of  as  dry  a wound  as  possible  by  selective 
sharp  debridement  and  coverage  of  open  areas  with 
a single  layer  of  fine  mesh  gauze  (applied  either  dry 
or  moistened  with  saline  solution  or  glycerine).  Sys- 
temic antibiotics  tend  to  eliminate  susceptible  or- 
ganisms but  allow  rapid  emergence  of  nonsusceptible 
types.  After  eliminating  most  of  the  gram-positive 
flora  by  the  use  of  penicillin,  the  resistant  strains  of 
staphylococci  found  so  commonly  now  in  all  hos- 
pital environments  will  persist,  along  with  the  gen- 
erally nonsusceptible  gram-negative  flora.  When  anti- 
biotics generally  effective  against  the  gram-negative 
flora  are  administered,  Proteus  and  Pseudomonas 
species  tend  to  remain  by  virtue  of  their  usually  high 
resistance  to  most  antibiotics.  Locally  applied  chemo- 
therapeutic preparations  have  shown  no  significant 
effectiveness  in  clinical  studies  at  this  stage. 

Treatment  of  systemic  invasion,  which  may  occur 
during  this  stage  and  following  partial  or  total  re- 
moval of  the  eschar,  depends  both  on  the  species  of 
organism  involved  and  on  the  antibiotic  susceptibility 
pattern  of  the  particular  strain.  The  problem  of 
strains  of  Staph,  aureus  resistant  to  many  antibiotics 
is  most  frequently  encountered;  however,  Ps.  aerugi- 
nosa and  Proteus  species  continue  to  present  ex- 
tremely difficult  problems  of  therapy,  some  strains 
resisting  all  of  the  agents  currently  available  for  the 
treatment  of  septicemia.  In  some  instances  there  is 
a fatal  outcome  even  though  vigorous  therapy  has 
been  administered  using  antibiotics  shown  to  be  ef- 
fective against  the  invading  organisms.  General  sup- 
portive maintenance  of  the  patient  with  correction 
of  anemia,  hypoproteinemia,  and  so  forth  is  not  to 
be  overlooked  during  this  phase  of  care. 

As  soon  as  healthy  granulation  tissue  is  formed  on 
the  burn  wound  to  serve  as  an  effeaive  barrier  to 
bacterial  invasion,  "routine”  antibiotic  therapy  is  not 
indicated  and  should  be  reserved  for  specific  situa- 
tions. As  mentioned  previously,  mechanical  cleansing 
and  frequent  dressing  changes  are  the  most  signifi- 


TEXAS  State  Journal  of  Medicine,  MAY,  1959 


359 


BACTERIA  IN  BURNS  — Blocker  et  at  — continued  SUMMARY  AND  CONCLUSION 


cant  factors  in  therapy  at  this  stage.  By  covering  the 
exposed  granulating  areas  with  skin  grafts  the  con- 
tinuity of  the  skin  surface  is  restored  and  the  surface 
exudates  are  eliminated.  The  functional  elements  in 
the  granulation  tissue  and  the  bactericidal  activity  of 
the  body  fluids  combine  to  destroy  extremely  rapidly 
the  organisms  not  removed  previously  by  the  cleans- 
ing process  ( fig.  1 ) .^’  ® 


% 


POST  SKIN  grafting 


Fig.  1.  Graph  showing  the  rapidity  with  which  bacteria 
in  a burn  wound  are  destroyed  following  skin  grafting. 

The  inclusion  of  antibacterial  agents  in  soaks  and 
the  use  of  systemic  antibiotic  therapy  have  been 
shown  to  have  no  appreciable  effect  on  altering  the 
quantity  or  types  of  organisms  present  or  in  affecting 
the  success  or  "take”  of  skin  grafts,  except  in  the 
case  of  beta  hemolytic  streptococcic  infection.  Be- 
cause of  concern  about  the  antibiotic  resistant  hemo- 
lytic Staph,  aureus  organisms,  particularly  phage  type 
80/81,  we  have  compared  the  skin  graft  "take”  in 
wounds  with  positive  cultures  for  it  and  other  organ- 
isms and  have  found  no  significant  difference  in 
percentage  of  "take”  (table  1).  Systemic  antibiotic 
therapy  should  be  used  after  skin  grafting  only  as 
indicated  and  not  as  a routine  procedure. 


Table  1. — Relationship  of  Staphylococcus  aureus  (Phage 
Type  81)  to  Skin  Grafting. 


Culture  Positive  for 

Culmre  Negative  for 

Staph,  aureus 

Staph,  aureus 

Phage  Type  81 

Phage  Type  81 

No.  of  patients 13 

11 

Average  burn  area.  ...  30% 

11% 

No.  of  skin  grafts ....  24 

18 

Per  cent  of  "graft  take”  67  % 

73% 

A brief  history  of  the  progression  of  the  burn 
wound  with  attention  to  bacterial  contamination  and 
infection  has  been  reviewed  and  general  therapy  rela- 
tive to  the  conditions  of  the  wound  surface  at  vari- 
ous stages  has  been  outlined.  An  attempt  has  been 
made  to  focus  attention  on  the  changing  relation- 
ships between  the  host’s  defenses  and  the  fluctuating 
bacterial  flora  during  hospitalization.  Indiscriminate 
use  of  antibiotics  is  to  be  condemned,  their  use 
being  limited  to  specific  indications  and  as  adjuncts 
to  basic  surgical  techniques. 
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Medical  Education  Week 
Proclaimed  by  Governor 

Medical  Education  Week  in  Texas  was  proclaimed  by 
Governor  Price  Daniel  for  April  19-25.  In  so  doing,  he 
hailed  the  medical  schools  as  having  made  vital  contribu- 
tions to  the  progress  of  Texas. 

"America’s  material  strength  lies  in  the  vitality  and  good 
health  of  its  people,”  the  Governor  stated.  "Without  these 
qualities,  this  Nation  could  not  maintain  a strong  military 
force,  keep  men  and  women  at  their  jobs  in  industry  or 
produce  farm  products  which  feed  us  and  are  exported 
through  the  world.”  The  special  week  coincided  with  the 
beginning  of  the  Texas  Medical  Association’s  1959  conven- 
tion in  San  Antonio. 

Governor  Daniel’s  proclamation  went  on  to  say,  "the 
medical  schools  of  our  nation  represent  the  foundation  of 
the  entire  health  structure.” 
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Certain  Organisms 
In  the  Upper 
Respiratory  Tract 
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A Study  of  Staphylococcus  aureus, 
Pneumococcus,  Beta  Hemolytic 
Streptococcus,  and 
Hemophilus  Species 
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Galveston,  Texas 


Dr.  Quellin  T.  Box  and  his  co- 
author are  with  the  Depart- 
ment of  Pediatrics,  University 
of  Texas  Medical  Branch. 

Staphylococcus  aureus,  pneumococcus,  beta  hemolytic  strep- 
tococcus, and  hemophilus  species  were  isolated  from  swabs 
taken  on  the  same  occasion  from  the  anterior  nares,  oro- 
pharynx, and  nasopharynx  of  189  pediatric  patients.  The  re- 
sults indicate  a potentially  wide  margin  of  error  in  assessing 
bacteria  of  the  upper  respiratory  tract  after  swabbing  one  area 
alone. 

The  prominence  of  staphylococcal  disease, 
especially  staphylococcal  disease  of  the  respira- 
tory tract,  suggested  reevaluation  of  certain  aspects 
of  the  methodology  of  obtaining  bacterial  culmres 
from  the  upper  respiratory  passages  of  children.  It 
has  been  the  practice  for  a number  of  years  on  the 
pediatric  service  of  the  University  of  Texas  Medical 
Branch  to  use  a nasopharyngeal  swab  for  obtaining 
material  for  these  cultures.  The  present  study  was 
designed  to  evaluate  the  relative  merit  of  anterior 
nasal,  oropharyngeal,  and  nasopharyngeal  swabs  for 
determining  the  bacterial  flora  of  the  upper  respira- 
tory passages  of  infants  and  children. 

Culmre  material  was  obtained  by  swabbing  the 


Study  supported  in.  part  by  a grant  from  Hoffmann-La- 
Roche,  Inc. 


anterior  nares,  oropharynx,  and  nasopharynx  sepa- 
rately on  the  same  occasion  in  each  of  189  pediatric 
patients  seen  in  the  out  patient  dispensary.  Patients 
were  categorized  only  as  to  age  and  presence  or  ab- 
sence of  clinical  findings  of  respiratory  tracr  infec- 
tion. With  few  exceptions,  none  had  received  anti- 
bacterial medications  for  the  previous  2 to  3 weeks. 
The  distribution  of  patient  material  according  to  age 
group  and  presence  or  absence  of  respiratory  tract 
infection  is  presented  in  table  1.  Patients  having  no 
respiratory  tract  infection  were  seen  for  a variety  of 
clinical  conditions  and  for  well  child  care.  Most  of 
the  children  having  respiratory  tract  infection  were 
seen  primarily  for  this  condition  and  had  disease  of 
moderate  severity. 


Table  1. — Age  Groups  of  189  Patients  With  and  Without 
Respiratory  Tract  Infection. 


No.  of  Subjects 
With  Without 

Age  Groups  Infection  Infection  Total 


Under  3 mo 7 9 16 

3-5  mo 5 4 9 

6-11  mo 13  7 20 

12-23  mo 19  10  29 

2-5  yr 23  23  46 

6-14  yr 27  42  69 

Total  94  95  189 


The  sequence  of  taking  swabs  for  bacterial  culmre 
was  anterior  nares,  oropharynx,  then  nasopharynx. 
Both  anterior  nares  were  swabbed  to  a depth  of  about 
1 cm.  with  a cotton  tipped  wood  applicator  wet  with 
physiologic  saline  solution.  The  posterior  wall  and 
both  tonsillar  areas  of  the  oropharynx  were  swabbed 
with  a dry,  cotton  tipped  wood  applicator.  The  naso- 
pharynx was  swabbed  by  passing  a cotton  tipped  28 
gauge  stainless  steel  wire  transnasally,  with  no  pro- 
vision for  avoiding  the  mucous  membrane  of  the 
anterior  nares. 

The  swabs  were  taken  immediately  to  the  labora- 
tory where  each  was  mbbed  on  separate  blood  agar 
plates  and  chocolate  agar  plates,  then  placed  in  a 
mbe  containing  3 ml.  of  enrichment  broth.  The  medi- 
um for  the  plates  was  Gasman  Medium  Base  (Dif- 
co),  pH  7.3,  containing  about  7 per  cent  banked 
human  blood.  The  enrichment  broth  was  Heart  In- 
fusion Broth  (Difco)  containing  1:16,000  sodium 
azide,  1:500,000  crystal  violet,  and  1:5,000  dextrose. 
The  plates  were  streaked  for  isolation  with  a plati- 
num loop  and  incubated  for  24  hours  in  a candle 
jar  at  37.5  C.  Readings  were  made  and  the  plates 
reincubated  for  an  additional  24  hours  under  normal 
atmospheric  conditions.  The  enrichment  broth  con- 
taining the  swabs  was  incubated  for  24  hours  and 
one  loopful  subculmred  to  4 per  cent  blood  agar 
plates.  These  plates  were  then  incubated  for  24  hours 
and  read  for  the  presence  of  beta  hemolytic  strepto- 
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cocci.  Growth  of  all  species  of  bacteria  was  recorded, 
but  particular  emphasis  was  placed  upon  identifying 
Staphylococcus  aureus,  pneumococcus,  beta  hemolytic 
streptococcus,  and  hemophilus  species.  Identification 
was  made  by  growth  requirements,  colony  morphol- 
ogy, gram  stain,  hemolysis,  bile  solubility,  and  pig- 
ment production. 

The  findings  in  regard  to  these  four  groups  of 
organisms  in  the  189  patients  studied  are  presented 
in  the  accompanying  tables.  Of  the  189  patients,  124 
(65.6  per  cent)  harbored  Staph,  aureus  in  the  upper 
respiratory  tract  ( table  2 ) . The  incidence  was  greater 

Table  2. — Incidence  of  Isolation  of  Staphylococcus  aureus 
from  the  Anterior  Nares,  Oropharynx,  and  Nasopharynx  in 
189  Patients. 


94  With  95  Without 

Site*  Infection  Infection  Total  189 


AN  13  18  31 

OP  5 6 11 

NP  1 0 1 

AN+OP  2 2 4 

AN+NP  17  14  31 

OP+NP 2 2 4 


AN+OP+NP  . . 15  27  42 

Patients  positive  55  (58.5%)  69  (72.6%)  124  (65.6%) 
* Organism  isolated  from  designated  site  or  sites  only. 

Table  2a. — Total  Isolations  from  Each  Site  in  124  Patients 
Positive  for  Staphylococcus  aureus. 

5 5 With  69  W ithout 

Site  Infection  Infection  Total  124 

Anterior  nares  . 47  (85.5%)  61(88.4%)  108  (87.1%) 
Oropharynx  ...24  (43.6%)  37  (53.6%)  61(49.2%) 
Nasopharynx  . . .35  (63.6%)  43  (62.3%)  78  (62.9%) 


in  the  patients  having  no  evidence  of  respiratory 
tract  infection.  Substantial  numbers  of  patients  har- 
boring Staph,  aureus  in  the  upper  respiratory  tract 
were  not  detected  except  by  culmres  from  the  anter- 
ior nares.  However,  about  13  per  cent  of  the  patients 
with  Staph,  aureus  in  the  upper  respiratory  tract 
would  not  have  been  detected  by  culmres  from  the 
anterior  nares  (table  2a.)  A similar  finding  has  been 
reported  by  Drimmie^  from  study  of  131  hospitalized 
children,  most  of  whom  had  pneumonia  and  bron- 
chitis. Rippon  and  Vogelsang,®  on  taking  repeated 
swabs  from  the  throat  and  from  the  nasal  cavities  of 
67  hospitalized  children,  found  the  throat  positive 
for  coagulase  positive  Staph,  aureus  in  59  per  cent 
of  505  examinations,  the  nasal  cavities  positive  in 
only  49  per  cent.  Seven  patients  in  73  examinations 
showed  constantly  positive  throat  swabs  but  negative 
nasal  cavity  swabs.  Another  6 patients  in  69  examina- 
tions showed  occasionally  positive  throat  swabs  with 
negative  nasal  cavity  swabs.  Thus  19  per  cent  of 


these  67  children  harboring  coagulase  positive  Staph, 
aureus  in  the  upper  respiratory  passages  were  not 
detected  by  nasal  cavity  swabs.  Hurst, ^ in  serial 
smdies  of  34  infants  observed  from  birth  until  6 to 
12  months  of  age,  found  that  throat  carriage  of  hos- 
pital acquired  strains  of  Staph,  aureus  usually  per- 
sisted longer  than  did  nose  carriage.  These  infants 
were  also  demonstrated  to  harbor  multiple  strains 
of  Staph,  aureus  simultaneously,  a facr  of  obvious 
clinical  importance  in  interpreting  results  of  the  usual 
laboratory  identification  of  Staph,  aureus  in  which  a 
single  colony  is  selected  for  smdy. 

Many  more  children  were  found  to  be  harboring 
pneumococcus  than  Staph,  aureus.  The  data  in  table 
3 show  that  178  of  189  patients  (94.2  per  cent) 
harbored  pneumococcus  in  the  upper  respiratory 
tract.  There  was  about  the  same  incidence  in  patients 
without  as  with  respiratory  tract  infection.  The  oro- 
pharyngeal swab  deteaed  10  per  cent  more  of  the 
positives  than  did  the  nasopharyngeal  swab  (table 
3a).  Our  incidence  of  isolation  of  pneumococcus 

Table  3. — Incidence  of  Isolation  of  Pneumococcus  from  the 

Anterior  Nares,  Oropharynx,  and  Nasopharynx  in  189 
Patients. 


94  With  95  Without 

Site*  Infection  Infection  Total  189 


AN 0 0 0 

OP  9 14  23 

NP  2 7 9 

AN-fOP  2 1 3 

AN+NP  0 0 0 

OP+NP 32  59  91 


AN+OP+NP  ..42 1+ 52 

Patients  positive  87  (92.6%)  91(95.8%)  178  (94.2%) 
* Organism  isolated  from  designated  site  or  sites  only. 

Table  3a. — Total  Isolations  from  Each  Site  in  178  Patients 
Positive  for  Pneumococcus. 


87  With  91  Without 


Site 

Infection  Infection  Total  178 

Anterior  nares 

Oropharynx 

Nasopharynx 

. .44  (50.6%) 

. . .85  (97.7%) 

. . .76  (87.4%) 

11  (12.1%) 
84  (92.3%) 
76  (83.5%) 

55  (30.9%) 
169  (94.9%) 
152  (85.4%) 

from  the  oropharynx  was  much  greater  than  that 
reported  by  Drimmie,^  who  found  the  posterior  nares 
positive  for  pneumococcus  in  51.2  per  cent  and  the 
throat  positive  in  10.0  per  cent  of  541  swabbings 
from  131  children. 

Beta  hemolytic  streptococcus  was  found  much  less 
frequently  in  the  upper  respiratory  passages  than  was 
Staph,  aureus  or  pneumococcus  (table  4).  The  fre- 
quency of  isolation  from  the  oropharynx  was  greater 
than  from  the  other  sites  (table  4a),  a finding  in 
agreement  with  the  data  of  LaBoccetta  and  others,^ 
and  with  the  findings  of  Rantz  and  others.'*  It  is 
emphasized,  however,  that  a number  of  patients 
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Table  4. — Incidence  of  Isolation  of  Beta  Hemolytic  Strep- 
tococcus from  the  Anterior  Nares,  Oropharynx,  and 
Nasopharynx  in  189  Patients. 

94  With  95  Without 


Site*  Infection  Infection  Total  189 

AN  0 0 0 

OP  5 10  15 

NP  2 1 3 

AN-hOP  0 0 0 

AN+NP  0 1 1 

OP+NP 5 4 9 

AN+OP+NP  . . 2 1 3 


Patients  positive  14  (14.9%)  17  (17.9%)  31  (l6.4%) 


•Organism  isolated  from  designated  site  or  sites  only. 


Table  4a. — Total  Isolations  from  Each  Site  in  31  Patients 
Positive  for  Beta  Hemolytic  Streptococcus. 

14  With  17  Without 

Site  Infection  Infection  Total  3 1 

Anterior  nares  . ..  2 (14.3%)  2 (11.8%)  4 (12.9%) 

Oropharynx  12(85.7%)  15(88.2%)  27  (87.1%) 

Nasopharynx  ...  9 (64.4%)  7 (41.2%)  16  (51.6%) 


for  determining  the  bacterial  flora  of  the  upper  res- 
piratory tract  may  be  considered  from  the  standpoint 
of  failures  to  isolate  a particular  organism  from  any 
one  sire,  even  though  the  organism  is  present  at 
another  site.  Our  data,  portrayed  from  this  viewpoint, 
are  summarized  in  figure  1.  Staph,  aureus  was  iso- 
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harboring  this  organism  in  the  upper  respiratory 
tract  would  not  have  been  detected  with  oropharyn- 
geal swabs  alone. 

Hemophilus  species  were  isolated  with  about  the 
same  frequency  as  Staph,  aureus  in  this  series  of  pa- 
tients ( table  5 ) . Swabs  of  the  oropharynx  yielded 
hemophilus  species  much  more  often  than  did  swabs 
of  the  nasopharynx  (table  5a).  This  was  true  in  both 
groups  of  patients,  although  the  difference  was  less 
striking  in  the  group  with  respiratory  tract  infection. 

Our  findings  regarding  the  relative  merit  of  anter- 
ior nasal,  oropharyngeal,  and  nasopharyngeal  swabs 

Table  5. — Incidence  of  Isolation  of  Hemophilus  Species 
from  the  Anterior  Nares,  Oropharynx,  and  Nasopharynx 
in  189  Patients. 


94  With  95  Without 

Site*  Infection  Infection  Total  189 


AN 2 0 2 

OP  20  29  49 

NP  6 6 12 

AN+OP  1 1 2 

AN+NP  2 0 2 

OP+NP 22  26  48 


AN+OP+NP  .12  1 13 

Patients  positive  65  (69.1%)  63  (66.3%)  128  (67.7%) 
•Organism  isolated  from  designated  site  or  sites  only. 

Table  5a. — Total  Isolations  from  Each  Site  in  128  Patients 
Positive  for  Hemophilus  Species. 

65  With  63  Without 

Site  Infection  Infection  Total  128 

Anterior  nares  . .17  (26.2%)  2 (3.2%)  19  (14.8%) 

Oropharynx  55  (84.6%)  57  (90.5%)  112(87.5%) 

Nasopharynx  . . .42  (64.6%)  33  (52.4%)  75  (58.6%) 


Pneumococcus 


Beta  Hemolytic  Streptococcus 


Hemophilus  Species 

Fig.  1.  Percentage  of  patients  negative  at  the  indicated 
site  yet  harboring  the  designated  organism  in  the  upper 
respiratory  tract. 

lared  most  frequently  from  the  anterior  nares.  How- 
ever, of  the  patients  positive  for  Staph,  aureus,  13 
per  cent  were  negative  by  anterior  nasal  swab,  5 1 per 
cent  negative  by  oropharyngeal  swab,  and  37  per 
cent  negative  by  nasopharyngeal  swab.  Pneumococ- 
cus, beta  hemolytic  streptococcus,  and  hemophilus 
species  were  isolated  most  frequently  from  the  oro- 
pharynx. Of  the  patients  positive  for  pneumococcus, 
anterior  nasal  swab  was  negative  in  69  per  cent,  oro- 
pharyngeal swab  negative  in  5 per  cent,  and  naso- 
pharyngeal swab  negative  in  15  per  cent.  Of  the  pa- 
tients positive  for  beta  hemolytic  streptococcus,  87 
per  cent  were  negative  by  anterior  nasal  swab,  13 
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per  cent  negative  by  oropharyngeal  swab,  and  48  per 
cent  negative  by  nasopharyngeal  swab.  Of  the  pa- 
tients positive  for  hemophilus  species,  85  per  cent 
were  negative  by  anterior  nasal  swab,  12  per  cent 
negative  by  oropharyngeal  swab,  and  41  per  cent 
negative  by  nasopharyngeal  swab. 


SUMMARY 

Data  have  been  presented  concerning  isolations  of 
Staph,  aureus,  pneumococcus,  beta  hemolytic  strepto- 
coccus, and  hemophilus  species  from  189  pediatric 
patients  who,  on  the  same  occasion,  had  swabs  taken 
from  the  anterior  nares,  oropharynx,  and  nasophar- 
ynx. The  findings  indicate  that  a potentially  wide 
margin  of  error  exists  in  assessing  the  bacterial  flora 
of  the  upper  respiratory  tract  in  infants  and  children 
on  the  basis  of  material  obtained  by  anterior  nasal, 
oropharyngeal,  or  nasopharyngeal  swab  alone,  and 
that  swabs  of  all  three  sites  may  provide  sufficiently 
superior  information  to  warrant  routine  use. 
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^ Drs.  Box  and  Willard,  Department  of  Pediatrics,  Uni- 
versity of  Texas  Medical  Branch,  Galveston. 


Amines  May  Lead  to  Drugs 
Useful  Against  Mental  Illness 

Basic  research  at  the  National  Heart  Institute  on  the 
functions  of  amines  as  brain  hormones  and  on  the  enzymes 
that  make  and  destroy  these  chemicals  in  the  human  body 
is  leading  to  the  development  of  drugs  which  may  be 
useful  against  hypertension,  epilepsy,  and  mental  illness, 
according  to  the  United  States  Department  of  Health,  Edu- 
cation, and  Welfare. 

The  amines  of  greatest  current  interest  are  serotonin 
and  norepinephrine.  These  are  found  in  the  brain  and  other 
body  tissues,  where  they  may  influence  blood  pressure, 
emotions,  and  other  funaions  that  are  beyond  conscious 
control.  The  drugs  under  study  are  comp)ounds  which 
counteraa  monoamine  oxidase,  an  enzyme  which  normally 
destroys  these  amines  in  the  body. 


Basic  practices  of  sanitation  and  personal  hygiene  are  im- 
portant in  the  control  of  staphylococcus  in  a general  hospital. 
Air  conditioning,  linens  and  bedding,  food  and  utensils,  waste 
disposal,  housekeeping  practices,  and  personal  hygiene  present 
special  problems  requiring  coreful  techniques  and  watchful- 
ness. 

IN  OUR  EFFORTS  to  keep  abreast  of  the  newer 
developments  and  discoveries  in  effective  medical 
practice,  we  have  been  inclined  to  neglect,  in  varying 
degrees,  some  of  the  basic  effective  practices  of  our 
predecessors  who  relied  more  upon  good  sanitation 
and  personal  hygiene  than  upon  any  other  single 
technique.  In  early  days  most  hospitals  had  no  me- 
chanical air  conditioning;  outside  air  was  relatively 
"clean”  and  free  of  contaminants;  the  40  hour  work 
week  was  not  known;  and  "Cleanliness  was  next  to 
Godliness.”  Today  we  have  mechanical  ventilation 
and  cooling  or  air  conditioning,  more  help  than  we 
have  ever  had,  fewer  work  hours,  unlimited  supplies 
of  antibiotics,  and  what  appears  to  be  a lack  of  a 
desire  to  practice  strict  personal  hygiene  and  sanita- 
tion. 

The  problem  of  the  spread  of  the  pigmented 
staphylococcus  in  a general  hospital  is  no  greater 
and  no  less  than  in  other  hospitals.  Recognizing  the 


The  technical  work  for  this  study  was  done  by  the  fol- 
lowing medical  students  whose  interest  and  thoroughness  is 
to  be  commended:  Alfred  Gutierrez,  Billy  Havens,  Jim 
Hollingsworth,  Samuel  Newson,  Raul  Rivera,  Morris 
Schultz,  James  Wiegreffe. 
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importance  and  necessity  of  providing  a safe  and 
sanitary  environment  in  hospitals,  we  started  several 
years  ago  at  the  University  of  Texas  Medical  Branch 
to  look  into  how  we  were  doing  things,  how  clean 
we  were,  and  how  careless  and  insanitary  practices 
might  be  responsible  for  the  spread  of  pathogens. 
Some  of  our  more  significant  findings  follow. 


PROBLEMS  AND  PROCEDURES 


Air  Coiiditioning. — First,  we  familiarized  ourselves 
with  our  air  conditioning  systems.  We  found  we  had 
a central  system  and  window  and  5 ton  package 
units  in  certain  areas.  The  central  system  consists  of 
( 1 ) A conventional  system  with  ceiling  outlets  car- 
rying 30  per  cent  of  the  hospital  air  conditioning 
load.  This  system  supplies  25  per  cent  fresh  air  and 
75  per  cent  recirculated  air — all  of  which  has  to  be 
filtered,  purified,  and  dehumidified  (cooled).  (2)  A 
conduit  system  which  has  cooling  units  and  outlets 
beneath  the  ward  windows.  It  carries  70  per  cent  of 
the  hospital  load  and  consists  of  25  per  cent  fresh 
filtered  air  and  75  per  cent  unfiltered,  recirculated 
ward  air.  The  window  and  the  5 ton  package  units 
are  placed  in  random  areas  of  the  out-patient  services 
where  no  cenrral  air  conditioning  is  available. 

As  is  generally  true,  most  people  think  of  air 
conditioning  only  for  human  comfort  through  cool- 
ing and  drying  the  air.  Little  thought  is  given  to  the 
requirement  that  hospital  air,  especially,  must  be  as 
free  as  possible  of  pathogens.  Hence,  little  attention 
is  devoted  to  proper  maintenance  of  filters  and 
other  means  of  removing  air-borne  bacteria. 

The  "fresh”  incoming  air  as  well  as  the  recirculat- 
ing air  before  and  after  filtration  was  sampled  in 
many  hospital  and  clinic  areas  ( fig.  1 ) . In  general, 
the  number  of  air-borne  organisms  found  was  cor- 
related with  the  amount  of  activity  and  the  number 


Fig.  1.  Organisms  cultured  from  an  air  sample,  the 
plate  exposed  15  minutes. 


of  people  present  in  the  areas  sampled.  Staphylococ- 
cus aureus  was  found  frequently — particularly  where 
it  was  known  to  be  present  on  patients. 

Air  quality  control  is  possible,  but  to  accomplish 
it  by  air  conditioning  three  fundamentals  are  es- 
sential. The  system  must  have  ( 1 ) proper  design, 
( 2 ) correct  installation,  and  ( 3 ) effective  mainte- 
nance. The  third  requirement  is  often  neglected. 

Linens  and  Bedding. — The  next  step  in  our  smdy 
was  to  observe  procedures  in  handling  clean  and  dirty 
linens,  laundry,  mattresses,  blankets,  and  piUows. 
Based  on  our  observations  we  recommended  that  clean 
laundry  and  linens  be  stored  in  clean  places  ( fig.  2 ) , 
not  in  the  same  closet  with  the  dirty;  mattresses  be 
cleaned  and  sanitized  for  each  new  patient.  This  is 


Fig.  2.  Staphylococcus  aureus  colonies  (phage  unknown) 
from  a laundry  cart  hauling  clean  linens. 

not  easy.  Autoclaving  may  require  hauling  the  mat- 
tresses over  long  distances  through  both  clean  and 
dirty  areas.  Autoclaving  deteriorates  the  fabric,  and 
is  costly.  Plastic  covers  properly  sanitized  are  effec- 
tive, but  these,  too,  require  constant  vigilance  and 
care. 

Woolen  blankets  are  still  commonly  used  and 
passed  from  patient  to  patient  without  proper  steril- 
ization. Washing  woolen  blankets  without  shrinkage 
is  difficult.  Other  methods  of  cleaning  them  are 
costly  and  inconvenient.  It  appears  that  the  only 
effective  control  of  this  potentially  hazardous  situa- 
tion is  to  replace  all  woolen  blankets  with  washable 
blankets  and  to  maintain  a temperature  and  humidity 
in  the  hospital  requiring  a lesser  need  for  extra  cov- 
ers. Pillows  also  need  adequate  care — sterilization 
and  changing  for  each  new  patient. 

Food  and  Utensils. — The  safe  and  sanitary  handl- 
ing of  food,  dishes,  and  utensils  (fig.  3)  in  any  hos- 
pital is  a problem  not  only  of  having  adequate  and 
effective  equipment  properly  installed  and  correctly 
maintained,  but  also  of  having  well  informed,  dedi- 
cated, and  properly  motivated  food  handlers  who 
practice  good  personal  hygiene.  To  sanitize  dishes 
properly  only  to  contaminate  them  subsequently  by 
improper  handling  is  an  ever  present  occurrence.  The 
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Fig.  3.  Organisms  from  swabs  of  forks,  the  left  rinsed 
at  a temperature  of  140  F.  and  the  right  at  190  F. 


correct  handling,  displaying,  and  serving  of  foods  is 
not  always  easy.  Constant  supervision  and  unending 
vigilance  is  required.  Continuing  in-service  training, 
inspections,  and  bacteriological  appraisals  are  essen- 
tial. Frequent  "swabbing”  of  dishes  may  reveal  the 
presence  of  the  staphylococcus  and  other  pathogens. 

The  handling  of  ice — its  making,  storage,  and  use 
— is  often  a source  of  contamination.  It  is  not  un- 
common to  see  patients,  visitors,  and  employees  dip 
ice  with  dirty  hands,  cups,  or  scoops.  Ice  water  pitch- 
ers are  rarely  given  the  sanitary  supervision  to  which 
they  are  entitled. 

It^as^e. — Safe  disposal  of  wastes  of  any  and  aU 
kinds  in  or  from  a hospital  is  extremely  important. 
Contaminated  materials  are  frequently  transported 
long  distances  and  often  through  clean  areas.  Effec- 
tive and  labeled  bags  and  receptacles  are  essential. 
The  labeling  must  be  understood  by  the  person  who 
places  material  into  them  and  by  the  person  who 


Fig.  4.  Organisms  from  swabs  of  the  pay  side  of  the 
pharmacy  booth:  (a)  before  cleaning,  (b)  after  solution 
1,  (e)  after  solution  2,  (d)  after  solution  3. 


receives  them  and  removes  the  contents.  Pathogens 
including  staphylococci  are  often  present  and  may  be 
spread  by  improper  handling  of  wastes. 

Housekeeping. — All  members  of  the  housekeeping 
staff  are  "key”  people  in  the  control  of  the  spread 
of  staphylococcus.  Correct  and  effective  methods  of 
cleansing  and  sanitizing  floors  and  walls,  counters 
(fig.  4),  booths,  toilets,  lavatories,  urinals,  and  bed- 
pans  are  essential.  Accumulation  of  dust  and  the 
spread  of  such  by  dry  sweeping  and  dusting  has  no 
place  in  a modern  and  properly  mn  hospital.  Good 
housekeeping  in  a busy  hospital  is  difficult  to  ac- 
complish without  interference  with  other  hospital 
activities. 

There  are  certain  hospital  areas  and  pieces  of 
equipment  which  need  special  care.  Among  these  are 
the  utility  rooms,  dressing  carts  (fig.  5),  examining 


Fig.  5.  Cultures  from  a dressing  cart,  at  left  from  the 
bottom  shelf  and  at  right  from  inside  the  dressing  bag. 

and  treatment  rooms,  and  tables.  The  prevention  of 
contamination  and  effective  sanitization  are  an  ever 
present  requirement  with  which  all  personnel  should 
be  familiar  and  practice.  An  area  frequently  neglected 
is  the  Hubbard  tank  (fig.  6)  or  its  equivalent.  Ad- 
ditional items  are  masks,  bottle  warmers,  and  drink- 
ing fountains.  The  latter  are  frequently  insanitary 


Fig.  6.  Organisms  from  a swab  from  a Hubbard  tank 
used  by  4 burn  patients,  cleoned  after  each  use,  ond 
ready  for  the  fifth  patient. 
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rather  than  sanitary.  It  is  not  uncommon  to  see  a 
patient,  visitor,  or  employee  place  his  mouth  directly 
over  the  water  spout  and  literally  suck.  Fountains  to 
be  safe  must  be  of  a proper  design,  correctly  installed, 
and  effectively  maintained.  Staphylococcus  aureus 
has  been  found  frequently  on  the  mouthpiece  of 
some  fountains  (fig.  7). 


Fig.  7.  Staphylococcus  aureus  (not  phage  81)  from  a 
swab  of  a drinking  fountain  head. 

Personal  Hygiene. — Finally,  one  comes  to  what  is 
probably  the  most  important  control  measure  in  pre- 
venting the  spread  of  the  staphylococcus  in  a hos- 
pital. This  is  good  personal  hygiene.  The  use  of  ade- 
quate soap  and  warm  water  is  as  good  a preventive 
measure  today  as  it  was  100  years  ago.  Effective 
hand  washing  between  each  patient  as  well  as  at 
other  appropriate  times  is  essential  ( fig.  8 ) . Handling 


Fig.  8.  Organisms  from  a swab  of  the  hand  of  a nurse. 

Sterile  things  in  a sterile  manner  is  urgent.  Sitting  on 
the  patient’s  bed,  contaminating  one’s  own  clothing, 
and  going  from  bed  to  bed  or  from  a patient  to  a 
clean  area  or  even  home  should  not  be  done  without 
proper  precautions.  In  summary,  what  is  clean  must 
be  kept  clean  and  what  is  dirty  must  be  made  clean. 
Staphylococcus  in  a hospital  will  never  be  elimi- 


nated. The  spread  of  it,  however,  can  be  by  breaking 
the  chain  of  transmission. 

^ Dr.  Nau,  Department  of  Preventive  Medicine  and  Pub- 
lic Health,  University  of  Texas  Medical  Branch,  Galveston. 
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Infectious  disease  control  is  of  concern  to  hospital  governing 
boards,  medical  staffs,  and  administrators.  The  administrator 
can  direct  a control  program  most  effectively  with  the  guid- 
ance of  an  infection  committee  representing  medical,  nursing, 
administrative,  and  key  department  heads.  A good  system  of 
follow-up,  continuing  education,  vigilance,  and  team  effort  are 
required. 


TAPHYLOCOCCAL  infections  have  become  a 
topic  of  concern  in  hospital  circles  because  this 
contagious  threat  developed  with  such  rapidity  that 
few  institutions  were  organized  to  cope  with  the 
situation  effectively.  From  1950  to  1954,  inclusive, 
only  two  titles  referring  to  staphylococcal  infections 
appeared  in  the  Cumulative  Index  to  Hospital  Litera- 
ture, while  in  this  same  source  covering  only  the  first 
6 months  of  1958  more  than  50  references  were 
found.  Although  control  measures  have  been  insti- 
tuted in  many  hospitals,  the  danger  of  infection  still 
lurks. 

It  is  generally  accepted  that  staphylococcal  disease 
also  exists  outside  the  hospitals.®  More  important, 
there  are  undetected  carriers  among  the  hospital  em- 
ployees as  well  as  among  the  patient  populations.^ 
Hence,  with  the  organisms  ever  present,  it  becomes 
incumbent  upon  governing  boards,  hospital  admin- 
istrators, and  medical  staffs  to  see  that  their  hospitals 
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are  properly  organized  to  control  staphylococcal  in- 
fections. 


HOSPITAL  RESPONSIBILITY 

Hospital  boards  of  trustees  should  be  vitally  con- 
cerned with  the  dangers  of  these  staphylococcal  in- 
fections inasmuch  as  ultimately  it  is  the  governing 
body’s  responsibility  to  see  that  good  patient  care  is 
rendered  in  their  respective  institutions.  Quite  dis- 
concerting is  the  fact  that  hospitals  may  be  held 
legally  responsible  for  the  development  of  hospital 
acquired  infection.® 

Faced  with  this  situation,  governing  bodies  are 
duty  bound  to  insure  that  hospital  facilities  meet  ac- 
cepted standards,  hospitals  are  designed  to  facilitate 
infectious  disease  control,  sufficient  operating  funds 
are  available  to  permit  good  patient  care,  and  ade- 
quate infectious  disease  protective  measures  are  insti- 
tuted and  carried  out.  The  board  of  trustees  also  has 
the  responsibility  to  see  that  there  is  an  effective 
hospital  organization  which  will  foster  the  develop- 
ment of  a good  and  safe  patient  care  program.  The 
administrator  acts  for  the  board  in  directing  and 
maintaining  an  effective  control  program. 

ORGANIZING  FOR  CONTROL 

How  to  organize  for  infectious  disease  control  is 
a problem  now  facing  many  hospitals.  There  appears 
to  be  considerable  feeling  that  this  challenge  can 
be  met  best  through  committee  effort  with  medical 
staff,  nursing,  hospital  administration,  and  key  hos- 
pital department  heads  represented.  The  Joint  Com- 
mission on  Accreditation  of  Hospitals  also  recom- 
mends that  "every  hospital  have  an  Infection  Com- 
mittee with  the  responsibility  of  investigation,  con- 
trol and  prevention  of  infections  within  hospitals.’’’ 
Generally  speaking,  the  composition  of  this  commit- 
tee should  be  sufficiently  broad  to  include  representa- 
tion from  the  major  groups  or  departments  directly 
concerned  with  this  problem.  Although  this  will  vary 
from  hospital  to  hospital,  suggested  infection  com- 
mittee membership  includes  representatives  of  major 
clinical  depanments,  the  administrator,  the  director 
of  nursing,  the  hospital  engineer,  and  a baaeriologist. 
It  is  urged  that  the  local  health  officer  serve  in  a 
consulting  capacity  to  the  committee.'*  For  technical 
consultation  other  persons  from  the  hospital  family 
can  be  brought  into  the  committee’s  deliberations  as 
they  are  needed.  If  too  many  elements  are  repre- 
sented, the  group  may  become  unwieldy. 

The  infection  committee  should  meet  regularly  at 


frequent  intervals,  and  its  responsibilities  should  in- 
clude the  following: 

1.  To  develop  a system  of  reporting  diseases  and  keeping 
records  which  can  serve  as  a basis  for  studying  infections. 

2.  To  investigate  cases  of  infection  and  review  infection 
rates. 

3.  To  establish  infectious  disease  control  procedures  and 
policies  and  make  recommendations  relative  to  their  en- 
forcement. 

4.  To  determine  that  adequate  bacteriological  laboratory 
facilities  are  available.  If  this  is  not  possible  in  the  hos- 
pital, arrangements  should  be  made  to  obtain  reliable  serv- 
ices elsewhere. 

5.  To  develop  an  infectious  disease  prevention  orienta- 
tion program  including  a continuing  educational  program 
for  medical  and  hospital  personnel. 

6.  To  recommend  to  the  executive  committee  of  the 
medical  staff,  control  measures  relative  to  the  indiscriminate 
use  of  antibiotics,  and  rales  and  regulations  relative  to 
infectious  disease  medical  practice. 

7.  To  foster  investigative  efforts  relative  to  infectious 
disease  control. 

8.  To  serve  in  an  advisory  capacity  to  the  hospital  ad- 
ministrator in  the  organization,  planning,  and  control  of 
the  infectious  disease  control  program. 

Organization  for  staphylococcal  control  also  ex- 
tends beyond  hospital  walls  and  involves  cooperation 
with  other  hospitals  and  groups  such  as  hospital 
councils,  medical  societies,  health  departments,  and 
health  councils.* 

PLANNING  CONTROL 

In  planning  an  infectious  disease  control  program 
the  following  areas  should  be  considered; 

1.  Review  of  aseptic  techniques  and  practices.  The  area 
of  personal  contact  with  the  patient  probably  offers  the 
greatest  opportunity  to  check  spread  of  infection. 

2.  Survey  of  environmental  sanitation  conditions  and 
practices  such  as  control  of  dust,  proper  waste  handling 
and  disposal,  careful  handling  of  linen,  safe  food  service 
practices,  effective  cleaning  of  the  building  and  fixmres, 
and  keeping  air  pollution  to  a minimum  by  maintaining 
properly  functioning  ventilating  and  air  conditioning  units. 

3.  Establishment  of  isolation  conditions.  If  the  hospital 
has  large  wards  and  sufficient  volume  of  infectious  cases, 
certain  wards  may  be  used  for  this  purpose,  whereas  in 
many  hospitals  good  isolation  technique  can  be  accom- 
plished in  individual  rooms. 

4.  Control  of  traffic  to  be  surveyed  in  areas  such  as 
operating  rooms,  delivery  rooms,  and  nurseries. 

5.  Securing  the  essential  bacteriologic  services  either  in 
or  outside  the  hospital. 

6.  Identification  and  exclusion  of  infected  employees 
from  patient  contaa. 

7.  Formulation  of  policies  relative  to  the  treatment,  con- 
tinued employment,  transfer  to  other  hospital  areas,  and 
remuneration  of  personnel  who  develop  staphylococcal 
problems,  so  as  to  obtain  carrier  control  of  employees  and 
patients. 

8.  Maintenance  of  a continuing  educational  program  for 
medical  staff,  new  and  old  employees,  and  the  public. 
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9.  Securing  cooperation  in  the  program  at  all  organiza- 
tional levels  and  creating  the  spirit  of  necessary  sustained 
effort. 

Details  of  the  program  instituted  at  the  University 
of  Texas  Medical  Branch  Hospitals  in  these  areas 
have  been  reported  in  a recent  publication  by  Dr. 
Stuart  Mudd.^ 


DIRECTION  OF  CONTROL  ACTIVITY 

Because  staphylococcal  control  involves  every  hos- 
pital department,  direction  and  coordination  of  the 
hospital’s  disease  control  activities  are  best  accom- 
plished by  the  hospital  administrator.  Acting  upon 
the  recommendations  of  the  infectious  disease  com- 
mittee, the  hospital  administrator  should  describe  the 
infectious  disease  control  program  and  its  policies, 
practices,  and  procedures  to  all  hospital  departments 
and  medical  personnel.  The  administrator  must  insist 
that  periodically  his  department  heads  check  carefully 
to  prevent  deviations  from  procedure.  Also,  the  task 
of  direaing  the  public  relations  aspects  of  the  staphy- 
lococcal disease  problem  is  logically  the  administra- 
tor’s responsibility. 


PROGRAM  CONTROL 

An  effective  infectious  disease  control  program 
must  be  planned,  organized,  and  placed  into  opera- 
tion, but  to  assure  continuous  proper  functioning  re- 
quires continuous  checking  of  these  efforts.  Sug- 
gested administrative  control  methods  include: 

1.  Daily  reporting  of  infections  by  the  nursing  depart- 
ment. 

2.  Monthly  review  of  infection  rates  by  the  infection 
committee. 

3.  Weekly  spot  check  inspections  of  environmental  sani- 
tation conditions  in  the  hospital  wards  and  departments  by 
hospital  administrative  personnel. 

4.  Periodic  bacteriological  culture  studies  of  buildings, 
fixtures,  and  equipment. 

5.  Periodic  review  of  infectious  disease  control  practices 
and  procedures. 

6.  Reports  of  violations  of  existing  policies,  practices, 
and  procedures.  These  are  to  serve  as  the  basis  of  admin- 
istrative directives  and  action  inculcating  the  spirit  of  con- 
structive suggestion  and  united  endeavor  creating  pride 
in  accomplishment. 

7.  Use  of  available  inspection  services  of  local  and  state 
health  departments. 

8.  Employment  of  a sanitarian  in  the  case  of  large 
hospitals  to  check  environmental  sanitation  operations  and 
to  conduct  educational  programs. 

Paramount  in  the  control  program  is  the  appoint- 
ment of  a hospital  infectious  disease  control  officer. 
He  should  be  a member  of  the  medical  staff  and 


preferably  serve  ex  officio  on  the  infection  commit- 
tee. It  is  recommended  that  his  appointment  be 
made  by  the  executive  committee  of  the  staff  upon 
the  recommendation  of  the  infection  committee. 
This  individual  may  serve  in  an  advisory  capacity 
to  other  members  of  the  medical  profession  and 
provide  technical  assistance  relative  to  management 
of  infections.  He  also  should  serve  in  an  advisory 
capacity  to  the  administrator  in  the  interim  between 
infection  committee  meetings. 

TEAM  EFFORT 

For  maximum  effectiveness,  the  infectious  disease 
control  program  must  create  in  the  minds  of  aU 
hospital  and  medical  staff  personnel  the  feeling  that 
team  effort  prevails.  Single  individuals  or  small 
groups  of  individuals  cannot  accomplish  the  job 
alone  inasmuch  as  one  is  dealing  with  a problem  of 
many  facets.  Everyone  must  be  made  to  feel  his 
individual  responsibility  in  the  program  and  the 
need  for  continued  vigilance  in  controlling  infectious 
hazards.^  By  carrying  out  a program  successfully  not 
only  will  staphylococcal  infections  be  kept  to  a mini- 
mum but  all  types  of  dangerous  cross  infections  be 
reduced  drastically. 

SUMMARY 

Infectious  disease  control  is  of  major  concern  to 
hospital  governing  boards,  medical  staffs,  and  admin- 
istrators. The  hospital  administrator,  in  directing  an 
infectious  disease  control  program,  can  do  so  most 
effectively  when  he  is  guided  by  and  aided  by  an 
infection  committee  representing  medical,  nursing, 
administration,  and  key  department  heads.  Successful 
programs  of  infectious  disease  control  have  many 
facets,  hence  require  good  systems  of  follow-up, 
continuing  education,  vigilance,  and  team  effort. 
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Coming  Meetings 


Texas  Medical  Association,  Fort  Worth,  April  9-12,  I960  (Execu- 
tive Board,  Sept.  27,  1959)-  Dr.  F.  W.  Yeager,  Corpus  Christi, 
Pres.;  Mr.  C.  Lincoln  Williston,  1801  North  Lamar  Blvd.,  Aus- 
tin, Exec.  Secy. 

American  Medical  Association,  Atlantic  City,  June  8-12,  1959-  Dr. 
Gunnar  Gundersen,  La  Crosse,  Wis.,  Pres.;  Dr.  F.  J.  L.  Blas- 
ingame,  535  North  Dearborn,  Chicago  10,  Exec.  Vice-Pres. 

Current  Meetings 

May 

American  Gynecological  Society,  Hot  Springs,  Va.,  May  25-27,  1959. 
Dr.  Lewis  C.  Scheffey,  Philadelphia,  Pres.;  Dr.  A.  A.  Marchetti, 
3800  Reservoir  Rd.  N.W.,  Washington  7,  D.  C , Secy. 

American  Ophthalmological  Society,  Hot  Springs,  Va.,  May  28-30. 
1959.  Dr.  Derrick  Vail,  Chicago,  Pres.;  Dr.  M.  C.  Wheeler,  30  W. 
59th.  New  York  19,  Secy. 

American  Pediatric  Society.  Buck  Hill  Falls,  Pa..  May  6-8.  1959.  Dr. 
Joseph  Stokes,  Jr..  Philadelphia,  Pres.;  Dr.  A.  C.  McGuinness,  Room 
1036,  2800  Quebec  St..  N.W..  Washington  8,  D.  C.  Secy. 

National  Tuberculosis  Association,  Chicago,  May  24-29,  1959.  Dr. 
Mario  M.  Fischer,  New  York,  Pres.;  Mrs.  Wallace  B.  White, 
1790  Broadway,  New  York  19,  Secy. 

Texas  Hospital  Association,  Houston,  May  11-14,  1959-  Mr.  W.  P. 
Earngey.  Jr.,  Fort  Worth.  Pres.;  Mr.  O.  Ray  Hurst,  2208  Main, 
Dallas,  Executive  Direnor. 

June 

American  College  of  Chest  Physicians,  Atlantic  City,  June  3-7,  1959- 
Dr.  Donald  R.  McKay,  Buffalo.  Pres.;  Mr.  Murray  Kornfeld,  112 
E.  Chesmut,  Chicago  11.  Executive  Secy. 

American  Dermatological  Association,  Atlantic  City,  June  1-4,  1959- 
Dr.  J.  Lamar  Callaway,  Durham,  N.  C.,  Pres.;  Dr.  Wiley  M. 
Sams,  25  Southeast  2nd  Ave.,  Miami,  Secy. 

American  Gastroenterological  Association,  Atlantic  City,  June  5-6, 
1959.  Dr.  C.  J.  Barborka,  Chicago,  Pres.;  Dr.  F.  J.  Ingelfinger, 
65  E.  Newton.  Boston  18,  Secy. 

American  Neurological  Association,  Atlantic  City,  June  15-17,  1959. 
Dr.  Bernard  J.  Alpcrs,  Philadelphia,  Pres.;  Dr.  Charles  Rupp.  133 
S.  36th,  Philadelphia  4,  Secy. 

American  Orthopaedic  Association,  Lake  Placid.  N.  Y..  June  15-18, 
1959.  Dr.  C.  Leslie  Mitchell,  Detroit,  Pres.;  Dr.  Lee  Ramsay 
Straub,  535  East  70th  St..  New  York  21,  Secy. 

American  Proctologic  Society,  Atlantic  City,  June  15-18,  1959.  Dr. 
Karl  Zimmerman,  Pittsburgh.  Pres.;  Dr.  Norman  D.  Nigro,  10 
Peterboro,  Detroit  1.  Secy. 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  June  22-24, 
1959.  Dr.  M.  H.  Crabb,  Fort  Worth,  Secy.;  Mrs.  Luanna  Reddin, 
1714  Medical  Arts  Bldg.,  Fort  Worth,  Assistant  Secy. 


National  and  Regional 

American  Academy  of  Allergy,  Hollywood-by-the-Sea,  Fla.,  Jan. 
11-13,  I960.  Dr.  Francis  C.  Lowell,  Boston,  Pres.;  Dr.  Joseph 
Noah,  100  N.  Euclid  Ave.,  St.  Louis  8,  Mo.,  Secy. 

American  Academy  of  Dermatology  and  Syphilology,  Chicago,  Dec. 
5-10,  1959-  Dr.  A.  C.  Cipollaro,  New  York,  Pres.;  Dr.  Robert 
R.  Kierland,  Mayo  Clinic,  Rochester,  Minn.,  Secy. 

American  Academy  of  General  Praaice,  Philadelphia,  Match  19-24, 
I960.  Dr.  Fount  Richardson,  Fayetteville,  Ark.,  Pres.;  Mr.  Mac 
F.  Cahal,  Volker  Blvd.  at  Brookside,  Kansas  City  12,  Executive 
Secy. 

American  Academy  of  Ophthalmology  and  Otolaryngology,  Chicago, 
Oct.  11-16,  1959.  Dr.  John  H.  Dunnington,  New  York,  Pres.; 
Dr.  W.  L.  Benedict,  15  Second  St.  S.W.,  Rochester,  Minn.,  Secy. 
American  Academy  of  Pediatrics,  Chicago,  Oct.  5-8,  1959-  Dr. 
James  C.  Overall,  Nashville,  Pres.;  Dr.  E.  H.  Christopherson , 
1801  Hinman  Ave.,  Evanston,  111.,  Executive  Secy. 


American  Association  for  Maternal  and  Infant  Health,  I960.  Mr. 
Howard  I.  Wells,  Jr.,  116  S.  Michigan  Ave.,  Chicago  3.  Executive 
Secy. 

American  Association  for  Thoracic  Surgery,  Miami  Beach,  May  11- 
13,  1960.  Dr.  William  E.  Adams,  Chicago,  Pres.;  Dr.  Hiram  T. 
Langston,  7730  Corondelet  Ave.,  St.  Louis  5,  Secy. 

American  Association  of  Genito-Urinary  Surgeons.  Dr.  John  A.  Tay- 
lor, New  York,  Pres.;  Dr.  W.  J.  Engel,  2020  E.  93td  St.,  Qeve- 
land  6,  Secy. 

American  Association  of  Obstetricians  and  Gynecologists,  Hot 
Springs,  Va.,  Sept.  10-12,  1959-  Dr.  Joe  V.  Meigs,  Boston,  Pres.; 
Dr.  E.  Stewart  Taylor,  University  of  Colorado  School  of  Medicine, 
4200  E.  9th,  Denver,  Secy.  September  meeting  by  invitation  only. 
American  Cancer  Society.  New  York,  Oct.  28-29,  1959.  Dr.  Eu- 
gene P.  Pendergrass,  Philadelphia.  Pres.;  Mr.  Granville  Whittle- 
sey, 521  West  57th  St.,  New  York  19,  Secy. 

American  College  of  Allergists,  Miami  Beach,  Feb.  28-March  5, 
I960.  Dr.  Cecil  M.  Kohn,  Kansas  City,  Pres.;  Mr.  Eloi  Bauers, 
2160  Rand  Tower,  Minneapolis,  Executive  Vice-Pres. 

American  College  of  Gastroenterology,  Los  Angeles,  Sept.  20-26, 
1959.  Dr.  Frank  L.  Borrelli,  New  York,  Pres.;  Mr.  Daniel 
Weiss,  33  West  60th.  New  York  23,  Executive  Director. 
American  College  of  Obstetricians  and  Gynecologists,  Cincinnati, 
April  3-6,  I960.  Dr.  John  1.  Brewer,  Chicago,  Pres.;  Mr.  Donald 
F.  Richardson,  P.  O.  Box  749,  Chicago  90,  Executive  Secy. 
American  College  of  Physicians.  Dr.  Dwight  L.  Wilbur,  San  Fran- 
cisco, Pres.;  Mr.  E.  R.  Loveland,  4200  Pine,  Philadelphia  4,  Secy. 
American  College  of  Radiology.  New  Orleans,  Feb.  3-6,  I960. 
Dr.  Lawrence  Reynolds,  10  Peterboro,  Detroit,  Pres.;  Mr.  W.  C. 
Stronach,  20  N.  Wacker  Dr.,  Chicago  6,  Executive  Direaor. 
American  College  of  Surgeons,  Atlantic  City,  Sept.  28-Oct.  2, 
1959.  Dr.  Newell  W.  Philpott,  Montreal,  Pres.;  Dr.-  Michael  L. 
Mason,  40  E.  Erie.  Chicago  11,  Secy. 

American  Congress  of  Physical  Medicine  and  Rehabilitation,  Min- 
neapolis, Aug.  30-Sept.  4,  1959.  Dr.  Arthur  C.  Jones,  Portland, 
Ore.,  Pres.;  Dorothea  C.  Augustin,  30  N.  Michigan  Ave.,  Chicago 
2,  Executive  Secy. 

American  Heart  Association,  Philadelphia,  Oct.  26-27,  1959.  Dr. 
Francis  L.  Chamberlain,  San  Francisco,  Pres.;  Mr.  William  F. 
McGlone,  44  E.  23rd,  New  York  10,  Secy. 

American  Hospital  Association,  New  York,  Aug.  24-27,  1959-  Mr. 
Tol  Terrell.  San  Angelo,  Pres.;  Dr.  Edwin  L.  Crosby,  810  N. 
Lake  Drive,  Executive  Director. 

American  Laryngological,  Rhinological,  and  Otological  Society,  Miami 
Beach,  March  15-17,  I960.  Dr.  Theodore  E.  Walsh,  St.  Louis, 
Pres.;  Dr.  C.  S.  Nash,  708  Medical  Arts  Bldg.,  Rochester,  N.  Y., 
Secy. 

American  Psychiatric  Association.  Dr.  Francis  J.  Getty.  Chicago, 
Pres.;  Dr.  C.  H.  Hardin  Branch,  156  Westminister  Ave.,  Salt 
Lake  City,  Secy. 

American  Public  Health  Association,  Atlantic  City,  Oct.  19-23, 
1959.  Dr.  Leona  Baumgartner,  New  York,  Pres.;  Dr.  Berwyn  F. 
Mattison,  1790  Broadway,  New  York  19,  Executive  Secy. 
American  Society  of  Anesthesiologists,  Bal  Harbour,  Fla.,  Oct.  5-9. 
1959-  Dr.  Daniel  C.  Moore,  Seattle,  Pres.;  Dr.  J.  E.  Remlinger, 
Jr.,  188  W.  Randolph,  Chicago  1,  Secy. 

American  Society  of  Clinical  Pathologists,  Chicago,  Sept.  7-11. 
1959.  Dr.  Edward  L.  Burns,  Toledo,  Pres.;  Mr.  Claude  E.  Wells, 
2052  N.  Orleans,  Chicago  14,  Executive  Secy. 

American  Surgical  Association.  Dr.  1.  S.  Ravdin,  Philadelphia,  Pres.; 
Dr.  William  Altemeier,  Cincinnati  General  Hospital,  Cincinnati 
29.  Secy. 

American  Urological  Association.  Dr.  Adolph  Kutimann,  Los  An- 
geles.  Pres.;  Dr.  Samuel  L.  Raines,  188  S.  Bellevue  Blvd.,  Mem- 
phis, Term.,  Secy. 

Association  of  American  Physicians  and  Surgeons,  St.  Louis,  Sept. 
29-Oct.  1,  I960.  Dr.  Louis  Wegryn,  Elizabeth,  N.  J.,  Pres.; 
Mr.  Harry  E.  Northam,  185  N.  Wabash  Ave.,  Chicago  1,  Ex- 
ecutive Director. 

International  College  of  Surgeons,  U.  S.  Chapter,  Chicago,  Sept. 
13-17.  1959.  Dr.  Edward  L.  Compere,  Chicago,  Pres.;  Mr.  Ross 
T.  Mclntire,  1516  Lake  Shore  Dr.,  Chicago,  Executive  Direaor. 
Radiological  Society  of  North  America,  Chicago,  Nov.  15-20,  1959- 
Dr.  Lawrence  L.  Robbins,  Boston,  Pres.;  Dr.  Donald  S.  Childs. 
713  E.  Genesee,  Syracuse  2.  N.Y.,  Secy. 

South  Central  Association  of  Blood  Banks,  Albuquerque,  March  or 
April.  I960.  Dr.  John  B.  Alsever,  Phoenix,  Pres.;  L.  Ruth  Guy, 
Ph.D.,  Room  1101,  Stoneleigh  Hotel,  Dallas,  Secy. 

Southern  Medical  Association,  Atlanta.  Ga.,  Nov.  16-19,  1959. 
Dr.  Milford  O.  Rouse,  Dallas,  Pres.;  Mr.  V.  O.  Foster.  2601 
Highland  Avenue,  Birmingham  5.  Executive  Secy. 

Southern  Psychiatric  Association,  Dallas,  Oa.  4-6,  1959-  Dr.  J.  L. 
Knapp,  Dallas,  Pres.;  Dr.  Richard  Proctor,  Winston-Salem,  N.  C., 
Secy. 

Southern  Surgical  Association,  Hot  Springs,  Va..  Dec.  8-10,  1959- 
Dr.  George  C.  Finney,  Baltimore,  Pres.;  Dr.  John  D.  Martin,  Jr.. 
Emory  University.  Ga.,  Secy. 

Southwest  Allergy  Forum,  Oklahoma  City,  I960.  Dr.  Richard  L.  Et- 
ter,  Houston.  Pres.;  Dr.  Richard  H.  Jackson,  156  Hermann  Pro- 
fessional Building,  Houston,  Secy.  | 
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Southwest  Regional  Cancer  Conference,  Fort  Worth,  Sept.  20,  1959- 
Dr.  W.  S.  Lorimer,  Jr.,  Fort  Worth,  Chm.;  Mrs.  Ira  Frances  Ball, 
264  W.  11th,  Fort  Worth,  Secy. 

Southwestern  Medical  Association,  Roswell.  N.  Mex.,  Oct.-Nov., 
1959.  Dr.  A.  R.  Clausen,  Albuquerque.  Pres.;  Dr.  M.  D.  Thom- 
as, 1501  Arizona  St..  12-D.  El  Paso,  Secy. 

Southwestern  Society  of  Nuclear  Medicine,  New  Orleans,  March  14- 
15,  I960.  Dr.  Herbert  C.  Allen.  Jr.,  Houston,  Pres.;  Dr.  J.  R. 
Maxfield,  Jr.,  2711  Oak  Lawn  Avenue,  Dallas,  Secy. 

Southwestern  Surgical  Congress.  Dr.  Fred  H.  Krock,  Little  Rock, 
Pres.;  Maty  O'Leary,  813  Medical  Arts  Bldg.,  Oklahoma  Qty, 
Exec.  Secy. 

Tri-State  Medical  Assembly,  Shreveport,  La.,  Oct.  2-3,  1959.  Dr. 
R.  B.  Langford,  Shreveport,  Pres.;  Dr.  J.  W.  Wilson,  Jr.,  940 
Margaret  Place,  Shreveport,  Secy. 

United  States-Mexico  Border  Public  Health  Association,  Hermosillo, 
Sonora,  Mex.,  April,  I960.  Dr.  Henry  A.  Holle,  Austin.  Pres.; 
Dr.  Jorge  Roman,  243  United  States  Court  House,  El  Paso,  Secy. 


State 


Private  Clinics  and  Hospitals  Association  of  Texas.  Dr.  Jack  S. 
Maxfield,  Dallas,  Pres.;  Mr.  J.  J.  George,  Philips-Dupte  Hospital, 
Levelland,  Executive  Secy. 

Texas  Academy  of  General  Practice,  Galveston,  Oct.  4-7,  1959. 
Dr.  Charles  E.  Oswalt,  Jr..  Fort  Stockton.  Pres.;  Mr.  Donald  C. 
Jackson,  1905  N.  Lamar,  Austin,  Executive  Secy. 

Texas  Academy  of  Internal  Medicine.  San  Antonio,  Dec.  4-5,  1959. 
Dr.  Merton  M.  Minter,  San  Antonio,  Pres.;  Dr.  Hugo  T.  Engel- 
hardt,  1216  Main,  Houston,  Secy.  Meetings  restricted  to  members. 
Texas  Air-Medics  Association,  Fort  Worth,  April  9-11,  I960.  Dr. 
W.  W.  Sumner,  Fort  Worth.  Pres.;  Dr.  C.  F.  Miller,  P.  O.  Box 
1338,  Waco,  Secy. 

Texas  Association  for  Mental  Health,  Austin,  I960.  Paul  Southern, 
Ph.D.,  Abilene,  Pres.;  Mr.  John  Lane,  2410  San  Antonio,  Austin, 
Executive  Director. 

Texas  Association  of  Obstetricians  and  Gynecologists,  Austin,  Feb- 
ruary. I960.  Dr.  Maurice  Meynier,  Houston,  Pres.;  Dr.  Hugh  W. 
Savage,  815  Fifth  Ave.,  Fort  Worth,  Secy. 

Texas  Chapter,  American  Association  of  Public  Health  Physicians. 
Fort  Worth,  April  10,  I960.  Dr.  Fred  K.  Laurentz,  Houston, 
Pres.;  Dr.  B.  M.  Primer,  2708  Rio  Grande,  Austin,  Secy. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Fort  Worth, 
April  10,  I960.  Dr.  L.  M.  Shefts,  San  Antonio,  Pres.;  Dr.  John 
W.  Middleton,  900  Strand,  Galveston,  Secy. 

Texas  Club  of  Internists.  Dr.  D.  D.  Warren,  Waco,  Pres.;  Dr.  L.  C. 

Carter,  2600  Proaer,  Pott  Arthur,  Secy. 

Texas  Dermatological  Society,  Fort  Worth,  April  11,  I960.  Dr.  Ed- 
mund N.  Walsh,  Fort  Worth,  Pres,;  Dr.  D.  Shelton  Blair,  1609 
Medical  Arts  Building,  Dallas,  Secy. 

Texas  Division,  American  Cancer  Society,  Austin,  Dec.,  1959. 
Dr.  John  A.  Wall,  Houston,  Pres.;  Mr.  Curt  W.  Reimann,  5014 
Bull  Creek  Rd.,  Austin  3,  Executive  Director. 

Texas  Diabetes  Association,  Fon  Worth,  April  10,  I960.  Dr.  Ralph 
Greenlee,  Midland,  Pres.;  Dr.  Warren  W.  Moorman,  901  W. 
Leuda,  Fort  Worth,  Secy. 

Texas  Heart  Association,  Fort  Worth,  April  9-10,  I960.  Dr.  Robert 
E.  Leslie,  El  Campo,  Pres.;  Mr.  Ernest  T.  Guy,  404  Jesse  H. 
Jones  Library  Building,  Houston  25,  Executive  Director. 

Texas  Industrial  Medical  Association,  Fort  Worth.  April  10,  I960. 
Dr.  Max  E.  Johnson,  San  Antonio,  Pres.;  Dr.  J.  G.  Burdick, 
P.  O.  Box  472.  Pasadena,  Secy. 

Texas  Neuropsychiatric  Association,  Fort  Worth,  April  10,  I960. 
Dr.  Hamilton  Ford,  Galveston,  Pres.;  Dr.  E.  Ivan  Bruce,  1014 
Strand,  Galveston,  Secy. 

Texas  Ophthalmological  Association,  Fon  Worth.  April  11-12,  I960. 
Dr.  Max  Baldridge,  Texarkana,  Pres.;  Dr.  James  H.  Scruggs,  2223 
Austin  Ave.,  Waco,  Secy. 

Texas  Orthopedic  Association.  Dr.  Louis  J.  Levy,  Fort  Worth,  Pres.; 

Dr.  Margaret  Watkins,  3503  Fairmount,  Dallas,  Secy. 

Texas  Pediatric  Society,  Houston,  September  or  Oaober,  1959.  Dr. 
Bruce  A.  Knickerbocker,  Dallas,  Pres.;  Dr.  James  N.  Walker. 
5216  W.  Freeway,  Fort  Worth,  Secy. 

Texas  Physical  Medicine  and  Rehabilitation  Society.  Dr.  Vann  S. 
Taylor.  Dallas,  Pres.;  Dr.  Lewis  A.  Leavitt,  Veterans  Administra- 
tion Hospital,  Houston,  Secy. 

Texas  Proctologic  Society,  Dallas,  February,  I960.  Dr.  Alvin  Bald- 
win, Dallas,  Pres.;  Dr.  H.  Gray  Carter,  915  St.  Joseph  St., 
Dallas,  Secy. 

Texas  Public  Health  Association.  Mr.  Tom  Warren,  Austin,  Pres.; 
Mr.  Joseph  N.  Murphy,  Jr.,  Box  4012,  Austin  51,  Executive 
Secy. 

Texas  Radiological  Society.  Houston,  January,  I960.  Dr.  Herman 
C.  Sehested,  Fort  Worth,  Pres.;  Dr.  R.  P.  O’Bannon,  1216 
Pennsylvania,  Fort  Worth,  Secy. 


Texas  Rheumatism  Association.  San  Antonio,  Dec.  4,  1959-  Dr. 
Warren  W.  Moorman,  Fort  Worth,  Pres.;  Dr.  J.  Morris  Horn, 
3707  Gaston.  Dallas,  Secy. 

Texas  Society  of  Anesthesiologists,  Fort  Worth,  April  10,  I960.  Dr. 
David  O.  Johnson,  Austin,  Pres.;  Dr.  M.  T.  Jenkins,  Parkland 
Hospital,  Dallas,  Secy. 

Texas  Society  of  Athletic  Team  Physicians,  Fort  Worth,  April  9. 
I960.  Dr.  William  H.  Ledbetter,  Wichita  Falls,  Pres.;  Dr.  Jack 
Brannon,  2715  Fannin,  Houston,  Secy. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  Fort  Worth, 
April  10,  I960.  Dr.  Marcel  Patterson,  Galveston,  Pres.;  Dr.  A.  C. 
Broders.  Jr..  Scott  and  White  Clinic,  Temple,  Secy. 

Texas  Society  on  Aging,  Dallas,  Oct.  16-17,  1959.  Mr.  Herbert 
Shore.  Dallas,  Pres.;  Mrs.  William  B.  Ruggles,  3701  Stratford, 
Dallas,  Secy.-Treas. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Fort  Worth. 
Dec.  4-5,  1959.  Dr.  James  T.  Robison,  Austin,  Pres.;  Dr.  Edwin 
G.  Grafton,  4319  Oak  Lawn,  Dallas,  Secy. 

Texas  Society  of  Pathologists,  Inc.  Dr.  Jarrett  Williams,  Abilene, 
Pres.;  Dr.  Sylvia  Johns,  414  Navarro  St.,  San  Antonio,  Secy. 
Texas  Society  of  Plastic  Surgeons.  Dr.  Baron  Hardy,  Houston,  Pres.; 

Dr.  Raymond  Brauer,  6615  Travis,  Houston,  Secy. 

Texas  Surgical  Society.  Dr.  Albert  Hartman,  San  Antonio,  Pres.;  Dr. 

G.  V.  Brindley.  Jr.,  Scott  and  White  Clinic,  Temple,  Secy. 

Texas  Traumatic  Surgical  Society,  Fort  Worth,  April  10,  I960.  Dr. 
W.  D.  Marrs,  Fort  Worth,  Pres.;  Dr.  W.  E.  Crump,  1300  8th 
St.,  Wichita  Falls,  Secy. 

Texas  Tuberculosis  Association,  Abilene,  March,  I960.  Mr.  Zeb 
Rike,  McAllen,  Pres.;  Miss  Pansy  Nichols,  P.  O.  Box  6158,  Aus- 
tin 21,  Executive  Direaor. 

Texas  Urological  Society,  Waco,  January,  I960.  Dr.  William  Heck, 
San  Antonio,  Pres.;  Dr.  Moreton  A.  Magid,  1525  Colcord  Ave., 
Waco,  Secy. 


District 


First  District  Society.  Dr.  H.  D.  Garrett.  El  Paso,  Pres.;  Dr.  E.  S. 

Crossett,  1501  Arizona  St..  El  Paso,  Secy. 

Second  Distria  Society.  Lamesa.  Dr.  Oscar  E.  Rhode,  Colorado  City, 
Pres.;  Dr.  John  H.  Chinn,  Jr.,  Colorado  City,  Secy. 

Third  District  Society,  Lubbock,  I960.  Dr.  Grady  M.  Wallace,  Lub- 
bock, Pres.;  Dr.  H.  Fred  Johnson,  2308  W.  Eighth,  Amarillo, 
Secy. 

Fourth  Distria  Society,  San  Angelo,  May  16,  1959.  Dr.  W.  L. 
Smith,  San  Angelo,  Pres.;  Dr.  S.  Braswell  Locker,  1501  11th  St., 
Brownwood,  Secy. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July  10-11,  1959. 
Dr.  O.  L.  Riley,  Corpus  Christi,  Pres.;  Dr.  Thelma  Frank,  1314 
16th  St.,  Corpus  Christi,  Secy. 

Seventh  District  Society.  Dr.  Robert  N.  Snider,  Austin,  Pres.;  Dr. 

Richard  Lucas,  502  W.  13,  Austin,  Secy. 

Eighth  District  Society.  Viaoria.  Dr.  Joseph  Magliolo,  Dickinson, 
Pres.;  Dr.  M.  Warren  Hardwick,  829  E.  Mulberry,  Angleton, 
Secy. 

Ninth  District  Society,  Brenham,  I960.  Dr.  Haden  E.  McKay,  Hum- 
ble, Pres.;  Dr.  Lyman  C.  Blair,  1212  Rothwell,  Houston,  Secy. 
Tenth  District  Society,  Beaumont,  1959.  Dr.  Albert  L.  Delaney, 
Liberty,  Pres.;  Dr.  Irving  M.  Richman,  3280  Fannin  St..  Beau- 
mont, Secy. 

Eleventh  District  Society,  Palestine,  Sept.  9.  1959.  Dr.  Ben  Wilson, 
Tyler,  Pres.;  Dr.  Phillip  W.  Taylor,  833  S.  Beckham,  Tyler,  Secy. 
Twelfth  District  Society,  A&M  College,  July  4,  1959.  Dr.  Paul  H. 
Mitchell,  Corsicana,  Pres.;  Dr.  J.  M.  Brown,  Torbett  Clinic,  Mar- 
lin, Secy. 

Thirteenth  District  Society.  Dr.  W.  R.  Sibley,  Abilene,  Pres.;  Dr. 

R.  D.  Moreton,  1217  W.  Cannon,  Fort  Worth,  Secy. 

Fifteenth  Distria  Sociay.  Dr.  Charles  Wise,  Naples,  Pres.;  Dr. 
George  Bennett,  402  S.  Bolivar,  Marshall,  Secy. 


Clinics 


Blackford  Memorial  Cancer  Lectures,  Denison,  Nov.  3.  1959  (tenta- 
tive). Dr.  R.  G.  Gerard,  509  S.  Mirick,  Denison.  Chm. 

Dallas  Southern  Clinical  Society,  Dallas,  March  21-23,  I960.  Dr. 
T.  Haynes  Harvill,  Dallas,  Pres.;  Millard  J.  Heath,  433  Medical 
Arts  Bldg.,  Dallas  1,  Executive  Officer. 

International  Medical  Assembly  of  Southwest  Texas,  San  Antonio, 
Jan.  25-27,  I960.  Dr.  Alvin  O.  Severance,  San  Antonio,  Pres.; 
S.  E.  Cockrell,  202  W.  French  Place,  San  Antonio,  Exec.  Secy. 
New  Orleans  Graduate  Medical  Assembly.  Dr.  Jo  Weilbaecher,  New 
Orleans,  Pres.;  Mrs.  Irma  B.  Sherwood,  430  Tulane  Ave.,  New 
Orleans  12,  Executive  Secy. 
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North  Texas-Southern  Oklahoma  Fall  Clinical  Conference,  Wichita 
Falls,  Aug.  22,  1959.  Dr.  Frank  J.  Lee,  1300  8th,  Wichita  Falls, 
Chm. 

Oklahoma  City  Clinical  Society  Conference,  Oklahoma  City,  Oct. 
26-28,  1959.  Dr.  Ralph  A.  Smith,  Oklahoma  City,  Pres.;  Miss 
Alma  F.  O'Donnell,  503  Medical  Arts  Bldg.,  Oklahoma  City  2, 
Executive  Secy. 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston,  July  20-22, 
1959.  Dr.  Herbert  H.  Harris,  Houston,  Pres.;  Dr.  C.  Forrest 
Jorns,  Secy.,  Exec.  Office,  412  Jesse  Jones  Library  Bldg., 
Houston  25. 


Board  Examinations 

Texas  State  Board  of  Examiners  in  Basic  Sciences.  Henry  B.  Hardt, 
Ph.D.,  Fort  Worth,  Pres.;  Mrs.  Betty  J.  Anderson,  Chief  Clerk, 
303  East  Seventh,  Austin. 


MEDICAL  MEETINGS 

Mental  Health  Attendance  Record  Set 

Paul  Southern  of  Abilene,  Ph.D.,  chairman  of  the  De- 
partment of  Bible  and  Religious  Education  at  Abilene 
Christian  College,  was  elected  president  of  the  Texas  As- 
sociation for  Mental  Health  when  that  group  held  its 
twenty-sixth  annual  conference  in  Fort  Worth  March  12-14. 

Chosen  to  serve  with  him  were  William  R.  Ransone  of 
Dallas,  president-elect;  George  Markins  of  Houston,  first 
vice-president;  Mrs.  Bryan  Bradbury  of  Abilene,  second 
vice-president;  Mrs.  Charles  G.  Pratt  of  Fort  Worth,  secre- 
tary; and  Dennis  Macken  of  Austin,  treasurer. 

Convention  attendance  hit  an  all-time  high  when  more 
than  800  persons  attended  an  open  meeting  to  hear  Dr. 
Paul  Popenoe,  Los  Angeles,  discuss  "Personality  Develop- 
ment and  the  Family.”  Speeches,  films,  panel  discussions, 
exhibits,  and  social  events  were  included  in  the  convention 
program. 

Planning  committee  members  included  Dr.  A.  J.  Bank- 
head,  Jr.  of  Tyler  and  Dr.  Edgar  Ezell  of  Fort  Worth. 


Denver  Cancer  Conference  Speakers 

Seven  guest  speakers  will  be  presented  when  the  Rocky 
Mountain  Cancer  Conference  is  held  July  22-23  at  the 
Brown  Palace  Hotel  in  Denver,  a meeting  which  falls  dur- 
ing the  Colorado  centennial  celebration. 

The  guest  speakers  will  be  Dr.  J.  Garrott  Allen  of  Chi- 
cago, surgeon;  Dr.  Benjamin  Castleman  of  Boston,  path- 
ologist; Dr.  James  R.  Heller,  director  of  the  National 
Cancer  Institute  in  Bethesda,  Md.;  Dr.  Louis  T.  Orr  of 
Orlando,  urologist;  Dr.  Walter  L.  Palmer  of  Chicago,  in- 
ternist; Dr.  Eugene  Pendergrass  of  Philadelphia,  radiologist; 
and  Dr.  Edward  H.  Reinhard  of  St.  Louis,  internist. 

Further  information  is  available  from  Dr.  N.  Paul  Isbell, 
convention  chairman,  835  Republic  Building,  Denver  2. 


Alcohol  Institute  Slated  June  21-26 

A faculty  of  alcoholism  authorities  will  be  on  hand  when 
the  second  annual  Institute  on  Alcohol  Studies  is  held  at 
the  University  of  Texas  June  21-26. 

The  group  includes:  Dr.  Paul  Stevenson,  consultant  on 
alcoholism  with  the  National  Institute  of  Mental  Health; 
Dr.  Jackson  A.  Smith,  member  of  the  American  Medical 
Association’s  six  man  Committee  on  Alcoholism;  Dr.  R.  G. 


Bell,  medical  director  of  Bell  Clinic  in  Ontario  and  chair- 
man of  the  Committee  on  Alcoholism  of  the  Industrial 
Medical  Association;  Mrs.  Marty  Mann,  founder  and  execu- 
tive director  of  the  National  Council  on  Alcoholism;  Dave 
Meharg,  head  of  the  Dupont  Company’s  industrial  alco- 
holism program,  considered  best  in  the  country;  and  the 
Rev.  Robert  Regan  of  the  Washington,  D.  C.,  Methodist 
Church,  who  has  been  prominent  in  the  interdenomina- 
tional approach  to  this  problem. 

Persons  desiring  an  advance  program  or  registration  in- 
formation may  write  to  the  Institute,  1501  Guadalupe, 
Austin  1. 


Yale  Slates  Alcohol  Studies 

"Public  Health  Asperts  of  Alcoholism,”  an  interdisci- 
plinary study  of  problems  of  alcohol  and  alcoholism  as 
they  involve  principles  and  practices  in  public  health,  will 
be  presented  when  the  Summer  School  of  Alcohol  Studies 
of  the  Laboratory  of  Applied  Biodynamics,  Yale  University, 
holds  its  seventeenth  annual  session  June  28-July  23. 

A fee  of  $275  covers  University  registration,  tuition, 
room  and  board  (except  Sunday  meals).  For  a prospectus 
on  the  course,  address  the  registrar,  52  Hillhouse  Avenue, 
Yale  Station,  New  Haven,  Conn. 


Ear  Conference  Transcripts  Available 

A transcript  of  the  first  joint  conference  among  the  pro- 
fessions and  commercial  elements  serving  the  hard-of- 
hearing  is  now  available  to  interested  persons,  the  Hearing 
Aid  Industry  Conference,  sponsor,  has  announced.  Repre- 
sented at  the  February  session  were  the  American  Academy 
of  Ophthalmology  and  Otolaryngology,  the  American  Hear- 
ing Society,  the  New  York  League  for  the  Hard  of  Hear- 
ing, the  Bureau  of  Medical  Rehabilitation  of  the  New 
York  State  Department  of  Health,  the  Society  of  Hearing 
Aid  Audiologists,  and  the  HAIC. 

Requests  for  transcripts  should  be  made  to  the  HAIC, 
2900  West  36th  Street,  Chicago.  The  supply  is  limited, 
and  requests  will  be  honored  on  basis  of  date  of  receipt, 
one  transcript  per  request. 


Goiter  Group  to  Give  Travel  Grants 

The  fourth  International  Goiter  Conference  will  be  held 
July  5-9,  I960,  in  London,  England,  under  auspices  of  the 
London  Thyroid  Club  and  the  American  Goiter  Associa- 
tion. The  latter  group  will  make  available  to  worthy  can- 
didates a limited  number  of  travel  grants  for  participants 
in  this  meeting.  Applications  will  be  received  until  Janu- 
ary 1,  I960,  and  blanks  should  be  requested  from  Dr. 
John  C.  McClintock,  14954  Washington  Avenue,  Albany 
10,  N.  Y. 


Mental  Retardation  Conference  Topic 

The  first  International  Medical  Conference  on  Mental 
Retardation  will  be  held  in  Portland,  Maine,  July  27-31, 
with  a group  of  speakers  from  England,  Germany,  the 
United  States,  France,  Austria,  and  Denmark. 

Registration  fee  is  $10.  Communications  should  be  ad- 
dressed to  the  conference  secretary,  International  Medical 
Conference  on  Mental  Retardation,  c/o  Division  of  Ma- 
ternal and  Child  Health,  State  House,  Augusta,  Maine. 
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DRUG  NOTES 

New  Drug  May  Lead  to  Agent 
Against  Systemic  Mycoses 

GRIFULVIN  (McNeil)  is  being  tested  clinically  and  is 
not  yet  available.  The  drug  is  being  supplied  for  clinical 
investigation  in  scored,  green  tablets  of  125  mg.  each.  The 
generic  name  is  griseofulvin.  Schering  also  is  working 
with  this  compound. 

This  compound  may  be  the  stepping  stone  to  a new 
series  of  agents.  We  long  have  had  need  for  an  effective 
wide  range  agent  useful  against  systemic  mycoses.  Whereas 
Grifulvin  does  not  appear  to  be  wide  range,  except  for 
superficial  mycoses,  it  evenmally  may  point  the  way  to 
other  more  effective  agents. 

Griseofulvin  is  a fermentation  product  of  three  species 
of  Penicillium  and  has  low  oral  toxicity.  It  may  be  useful 
in  certain  mycotic  infections,  especially  of  the  nails  and 
hair.  Guinea  pigs  infected  experimentally  with  Micro- 
sporum  canis  were  treated  with  60  mg.  per  kilogram  of 
body  weight  orally.  Improvement  was  detected  within  4 
days. 

Similar  results  were  obtained  with  Trichophyton  menta- 
grophytes  and  T.  verrucosum.  In  vitro,  the  drug  has  been 
shown  to  be  active  against  all  common  dermatophytes.  It 
is  believed  to  be  ineffective  against  Monilia  and  Blasto- 
myces and  other  causes  of  deep  mycoses.  It  is  thought  that 
the  griseofulvin  makes  the  keratin  resistant  to  the  invasion 
of  the  dermatophyte. 

lONAL  ( Strasenburgh ) is  another  addition  to  the  family 
of  resin  complex  preparations.  It  is  not  yet  available.  It  is 
a codeine  methylorthotolyquinazalone  resin  complex.  A 
long  acting  analgesic,  it  is  effective  for  about  12  hours. 

DBI  (Phenformin)  (U.  S.  Vitamin).  The  orally  effec- 
tive antidiabetic  drug  we  have  been  expecting  for  some 
time  probably  will  be  available  about  the  time  this  is 
printed.  Good  to  excellent  results  have  been  obtained  in 
a limited  number  of  children  under  14  years  of  age.  The 
drug  has  been  found  to  be  effective  in  the  adult  stable 
type  of  diabetics  and  useful  in  the  treatment  of  juveniles 
and  instable  diabetics  and  those  with  reactions  to  insulin. 
The  dosage  is  100  mg.  daily  for  minimal  side  effects,  and 
may  be  given  in  conjunction  with  insulin. 

Metahexamide  (Lilly),  another  new  antidiabetic  drug, 
also  will  be  available  soon.  This  drug  has  been  tried 
clinically  in  more  than  4,000  diabetic  patients.  Its  dose 
ranges  from  50  mg.  to  200  mg.  Research  is  continuing 
for  further,  orally  effective  antidiabetic  drugs. 

Robuden  ( Crookes-Barnes ) , a tissue  extract  still  under 
investigation  and  not  yet  available  in  the  United  States,  is 
being  tried  in  the  management  of  gastric  and  duodenal 
ulcers.  The  product  is  available  by  Robapharm  in  Europe, 
Canada,  and  South  America. 

The  product  can  be  given  by  deep  gluteal  injection, 
1 ml.  every  other  day,  or  in  the  form  of  200  mg.  tablets, 
three  times  a day  before  meals  for  60  days,  followed  by  a 
reduction  to  a maintenance  dose  of  1 tablet  three  times 
before  meals  for  the  first  10  days  of  each  month. 

The  advantages  of  Robuden  are  said  to  be  rapid  relief 
of  pain  without  rigid  diet,  diminution  in  incidence  of 
relapse  with  a high  percentage  of  healing. 

The  mode  of  action  is  not  yet  clear.  Further  informa- 
tion as  to  the  exact  nature  of  the  extract,  its  source  and 
makeup  was  not  available  immediately  at  this  writing. 


Trimeglamide  (Riker)  is  still  in  the  experimental  stage 
and  is  not  yet  available.  This  drug  should  be  useful  as  a 
daytime  sedative  and  a night  time  hypnotic  without  hang- 
over. 

In  clinical  trial  250  mg.  tablets  are  being  used  in  the 
treatment  of  tension  and  anxiety  states  and  insomnia.  The 
drug,  a mild  central  nervous  system  depressant,  is  said  to 
produce  a sense  of  well-being  and  relaxation.  It  is  said  to 
be  nonhabit-forming.  Large  doses  are  said  not  to  produce 
deep  hypnosis  or  anesthesia.  The  drug  is  suggested,  too, 
in  the  treatment  of  grand  mal  epilepsy,  as  an  aid  in  gen- 
eral anesthesia,  and  also  as  an  aid  in  the  recording  of  the 
electroencephalogram. 

Two  to  6 tablets  daily  have  been  given  in  nervous  ten- 
sion and  anxiety  states.  The  dosage  appears  to  be  related 
to  the  intensity  of  the  stress.  Two  or  3 tablets  a day  may 
give  the  desired  results.  The  dose  for  children  does  not  ap- 
pear to  be  less  than  for  adults. 

Results  using  animals  show  no  neurological  involvement 
nor  prehypnoric  ataxia.  The  animals  are  easily  aroused.  A 
dose  10  rimes  that  of  the  minimum  hypnotic  dose  is  not 
toxic  and  does  not  augment  the  hypnotic  effect.  No  tol- 
erance was  demonstrated  in  dogs  after  9 months  of  con- 
tinuous daily  administration. 

ERGOMAR  (Nordson)  is  a sublingual  tablet  useful  in 
the  treatment  of  migraine.  The  rablet  dissolves  within  30 
to  60  seconds  and  is  absorbed  into  the  blood  stream  within 
10  to  15  minutes.  Each  sublingual  tablet  contains  2 mg. 
of  ergotamine  tartrate.  One  tablet  is  placed  under  the 
tongue  at  the  first  sign  of  an  attack  and  may  be  repeated 
every  half  hour,  but  not  to  exceed  3 tablets  in  any  24 
hour  period. 

— Herbert  Schwartz,  M.S.,  Austin. 


MEDICOLEGAL  NOTES 

Patients  May  Donate  Bodies 
As  Result  of  New  Act 

As  a result  of  the  passage  of  the  "tissue  bill”  on  March 
4,  physicians  now  will  be  able  to  give  an  affirmative 
answer  to  patients  inquiring  if  it  is  legally  possible  to 
donate  their  body  or  parts  of  it.  The  bill  was  signed  by 
the  Governor  on  April  8,  is  now  in  effect,  and  is  a law. 

Briefly,  for  background  purposes,  our  Texas  laws  were 
not  conducive  to  an  individual  bequeathing  his  body.  The 
main  reason  for  this  was  the  confused  state  of  the  law  in 
this  area  and  the  definite  possibility  that  the  heirs  could, 
and  on  occasions  did,  overrule  and  nullify  the  bequest. 
Consequently,  physicians  were  reluctant,  and  wisely  so,  in 
attempting  to  carry  out  the  patient’s  request. 

The  passage  of  this  "tissue  bill”  now  gives  legal  status 
to  the  idea  that  an  inhabitant  of  this  state,  of  legal  age, 
does  have  a right  to  dispose  of  his  own  body  for  two  pur- 
poses— namely:  for  advancing  medical  science  or  for  re- 
placement or  rehabilitation  of  diseased  or  worn-out  organs, 
members,  or  parts  of  bodies  of  living  humans.  He  can 
specify  the  whole  body  or  the  particular  part  or  parts  he 
wishes  to  donate.  He  can  even  list  the  name  of  his  donee. 

If  a donee  is  not  specifically  listed  and  the  patient  dies 
in  a hospital,  then  the  hospital  is  considered  the  donee. 
Should  the  patient  die  elsewhere  and  he  has  not  listed  a 
donee,  then  the  attending  physician  is  considered  the  donee 
and  may  proceed  in  carrying  out  the  deceased’s  wishes. 
Where  no  donee  is  listed,  and  depending  on  where  the 
person  dies,  rhe  physician  and/or  hosiptal  has  full  authority 
to  take  and  remove  the  body,  organs,  or  whatever  is  speci- 


TEXAS  State  Journal  of  Medicine,  MAY,  1959 


373 


fied  in  the  written  bequest  and  to  make  it  available  to 
any  person  or  institution  in  need  of  it. 

Of  course,  if  the  patient  has  designated  a donee,  then 
any  duly  licensed  physician  acquiring  possession  or  custody 
of  the  body  has  the  authority  to  remove  the  body  or  parts 
designated  and  deliver  them  to  the  donee. 

It  is  obvious  that  the  physician  now  will  play  an  even 
greater  role  in  the  research  and  transplant  fields.  Too,  the 
bequest  does  not  have  to  be  included  in  the  patient’s  will. 
It  can  be,  but  since  time  is  often  important  in  the  taking 
and  replacing  of  certain  tissues  or  organs,  a simple  instru- 
ment executed  by  the  patient  prior  to  death  will  suffice. 
For  example: 

'Upon  my  death,  I hereby  will,  give,  bequeath,  and  do- 
nate my to 

(specify  body  or  part  of  body)  (individual,  hospital, 

for  the  purpose  of  advancing 

institution,  bank,  or  can  be  left  blank) 

medical  science,  or  for  the  replacement  or  rehabilitation  of 
diseased  or  worn-out  organs,  members,  or  parts  of  living 
persons. 

/ signed  / 


(signature  of  2 witnesses  of  legal  age)" 

To  insure  further  that  the  donor’s  intentions  are  car- 
ried out,  the  patient  should  be  encouraged  to  execute  sev- 
eral copies  of  the  instrument,  making  copies  available  to 
the  donee  ( if  other  than  his  physician ) and  the  donor’s 
physician.  This  would  be  extremely  important  in  the  event 
certain  tissues  were  to  be  transplanted. 

Physicians  and  hospitals  are  not  held  liable,  civilly  or 
criminally,  for  removing  organs  or  any  part  from  the  body 
provided  the  donor,  prior  to  death,  has  executed  a valid 
written  agreement.  The  sample  agreement  suggested  here 
is  in  keeping  with  the  terms  of  what  shall  constitute  a 
valid  agreement — mainly  that  the  instrument  convey  the 
clear  intention  of  the  person  making  it.  Too,  no  appoint- 
ment of  an  administrator,  executor,  or  court  order  is  neces- 
sary before  the  removal  of  the  specified  organs. 

The  law,  as  enacted,  does  provide  that  the  donor  can 
change  his  mind  and  revoke  the  instrument  disposing  of 
his  body.  All  that  is  required  here  would  be  to  execute 
a simple  written  instrument  in  the  same  or  a similar  man- 
ner as  the  original  donation  was  made. 

It  is  believed  that  this  law,  because  of  its  content  and 
simplicity,  will  be  of  great  interest  to  the  medical  pro- 
fession of  this  State  in  achieving  the  goal  of  a longer  and 
healthier  life  for  its  citizens. 

— Philip  R.  Overton.  LL.B.,  Austin. 


Standing  on  Health  Legislation 

As  the  regular  session  of  the  Texas  Legislature  neared 
its  close,  several  medical  and  health  bills  were  moving — 
some  as  far  as  the  Governor’s  signature. 

The  "tissue’’  bill  (H.B.  264),  providing  for  the  dona- 
tion and  bequest  of  human  bodies  and  organs,  members, 
and  parts  thereof  for  the  purpose  of  advancing  medical 
science  or  for  replacement  or  rehabilitation  of  diseased  or 
wornout  parts  of  living  human  beings;  the  "Blue  Cross’’ 
bill  (S.B.  158-H.B.  395),  modernizing  the  law  pertaining 
to  nonprofit  corporations  primarily  relating  to  investment 
regulations;  and  the  hospital  licensing  bill  (H.B.  204-S.B. 
121),  emphasizing  safety,  fire  prevention,  and  sanitation, 
had  passed  both  houses.  The  bill  providing  for  a University 


of  Texas  medical  school  in  Bexar  County  had  been  signed 
by  the  Governor. 

The  Texas  Tuberculosis  Code  (H.B.  421),  which  would 
recodify  existing  statutes  and  provide  for  care  of  indigent 
persons  suffering  from  tuberculosis  and  treatment  of  pa- 
tients refusing  care,  had  passed  the  House  of  Representa- 
tives. There  seemed  hope  of  passage  in  the  Senate  before 
time  ran  out. 

The  "dangerous  drug”  bill  (S.B.  124),  regulating  the 
possession,  handling  sale,  obtaining,  and  distribution  of 
"dangerous  drugs”  while  providing  for  persons  to  receive 
them  under  medical  supervision,  and  the  pharmacy  amend- 
ments (S.B.  123)  to  provide  for  better  enforcement  of 
existing  laws  relating  to  the  regulation  and  practice  of 
pharmacy,  had  passed  the  House.  Action  of  some  sort  in 
the  Senate  was  expected. 

EDUCATION 

Postgraduate  Courses 

Mycobacterial  Disease,  Dallas,  May  22-23. — The  Univers- 
ity of  Texas  Southwestern  Medical  School  in  association 
with  the  Dallas  Tuberculosis  Association  is  sponsoring  this 
Ivan  H.  Mattson  Memorial  Postgraduate  Conference  at 
Southwestern  Medical  School.  Fourteen  hours  of  credit 
will  be  given  to  members  of  the  Academy  of  General 
Practice.  Registration  fee  is  $15,  with  complimentary  en- 
rollment for  interns  and  residents.  Registration  may  be 
made  with  the  Executive  Director,  Dallas  Tuberculosis  As- 
sociation, 3925  Maple  Avenue,  Dallas  19. 

Petal  Electrocardiography , Los  Angeles,  June  5-6. — The 
University  of  California  School  of  Medicine  and  University 
Extension  Division  will  sponsor  this  course,  with  Sol  D. 
Larks,  Ph.D.,  assistant  professor  of  biophysics,  chairman. 
The  program  is  designed  to  offer  intensive  instruction  in 
technique  and  interpretation  of  the  fetal  electrocardiogram 
and  to  equip  the  obstetrician  and  general  practitioner,  as 
well  as  others,  with  the  ability  to  record  and  understand 
the  varied  information  provided  by  it.  Theory  and  practical 
recording  technique  will  be  presented.  Tuition  fee:  $40. 

Office  Urology,  Los  Angeles,  June  17. — This  one  day 
course  is  offered  by  the  University  of  California  School  of 
Medicine  and  University  Extension  Division,  with  Dr.  Rod- 
erick D.  Turner  as  chairman.  Common  urological  problems 
encountered  in  everyday  office  practice  will  be  discussed. 
Tuition  fee:  $30.  Applications  should  be  mailed  to  Depart- 
ment K,  University  Extension,  University  of  California, 
Los  Angeles  24.  Checks  should  be  made  payable  to  the 
Regents  of  the  University. 

Surgical  Technique  Utilizing  the  Isolated  Intestinal  Seg- 
ment in  Urological  Procedures,  Los  Angeles,  June  18. — 
Sponsored  by  the  University  of  California  School  of  Medi- 
cine and  the  University  Extension  Division,  this  course  is 
designed  for  the  surgeon  who  wishes  to  perfect  his  tech- 
nique. The  instructional  staff  will  demonstrate  with  the 
participant  as  first  assistant;  the  operation  will  be  repeated 
with  student  as  surgeon  and  demonstrator  as  assistant.  Dr. 
Roderick  D.  Turner  is  chairman.  Enrollment  is  limited  to 
14  students;  tuition  fee  is  $150.  Information  is  available 
from  Dr.  Thomas  H.  Sternberg,  assistant  dean  for  post- 
graduate medical  education. 

University  of  Texas  Medical  Branch 

Dr.  Harriet  Felton,  professor  of  pediatrics  at  the  Uni- 
versity of  Texas  Medical  Branch,  has  been  named  by  Gov- 
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ernor  Price  Daniel  to  the  118  member  Texas  Committee 
for  the  I960  White  House  Conference  on  Children  and 
Youth.  Such  a White  House  conference- is  held  every  10 
years. 

Dr.  Robert  W.  Wissler,  professor  of  pathology  and 
chairman  of  the  department,  University  of  Chicago,  dis- 
cussed "The  Cellular  Origin  of  Antibodies”  as  Sigma  Xi 
lecturer  recently  at  the  University  of  Texas  Medical  Branch. 

The  Medical  Branch  was  host  to  Sir  John  and  Lady  Ec- 
cles  March  4-8.  Sir  John,  professor  of  physiology,  John 
Curtin  School  of  Medical  Research,  Australian  National 
University,  Canberra,  gave  a Squibb  Centennial  Lecture  on 
March  6. 

Cerebral  vascular  surgery  was  the  subject  of  Dr.  W.  B. 
Hamby,  professor  of  neurosurgery.  University  of  Buffalo, 
when  he  appeared  as  James  Greenwood  lecturer  of  the 
year. 

Drs.  Edgar  J.  Poth  and  Truman  G.  Blocker,  Jr.  took 
part  in  the  sectional  meeting  of  the  American  College  of 
Surgeons  in  St.  Louis  March  9-12,  while  Dr.  W.  P.  Wilson, 
director  of  psychiatric  research,  and  Drs.  Prank  Gill  and 
L.  William  Schleuse,  residents  in  neuropsychiatry,  presented 
papers  at  a February  regional  research  meeting  in  Little 
Rock. 

Alpha  Kappa  Chapter,  Phi  Beta  Pi  medical  fraternity, 
will  be  host  to  the  thirty-third  national  convention  of  that 
organization  at  Galveston  June  25-27. 

Dr.  H.  K.  Ezell,  Jr.,  senior  scientist.  Oak  Ridge  Insti- 
tute of  Nuclear  Studies,  gave  a special  lecture  on  "Biologic 
Low-Level  Counting  Techniques  for  Carbon-14”  on  April  8. 

Dr.  Joseph  E.  Hawkins,  Jr.,  a Rhodes  Scholar  who  is  an 
associate  professor  of  otorhinolaryngology  at  the  New  York 
University  Post-Graduate  Medical  School,  gave  the  April 
7 McLaughlin  Lecture,  selecting  as  his  topic,  "The  Oto- 
toxicity Problem:  From  Quinine  to  Kanamycin.” 

The  National  Heart  Institute  has  made  a 5 year  grant  of 
$250,000  to  the  Medical  Branch  for  a new  residency  train- 
ing program  in  the  Department  of  Medicine.  The  program 
will  be  directed  by  Dr.  James  V.  Warren. 

The  National  Institutes  of  Health  have  provided  a $25,- 
000  a year  grant  for  5 years  for  experimental  research 
training  of  students  at  the  Medical  Branch. 


Dr.  Pruitt  to  Become  Chairman 
Of  Baylor  Department  of  Medicine 

Dr.  Raymond  D.  Pruitt  of  Rochester,  Minn.,  has  been 
appointed  professor  of  medicine  and  chairman  of  the  De- 
partment of  Medicine  at  Baylor  University  College  of  Medi- 
cine, Houston,  Dr.  Stanley  W.  Olson,  dean,  has  announced. 
Dr.  Pruitt  will  assume  his  duties  July  15. 

He  has  been  professor  of  medicine  and  chief  of  medicine 
for  medical  education  at  Mayo  Foundation,  Division  of  the 
Graduate  School  of  the  University  of  Minnesota.  A native 
of  Wheaton,  Minn.,  Dr.  Pruitt  received  his  bachelor  of 
science  degree  from  Baker  University;  bachelor  of  arts  de- 
gree from  Oxford  University,  which  he  attended  as  a 
Rhodes  Scholar;  doctor  of  medicine  degree  from  Kansas 
University;  master  of  science  in  medicine  degree  from  the 
University  of  Minnesota;  and  honorary  doctor  of  science 
degree  from  Baker  University. 

Dr.  Pruitt  has  served  the  Mayo  Foundation  since  1940, 
and  has  been  a consulting  physician  at  the  Mayo  Clinic 
since  1943.  He  is  certified  by  the  American  Board  of  In- 
ternal Medicine  and  is  a diplomate  and  secretary  of  the 
American  Board  of  Cardiovascular  Disease.  He  is  a member 


of  Alpha  Omega  Alpha  national  honorary  medical  fra- 
ternity; Central  Society  for  Clinical  Research;  Sigma  Xi 
national  honorary  scientific  society;  Minnesota  Medical 
Foundation,  of  which  he  is  a trustee;  American  Heart  As- 
sociation; and  American  College  of  Chest  Physicians.  Dr. 
Pruitt  has  published  extensively  on  cardiovascular  aspects 
of  medicine,  including  his  own  studies  in  experimental 
electrocardiography. 


44  Foreign  Exam  Cent'ers  Now 
Functioning  for  Education  Council 

More  than  1,000  foreign-trained  physicians  have  already 
registered  for  the  next  qualifying  examination  of  the  Edu- 
cation Council  for  Foreign  Medical  Graduates  which  is 
slated  for  September  22,  1959-  Only  298  took  the  first 
examination  in  March,  1958. 

Co-sponsors  of  the  educational  council  include  the  Amer- 
ican Medical  Association,  American  Hospital  Association, 
Association  of  American  Medical  Colleges,  and  Federation 
of  State  Medical  Boards  of  the  United  States. 

Headquartered  in  Evanston,  111.,  the  council  aids  gradu- 
ates of  foreign  medical  schools  in  establishing  their  qualifi- 
cation to  assume  internships  or  residencies  in  United  States 
hospitals.  Forty-four  examination  centers  have  now  been 
set  up  in  foreign  countries,  ranging  from  15  in  Latin  Amer- 
ica to  1 in  Africa.  An  inadequate  command  of  the  English 
language  ranks  as  the  chief  reason  for  failure  in  the  exams 
in  some  of  the  foreign  centers. 


Texans  Receive  Heart  Funds 

Four  Texas  physicians  were  among  182  scientists  who 
were  awarded  a total  of  $1,500,000  recently  by  the  Ameri- 
can Heart  Association  to  carry  on  basic  research  studies. 

The  Texans  were  Dr.  James  B.  Gilbert,  Clayton  Founda- 
tion, Biochemical  Institute,  University  of  Texas,  Austin,  for 
a study  of  enzymes;  Dr.  Burton  Combes,  University  of 
Texas  Southwestern  Medical  School,  Dallas,  for  a study  of 
liver  functions  and  its  influence  on  the  blood;  Dr.  Walter 
S.  Henly,  Baylor  University  College  of  Medicine,  Houston, 
for  a smdy  of  employing  radioactive  iodine  to  determine 
the  quantity  of  blood  flowing  through  the  coronary  arteries 
of  the  heart  muscle;  and  Dr.  Ivan  E.  Cushing,  Jr.,  Uni- 
versity of  Texas  Southwestern  Medical  School,  Dallas,  for 
a study  on  assisted  respiration  and  air  flow  in  and  out  of 
the  lungs. 


Neurophysiology  Grant's  Announced 

Funds  are  now  available  for  basic  or  clinical  research  in 
neurophysiology,  the  Dysautonomia  Association  has  an- 
nounced. The  association  will  support  research  related  to 
the  clinical  entity  known  as  familial  dysautonomia,  as  well 
as  any  type  of  study  that  might  lead  to  a better  understand- 
ing of  nervous  system  functions  at  a basic  level  as  a step- 
ping stone  to  the  understanding  of  a disease  process. 

All  requests'  for  grants  will  be  submitted  by  the  associa- 
tion to  its  medical  advisory  board  for  evaluation.  Interested 
persons  may  write  the  association  president,  Harold  M. 
Newman,  Dysautonomia  Association,  2 West  46th  Street, 
New  York  19. 
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GENERAL  INTEREST 

Personals 

The  Texas  Tuberculosis  Association  has  elected  two 
physicians  to  its  current  slate  of  officers.  They  are  Dr. 
Henry  R.  Hsskins,  San  Antonio,  vice-president  and  Dr. 
Z.  T.  Scott,  Austin,  treasurer.  Dr.  J.  Edward  Johnson  of 
Austin  is  the  president-elect  of  the  organization. 

Dr.  Roy  H.  Morris,  Jr.  of  Elgin  has  been  elected  presi- 
dent of  the  Elgin  Board  of  Education. 

Dr.  Harry  T.  Davidson,  Austin,  is  concluding  his  second 
term  as  exalted  ruler  of  the  Austin  Elks  Club,  which  built 
a new  clubhouse  during  his  administration. 

Dr.  Roy  C.  Noble,  Rusk  State  Hospital  staff  physician, 
is  visiting  three  mental  instimtions  in  New  York  and 
Pennsylvania  to  study  the  technique  of  remotivation,  while 
Mrs.  Edith  Ray  Vick,  director  of  the  Rusk  nursing  service, 
has  returned  recently  from  Spring  Grove  State  Hospital, 
Baltimore,  where  she  has  been  observing  that  hospital’s 
training  program.  Both  studies  were  made  possible  by  in- 
service  training  grants  from  the  Southern  Regional  Educa- 
tion Board. 

Two  Texas  doctors  were  among  three  winners  of  a surgi- 
cal essay  contest  held  by  the  Southwestern  Surgical  Congress 
during  its  eleventh  annual  meeting  in  Denver  early  in 
April.  They  are  Dr.  John  B.  Lynch  of  the  University  of 
Texas  Medical  Branch,  Galveston,  who  received  $300  for 
his  paper  on  "Pancreatic  Function  Smdies  in  Chronic  Bil- 
iary Disease,”  and  Dr.  K.  O.  Adwan  of  the  University  of 
Texas  Southwestern  Medical  School,  Dallas,  who  received 
$150  for  a paper  on  "The  Effect  on  Respiratory  Dynamics 
of  the  Treatment  of  Chronic  Anemia.” 

Dr.  Andres  Goth,  professor  of  pharmacology  at  the  Uni- 
versity of  Texas  Southwestern  Medical  School,  Dallas,  dis- 
cussed "The  Current  Trends  in  Pharmacological  Research,” 
before  the  March  18-19  Dallas  County  Pharmacy  and  Man- 
agement Conference. 

Dr.  R.  Lee  Clark,  Jr.,  director  and  surgeon-in-chief  of 
the  University  of  Texas  M.  D.  Anderson  Hospital  and 
Tumor  Institute,  Houston,  has  received  a 5 year  appoint- 
ment as  chairman  of  the  Committee  on  Cancer  of  the 
American  College  of  Surgeons.  The  appointment  is  effec- 
tive September  27,  1959. 

"Clinical  Pediatric  Allergy”  was  the  topic  of  Dr.  John 
P.  McGovern,  Houston,  when  he  appeared  on  the  scientific 
program  during  the  spring  session  of  the  American  Acad- 
emy of  Pediatrics  in  San  Francisco  April  13-15. 

Participating  in  the  first  annual  Idaho  Cancer  Conference 
of  the  American  Cancer  Society  in  Boise  April  10-11  was 
Dr.  John  A.  Wall,  Houston,  who  discussed  "Diagnosis  and 
Treatment  of  Cancer  of  the  Uterus.” 

Dr.  Tom  E.  Smith,  Dallas,  was  recently  elected  governor 
of  District  58,  Rotary  International. 

Dr.  Curtice  Rosser,  Dallas,  will  be  made  an  honorary 
fellow  of  the  International  College  of  Surgeons  in  Septem- 
ber. He  is  a past  president  of  the  United  States  Section  of 
the  college. 

"Aneurysms  and  Occlusive  Disease  of  the  Aorta  and 
Peripheral  Arteries:  Experience  with  2,000  Cases”  was  to  be 
the  subject  of  a paper  presented  by  Dr.  George  C.  Morris, 
Jr.,  Houston,  during  the  April  19-22  annual  meeting  of 
the  Iowa  State  Medical  Society  held  in  Des  Moines. 

Dr.  Marvin  D.  Siperstein  of  the  University  of  Texas 
Southwestern  Medical  School,  Dallas,  received  the  1959 
Marchman  Award  for  outstanding  achievement  in  research 
and  teaching.  The  award  is  given  annually  by  the  Dallas 
Southern  Clinical  Society. 

Dr.  Theodore  Greiner  of  Houston,  member  of  the  De- 
partment of  Psychiatry  at  Baylor  University  College  of 


Medicine,  was  the  only  Texan  on  the  program  when  the 
Woods  Schools  presented  their  spring  conference  May  1-3 
in  Philadelphia  on  the  general  topic  of  "Methodological 
Approaches  to  Research  in  Mental  Retardation.” 

Dr.  Andrew  Tomb,  Victoria,  was  slated  for  a number  of 
talks  this  spring,  before  such  groups  as  the  Washington 
Academy  of  General  Practice,  Longview,  Wash.;  the 
Nebraska  Medical  Association;  and  the  American  Psychi- 
atric Association  in  Philadelphia. 

Dr.  James  H.  Harris  of  Marshall  has  been  awarded  a 
life  membership  by  the  Marshall  Council  of  Parents  and 
Teachers  for  outstanding  services  to  the  organization. 

Fort  Worth  pediatrician.  Dr.  Edwin  G.  Schwarz  has 
been  selected  as  this  year’s  honoree  by  the  local  chapter  of 
the  National  Conference  of  Christians  and  Jews. 

Dr.  M.  A.  Childress  and  his  staff  have  announced  the 
formal  opening  on  May  3 of  the  Childress  Clinic  and 
Hospital  in  Goldthwaite. 

Dr.  and  Mrs.  Milford  O.  Rouse,  Dallas,  have  a grand- 
daughter, Marianne  Leaureame  Sawyer,  born  April  25. 

Dr.  and  Mrs.  Robert  E.  Hill  of  Baytown  are  the  parents 
of  a new  daughter. 

Mrs.  Lucille  Herring  Stromberg,  wife  of  Dr.  Eric  W. 
Stromberg  of  Taylor,  died  in  a local  hospital  on  March  25 
after  a lengthy  illness.  Survivors  include  her  husband  and 
three  sisters. 

Brazil's  Dr.  Chagas  to  Be  Honored 

Specialists  in  tropical  diseases  from  all  parts  of  the 
world  will  gather  in  Rio  de  Janeiro,  Brazil,  July  5-11  to 
participate  in  the  International  Congress  on  Chagas’  Disease. 

Still  one  of  the  major  health  problems  in  Latin  America, 
Chagas’  disease  is  named  after  the  late  Dr.  Carlos  Chagas, 
who  discovered  it.  A form  of  trypanosomiasis  found  in  man 
and  the  armadillo,  the  disease  runs  an  acute  course  in 
children  and  a chronic  course  in  adults,  but  is  regularly 
fatal. 

The  week  long  conference  is  being  held  under  the  aus- 
pices of  the  president  of  Brazil  on  the  occasion  of  the 
fiftieth  anniversary  of  Dr.  Chagas’  discovery.  A former  di- 
rector of  public  health  in  Brazil,  Dr.  Chagas  himself  called 
the  disease  American  trypanosomiasis. 

Maintenance,  Planning  Manuals 
Available  from  Hospital  Association 

Two  new  publications  by  the  American  Hospital  As- 
sociation are  now  available  to  interested  persons:  the  first, 
a "Preventive  Maintenance  Guide,”  outlining  a program  to 
extend  the  life  of  hospital  equipment  and  buildings,  to 
control  costs,  and  to  guarantee  that  equipment  emergencies 
can  be  met,  and  the  second,  a "Manual  of  Hospital  Plan- 
ning Procedures,”  pointing  the  way  to  sound  planning  of 
hospital  construction  and  remodeling. 

Both  manuals  have  been  mailed  to  institutional  members. 
Additional  copies  of  the  maintenance  guide  are  priced  at 
$2,  the  planning  manual  at  $1.50.  They  may  be  requested 
from  the  association  at  840  North  Lake  Shore  Drive,  Chi- 
cago 1 1 . 

Pharmacy  Board  Moves  to  Austin 

Offices  of  the  Texas  State  Board  of  Pharmacy  were  to 
be  moved  to  Austin  on  May  15.  The  address  is  Littlefield 
Building,  Room  914.  Joe  H.  Arnette,  formerly  director  of 
the  Pharmacy  Extension  Service  of  the  University  of  Texas, 
is  the  new  executive  secretary. 
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A Camp  for  Your  Patient? 

Camp  Sweeney  for  diabetic  boys  and  girls  is  located  at 
Gainesville  and  is  the  only  full  summer  and  coeducational 
center  in  the  South  for  diabetic  children. 

Named  for  its  medical  director,  Dr.  J.  Shirley  Sweeney 
of  Dallas,  Camp  Sweeney  is  an  outgrowth  of  his  long- 
time dream  to  provide  outdoor  camping  experiences  for 
diabetic  children,  as  well  as  research  facilities  for  the  study 
of  causes,  treatment,  and  cure  of  diabetes  and  allied 
metabolic  disorders. 

Any  Texas  child  may  attend  the  camp,  regardless  of  his 
family’s  ability  to  pay.  There  are  three  divisions:  junior, 
6 to  8 years;  intermediate,  9 to  12  yearsj  and  senior,  13 
to  16  years.  These  three  groups  have  separate  living  quar- 
ters, classes,  team  games,  and  special  events. 

Medical  forums  are  held  by  Dr.  Sweeney  for  each 
camping  group,  parents  and  friends  being  invited  to  at- 
tend the  ones  held  on  the  second  Sunday  of  each  term. 

Among  the  chief  aims  of  Camp  Sweeney  is  to  teach 
diabetic  children  that  they  are  not  "ill”  and  that  they 
can  live  normal,  healthy,  and  happy  lives.  At  the  same 
time,  their  health  is  safeguarded  throughout  their  camp 
stay  by  a staff  which  includes  the  camp  medical  director, 
two  resident  physicians,  three  registered  nurses,  two  dieti- 
cians, Red  Cross  swimming  instructors,  and  well-trained 
counselors. 

Complete  health  charts  are  kept  on  each  camper;  all 
insulins  are  given  by,  or  under  supervision  of,  a graduate 
nurse;  and  children  are  weighed  and  examined  daily. 

Inquiries  may  be  made  to  James  V.  Campbell,  camp 
director,  1005  Lindsay  Street,  Gainesville. 


Harlingen  Cobalt  Unit  Dedicated 

The  Winnie  Reber  Memorial  Cobalt  Radiation  Clinic  of 
Valley  Baptist  Hospital  in  Harlingen  was  dedicated  in  a 
public  ceremony  on  March  15.  The  $37,000  cobalt  unit 
and  the  $88,000  building  in  which  it  is  housed  are  the  gift 
of  the  pioneer  cattle  ranching  Reber  family  of  Harlingen, 
in  memory  of  a sister  who  died  of  cancer  2 years  ago. 

Because  the  nearest  comparable  equipment  is  in  Hous- 
ton, the  cobalt  clinic  will  serve  the  greater  portion  of 
south  and  central  Texas  and  northern  Mexico.  E.  C.  Breed- 
love, chairman  of  the  hospital  board  of  trustees,  is  quoted 
as  saying  that  the  cobalt  "bomb”  will  effect  10  to  40  per 
cent  more  5 year  cures  than  the  standard  methods. 

Dr.  Franklin  W.  Yeager  of  Corpus  Christi,  president- 
elect of  the  Texas  Medical  Association,  was  present  for 
the  dedication  ceremonies. 


Children's  Cenfer  to  Open 
In  Victoria  Next  Year 

The  Devereux  Foundation,  which  operates  treatment 
centers  for  emotionally  disturbed  and  retarded  children  in 
Pennsylvania,  Maine,  and  California,  has  announced  that 
it  will  open  its  first  southwestern  branch  in  Victoria. 

January,  I960,  has  been  set  as  the  target  date  for  the 
opening  of  the  Victoria  school,  which  will  have  a $600,- 
000  to  $800,000  physical  plant  and  which  will  be  located 
on  a 300  acre  tract. 

About  75  to  100  children  will  be  served  by  the  school, 
with  the  number  of  staff  personnel  matching  that  of  the 
students.  Plans  call  for  the  complete  Devereux  method  of 
helping  alleviate  childhood  disturbances  through  therapeu- 


tic education  from  preschool  to  high  school,  research  into 
the  causes  of  such  disturbances,  and  training  of  personnel 
to  serve  in  that  field. 

Dr.  George  A.  Constant,  Victoria  psychiatrist,  is  a 
Devereux  trustee  who  helped  interest  the  foundation  in 
locating  in  the  Texas  city.  Also  instrumental  in  selection 
of  a Texas  site  was  a recent  survey  by  the  Texas  Junior 
Leagues  showing  the  need  for  a school  of  this  type. 

Operating  expenses  of  the  centers  are  derived  from 
mition  fees,  but  capital  improvements  come  from  con- 
tributions from  interested  individuals  or  communities.  The 
Devereux  Foundation,  founded  by  Miss  Helena  T.  Dev- 
ereux, now  its  administrative  consultant,  is  a nonprofit 
organization  begun  46  years  ago.  Many  of  its  graduates 
have  entered  accredited  colleges,  including  the  University 
of  Texas. 


Eye  Care  Leaflets  Available 

The  Prevention  of  Blindness  Department  of  the  Phila- 
delphia Association  for  the  Blind,  Inc.,  has  revised  and 
republished  three  of  its  most  popular  leaflets,  "Why 
Glasses.^,”  "Danger  Ahead — Glaucoma,”  and  "Check  Your 
Child’s  Eyes.” 

Anyone  interested  in  receiving  free  samples  of  14  avail- 
able leaflets  on  eye  care  and  prevention  of  blindness,  in- 
cluding those  mentioned  here,  may  write  to  the  Depart- 
ment, 100  East  Price  Street,  Philadelphia. 


Hospital  Group  to  List  Inpatient  Units 

A program  to  list  inpatient  care  institutions  other  than 
hospitals  has  been  approved  by  the  American  Hospital  As- 
sociation’s board  of  trustees.  The  listing  program  has  as 
its  primary  purpose  the  provision  of  a census  of  instimtions, 
not  a measure  of  quality  of  care. 

The  board  also  approved  a statement  and  a release  on 
blood  transfusions  for  Jehovah’s  Witnesses  who  object  to 
the  administration  of  blood  on  religious  grounds.  It  was 
recommended  that  hospitals  obtain  a written  refusal  by 
adult  patients  or  parents  of  young  patients  to  absolve  the 
hospital  personnel  from  liability  for  failure  to  administer 
blood. 


Pharmaceutical  "Principle"  Stated 

The  Pharmaceutical  Manufacturers  Association,  in  a 
1,000-word  Statement  of  Principle  released  February  1, 
warned  that  the  United  States  faces  a 25  per  cent  deficit 
in  the  number  of  medical  scientists  needed  by  1970.  It 
urged  the  government  to  give  top  priority  to  basic  medical 
research  programs,  declaring  that  in  modern  medicine  it  is 
basic  knowledge  which  needs  to  be  increased  as  rapidly 
as  possible. 

Austin  Smith  Heads  Pharmaceutical  Group 

Dr.  Austin  Smith,  former  editor  of  the  Journal  of  the 
American  Medical  Association,  and  former  secretary  of  the 
AMA’s  Council  on  Drugs,  is  the  first  full-time  president 
of  the  Pharmaceutical  Manufacturers’  Association.  He  will 
be  chief  administrative  officer  and  spokesman  for  the  or- 
ganization, which  combines  the  former  American  Drug 
Manufacmrers’  Association  and  the  American  Pharmaceu- 
tical Manufacturers’  Association. 
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Workmen's  Compensation  Laws 
Made  Clearer  for  Physicians 

Almost  every  physician  may  find  that  he  has  a role  in 
the  administration  of  the  Texas  Workmen’s  Compensation 
Insurance  Laws  as  changed  in  recent  years. 

Under  this  act,  the  physician  has  the  duty  of  giving 
competent  medical  and  surgical  assistance  at  a reasonable 
cost  consistent  with  the  patient’s  standard  of  living  and 
furnishing  prompt  and  accurate  reports  to  the  insurance 
carrier  so  that  weekly  compensation  may  be  paid  prompt- 
ly when  it  becomes  due. 

Much  confusion  seems  to  exist  concerning  reports  which 
the  physician  is  responsible  for  making,  according  to  the 
Committee  for  Liaison  with  Workmen’s  Compensation 
Insurance  Companies  of  the  Texas  Medical  Association. 
They  need  not  be  on  any  particular  form  nor  follow 
any  set  or  arbitrary  arrangement.  The  forms  used  and  fur- 
nished by  the  majotity  of  companies  are  prepared  for  the 
physician’s  guidance  and  assistance,  but  are  not  mandatory. 
In  fact,  there  are  some  instances  when  the  forms  are  not 
suitable  and  a narrative  medical  report  is  necessary.  A nar- 
rative report,  if  it  contains  the  needed  information,  is  al- 
ways acceptable  and  preferred. 

Fundamentally,  each  report  should  contain  an  accurate 
recitation  of  the  history  secured  from  the  patient;  a de- 
scription of  the  symptoms;  a statement  in  plain  under- 
standable language  with  an  explanation  of  medical  terms 
when  such  are  absolutely  necessary;  a report  of  the  find- 
ings; an  opinion  as  definite  as  possible  of  the  causal  con- 
nection between  the  history  and  the  conditions  found;  and 
an  opinion  as  to  the  prognosis  and  the  natute  and  probable 
duration  of  the  treatment  recommended. 

Such  report,  which  may  be  termed  the  original  report, 
should  be  submitted  within  a reasonable  time  following  the 
first  visit  and  should  be  supplemented  with  periodic 
progress  reports  as  warranted  by  the  individual  case.  These 
need  not  repeat  all  of  the  above  information,  but  the 
final  report  should  be  a complete  resume  of  the  patient’s 
case  and  should  contain,  in  addition,  the  final  opinion  as 
to  the  nature  and  extent  of  the  physical  disability. 


American  College  of  Radiology  Producing  Film 

A motion  picture  illustrating  the  medical  aspects  of 
radiation,  including  protective  measures  in  diagnostic  radi- 
ologic examinations,  will  be  distributed  soon  by  the  Amer- 
ican College  of  Radiology  to  the  nation’s  physicians. 

The  16  mm.,  half-hour  color  film  will  be  premiered  at 
the  American  Medical  Association  annual  meeting  in  June. 
Production  supervision  was  by  a committee  chairmanned  by 
Dr.  Wendell  G.  Scott,  professor  of  clinical  radiology, 
Washington  University  School  of  Medicine,  St.  Louis.  The 
film  was  financed  by  the  college  and  a Rockefeller  Founda- 
tion grant. 


Youth  Fitness  Week;  May  3-9 

The  week  of  May  3-9  was  proclaimed  National  Youth 
Fitness  Week  by  President  Eisenhower. 

The  proclamation  called  attention  to  the  fact  that  "we 
must  strive  to  improve  the  fitness  of  our  youth  by  deter- 
mined and  coordinated  efforts”  and  that  "in  this  challenging 
world,  it  is  essential  that  our  young  people  recognize  their 
obligation  to  themselves,  to  their  families,  and  to  the  Na- 
tion, to  endeavor  to  keep  themselves  mentally,  emotionally, 
spiritually,  socially,  and  physically  fit.” 


New  Eye  Care  Pamphlet  Out 

"Why  Drops?”  is  the  title  of  a new  pamphlet  prepared 
by  the  National  Medical  Foundation  for  Eye  Care  and 
available  to  doctors  for  distribution  to  their  patients  upon 
request  to  the  foundation.  More  than  a quarter  of  a mil- 
lion copies  have  been  purchased  by  ophthalmologist  mem- 
bers of  the  foundation  since  December,  1958.  Also  avail- 
able is  an  earlier  pamphlet,  "What  Is  an  Ophthalmologist?” 
The  pamphlets  may  be  requested  from  the  foundation  ex- 
ecutive offices,  250  West  57th  Street,  New  York  19. 
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Source:  United  States  Government  Cost  of  Living  Index. 
Modified  from  AMA  News,  Sept.  22,  1958,  p.  8. 
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Publications  by  Texas  Physicians 

The  following  is  a partial  list  of  articles  written  by 
Texas  physicians  and  available  at  the  Memorial  Library  of 
the  Texas  Medical  Association.  The  list  will  be  continued 
in  a subsequent  issue. 

Alford,  Bobby  R.,  and  Harris,  Herbert  H.:  Chemical 
Burns  of  the  Mouth,  Pharynx  and  Esophagus,  Ann.  Otol., 
Rhin.,  & Laryng.  68:122-128  (March)  1959- 

Boren,  Hollis  G.:  Pulmonary  Emphysema,  M.  Clin. 
North  America  43:33-52  (Jan.)  1959. 

Boylston,  B.  F.,  and  Stephenson,  Charles  R. : Surgical 
'Treatment  of  Charcot’s  Spine;  Reversal  of  Charcot’s  Arthro- 
pathy of  Spine  with  Complete  Bone  and  Joint  Healing 
After  Solid  Extra-Articular  fusion.  Am.  Surgeon  24:896- 
907  (Dec.)  1958. 

Bradford,  F.  Keith:  Craniocerebral  Injuries,  J.  Arkansas 
M.  Soc.  55:304-308  (Jan.)  1959;  Lumbar  Intervertebral 
Disc  Rupture:  Diagnosis;  Surgical  Treatment  and  Compli- 
cations, Am.  Surgeon  24:908-918  (Dec.)  1958. 

Brazda,  Adolph  W. : Hypertrophy  of  the  Pyloric  Muscle, 
Am.  J.  Proctology  10:55-66  (Feb.)  1959. 

Caldwell,  Elbert  H. : Anastomosis  of  the  Branches  of  the 
Facial  and  Spinal  Accessory  Nerves  for  Facial  Paralysis, 
Surgery  44:978-983  (Dec.)  1958. 

Chamberlain,  Philip  H.:  Thallium  Poisoning,  Pediatrics 
22:1170-1182  (Dec.)  1958. 

Crawford,  E.  Stanley,  and  DeBakey,  Michael  E. : Abdom- 
inal Repair  of  Hiatal  Hernia:  A Study  of  138  Cases,  Am. 
Surgeon  24:889-895  (Dec.)  1958. 

Crews,  E.  R. : Interesting  Aspects  in  the  Treatment  of 
Burns,  Am.  Surgeon  25:33-34  (Jan.)  1959. 

Cooley,  Denton  A.;  Collins,  Harold  A.;  Giacobine,  James 
W.;  Morris,  George  C.,  Jr.;  Harrington,  Luis  R.  Soltero; 
and  Harberg,  F.  J.:  Pump  Oxygenator  in  Cardiovascular 
Surgery:  Observations  Based  upon  450  Cases,  Am.  Surgeon 
24:870-882  (Dec.)  1958. 

Clayton,  Ralph  S.:  Traumatic  Rupture  of  the  Diaphragm 
with  Intrapericardial  Herniation  of  Abdominal  Viscera, 
Southwestern  Med.  40:25-28  (Jan.)  1959. 

Cooley,  Denton  A.;  Morris,  George  C.,  Jr.;  and  Attar, 
Safuh:  Cardiac  Myxoma,  A.M.A.  Arch.  Surg.  78:410-417 
(March)  1959- 

Danhof,  Ivan  E. : Factors  in  Etiology  of  Chlorproma- 
zine  Jaundice:  An  Experimental  Study,  Texas  Rep.  Biol.  & 
Med.  16:443-457  (Winter)  1958. 

DeBakey,  Michael  E.:  Clinical  Application  of  a New 
Flexible  Knitted  Dacron  Arterial  Substitute,  A.M.A.  Arch. 
Surg.  77:713-724  (Nov.)  1958. 

DeBakey,  Michael  E.;  Cooley,  Denton  A.;  Crawford,  E. 
Stanley;  and  Morris,  George  C.,  Jr.:  Clinical  Application 
of  a New  Flexible  Knitted  Dacron  Arterial  Substitute,  Am. 
Surgeon  24:862-869  (Dec.)  1958. 

Debes,  Robert  R. : Intraoral  Approach  to  Infratemporal 
Fossa,  Oral  Surg.  11:1337-1344  (Dec.)  1958. 

DePalma,  Anthony  T.;  Hardy,  S.  Baron;  and  Erickson, 
Ethel  E.:  Blastomycotic  Ulcer  of  the  Lower  Lip,  Am.  Sur- 
geon 24:919-921  (Dec.)  1958. 


Dmochowski,  Leon:  Studies  on  Submicros copic  Structure 
of  Leukemias  of  Known  or  Suspected  Viral  Origin:  A Re- 
view, Blood  13:1017-1042  (Nov.)  1958. 

Doctor,  V.  M.;  Bergsagel,  D.  E.;  and  Shullenberger, 
C.  C. : Effect  of  Myleran  and  6-Mercaptopurine  (6-MP)  on 
the  Serum  Level  of  Vitamin  Bn  in  Chronic  Myelocytic  Leu- 
kemia, Blood  14:274-278  (March)  1959. 

Donoho,  Charles  P. : Use  of  Anticholinergic  Drugs  for 
Benign  Breast  Diseases,  Am.  Surgeon  25:79-85  (Feb.) 
1959. 

Fields,  W.  S.:  Surgical  Considerations  in  Cerebral  Ar- 
terial Insufficiency,  Neurology  8:801-808  (Nov.)  1958. 

Fisher,  Peter  B.,  and  Jordan,  George  L.,  Jr.:  Billroth  I 
Gastrectomy  for  the  Treatment  of  Duodenal  Ulcer,  Am. 
Surgeon  24:  922-926  (Dec.)  1958. 

Foster,  Riley  P.;  Tucker,  Andrew  L.;  and  Chamberlin, 
James  Allen:  Surgical  Treatment  of  Parotid  Tumors:  Pres- 
entation of  Current  Approach  and  Evaluation  of  50  Cases, 
Am.  Surgeon  24:927-938  (Dec.)  1958. 

Fretz,  Howard  Z. : Granular  Urethritis  in  Women, 
J.A.M.A.  169:933-937  (Feb.  28)  1959. 

Guinn,  Gene  A.,  and  Leader,  Abel  J.:  Management  of 
Ureteral  Colic  Caused  by  Calculus,  Am.  Surgeon  24:939- 
943  (Dec.)  1958. 

Harris,  Dean  A. : A Rapid  and  Simple  Technique  for  the 
Detection  of  Nonorganic  Hearing  Loss,  A.M.A.  Arch.  Oto- 
laryng.  68:758-760  (Dec.)  1958. 

Hardy,  S.  Baron:  Conservative  Method  of  Repairing 
Surface  Defects  of  the  Lower  Extremities  Where  Bone  Is 
Exposed,  Am.  Surgeon  24:944-951  (Dec.)  1958. 

Herrmann,  George  R.;  Park,  Hi  Myung;  and  Hejtmancik, 
Milton  R. : Psroxysmal  Ventricular  Tachycardia;  A Clinical 
and  Electrocardiographic  Study,  Am.  Heart  J.  57:166-176 
(Feb.)  1959. 

Hightower,  Nicholas  C.,  Jr.:  Chronic  Ulcerative  Colitis; 
Complications,  Am.  J.  Digest.  Dis.  3:861-876  (Nov.) 
1958. 

Hills,  William  J.:  Treatment  of  Tetanus,  Am.  Surgeon 
25:35-37  (Jan.)  1959. 

Holle,  Henry  A.:  Viewpoint  of  Organized  Medicine, 
Am.  J.  Pub.  Health  49:173-176  (Feb.)  1959. 

Howell,  J.  B.,  and  Caro,  Marcus,  R.;  Basal  Cell  Nevus, 
A.M.A.  Arch.  Dermat.  79:67-80  (Jan.)  1959. 

Hunter,  Dewitt  T.,  Jr.,  and  Hutcheson,  James  B. : Kru- 
kenberg  Tumor  of  the  Testicle;  Report  of  a Second  Case, 
J.  Urol.  81:305-308. 

Karnaky,  Karl  John:  Comparison  of  Battery  pH  Readings 
and  Electronic  pH  Recordings  of  the  Vagina  in  Tricho- 
monas Vaginalis  Infestation,  Am.  J.  Obst.  & Gynec.  77:149- 
154  (Jan.)  1959. 

Karotkin,  Lester:  Spontaneous  Internal  Biliary  Fistula, 
M.  Ann.  Distria  of  Columbia  28:22-29  (Jan.)  1959. 


Gifts  to  the  Library 

Dr.  Allen  H.  Neighbors,  Jr.,  Austin,  30  journals. 

Dr.  Harold  L.  Robinson,  Austin,  175  journals. 

Dr.  J.  Collier  Rucker,  Jacksonville,  53  journals. 

Dr.  B.  O.  White,  Austin,  10  journals. 

Dr.  H.  J.  Kaplan,  Bay  City,  14  books. 

Dr.  Walter  D.  Roberts,  Austin,  96  journals. 

Dr.  George  E.  Clark,  Jr.,  Austin,  28  journals,  12  reprints. 
Dr.  Sam  N.  Key,  Jr.,  Austin,  34  journals. 

Dr.  David  R.  Womack,  Austin,  96  journals,  4 reprints. 
Dr.  Walter  K.  Long,  Austin,  7 books. 

Dr.  E.  D.  Morton,  Bridgeport,  1 book,  1 record. 

Dr.  Louis  J.  Stahl,  Gonzales,  218  journals. 

Dr.  Harry  T.  Davidson,  Austin,  8 journals. 
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Dr.  Emmett  A.  Doles,  Austin,  24  journals. 

Dr.  Albert  D.  Patillo,  Austin,  42  journals. 

Drs.  Carey  and  Georgia  Legget,  Austin,  160  journals,  2 
reprints. 

Dr.  Fred  L.  Adair,  Maitland,  Fla.,  13  reprints. 

Dr.  C.  M.  Covington,  Austin,  7 books. 

Dr.  Troy  A.  Shafer,  Harlingen,  57  journals. 

Dr.  Joe  C.  Rude,  Austin,  30  journals. 

Dr.  Heinrick  Lamm,  La  Feria,  125  journals. 


Books 


Books  Newly  Acquired 

Ackerman,  Lauren  V.;  Surgical  Pathology,  ed.  2,  St. 
Louis,  C.  V.  Mosby,  1959. 

American  Druggist  Blue  Book,  1959-60,  Chicago,  Amer- 
ican Druggist,  1959. 

Antibiotic  Annual  1958-59,  New  York,  Medical  Encyclo- 
pedia, Inc.,  1959. 

Association  for  Research  in  Nervous  and  Mental  Dis- 
eases: Effect  of  Pharmacologic  Agents  on  the  Nervous  Sys- 
tem, Baltimore,  Williams  and  Wilkins,  1959. 

Beecher,  Henry  K.:  Experimentation  in  Man,  Spring- 
field,  111.,  Charles  C Thomas,  1959. 

Coats,  John  Boyd,  Ed.:  Surgery  on  World  War  11,  Neu- 
rosurgery, Washington,  Department  of  Army,  Govt.  Print- 
ing Press,  1958. 

Duncan,  Garfield  G. : Diseases  of  Metabolism,  ed.  4, 
Philadelphia,  W.  B.  Saunders,  1959. 

Eield,  John  B. : Cancer  Diagnosis  and  Treatment,  Boston, 
Little,  Brown  & Co.,  1959. 

Gale  Research  Company:  Encyclopedia  of  American  As- 
sociations, ed.  2,  Detroit,  Gale,  1959. 

Holmes,  William  John:  Geographic  Ophthalmology, 
Springfield,  111.,  Charles  C Thomas,  1959. 

Lamm,  Stanley  S. : Pediatric  Neurology,  New  York, 
Landsberger  Medical  Books,  1959. 

Lewis,  George  M.,  and  others:  An  Introduction  to  Medi- 
cal Mycology,  ed.  4,  Chicago,  Year  Book  Publishers,  1958. 

Moss,  William  T. : Therapeutic  Radiology  . . .,  St.  Louis, 
C.  V.  Mosby,  1959. 

Pilcher,  Wayland  D. : The  Medical  Examiner  in  Texas, 
Austin,  University  of  Texas,  1959. 

Sherlock,  Sheila;  Diseases  of  the  Liver  and  Biliary  Sys- 
tem, ed.  2,  Oxford,  Blackwell,  1958. 

Wakeler,  Sir  Cecil;  Hey  Groves’  Synopsis  of  Surgery, 
Baltimore,  Williams  and  Wilkins,  1958. 

Year  Book  of  Ophthalmology  1958-59,  Chicago,  Year 
Book  Publishers,  1959. 

Year  Book  of  Urology  1958-59,  Chicago,  Year  Book 
Publishers,  1959. 


Book  Notes 

Schizophrenia 

Manfked  Sakel,  Vienna.  335  pages,  ed.  1.  $5.  New  York, 
Philosophical  Library,  1958. 

This  book  is  difficult  to  read  and  to  review.  It  is  diffi- 
cult to  read  because  one  must  ignore  countless  annoying 
errors  in  spelling,  grammar,  and  sentence  strucmre.  It  is 
difficult  to  review  without  accurate  and  complete  biograph- 
ical data;  without  knowledge  of  the  conditions  under  which 
the  book  was  written;  and  in  the  face  of  a vast  number 


of  opinions  to  which  the  American  physiologist  and  psy- 
chiatrist must  take  very  strong  exception. 

In  spite  of  these  difficulties,  the  book  deserves  reading 
by  American  specialists.  It  discloses  a continental  evolution 
of  psychiatric  thought  which  is  far  removed  from  the  psy- 
chodynamic and  very  dose  to  the  biochemical  attitude 
which  is  coming  to  the  fore  at  the  present  time.  This  is 
not  to  imply  that  one  or  the  other  approach  is  to  be  dis- 
carded, but  rather,  that  some  sort  of  synthesis  may  be  ex- 
pected in  the  coming  years.  Many  statements  made  in  the 
course  of  the  book  are,  however,  nothing  more  than  dog- 
matic deductions  or  inferences.  Often,  the  reader  gets  the 
impression  of  retrospective  rationalization  in  lieu  of  sci- 
entific induction. 

Withal,  on  the  assumption  that  one  is  dealing  in  Sakel’s 
case  with  the  phenomenon  of  "chance  and  the  prepared 
mind,”  the  book  cannot  be  ignored.  After  all,  the  author 
started  one  of  the  great  therapeutic  breakthroughs  of  twen- 
tieth century  psychiatry:  the  insulin  treatment,  now  prob- 
ably obsolescent,  of  schizophrenia. 

— ^J.  Edward  Stern,  M.D.,  El  Paso. 


Head  Injuries 

E.  S.  Gurdjian,  M.D.,  Professor  and  Chairman,  Department 
of  Neurosurgery,  Wayne  State  University  College  of  Medicine; 
and  J.  E.  WEBSTER,  M.D.,  Associate  Professor  of  Neuro- 
logical Surgery,  Wayne  State  University  College  of  Medicine, 
Detroit.  482  pages,  ed.  1.  $14.  Boston  and  Toronto,  Little, 
Brown  and  Company,  1958. 

Drawing  upon  a wealth  of  clinical,  experimental,  and 
military  (Dr.  Webster)  material,  these  authors  have  pro- 
duced a concise  text  which  to  this  reviewer  is  somewhat 
unique  in  its  field.  The  liberal  use  of  photographs  and 
beautiful  line  drawings  supplement  the  well  written  text. 
Yet  the  whole  volume  is  kept  within  the  bounds  of  a 
usable  reference  work. 

Included  among  the  12  chapters  encompassing  the  en- 
tire field  of  head  injuries  is  much  fundamental  research  in 
the  mechanism  of  skull  fractures.  Unique,  also,  is  the  in- 
clusion of  discussions  of  head  injury  as  it  pertains  to  chil- 
dren, sports,  and  medical-legal  problems.  An  excellent 
bibliography  accompanies  each  chapter. 

This  text  is  highly  recommended  for  inclusion  in  every 
hospital  staff  library. 

— Ralph  A.  Munslow,  M.D.,  San  Antonio. 

Modern  Clinical  Psychiotry 

Arthur  P.  Noyes,  M.D.,  Superintendent,  Norristown  State 
Hospital,  Norristown,  Pa.,  and  LAWRENCE  C.  Kolb,  M.D., 
Professor  and  Executive  Officer,  Department  of  Psychiatry, 
College  of  Physicians  and  Surgeons,  Columbia  University; 
Director,  New  York  State  Psychiatric  Instimte.  ed.  5.  694 
pages.  $8.  Philadelphia  and  London.  W.  B.  Saunders  Com- 
pany, 1958. 

This  is  one  of  the  most  widely  used  of  psychiatric  texts 
in  the  United  States.  It  can  be  an  invaluable  reference  to 
any  person  dealing  with  psychiatric  problems.  The  book  is 
conservative  and  provides  sound  practical  approaches 
through  many  avenues  toward  helping  the  patient.  The 
technique  of  administering  insulin  shock  treatment  is  out- 
lined nicely,  as  well  as  the  fact  that  such  treatment  is  con- 
sidered less  effective  for  schizophrenia  than  it  has  been 
previously. 

There  is  an  excellent  historical  perspective  presented  to 
much  of  what  is  covered,  as  well  as  a dynamic  approach, 
using  much  of  the  fundamental  knowledge  of  psychoanal- 
ysis. This  book  is  a necessity  to  those  who  spend  much 
of  their  time  dealing  with  troubled  people. 
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Free  Choice  Supported 


Texas 

Medical  Association 


Free  Choice,  Reorganization, 

Dues  Reduction,  Elections 
Top  Annual  Session  Business 

Affirmation  of  its  belief  in  the  right  of  free  choice  of 
physician,  a reduction  in  dues,  and  a sweeping  reorganiza- 
tion of  the  committee  structure  were  voted  by  the  House 
of  Delegates  when  the  Texas  Medical  Association  held  its 
ninety-second  annual  session  in  San  Antonio  April  18-22. 

There  was  a total  registration  of  2,931  (1,604  members) 
for  the  big  meeting,  which  featured  a scientific  program 
headed  by  25  distinguished  guest  speakers,  40  additional 
special  speakers,  and  about  50  member-speakers  of  the 
Association.  Held  during  the  session  were  specialty  group 
meetings,  refresher  courses,  general  meetings,  motion  pic- 
tures, scientific  section  programs,  and  scientific  and  techni- 
cal exhibits,  as  well  as  social  and  business  events. 

Six  hundred  forty-seven  women  attended  the  annual 
meeting  of  the  Woman’s  Auxiliary  during  the  same  period. 


New  Officials  Head  Association 

Dr.  Franklin  W.  Yeager  of  Corpus  Christi  became  Presi- 
dent of  the  Association,  succeeding  Dr.  Howard  O.  Smith 
of  Marlin,  while  Mrs.  Haskell  D.  Hatfield  of  El  Paso  re- 
ceived the  gavel  of  the  Woman’s  Auxiliary  from  the  retir- 
ing President,  Mrs.  John  D.  Gleckler,  Denison. 

For  the  first  time  in  the  106  year  history  of  the  Texas 
Medical  Association,  a woman — Dr.  May  Owen  of  Fort 
Worth — was  named  President-Elect.  Mrs.  Ramsay  Moore, 
Dallas,  was  designated  President-Elect  of  the  Woman’s 
Auxiliary. 

In  other  elections.  Dr.  Barton  E.  Park,  Dallas,  became 
Association  Vice-President;  Dr.  C.  P.  Hardwicke,  Austin, 
and  Dr.  James  D.  Murphy,  Fort  Worth,  were  reelected 
Speaker  and  Vice-Speaker  of  the  House  of  Delegates  re- 
spectively; Dr.  J.  M.  Travis,  Jacksonville,  was  renamed  Sec- 
retary, and  Dr.  T.  H.  Thomason,  Fort  Worth,  Treasurer. 

Dr.  Troy  A.  Shafer,  Harlingen,  was  reelected  Trustee. 
Also  reelected  were  the  Councilors  of  the  Third  District 
(Dr.  Robert  A.  Neblett,  Canyon),  Fifth  District  (Dr. 
Walter  Walthall,  San  Antonio),  Sixth  District  (Dr.  Stanley 
W.  Bohmfalk,  Weslaco),  and  Twelfth  District  (Dr.  Tom 
M.  Oliver,  Waco),  while  Dr.  James  E.  Ball,  Mount  Pleas- 
ant, was  elected  Councilor  of  the  Fifteenth  District  to 
succeed  Dr.  H.  O.  Padgett,  Marshall. 

The  four  American  Medical  Association  delegates  whose 
terms  expired  were  returned  to  their  offices;  Drs.  T.  C. 
Terrell,  Fort  Worth;  Milford  O.  Rouse,  Dallas;  J.  B.  Cope- 
land, San  Antonio;  and  J.  C.  Terrell,  Stephenville.  Like- 
wise, _ the  alternate  delegates  were  reelected : Drs.  Denton 
Kerr,  Houston;  J.  W.  Rainer,  Odessa;  George  Turner,  El 
Paso;  and  J.  Layton  Cochran,  San  Antonio. 


A stand  favoring  free  choice  of  physicians,  opposition 
to  panel  medicine,  and  against  the  setting  of  a fee  schedule 
by  the  Texas  Medical  Association  was  taken  by  the  House 
of  Delegates  during  annual  session.  The  House  approved 
several  resolutions  introduced  in  answer  to  a request  from 
the  delgates  to  the  American  Medical  Association  for  advice 
in  relation  to  a national  report  on  medical  care  plans.  In 
essence,  its  position  was  expressed  by  the  Reference  Com- 
mittee on  Medical  Service  and  Public  Relations  in  declaring 
that  "all  patients  have  free  choice  of  physician,  and  this 
concept  is  to  be  considered  a fundamental  principle,  in- 
controvertible, unalterable,  and  essential  to  good  medical 
care  without  qualification.” 

The  House  rejected  the  panel  system  of  medicine  and 
adopted  an  amendment  to  the  By-Laws  forbidding  the 
Association  to  establish  fee  schedules  for  its  members. 


Reorganization  Plan  Accepted 

The  House  of  Delegates  approved  a major  reorganiza- 
tion plan  recommended  by  the  Committee  on  Reorganiza- 
tion. Only  minor  revisions  were  made  in  the  plan,  which 
places  committee  work  under  seven  councils  which,  in  turn, 
report  to  the  House  of  Delegates  and  the  Executive  Board 
( old  Executive  Council ) . 

Although  many  of  the  committees  will  remain  essentially 
as  before,  some  names  have  been  simplified  and  some 
special  committees  have  been  made  standing  committees. 
All  special  committees  will  be  appointed  for  1 year,  with 
three,  five,  or  seven  members.  Standing  committees  will 
have  three,  five,  seven,  or  nine  members,  each  serving  a 
3 year  term,  with  a maximum  of  three  terms  per  member. 
Councils  will  have  five,  seven,  or  nine  members,  also 
named  for  3 year  terms  and  a limit  of  three  terms.  Coun- 
cils will  be  on  Annual  Session,  Medical  Jurisprudence, 
Public  Relations  and  Public  Service,  Medical  Education  and 
Hospitals,  Scientific  Advancement,  Medical  Service  and 
Insurance,  and  Constitution  and  By-Laws. 


Dr.  May  Owen  of  Fort  Worth,  President-Elect  of  the 
Texas  Medical  Association,  is  the  first  woman  to  be 
so  honored. 
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(1)  Dr.  Newell  W.  Philpott,  Montreal,  Canada,  reads 
about  fellow  guest  speakers  in  the  Annual  Session  Re- 
porter. (2)  Past  presidents  reminisce  at  a General  Meet- 
ing Luncheon.  (3)  The  Mission  Pharmacol  Express  stops 
for  passengers  headed  to  another  annual  session,  hotel. 
(4)  Standing  room  only — outside  the  door — attests  to 
popularity  of  General  Meeting  Luncheons.  (5)  The  chair- 
man of  the  Board  of  Trustees,  Dr.  R.  W.  Kimbro  of 


Cleburne,  and  the  chairman  of  the  Committee  on  Gen- 
eral Arrangements,  Dr.  A.  Fletcher  Clark,  Jr.  of  Son 
Antonio,  talk  over  an  annual  session  detail.  (6)  One  of 
the  well  attended  specialty  societies,  Texas  Heart  As- 
sociation, presents  a panel  of  distinguished  speakers 
including  (at  right)  Dr.  Francis  L.  Chamberlain  of  San 
Francisco,  president  of  the  American  Heart  Association. 
(7)  Dr.  C.  E.  Oswalt  of  Fort  Stockton  debates  a point 
in  the  House  of  Delegotes. 
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(1)  Dr.  Joe  R.  Donaldson,  Pompo,  presents  the  Anson 
Jones  Award  to  Mrs.  Judy  Bonner  of  the  Dallas  Times- 
Herald.  (2)  Dr.  Walter  C.  Alvarez,  Chicago,  guest 
speaker,  and  Dr.  Howard  O.  Smith,  Marlin,  check  re- 
leases in  the  newspaper-bedecked  press  room.  (3)  Dr. 
Thomas  L.  Shipman,  Los  Alamos,  N.  Mex.,  and  Dr. 
Herbert  C.  Allen,  Jr.,  Houston,  ponder  the  hazards  of 
atomic  radiation.  (4)  Dr.  E.  Vincent  Askey  of  Los  An- 
geles, Speaker  of  the- American  Medical  Association's 
House  of  Delegates,  leaves  the  exhibit  hall.  (5)  Dr. 


Joseph  Vincent  Hopkins  of  Victoria  poses  after  his 
selection  as  General  Practitioner  of  the  Year.  (6)  Edd  A. 
Robinson  of  Abilene  and  Mrs.  Sadie  J.  Brown  of  San 
Antonio,  representing  pharmaceutical  and  nursing  organ- 
izations, respectively,  look  past  Dr.  Jack  B.  Lee  of  Son 
Antonio  and  AMA  President  Dr.  Gunnar  Gundersen  of 
La  Crosse,  Wis.,  at  a General  Meeting  Luncheon.  (7)  Dr. 
L,  Bonham  Jones  of  San  Antonio,  chairman  of  the  Coun- 
cil on  Scientific  Work,  is  congratulated  by  Dr.  Gun- 
dersen. 
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Dr.  Yeager,  incoming  President,  voiced  the  opinion 
that  the  reorganization  would  be  a progressive  and  effective 
step  forward,  keeping  pace  with  the  growth  of  the  Associa- 
tion. He  warned,  however,  that  adoption  of  the  revised 
committee  structure  would  mean  some  disruption  in  the 
immediate  future  and  urged  cooperation  and  patience  while 
the  necessary  readjustments  are  being  made. 

Details  in  the  reorganization  which  had  created  interest 
in  the  reference  committee  deliberations  and  were  approved 
by  the  House  included  continuance  of  the  full  membership 
of  the  Council  on  Medical  Jurisprudence  as  ex  officio 
members  of  the  House  of  Delegates  and  of  the  Executive 
Board  and  addition  of  the  AMA  alternate  delegates  as  ex 
officio  members  of  the  Executive  Board.  The  alternate  dele- 
gates remain  as  ex  officio  members  of  the  House.  Refer- 
ence committees  of  the  House  will  be  appointed  by  the 
Speaker  ratftef  than  by  the  President,  as  heretofore.  A new 
Emergency  Policy  Board  of  five  members  to  act  in  urgent 
situations  was  authorized. 

The  size  of  the  Board  of  Trustees  will  remain  at  five 
members,  instead  of  nine  as  proposed  in  a resolution  intro- 
duced last  year.  Vacancies  in  elective  offices  for  which  the 
By-Laws  fail  to  specify  other  means  will  be  filled  by  ap- 
pointment of  the  President  only  until  the  next  meeting  of 
the  House  of  Delegates.  A new  Committee  on  Rehabilita- 
tion was  authorized,  and  the  Committee  on  Spas,  appointed 
this  past  year  for  the  first  time,  will  be  continued  one 
more  year  as  a special  committee. 

Growth  of  Association  Cited 

The  need  for  reorganization  of  the  Association’s  commit- 
tee structure  arose  from  the  growth  and  complexity  of  the 
organization,  as  pointed  out  when  the  Committee  on  Re- 
organization was  established  in  1958. 

Evidence  of  this  growth  was  presented  in  the  report  of 
the  Executive  Secretary,  who  cited  these  statistics:  7,917 
members  this  year;  3,048  reference  requests  filled  by  the 
Memorial  Library  during  the  year;  310,000  pieces  of  mail 
sent  from  the  central  office;  38  councils  and  committees 
with  354  physicians  serving  in  official  positions;  114  visi- 
tations to  county  societies. 

Six  factors  in  the  increased  tempo  of  the  Association  the 
past  few  years  were  discussed  by  the  Executive  Secretary; 
an  enlarged  and  enhanced  annual  session,  effective  relations 
with  specialty  and  other  health  groups,  good  leadership, 
increased  services,  stepped  up  field  service,  and  work  with 
new  members  and  doctors-to-be. 


Financial  Affairs  Reported 

Although  operating  expenditures  are  at  a level  just  with- 
in operating  funds  available,  the  Board  of  Trustees  reported 
the  finances  of  the  Association  in  excellent  condition.  The 
mortgage  on  the  headquarters  building  and  other  expenses 
relative  to  the  building  will  be  paid  off  this  year,  the 
Trustees  noted.  They  called  attention  to  some  of  the  major 
annual  costs  paid  from  the  general  operating  funds:  Texas 
State  Journal  of  Medicine,  $100,000;  annual  session,  $30,- 
000;  field  service,  $20,000;  Woman’s  Auxiliary,  $18,000 
(expenses  of  the  Memorial  Library,  $38,000,  are  covered 
by  a special  Library  fund ) . 

The  Trustees  commented  that  revenue  from  Journal  ad- 
vertising and  annual  session  exhibits,  increasing  member- 
ship, economy  in  management,  and  careful  evaluation  of 
expenditures  have  made  possible  a balanced  expanded 
budget.  One-third  of  income  now  comes  from  sources  other 
than  membership  dues. 


Dues  Reduction  Voted 

With  the  various  factors  previously  mentioned  in  mind, 
and  upon  the  recommendation  of  the  Board  of  Trustees 
and  the.  Reference  Committee  on  Finance,  the  House  of 
Delegates  adopted  amendments  to  the  By-Laws  which  will 
reduce  total  annual  dues  from  $50  to  $45,  effective  Janu- 
ary 1,  I960.  This  was  accomplished  by  eliminating  the 
$15  earmarked  for  building  funds  and  increasing  the  basic 
dues  by  $10.  Although  the  need  for  the  building  funds 
will  cease  with  final  payments  on  the  mortgage  this  year, 
the  Trustees  pointed  out,  certain  expenses  for  the  head- 
quarters building  will  continue,  and  other  expenses  of  the 
Association  are  rising. 

Action  was  taken  at  the  same  time  to  reduce  dues  for 
intern  and  resident  members  from  $4  to  $3  and  to  direct 
the  Trustees  to  set  aside  a contingency  fund  for  emer- 
gencies. Approval  of  the  reorganization  plan  abolished  the 
medical  defense  fund. 


Scientific  'Work  Reviewed 

Commending  the  Council  on  Scientific  Work,  Committee 
on  Scientific  Exhibits,  Committee  on  Memorial  Services, 
and,  informally,  the  Committee  on  General  Arrangements 
for  the  caliber  of  the  current  annual  session,  the  House  of 
Delegates  also  took  cognizance  of  a wealth  of  scientific 
activity  carried  on  by  the  Association’s  committees. 

Annual  session  symposiums  on  cancer,  industrial  health, 
and  atomic  radiation  were  noted  as  valuable  contributions. 
The  Committee  on  Blood  Banks  was  asked  to  continue  its 
study  of  transfusion  hepatitis,  and  AMA  delegates  were 
asked  to  seek  on  the  national  level  a closer  cooperation 
between  the  American  Association  of  Blood  Banks  and 
the  American  Red  Cross  in  collection  and  distribution  of 
blood.  County  societies  were  encouraged  to  appoint  com- 
mittees on  problems  of  aging.  The  sale  of  Sominex  without 
a physician’s  prescription  was  condemned. 

Approval  was  given  to  a recommendation  from  the  Com- 
mittee on  Rural  Health  and  Doctor  Distribution  that  the 
medical  schools  be  surveyed  each  year  to  determine  types 
of  practice  and  locations  preferred  by  students. 

Effons  will  be  made  to  arrange  for  a small  fee  for  the 
initial  visit  to  a physician  of  a bracero  for  nonoccupational 
illness.  The  Committee  on  Military  and  Veterans  Affairs 
will  study  the  relationship  of  Veterans  Administration  hos- 
pitals to  Texas  medical  schools,  and  Veterans  Administra- 
tion hospitals  will  be  subject  for  education  of  physicians 
and  laymen.  A deficit  of  $15,000,000  annually  in  opera- 
tion of  the  nation’s  medical  schools  was  noted  by  the 
State  Committee  for  the  American  Medical  Education 
Foundation,  which  announced  a contribution  of  about 
$44,000  from  Texas  physicians  ($55.50  per  capita)  last 
year.  The  Committee  on  Medical  History  invited  gifts  of 
rare  books  to  the  Association’s  Library. 

The  American  Medical  Association  will  be  asked  to  re- 
consider its  approval  of  a proposed  change  in  the  course 
of  study  for  medical  technologists  from  2 to  3 years  on  the 
basis  that  fewer  technologists  will  become  available  and 
junior  college  programs  will  be  impractical. 

Membership  Considered 

Constitutional  and  by-law  changes  considered  included  an 
amendment  which  would  require  American  citizenship  for 
membership  in  the  Association;  it  was  referred  to  the 
Board  of  Councilors  for  study  and  recommendation  next 
year.  A special  category  of  membership  for  state  and  fed- 
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(1)  Inside  the  historic  Alamo,  Dr.  Volin  R.  Woodward, 
Austin,  delivers  the  memorial  address  for  deceased  phy- 
sicians. (2)  Dr.  Franklin  W.  Yeager,  Corpus  Christi,  and 
Dr.  Howard  O.  Smith,  Marlin,  incoming  and  outgoing 
presidents  of  the  Texas  Medical  Association,  preface 
memorial  services  with  o floral  tribute  to  the  three 
physicians  who  gave  their  lives  in  the  Alamo. 


eral  employees  was  rejected,  and  a proposal  to  permit  cer- 
tain members  to  transfer  from  one  county  society  to  another 
without  the  necessity  of  becoming  provisional  members  was 
disapproved,  although  honorary  and  inactive  members  may 
so  transfer  without  loss  of  membership  status. 


Health  Insurance  Studied 

The  Committee  on  Voluntary  Health  Insurance  and 
Health  Care  Costs  received  authorization  to  continue  its 
study  with  Blue  Cross-Blue  Shield  of  the  health  insurance 
needs  of  older  persons  and  to  initiate  a plan  of  indemnity 
coverage  for  them. 

Association  members  participating  in  the  Association’s 
3 year  disability  insurance  program  received  news  of  a 
15  per  cent  bonus  in  disability  payments  beginning  No- 
vember 1 . 


Codes  Call  for  Cooperation 

A detailed  "Code  for  Physicians  and  Attorneys  of  Texas” 
was  adopted  upon  recommendation  of  the  Committee  on 
Liaison  with  State  Bar  of  Texas.  The  Committee  on  Public 
Relations  presented  plans  for  a code  of  cooperation  to 
assist  relationships  among  physicians,  hosiptals,  and  news 
media,  which  were  approved  by  the  House. 

The  Council  on  Medical  Jurisprudence  distributed  infor- 
mation regarding  the  present  status  in  the  Texas  Legislature 
of  bills  of  medical  and  health  interest  and  commended 
Philip  R.  Overton,  general  counsel,  for  his  important  role. 
The  House  also  adopted  a resolution  of  appreciation  to  Dr. 
G.  W.  Cleveland  of  Austin,  outgoing  chairman  of  the 
Council  on  Medical  Jurisprudence. 

Resolutions  approving  the  Keogh-Simpson  bill,  condemn- 
ing H.R.  9467-type  legislation,  and  opposing  inclusion  of 
physicians  in  the  social  security  system  called  attention  to 
national  legislation. 


Honors  and  Appreciation 


Dr.  Joseph  Vincent  Hopkins  of  Victoria  was  unani- 
mously elected  General  Practitioner  of  the  Year.  The  Board 
of  Councilors,  which  placed  Dr.  Hopkins’  name  in  nomina- 
tion, recommended  a change  in  procedure  for  election  of 
the  GP,  which  will  provide  for  selection  by  the  Councilors 
of  a single  nominee  for  election  by  the  House. 

Announcement  that  Dr.  P.  1.  Nixon  of  San  Antonio 
and  Dr.  W.  R.  Cooke  of  Galveston  are  being  recommended 
for  emeritous  membership  called  attention  to  the  fact  that 
election  to  emeritous  membership  requires  a year  for  final 
action. 

Appreciation  was  expressed  by  the  House  to  the 
Woman’s  Auxiliary  of  the  Texas  Medical  Association  for 
its  achievements.  Mrs.  John  D.  Gleckler  of  Denison, 
Auxiliary  President,  cited  figures  suggesting  accomplish- 
ments of  the  Auxiliary  the  past  year:  $15,000  contribution 
to  AMEF,  11,750  high  school  students  in  310  Future  Nurse 
Clubs,  assistance  with  340  science  fairs  including  5,900  ex- 
hibits, and  showing  of  1,094  motion  picture  films  on  health 
subjects. 

A standing  ovation  followed  the  address  of  the  President 
of  the  Association,  Dr.  Howard  O.  Smith  of  Marlin,  who 
challenged  his  fellow  physicians  to  be  good  citizens  as  well 
as  good  physicians. 
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(1)  Fiesta's  King  Antonio  XXXVII  greets  a former 
King  Antonio  and  past  president  of  the  Texas  Medical 
Association,  Dr.  J.  Layton  Cochran  of  San  Antonio.  (2) 


An  entertainer  at  the  President's  Party  dances  with 
guest  speaker  Dr.  Edward  L.  Compere  of  Chicago.  (3) 
One  of  the  colorful  floats — with  live  music— of  the 
River  Parade. 
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This  display  on  proctoscopy  won  for  its  exhibitors, 
Drs.  John  McGivney,  Marcel  Patterson,  Edward  Lefeber, 
and  Louis  Field  of  the  University  of  Texas  Medical 
Branch,  Galveston,  not  only  first  place  in  the  official 


awards  in  the  group  exhibit  category  but  also  first 
place  in  the  popularity  poll  competition  for  scientific 
exhibits. 


Scientific  Exhibits  Merit  Awards 

Awards  for  scientific  exhibits  at  the  San  Antonio  con- 
vention of  the  Texas  Medical  Association  were  given  in 
three  traditional  divisions — individual,  group,  and  institu- 
tional— and  in  a new  category,  for  which  winners  were 
selected  by  popularity  poll.  Selection  was  from  a total  of 
41  displays. 

First  place  in  the  individual  division  went  to  Dr.  Oscar 
L.  Morphis,  Fort  Worth,  for  an  exhibit  entitled  "Implanta- 
tion of  Radioactive  Materials  Using  Teflon  Tubing  to  Re- 
duce Radiation  Hazard  to  a Minimum.”  Second  place  went 
to  "Surgical  Aspects  of  Diaphragmatic  Hernias”  by  Dr. 
Lawrence  M.  Shefts,  San  Antonio;  and  honorable  mention 
to  Dr.  Marvin  E.  Chernosky,  Houston,  for  "Dermo-Planing 
for  the  Prevention  of  Skin  Cancer.” 

In  tie  group  exhibit  division,  first  place  award  went  to 
Drs.  John  McGivney,  Marcel  Patterson,  Edward  Lefeber, 
and  Louis  Field,  University  of  Texas  Medical  Branch,  Gal- 
veston, for  "What  Is  Your  Diagnosis?  A Clinic  in  Procto- 
scopy.” Drs.  E.  Stanley  Crawford,  John  R.  Kelsey,  Jr.,  and 
John  Fitzgerald,  Houston,  won  second  place  for  an  exhibit 
titled  "The  Treatment  of  Bleeding  Esophageal  Varices  and 
Portal  Hypertension.”  Honorable  mention  went  to  Drs. 
Robert  R.  Shaw,  Donald  L.  Paulson,  and  John  L.  Kee,  Jr., 
Dallas,  for  "Bullous  Emphysems.” 

The  institutional  division’s  first  place  award  went  to  the 
University  of  Texas  Medical  Branch,  Galveston,  Drs.  A.  R. 
Remmers  and  H.  E.  Sarles,  for  "Sarcoidosis  in  Texas.” 
Second  place  went  to  Hermann  Hospital,  Houston,  Drs. 
W.  T.  Arnold,  J.  M.  Hampton,  H.  G.  Glass,  and  Walter 
Olin,  and  Catherine  Carruth,  R.N.,  for  "Cytological  Eval- 
uation of  Gastric  Lesions.”  Honorable  mention  went  to 
Scott  and  White  Clinic,  Temple,  Drs.  R.  D.  Haines,  W.  N. 
Powell,  R.  A.  Murray,  A.  W.  Sommer,  and  W.  A.  Ross, 
for  "Multiple  Myeloma.” 

Popularity  poll  winners  were  Drs.  McGivney,  Patterson, 
Lefeber,  and  Field,  for  "What  Is  Your  Diagnosis?  A Clinic 
in  Proctoscopy.” 


"What  Should  You  Know  About  X-Ray  Protection?” 
won  second  popular  vote  for  Drs.  Francis  Edward  O’Neill, 
Jerome  J.  Weisner,  Alvin  Thaggard,  and  Roy  Bradley,  San 
Antonio;  while  third  place  went  to  Scott  and  White  Clinic, 
Temple,  Drs.  D.  A.  Malooly,  W.  N.  Powell,  N.  C.  High- 
tower, Jr.,  R.  D.  Haines,  and  J.  D.  Ibarra,  for  an  exhibit 
called  "Acute  Intermittent  Porphyria.” 


Investments  Under  New  Management 

Investment  funds  under  the  direction  of  the  Board  of 
Trustees  of  the  Texas  Medical  Association  have  been  placed 
under  the  management  of  Investors  Diversified  Services, 
Inc. 

This  action  followed  a smdy  of  several  months  and  a 
decision  by  the  Trustees  that  since  investments  require 
specialized  professional  skill,  it  would  be  wise  to  place  the 
assets  of  five  funds  under  management  of  some  organiza- 
tion well  equipped  to  handle  such  responsibility.  Investor’s 
Diversified  Services,  the  largest  investment  company  in 
America  with  a record  of  65  years  of  continuous  operation, 
was  chosen  after  consideration  of  a number  of  respected 
mutual  funds  and  a visit  to  the  home  offices  of  the  com- 
pany in  Minneapolis. 

Recently,  in  addition  to  being  responsible  for  the  gen- 
eral, building,  medical  defense,  and  Texas  Memorial  Medi- 
cal Library  Association  funds,  the  Trustees  accepted  trustee- 
ship with  the  dean  of  the  University  of  Texas  Medical 
Branch  of  a scholarship  fund  bequeathed  by  the  late  Dr. 
Sam  E.  Thompson  of  Kerrville.  At  the  time  assets  of  this 
fund  were  mrned  over  to  the  Tmstees  in  January,  1957,  the 
market  value  of  stocks  and  bonds  was  $524,000;  this  had 
increased  to  more  than  $740,000  as  of  January,  1959. 

A mutual  fund  was  chosen  by  the  Trustees  for  invest- 
ment of  these  monies  because  they  offer  broad  diversifica- 
tion, a high  selection  of  securities,  constant  supervision 
and  management,  a reasonably  good  return,  and  a hedge 
against  inflation. 
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^ Woman’s  Auxiliary 


Woman's  Auxiliary  Convention 
Emphasizes  "Unity  in  Service" 

It  was  not  a coincidence  that  the  annual  session  of  the 
Texas  Medical  Association  and  its  Woman’s  Auxiliary  took 
place  at  the  same  time  that  San  Antonio  celebrated  Fiesta 
de  San  Jacinto,  but  the  results  of  careful  and  long-range 
planning. 

Approximately  600  Auxiliary  members  attended  the  3 
day  session.  Some  who  came  with  their  families  stayed  on 
for  the  week-long  Fiesta  program.  All  of  the  table  and 
room  decorations  were  beautiful,  colorful,  and  lavish — each 
depicting  a fiesta  activity,  such  as  the  River  Parade,  the 
Queen’s  Garden  Party,  Battle  of  the  Flowers,  the  Corona- 
tion, and  Fiesta  Carnival. 

Although  "fiesta”  was  in  the  air,  the  business  sessions 
of  the  convention  took  on  a serious  garb.  The  underlying 
theme  was  "Unity  in  Service.”  This  was  very  evident  during 
the  first  meeting — a breakfast  for  the  Council  Women  and 
Councilors.  Dr.  R.  Mayo  Tenery,  Waxahachie,  Councilor  of 
District  14,  suggested  that  the  Auxiliary  keep  the  com- 
munity informed  on  the  doctor’s  point  of  view. 

Reports  of  county  auxiliary  presidents  were  heard  at  one 
meeting  and  awards  were  presented  by  Mrs.  T.  J.  Archer, 
Jr.,  Austin,  chairman  of  the  Historical  Committee.  Gon- 
zales, an  auxiliary  of  four  members,  received  eight  first 
place  ribbons.  Other  auxiliaries  receiving  a number  of 
awards  were  Brazoria,  Bell,  El  Paso,  Navarro,  Travis,  and 
Dallas. 

Recommendal-ions  and  Revisions 

State  officers,  committee  chairmen,  and  district  council 
women  reported  at  another  meeting,  and  the  following 
recommendations  were  accepted: 

1.  That  the  Woman’s  Auxiliary  to  the  Bexar  County 
Medical  Society  be  reimbursed  for  the  cost  of  the  tea 
honoring  Dr.  and  Mrs.  John  D.  Gleckler  and  Dr.  and  Mrs. 
Howard  O.  Smith. 

2.  That  an  additional  $100  be  granted  to  the  Treasurer 
to  apply  on  expenses  incurred  in  the  office. 

3.  That  the  Auxiliary  contribute  $1,000  to  the  American 
Medical  Education  Foundation  from  the  Special  Fund. 

The  Revisions  Committee  submitted  the  following 
changes  to  the  By-Laws,  both  of  which  were  adopted: 

Article  III,  Membership. 

Section  2,  (b)  Widows  of  physicians  who  were  in  good 
standing  of  the  Texas  Medical  Association  may  be  active 
members  and  eligible  for  all  offices  except  that  of  Presi- 
dent. 

To  be  changed  to: 

Section  2,  (b)  Widows  of  physicians  who  were  in  good 
standing  of  the  Texas  Medical  Association  may  be  aaive 
members  and  eligible  for  all  offices. 

Article  IX,  Duties  of  Officers. 

Section  3.  The  President-Elect. 

(Add  this  phrase  to  her  duties)  The  President-Elect 
shall  up>on  the  death,  resignation,  or-  removal  of  the  Presi- 
dent fill  that  office  for  the  unexpired  term. 

The  adoption  of  this  revision  changes  Article  IX,  Duties 
of  Officers,  as  follows: 

Section  4.  The  First  Vice-President  shall  be  State  Chair- 
man of  Organization  and  Membership.  She  shall,  in  the 
absence  of  the  President,  perform  the  duties  of  that  office. 
The  Organization  and  Membership  Committee  shall  consist 
of  the  other  Vice-Presidents  and  Council  Women. 


(1)  Mrs.  Robert  E.  Leslie  of  El  Compo,  Council 
Woman  for  District  8,  holds  the  membership  cup  won 
by  Wharton-Jockson-Matagorda-Fort  Bend  Counties  Aux- 
iliary. (2)  The  president,  Mrs.  Odon  F.  von  Werssowetz 
of  Gonzales,  accepts  eight  awards  of  merit  for  four- 
member  Gonzales  Auxiliary.  (3)  Mrs.  T.  J.  Archer  and 
Mrs.  R.  0.  Swearingen,  Austin,  co-chairmen  of  the  His- 
torical Committee,  display  blue  ribbons  distributed  to 
meritorious  county  auxiliaries.  (4)  Mrs.  Haskell  D.  Hat- 
field of  El  Paso,  incoming  President  of  the  Woman's 
Auxiliary  to  the  Texas  Medicol  Association,  receives 
good  wishes  from  her  predecessor,  Mrs.  John  D.  Gleckler 
of  Denison. 
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Program  and  People 

Mrs.  E.  Arthur  Underwood,  Vancouver,  Wash.,  President 
of  the  Woman’s  Auxiliary  to  the  American  Medical  As- 
sociation, introduced  by  Mrs.  Frank  N.  Haggard,  San  An- 
tonio, was  the  guest  speaker  at  the  luncheon  honoring 
county  presidents.  In  her  talk,  "Unity  Depends  on  You,” 
Mrs.  Underwood  stressed  the  importance  of  certain  Auxil- 
iary projects — recruitment.  Today’s  Health,  and  American 
Medical  Education  Foundation.  Of  AMEF,  Mrs.  Underwood 
said,  "We  have  contributed  to  it  as  an  Auxiliary  since  1952. 
This  year  will  make  our  total  contributions  over  $1,- 
000,000.”  Mrs.  Underwood's  theme,  "Safeguard  Today’s 
Health  for  Tomorrow,”  emphasized  the  point  that  our 
concern  is  the  individual;  the  individual’s  being  well  deter- 
mines the  community’s  well-being. 

An  original  skit,  produced  and  enacted  by  members  of 
the  Nueces  County  Auxiliary,  provided  the  laughter  advo- 
cated by  doctors  for  good  health.  At  the  third  business  ses- 
sion, Mrs.  George  W.  Owen,  Jackson,  Miss.,  President, 
brought  greetings  from  the  Woman’s  Auxiliary  to  the 
Southern  Medical  Association.  She  was  presented  by  Mrs. 
O.  W.  Robinson,  Paris.  A cordial  invitation  was  extended 
to  attend  the  SMA  Convention  in  Atlanta,  Ga.,  November 
16-19. 

Mrs.  George  Turner,  El  Paso,  installed  the  newly  elected 
officers : 

President. — ^Mrs.  Haskell  D.  Hatfield,  El  Paso. 

President-Elect. — ^Mrs.  Ramsay  H.  Moore,  Dallas. 

First  Vice-President. — ^Mrs.  G.  Bedford  Brown,  Angleton. 

Second  Vice-President. — Mrs.  William  C.  Barksdale,  Bor- 
ger. 

Third  Vice-President. — Mrs.  Hamilton  Ford,  LaMarque. 

Fourth  Vice-President. — Mrs.  B.  C.  Wallace,  Jr.,  Waxa- 
hachie. 

Fifth  Vice-President. — Mrs.  Forrest  C.  Orman,  Lufkin. 

Recording  Secretary. — Mrs.  Thomas  J.  Vanzant,  Houston. 

Corresponding  Secretary. — Mrs.  H.  Dodson  Garrett,  El 
Paso. 

Treasurer. — Mrs.  Garland  G.  Zedler,  Austin. 

Publicity  Secretary. — Mrs.  Cuvier  P.  Lipscomb,  Fort 
Worth. 

Parliamentarian. — Mrs.  Edward  W.  Coyle,  San  Antonio. 

At  the  post-convention  Executive  Board  meeting,  plans 
for  1959-1960  were  discussed  by  Mrs.  Hatfield,  and  she 
gave  her  theme,  "Cherish  Our  Heritage  in  Health.” 


Special  Events 

An  overflow  crowd  attended  the  Memorial  Services  at 
the  Alamo  on  Sunday,  April  19.  Special  music  was  provided 
by  Our  Lady  of  the  Lake  College  Chorus.  Dr.  Valin  R. 
Woodward,  Austin,  gave  the  memorial  address  for  the  de- 
ceased physicians  and  Mrs.  L.  Bonham  Jones,  San  Antonio, 
for  the  Woman’s  Auxiliary. 

So  that  the  members  of  the  Auxiliary  could  meet  Dr. 
and  Mrs.  Howard  O.  Smith,  Marlin,  and  Dr.  and  Mrs. 
John  D.  Gleckler,  a tea  at  the  Argyle  gave  the  convention 
a change  of  pace.  Welcoming  members  were  Dr.  and  Mrs. 
Haskell  D.  Hatfield,  El  Paso,  and  Dr.  and  Mrs.  Franklin 
W.  Yeager,  Corpus  Christi. 

The  River  Parade,  a Night  in  Old  San  Antonio,  alumni 
and  fraternity  parties,  were  all  a part  of  the  social  life,  but 
the  top  event  was  the  President’s  Party,  a dinner  dance, 
Tuesday  night.  Eduardo  Martinez’  Mexican  Revue  carried 
out  the  Fiesta  theme,  and  the  convention  came  to  a close. 

— Mrs.  Hal  V.  Norgaard,  Denton. 


State  Auxiliary  Led 
By  Mrs.  H.  D.  Hatfield 

Safety,  helping  others,  young  people,  writing,  research — 
these  are  a few  of  the  special  interests  of  Mrs.  Haskell  D. 
Hatfield,  new  President  of  the  Woman’s  Auxiliary  to  the 
Texas  Medical  Association. 

A native  of  Monroe,  La.,  who  moved  to  Shreveport 
when  she  was  2,  Frances  Lee  Harris  was  graduated  from 
Centenary  College  of  Louisiana  with  a bachelor  of  arts 
degree  in  literature  and  psychology.  After  teaching  at  the 
Ysleta  High  School  and  the  Radford  School  for  Girls  in 
El  Paso,  she  was  married  to  Dr.  Haskell  D.  Hatfield  of 
El  Paso  in  1934.  Although  the  Hatfield  family,  including 
two  sons,  moved  hither  and  yon  during  the  years  of  World 
War  II  to  keep  up  with  the  doctor’s  assignments  while  he 


MRS.  HASKELL  D.  HATFIELD 


was  in  the  military  service,  El  Paso  has  remained  home, 
and  a new  house  completed  only  last  year  at  1628  Golden 
Hill  is  now  headquarters.  Dr.  Hatfield’s  office  for  the 
practice  of  otolaryngology  is  a stone’s  throw  away.  Son 
Harris  and  his  wife  now  live  in  El  Paso  and  bring  three 
grandchildren  to  play  with  "Granny.”  Son  Dolph  and  his 
wife  are  in  Austin,  where  he  is  a graduate  smdent  and 
researcher  at  the  University  of  Texas,  looking  forward  to 
medical  school.  Keeping  pace  with  her  sons  while  they  were 
in  college,  Mrs.  Hatfield  received  her  master  of  arts  de- 
gree in  1957  from  Texas  Western  College. 

Safety  has  been  a prime  concern  of  Mrs.  Hatfield.  She 
served  as  safety  chairman  for  the  El  Paso  Woman’s  Club 
and  the  Woman’s  Auxiliary  to  the  El  Paso  County  Medical 
Society,  which  she  helped  to  win  Carol  Lane  certificate 
awards;  on  the  El  Paso  Safety  Council,  in  which  she  was 
the  only  woman  from  1954  to  1958  by  appointment  of 
the  mayor;  and  in  the  Woman’s  Division  of  the  El  Paso 
Chamber  of  Commerce,  for  which  activity  she  was  pre- 
sented a personal  Carol  Lane  award  in  1958. 

Service  to  others  is  inherent  in  Mrs.  Hatfield’s  philos- 
ophy. It  may  be  through  a personal  visit  to  help  an  indi- 
gent cancer  patient  die  in  cleanliness  and  decency  or 
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through  helping  to  organize  an  auxiliary  to  the  local  city- 
county  hospital,  which  has  just  been  done  with  a charter 
membership  of  more  than  250.  It  may  be  by  serving  as  a 
director  of  such  community  agencies  as  the  El  Paso  Guid- 
ance Center,  the  El  Paso  Unit  of  the  American  Cancer 
Society,  and  the  United  Council  of  Church  Women;  being 
a representative  to  the  Council  of  Social  Agencies;  or 
as  an  active  participant  at  St.  Clement’s  Episcopal  Church. 
It  may  be  as  service  chairman  and  chaplain  of  her  PEO 
chapter.  But  help  others  she  does. 

An  enthusiasm  and  zest  for  life  makes  Mrs.  Hatfield 
enjoy  young  people.  As  a director  of  the  El  Paso  High 
School  Parent-Teacher  Association  for  5 years,  she  worked 
closely  with  the  students,  organizing  the  Student  Safety 
Council  and  assisting  with  a convention  of  the  Southern 
Association  of  Student  Councils,  in  1954.  At  St.  Clement’s 
she  was  director  for  3 years  of  the  vacation  Bible  school, 
and  she  conducted  a curriculum  survey  of  all  Protestant 
church  school  literature  in  1950,  writing  experimental 
courses  of  smdy  for  3 years. 

It  was  through  her  writing  that  Mrs.  Hatfield  first 
became  known  to  many  doctors’  wives  throughout  Texas. 
Her  play,  "Rehearsal  for  Duty,”  was  used  first  in  El  Paso 
in  1949  and  later  at  a state  School  of  Instruction.  She  was 
named  editor  of  the  News  Letter  of  the  Woman’s  Auxiliary 
to  the  Texas  Medical  Association  after  its  initial  issue.  She 
was  editor  of  her  high  school  and  college  newspapers  and 
on  the  staff  of  the  college  annual.  She  wrote  a column, 
"Keeping  Posted,”  for  the  Augusta,  Ga.,  Chronicle  while 
her  husband  was  stationed  there  in  1944-1945,  and  has 
contributed  book  reviews  under  the  title  "The  Bookshelf” 
for  the  El  Paso  Herald  Post  since  1948. 

Research  in  early  Americana,  especially  early  Texas  his- 
tory, is  a pet  hobby  of  Mrs.  Hatfield,  indulged  in  when 
other  activities  permit. 

A member  of  Alpha  Xi  Delta  social  sorority  and  Pi 
Gamma  Mu  honorary  social  science  fraternity,  Mrs.  Hat- 
field is  a member  of  El  Paso  Panhellenic  and  was  vice- 
president  of  Texas  Panhellenic  in  1957-1958. 

Has  she  had  time  for  the  medical  auxiliary?  Mrs.  Hat- 
field has  served  on  the  community  service,  samples,  and 
speaker’s  bureau  committees;  has  been  chairman  of  the 
ways  and  means,  public  relations,  safety,  and  (twice)  pro- 
gram committees;  has  been  vice-president  three  times  and 
president  once  of  the  El  Paso  auxiliary.  As  editor  of  the 
News  Letter  of  the  State  Auxiliary  1952  to  1955,  she  be- 
came familiar  with  Auxiliary  projects  and  personnel 
throughout  the  state  and  on  the  national  level,  where  she 
was  an  unofficial  reporter  and  writer  for  Mrs.  George 
Turner  of  El  Paso  during  her  term  of  office  as  President 
of  the  Woman’s  Auxiliary  to  the  American  Medical  Associa- 
tion in  1954-1955.  The  past  year  she  has  served  an  ap- 
prenticeship for  her  present  job  in  the  position  of  Presi- 
dent-Elect of  the  State  Auxiliary. 

Mrs.  Hatfield  has  chosen  "Cherish  Our  Heritage  in 
Health”  as  the  theme  for  her  year  as  President.  She  under- 
takes this  task  with  extensive  experience,  innate  ability,  an 
affinity  for  work,  and  a fresh  approach  which  should  be 
rewarding  for  the  entire  organization. 


^ American 
^ Medical  Association 


AMA  Program  Has  Variety 

Hypnosis,  staphylococcal  infections,  blood  cell  disorders, 
space  medicine,  European  spas,  and  aging  are  among  sub- 
jects to  be  considered  at  the  108th  annual  meeting  of  the 
American  Medical  Association,  to  be  held  June  8-12  in 
Atlantic  City. 

Some  15,000  physicians  are  expected  to  attend  this 
largest  medical  conference  in  the  world,  at  which  about  450 
physicians  will  present  scientific  papers  or  participate  in 
panel  discussions  and  symposiums.  In  addition,  there  will 
be  387  scientific  exhibits  shown  by  doctors  and  285  indus- 
trial exhibits  prepared  by  pharmaceutical  houses,  medical 
equipment  firms,  and  other  business  organizations. 

Seven  of  the  21  sections  of  the  AMA  Scientific  Assembly 
will  mark  their  100th  anniversaries  during  the  meeting. 
These  are  the  sections  on  surgery,  internal  medicine,  ob- 
stetrics and  gynecology,  experimental  medicine  and  thera- 
peutics, pathology  and  physiology,  nervous  and  mental  dis- 
eases, and  preventive  medicine. 

Other  features  of  the  scientific  program  will  include  color 
television  and  motion' pictures.  Two  films  of  special  interest 
to  be  premiered  deal  with  staphylococcal  infections  in  hos- 
pitals and  radiation  protection  in  diagnostic  radiologic  ex- 
aminations. 

The  House  of  Delegates  with  its  210  members  (eight 
of  them  from  the  Texas  Medical  Association)  will  meet 
throughout  the  week.  It  will  select  a physician  to  receive 
its  Distinguished  Service  Award  and  announce  the  winner 
of  the  Goldberger  Award  for  outstanding  contributions  in 
the  field  of  nutrition. 

Dr.  Louis  M.  Orr  of  Orlando,  Fla.,  will  be  inaugurated 
as  AMA  president  and  honored  afterwards  at  a reception 
and  bail.  A president-elect  will  also  be  named. 

High  school  students  who  have  won  special  AMA  awards 
in  the  National  Science  Fair  will  show  their  prize-winning 
work,  and  sidelights  of  the  convention  will  include  a special 
art  exhibit  by  the  American  Physicians’  Art  Association  and 
the  43rd  annual  American  Medical  Golfing  Association 
tournament. 

Immediately  prior  to  the  opening  of  the  convention,  on 
Saturday,  June  6,  the  seventh  annual  National  Medical 
Civil  Defense  Conference  will  be  held.  Presented  entirely 
by  the  Army  Medical  Service  composed  of  the  Army  Medi- 
cal Corps  and  the  Army  Medical  Service  Corps,  the  pro- 
gram will  highlight  medical  problems  involved  in  nuclear 
warfare.  Physicians  attending  the  session,  which  is  spon- 
sored by  the  AMA  and  its  Council  on  National  Defense, 
will  get  a one  day  version  of  the  Army’s  one  week  educa- 
tion and  training  program  dealing  with  mass  casualty  con- 
cepts and  treatment  techniques.  (One  of  these  courses  is 
given  regularly  at  Brooke  Army  Medical  Center  in  San 
Antonio,  the  other  at  'Walter  Reed  Army  Medical  Center 
in  Washington,  D.  C. ). 

A one  day  special  session  on  new  concepts  in  aging  will 
be  held  during  the  annual  convention  on  Wednesday,  June 
10,  under  the  auspices  of  the  AMA  Committee  on  Aging. 
Nationally  recognized  authorities  in  the  field  will  speak, 
and  physicians  planning  to  attend  the  session  are  invited 
to  send  questions  or  points  they  would  like  discussed  to 
the  Committee,  535  North  Dearborn,  Chicago  10,  no 
later  than  May  27. 


390 


TEXAS  State  Journal  of  Medicine,  MAY,  1959 


The  Woman’s  Auxiliary  to  the  American  Medical  As- 
sociation will  hold  its  series  of  meetings  in  conjunction 
with  the  AMA  convention.  Mrs.  Frank  Gastineau,  Indian- 
apolis, will  be  installed  as  president,  succeeding  Mrs.  E. 
Arthur  Underwood  of  Vancouver,  Wash. 

Among  the  chief  speakers  before  the  women’s  group  will 
be  Lt.  Col.  Ingalls  H.  Simmons,  director  of  the  department 
of  preventive  medicine.  Army  Medical  Service  School,  Fort 
Sam  Houston,  who  will  discuss  survival  medicine  in  na- 
tional defense. 


Texas  (And  Alaska)  to  Play 
Big  Role  at  AMA  Session 

Texas  physicians  who  attend  the  annual  convention  of 
the  American  Medical  Association  in  Atlantic  City  June 
8-12  will  find  themselves  important  participants  in  this 
major  national  medical  meet. 

Dr.  Milford  O.  Rouse,  chairman  of  the  eight  man  dele- 
gation, will  be  nominated  by  his  fellow  delegates  for  the 
office  of  AMA  vice-speaker,  should  a vacancy  occur  in  that 
position  during  the  Atlantic  City  session.  Retiring  president 
of  the  Southern  Medical  Association  and  a past  president 
of  the  Texas  Medical  Association,  Dr.  Rouse  is  now  a 
member  of  the  Committee  to  Smdy  AMA  Objectives  and 
Basic  Program,  as  well  as  of  the  Committee  on  Insurance 
and  Prepayment  Plans. 

Texas  AMA  delegates  will  be  called  upon  to  report  the 
feeling  of  the  Texas  Medical  Association’s  House  of  Dele- 
gates on  the  matters  of  panel  medicine  and  free  choice  of 
physician,  the  first  of  which  was  vetoed  and  the  second 
supported  by  that  House  during  the  April  18-21  annual  ses- 
sion in  San  Antonio. 

The  Atlantic  City  session  will  mark  the  addition  of  an 
eighth  delegate  from  Texas,  Dr.  J.  C.  Terrell  of  Stephen- 
ville.  'The  other  seven  Texans,  all  of  whom  plan  to  attend, 
include  Dr.  J.  B.  Copeland,  San  Antonio;  Dr.  John  K. 
Glen,  Houston;  Dr.  G.  W.  Cleveland,  Austin;  Dr.  Troy  A. 
Shafer,  Harlingen;  Dr.  T.  C.  Terrell,  Fort  Worth;  and  Dr. 
James  H.  Wooten,  Columbus. 

Texas  physicians  serving  on  reference  committees  dur- 
ing the  AMA  meeting  will  include  Dr.  Copeland,  Board  of 
Trustees;  Dr.  T.  C.  Terrell,  executive  session;  Dr.  Shafer, 
medical  military  affairs;  and  Dr.  Wooten,  sections  and 
section  work.  Among  Texas  delegates  from  the  sections  and 
government  services  will  be  Dr.  Charles  T.  Stone,  Sr.,  Gal- 
veston, internal  medicine.  Dr.  B.  E.  Pickett,  Sr.,  Carrizo 
Springs,  is  among  the  chairmen  of  councils,  ex  officio  mem- 
bers. 

Pleasure,  however,  will  also  play  an  important  role  in 
convention  activities  of  Texas  physicians.  The  Texas  dele- 
gation, together  with  Dr.  Milo  Fritz,  the  sole  Alaskan  dele- 
gate, will  be  host  at  a hospitality  suite  in  the  Traynot 
Hotel  throughout  the  session. 

'If  you  can’t  outbrag  ’em,  join  ’em,”  is  the  theory  of 
the  Texans  in  inviting  Alaska  to  co-sponsor  the  suite,  where 
totem  poles  will  mix  with  Lone  Star  flags  and  the  strains 
of  "Down  On  the  Old  Yukon”  mingle  with  those  of  "Yel- 
low Rose  of  Texas.” 

Philip  R.  Overton,  general  counsel  of  the  Texas  Medical 
Association;  C.  Lincoln  Williston,  executive  secretary;  and 
Donald  Anderson,  assistant  executive  secretary,  will  repre- 
sent the  Austin  staff  at  the  convention. 

Representing  the  Woman’s  Auxiliary  to  the  Texas  Medi- 
cal Association  will  be  Mrs.  Haskell  D.  Hatfield,  El  Paso, 
president,  and  Mrs.  Ramsay  H.  Moore,  Dallas,  president- 
elect. 


Lester  Takes  Washington  Post 

Dr.  Roy  T.  Lester,  medical  director  of  Blue  Cross-Blue 
Shield  of  Texas  in  Dallas  for  the  past  5 years,  has  gone 
to  Washington  as  manager  of  the  American  Medical  As- 
sociation’s Washington  office. 

Edwin  Patterson,  whom  Dr.  Lester  succeeds,  has  returned 
to  his  former  employment  as  counsel  of  the  Veterans  Af- 
fairs Committee  of  the  House  of  Representatives. 

A specialist  in  thoracic  surgery.  Dr.  Lester  was  in  private 
practice  in  Abilene  from  1950  until  he  moved  to  Dallas 
with  Blue  Cross-Blue  Shield.  He  was  clinical  instructor  in 
surgery  at  Southwestern  Medical  School  of  the  University 
of  Texas.  Dr.  Lester  was  a member  of  the  Texas  Medical 
Association’s  Committee  on  Voluntary  Health  Insurance  and 
Health  Care  Costs  at  the  time  he  accepted  the  Washington 
appointment. 

New  Editor  for  Todoy's  Health 

Dr.  F.  J.  L.  Blasingame,  executive  vice-president  of  the 
American  Medical  Association,  has  named  Kenneth  N. 
Anderson  editor  of  Today’s  Health.  Mr.  Anderson,  formerly 
associate  editor  of  Popular  Mechanics,  special  features  as- 
sistant editor  of  Better  Homes  and  Gardens,  and  bureau 
manager  for  International  News  Services  in  Omaha,  re- 
places James  M.  Liston,  who  resigned  to  accept  a position 
with  American  Home  magazine. 

District  Societies 


Second  District  Meets  at  Colorado  City 

The  Second  District  Medical  Society  and  its  Auxiliary 
held  meetings  March  15  in  Colorado  City.  Presiding  was 
Dr.  O.  E.  Rhode  of  that  city,  district  president. 

Guest  speakers  included  Dr.  E.  Stanley  Crawford,  assistant 
professor  of  surgery,  Baylor  University  College  of  Medicine, 
Houston,  who  discussed  "Surgical  Treatment  of  Stroke,” 
and  Dr.  James  K.  Alexander,  assistant  professor  of  medicine 
at  the  same  school,  who  spoke  on  "The  Management  of 
Chronic  Pulmonary  Disease.”  Dinner  speaker  was  C.  Lin- 
coln Williston  of  Austin,  executive  secretary,  Texas  Medi- 
cal Association,  whose  topic  was  "Public  Relations  and 
Socio-Economic  Considerations  in  Medical  Practice  Today.” 

Other  new  officers  include  vice-president.  Dr.  Robert 
L.  Price,  Sweetwater,  and  secretary-treasurer.  Dr.  John  H. 
Chinn,  Jr.,  Colorado  City. 

Featured  on  the  Auxiliary  program  was  Mrs.  M.  J. 
Loring  of  Midland,  council  woman  for  District  2. 

Lubbock  Takes  Third  Disfrict  Honors 

Dr.  Grady  M.  Wallace,  Lubbock,  has  been  elected  1959- 
1960  president  of  the  Third  District  Medical  Society,  and 
that  city  has  been  selected  as  the  I960  meeting  site  of  the 
group. 

Other  new  officers  include  Dr.  James  L.  Johnson,  Ama- 
rillo, president-elect;  Dr.  George  H.  Benzon,  Plainview, 
first  vice-president;  Dr.  Alvin  Bronwell,  Lubbock,  second 
vice-president;  and  Dr.  Fred  Johnson,  Amarillo,  secretary- 
treasurer.  Dr.  R.  A.  Neblett,  Canyon,  was  nominated  as 
Councilor;  and  Dr.  William  H.  Gordon,  Lubbock,  Vice- 
Councilor. 
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County  Societies 


County  Society  News  Briefs 

"Hyperparathyroidism”  was  the  topic  of  the  scientific 
program  when  the  Dallas  County  Medical  Society  held  its 
February  meeting.  Speakers  included  Drs.  Donald  Seldin, 
Joseph  D.  Mitchell  Jr.,  and  Dan  Gill.  Dr.  C.  D.  Bussey, 
president  of  the  Dallas  County  Medical  Plan,  conducted  a 
brief  business  meeting  and  election  for  that  organization. 
Final  business  was  the  adoption  of  a report  and  recom- 
mendations from  the  society’s  public  health  committee, 
which  recommended  that  fluorine  in  the  Dallas  water  sup- 
ply should  be  adjusted  so  as  to  provide  the  approximate 
equivalent  of  1 part  of  flourine  per  1,000,000  of  water. 

The  Wichita  County  Medical  Society  honored  K.  A. 
Long,  recently  retired  detail  man  of  the  Upjohn  Company, 
for  27  years  of  service.  Making  the  presentation  at  the  so- 
ciety’s March  10  meeting  was  Dr.  E.  A.  Cox  of  Wichita 
Falls,  master  of  ceremonies,  and  Dr.  Gordon  G.  Clark, 
Iowa  Park,  society  president.  W.  F.  Allen  of  Kalamazoo, 
Mich.,  Upjohn  vice-president,  was  present,  and  the  meeting 
was  featured  in  the  March  25  issue  of  Scope. 

The  Potter -Randall  Counties  Medical  Society  dated  Dr. 
Maxwell  M.  Wintrobe,  professor  of  medicine  at  the  Uni- 
versity of  Utah  School  of  Medicine,  for  its  April  13  meet- 
ing in  Amarillo.  His  topic  was  to  be  "The  Approach  to 
Anemia  and  the  Pros  and  Cons  of  Blood  Transfusions.” 

At  the  group’s  March  meeting,  an  automotive  crash  in- 
jury research  program  to  be  conducted  in  the  area  by  the 
Texas  Highway  Patrol,  the  State  Department  of  Health, 
and  Cornell  University  was  announced.  A panel  discussion 
of  educational  facilities  in  Amarillo  for  mentally  retarded, 
blind,  and  other  handicapped  children  was  presented  by 
physicians,  the  director  of  the  city  child  guidance  center, 
a representative  of  the  public  schools,  and  others. 

The  Dallam-Hartley-Sherman-Moore  Counties  Medical  So- 
ciety met  at  the  North  Plains  Country  Club  in  Dumas 
March  5 for  a dinner  session,  at  which  Dr.  Louis  R.  De- 
vanney  of  Amarillo  was  guest  speaker.  His  paper  was  on 
"Urological  Problems  in  General  Practice.” 

State  Representative  Bill  Heatley  discussed  current  medi- 
cal legislation  in  the  Texas  Legislature  when  the  Hardeman- 
Cottle-Foard-Motley  Counties  Medical  Society  met  in  Pa- 
ducah February  26. 

"Treatment  with  High  Voltage  Therapy”  was  the  topic 
of  Dr.  Jarrell  Miller,  clinical  associate  professor  of  radiol- 
ogy at  the  University  of  Texas  Southwestern  Medical 
School,  Dallas,  when  he  appeared  before  the  Gray-Hans- 
ford-Hemphill-Lipscomh-Roberts-Ochiltree -Hutchinson -Car- 
son  Counties  Medical  Society  at  the  Pampa  Country  Club 
recently. 

The  Tom  Green-Coke-Crockett-Concho-lrion-Sterling-Sut- 
ton-Schleicher  Counties  Medical  Society  held  a business 
meeting  on  March  2,  during  which  the  group  discussed 
sending  of  telegrams  in  behalf  of  the  Keogh-Simpson  bill 
to  Texas  Senators  and  Congressmen  and  passed  a resolution 
presented  by  Dr.  Eugene  C.  Winkelmann  in  regard  to 
licensing  of  psychologists.  Drs.  Robert  Franken,  Cecil 
French,  and  K.  S.  Round  were  named  a committee  to  con- 
sider matters  relating  to  an  emergency  hospital  for  use 
during  disaster.  Dr.  Lloyd  R.  Hershberger,  San  Angelo, 
presented  a film,  "Atoms  for  Peace.” 

Dr.  Donald  W.  Seldin  of  the  University  of  Texas  South- 
western Medical  School,  Dallas,  discussed  "Therapeutic  and 
Toxic  Potentialities  of  Adrenal  Steroids”  when  he  appeared 


as  guest  speaker  March  16  before  the  Cameron-W illacy 
Counties  Medical  Society. 

Six  members  were  appointed  to  a committee  on  indus- 
trial and  bracero  insurance.  They  were  Dr.  H.  L.  Scales, 
Jr.,  San  Benito,  chairman;  and  Dr.  Heinrich  Lamm,  Har- 
lingen; Dr.  George  Gallaher,  Harlingen;  Dr.  Karl  A. 
Roth,  Brownsville;  Dr.  Ervin  Baden,  Raymondville;  and 
Dr.  Fred  Destefano,  Brownsville. 

Appointed  to  a civil  defense  committee  were  Dr.  Evan 
B.  Hume,  Brownsville,  chairman;  Dr.  William  Ross,  San 
Benito;  Dr.  Cornelius  Olcott,  Jr.,  Harlingen;  and  Dr. 
Verne  F.  Goerger,  Raymondville. 


County  Societies  Elect  Officers 

Newly  elected  officers  of  county  medical  societies  in  Tex- 
as, not  previously  announced,  include  the  following: 

Anderson-Houston-Leon. — President,  Dr.  O.  B.  Harring- 
ton, Palestine;  vice-president.  Dr.  E.  S.  Darsey,  Crockett; 
secretary-treasurer.  Dr.  Thomas  E.  Walkup,  Palestine;  dele- 
gate, Dr.  John  L.  Dean,  Crockett;  alternate  delegate.  Dr. 
Robert  G.  Cox,  Palestine;  board  of  censors.  Dr.  Fred  E. 
Felder,  Palestine;  Dr.  C.  M.  Griswold,  Crockett;  and  Dr. 
A.  B.  Brown,  Jr.,  Crockett. 

Atascosa. — President,  Dr.  Walter  H.  Joyce,  Lytle;  secre- 
tary-treasurer, Dr.  John  D.  Austin,  Pleasanton;  delegate. 
Dr.  Walter  H.  Joyce,  Lytle;  alternate.  Dr.  John  M.  Fag- 
gard,  Poteet. 

Brazos-Robertson. — President,  Dr.  T.  O.  Walton,  College 
Station;  president-elect.  Dr.  L.  O.  Wilkerson,  Bryan;  vice- 
president,  Dr.  A.  G.  McGill,  Bryan;  secretary-treasurer.  Dr. 
O.  C.  Cooper,  Bryan;  delegate,  Dr.  Richard  B.  Grant,  Jr., 
Bryan;  alternates.  Dr.  Joseph  M.  Cox  and  Dr.  S.  C.  Rich- 
ardson, Bryan;  board  of  censors.  Dr.  R.  H.  Harrison,  Jr., 
Bryan;  Dr.  Joseph  C.  Gallagher,  Hearne;  Dr.  S.  C.  Rich- 
ardson and  Dr.  J.  E.  Marsh,  Jr.,  Bryan. 

Coleman. — President,  Dr.  Manly  E.  Weaver;  vice-presi- 
dent; Dr.  R.  R.  Lovelady;  secretary-treasurer.  Dr.  Morris 
D.  Mann;  delegate.  Dr.  Lovelady;  alternate.  Dr.  F.  M. 
Burke;  board  of  censors,  Drs.  Weaver,  Burke,  and  J.  C. 
Young,  all  of  Coleman. 

Cooke. — President,  Dr.  Charles  K.  Mills,  Gainesville; 
vice-president.  Dr.  ’Thomas  S.  Myrick,  Muenster;  secretary- 
treasurer,  Dr.  Van  G.  Kaden,  Gainesville;  delegate.  Dr. 
James  W.  Atchison,  Gainesville;  alternate.  Dr.  Charles  K. 
Mills,  Gainesville;  board  of  censors.  Dr.  T.  S.  Myrick. 

DeWitt. — President,  Dr.  Marvin  H.  Gohlke,  Yorktown; 
vice-president.  Dr.  John  C.  Davis,  Yoakum;  secretary-treas- 
urer, Dr.  Oscar  E.  Hall,  Jr.,  Cuero;  delegate.  Dr.  Frank 
A.  Prather,  Cuero;  alternate.  Dr.  L.  B.  S.  Richter,  Yoakum; 
board  of  censors.  Dr.  Leon  Nowierski,  Yorktown,  and  Dr. 
John  E.  Trott,  Yoakum. 

Gonzales. — President,  Dr.  N.  A.  Elder,  Nixon;  vice- 
president,  Dr.  W.  A.  Sievers,  Gonzales;  secretary-treasurer. 
Dr.  James  C Price,  Gonzales;  delegate.  Dr.  Odon  von 
Werssowetz,  Gonzales;  alternate.  Dr.  Louis  J.  Stahl,  Gon- 
zales; board  of  censors.  Dr.  Stahl,  Dr.  Stewart  Ponder, 
Waelder,  and  Dr.  Sam  A.  Nixon,  Jr.,  Nixon. 

Harrison. — President,  Dr.  George  E.  Bennett,  Marshall; 
president-elect.  Dr.  George  A.  Farquhar,  Marshall;  vice-pres- 
ident, Dr.  Malcolm  McNatt,  Marshall;  secretary-treasurer. 
Dr.  Edgar  H.  Allen,  Jr.,  Marshall;  delegate.  Dr.  Richard  G. 
Granbery,  Marshall;  alternate.  Dr.  Charles  A.  Wyatt,  Mar- 
shall; board  of  censors.  Dr.  Granbery. 

Upshur. — President,  Dr.  J.  L.  Fenlaw;  vice-president.  Dr. 
H.  M.  Ragland;  secretary-treasurer.  Dr.  M.  S.  Ragland; 
delegate.  Dr.  J.  G.  Daniels,  all  of  Gilmer. 
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I RECENT 

DR.  JOHN  GILLETT  BURNS 


Dr.  John  Gillett  Burns,  chief  surgeon  of  Burns  Hospital 
in  Cuero,  died  of  cancer  on  March  9,  1959. 

He  was  born  September  25,  1894,  in  Cuero  and  was 
the  son  of  Dr.  John  W.  Burns  and  Nettie  (Gillett)  Burns. 
After  attending  Cuero  schools,  he  received  his  bachelor’s 
degree  from  Southwestern  University  in  Georgetown  and 
his  medical  degree  from  Johns  Hopkins  University,  Bal- 
timore, in  1920.  Interning  at  St.  Vincent’s  Hospital  in 
Cleveland,  he  then  became  postgraduate  resident  in  surgery 
at  the  Mayo  Clinic  in  Rochester,  Minn.  During  World  War 
I,  he  served  with  the  Reserve  Medical  Corps  at  Johns 
Hopkins. 


DR.  JOHN  GILLETT  BURNS 


Dr.  Burns  entered  private  practice  in  Cuero  in  1925, 
continuing  there  until  his  death.  His  father,  who  was  presi- 
dent of  the  Texas  Medical  Association  in  1930,  founded 
the  Burns  Hospital,  which  is  now  operated  by  the  nuns 
of  the  Incarnate  Word  and  Blessed  Sacrament  Order. 

He  was  a member  of  the  American  Medical  Association, 
a fellow  of  the  American  College  of  Surgeons,  active  fellow 
of  the  Southwestern  Surgical  Congress,  and  member  of 
the  Texas  Surgical  Society  and  of  the  Southern  Medical 
Association.  In  1933,  he  was  secretary  of  the  Texas  Medi- 
cal Association’s  Section  on  Surgery.  He  was  president  of 
the  DeWitt  County  Medical  Society  in  1952.  Dr.  Burns 
was  a member  of  the  First  Methodist  Church  of  Cuero.  He 
also  belonged  to  the  Knights  of  Pythias,  Phi  Delta  Theta, 
and  the  American  Legion. 

He  is  survived  by  his  wife,  the  former  Miss  Mattie 
Kent,  whom  he  married  in  San  Antonio  in  1933,  and  by 
his  mother,  Mrs.  John  W.  Burns,  Cuero. 


DR.  M.  C.  KIMBALL 


Dr.  Melvin  Clinton  Kimball  of  Borger  died  in  a local 
hospital  March  24,  1959,  after  a long  illness. 

Dr.  Kimball  was  born  on  March  16,  1908,  in  Sr.  Louis. 
He  was  the  son  of  Melvin  Clinton  Kimball,  Sr.,  and  Helena 
(Bantz)  Kimball.  He  was  graduated  from  Central  High 
School  in  Tulsa,  Okla.,  attended  the  University  of  Illinois, 
and  received  his  medical  degree  from  the  University  of 
Oklahoma  in  1931.  He  interned  at  Willard  Parker  Hos- 
pital, Belevue  Hospital,  and  St.  John’s  Hospital,  all  in  New 
York,  later  doing  postgraduate  smdy  in  obstetrics  and  pedi- 
atrics at  the  University  of  Oklahoma. 

The  physician  practiced  medicine  for  a short  time  in 
Oklahoma  City,  and  then  for  6 years  in  the  Burbank  oil 
field,  with  offices  in  Webb  City,  Okla.  In  1942,  he  joined 
the  medical  department  of  the  Phillips  Petroleum  Company, 
transferring  to  Borger  as  head  physician  for  the  company’s 
Plains  plant  shortly  thereafter.  In  recent  years,  he  had  main- 
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rained  a private  practice  in  the  Tri-City  area.  His  specialty 
was  surgery. 

Dr.  Kimball  was  a member  of  the  American  Medical 
Association,  the  American  Academy  of  General  Practice, 
the  Texas  Academy  of  General  Practice,  and  the  Texas 
Medical  Association.  He  was  1946  president  of  the  Gray- 
Hansford-Hemphill-Lipscomb-Roberts-Ochiltree  - Hutchinson- 
Carson  Counties  Medical  Society  and  vice-president  in  1954. 

Chief  of  staff  of  North  Plains  Hospital  in  Borger,  for 
one  term.  Dr.  Kimball  was  later  chairman  of  its  tissue 
committee.  He  was  a president  of  his  county  mberculosis 
association,  vice-president  of  the  Borger  Chamber  of  Com- 
merce, director  of  Borger  Hotel,  county  chairman  of  the 
Republican  Party  in  1952-1954,  member  of  the  Rotarians, 
his  Presbyterian  Church  choir,  and  a music  club  string 
ensemble.  His  hobbies,  in  addition  to  music,  were  golf  and 
bridge. 

Dr.  Kimball  is  survived  by  his  wife,  the  former  Miss 
Marion  English  Morris  of  New  York,  whom  he  married 
in  Greenwich,  Conn.,  in  1932;  a daughter,  Mrs.  Charles  D. 
Hamilton,  Borger;  two  sons,  William  Morris  and  Robert 
Melvin  Kimball,  both  of  Borger;  and  two  sisters,  Mrs. 
J.  N.  Troxell,  Houston,  and  Mrs.  Fred  H.  Murdock,  Tulsa. 
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DR.  WALTER  H.  MOURSUND 

Dr.  Walter  Henrik  Moursund,  Sr.,  74,  who  served  one 
of  the  longest  tenures  in  the  United  States  as  dean  of  a 
medical  school — Baylor — died  in  a Houston  hospital  on 
April  2,  1959,  after  a 3 month  illness. 

Dr.  Moursund  was  the  son  of  Norwegian  immigrants. 
District  Judge  Albert  Waddell  and  Henrikke  M.  Mour- 
sund of  Fredericksburg.  He  was  born  in  that  city  on  August 
13,  1884,  one  of  eight  children.  After  being  graduated  from 
Fredericksburg  High  School,  he  received  his  medical  degree 
at  the  University  of  Texas  Medical  Branch,  Galveston,  in 
1906. 

He  married  Miss  Freda  Adelaide  Plate  of  Seguin  on 
June  24,  1907,  and  for  the  next  several  years  was  a gen- 
eral practitioner  in  Fredericksburg,  Seguin,  Marion,  La- 
vernia,  and  Sulphur  Springs. 

Dr.  Moursund’s  career  with  Baylor  University  College  of 
Medicine  began  in  1911  in  Dallas,  when  he  joined  its  staff 
as  an  assistant  in  pathology  and  bacteriology.  Through  the 
years,  he  became  professor  of  physiology,  professor  of  path- 
ology, professor  of  clinical  pathology,  professor  of  bacteri- 
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ology  and  hygiene,  secretary  and  registrar,  acting  dean, 
and,  in  1923,  dean.  Dr.  Moursund  served  Baylor  as  its  dean 
of  medicine  from  1923  until  1953,  moving  to  Houston 
with  the  school  in  1943.  Upon  his  retirement  in  1953,  he 
was  named  dean  emeritus  and  director  of  endowment.  "A 
History  of  Baylor  University  College  of  Medicine,  1900  to 
1953”  was  published  in  1956  over  his  byline. 

Dr.  Moursund  was  a member  of  the  American  Medical 
Association,  the  Southern  Medical  Association,  and  the 
Harris  County  Medical  Society.  The  Texas  Medical  As- 
sociation elected  him  to  emeritus  membership  in  1950.  The 
honors  which  came  to  him  were  many.  Baylor  University 
awarded  him  an  honorary  doctor  of  laws  degree  in  1946, 
and,  in  1951,  the  Walter  H.  and  Freda  Moursund  endow- 
ment at  the  Baylor  University  College  of  Medicine  was 
begun  by  a $1,000  contribution  by  a former  student. 

The  physician  was  a member  of  the  First  Presbyterian 
Church  of  Houston.  He  belonged  to  the  Masons,  the  Wood- 
men of  the  World,  the  Modern  Woodmen  of  America, 
and  the  Doctors’  Club  of  Houston.  During  World  War  I 


he  served  with  the  Army  as  a captain  and  then  major.  He 
also  was  a charter  member  of  the  board  of  the  Baylor 
Medical  Foundation. 

Dr.  Moursund,  coming  from  a family  of  lawyers  and 
civil  engineers,  credited  his  interest  in  the  study  of  medicine 
to  recollections  of  a kindly  family  doctor  who  had  helped 
through  childhood  illnesses.  In  newspaper  interviews  in  the 
latter  years  of  his  life,  he  regretted  that  specialization  was 
eclipsing  the  old-time  family  doctor  and  counselor. 

Surviving  Dr.  Moursund,  in  addition  to  his  wife,  are 
two  sons,  Col.  Walter  H.  Moursund,  Jr.,  who  is  attached  to 
the  office  of  the  Surgeon  General,  United  States  Army 
Medical  Corps,  at  Washington,  D.  C.,  and  Waddell  Mour- 
sund, Mineral  Wells;  one  daughter,  Mrs.  G.  A.  Essig  of 
Dayton,  Ohio;  one  sister,  Mrs.  E.  L.  Malsby  of  Mineral 
Wells;  three  brothers,  Anton  N.  Moursund,  San  Antonio; 
L.  Erik  Moursund,  Austin;  and  Rolf  C.  Moursund,  Fred- 
ericksburg; and  five  grandchildren. 


DR.  DONALD  T.  ATKINSON 

Dr.  Donald  Taylor  Atkinson  of  San  Antonio,  eye  special- 
ist and  author,  died  in  that  city  on  March  20,  1959,  of 
coronary  occlusion. 

A native  of  Canada,  Dr.  Atkinson  was  born  on  May  31, 
1874,  in  Little  Shemogue,  New  Brunswick.  He  was  the 
son  of  Joseph  Silliker  and  Elizabeth  A.  (Grant)  Atkinson. 
He  came  to  the  United  States  in  1891  and  eventually  ob- 
tained his  medical  degree  at  the  then  Hospital  College  of 
Medicine  in  Louisville,  Ky.,  in  1902,  later  working  and 
studying  in  Vienna  and  London.  He  received  a doctor  of 
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science  degree  from  Center  College  in  Danville,  Ky.,  in 
1944  and  an  honorary  doaor  of  laws  degree  from  Huron 
College,  South  Dakota,  in  1945. 

Dr.  Atkinson  practiced  medicine  in  San  Antonio  for  50 
years.  It  was  estimated  that  he  performed  more  than  3,500 
operations  on  blind  persons  at  Santa  Rosa  Hospital;  he  was 
also  a member  of  the  Nix  Hospital  staff.  He  originated  a 
number  of  instruments  and  operative  methods  in  eye  sur- 
gery which  have  been  adopted  by  other  surgeons. 
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The  veteran  physician,  who  became  a United  States 
citizen  in  1916,  achieved  both  medical  and  literary  dis- 
tinction during  his  life.  He  was  awarded  a fellowship  in 
the  National  Surgical  Society  of  Italy  and  a bronze  medal 
from  the  University  of  Florence  for  his  research  in  glau- 
coma. He  was  a life  member  of  the  American  Medical  As- 
sociation of  Vienna,  a fellow  of  the  International  College 
of  Surgeons  in  Geneva,  and  a fellow  of  the  Royal  Academy 
of  Medicine  in  Dublin. 

Dr.  Atkinson  was  editor  of  ophthalmology  in  the  Texas 
Medical  News,  published  for  about  20  years,  from  1913 
to  1916.  He  was  an  associate  editor  of  the  Chicago  Eye. 
Ear,  Nose,  and  Throat  Journal  for  many  years,  and  he  per- 
sonally illustrated  in  color  his  text  book  on  the  eye’s  in- 
terior. Among  Dr.  Atkinson’s  books  was  "Magic,  Myth  and 
Medicine,’’  published  in  1955.  His  most  recent  book,  an 
autobiography  entitled  "Texas  Surgeon,”  won  him  an  award 
as  one  of  Texas’  outstanding  authors  of  1958  at  the  tenth 
annual  Writers’  Round-up  sponsored  by  Theta  Sigma  Phi, 
the  national  professional  journalism  fraternity  for  women, 
in  Austin. 

Dr.  Atkinson  was  a member  of  the  American  Medical 
Association,  Texas  Medical  Association,  Bexar  County  Med- 
ical Society,  American  College  of  Surgeons,  American 
Academy  of  Ophthalmology  and  Otolaryngology,  Southern 
Medical  Association,  National  Tuberculosis  Association, 
American  Genetic  Association,  American  Social  Hygiene 
Association,  National  Society  of  Arts  and  Letters,  National 
Association  of  Authors  and  Journalists,  and  the  San  Antonio 
River  Art  Group. 

He  is  survived  by  his  wife,  the  former  Miss  Wanda 
Wiley,  whom  he  married  in  1937;  one  brother,  John  S. 
Atkinson,  Akron,  Ohio;  and  a niece,  Mrs.  Baun  Jordan, 
Watsonville,  Calif. 


DR.  GEORGE  THOMAS  VINtARD 

Dr.  George  Thomas  Vinyard  of  Amarillo  died  on  Feb- 
ruary 11,  1959,  of  uremic  coma. 

He  was  born  January  30,  1870,  at  Lawrenceville  in 
Gwinnett  County,  Ga.,  son  of  George  Stephens  and  Millie 
(Drummond)  Vinyard.  After  attending  rural  schools  and 
Mercer  University  in  Macon,  Ga.,  he  received  his  medical 
degree  from  Barnes  Medical  College  in  St.  Louis  in  1894. 

Dr.  Vinyard  took  postgraduate  study  at  Chicago  Poly- 
clinic, New  York  Polyclinic  Medical  School,  and  New 
Orleans.  In  1928,  accompanied  by  his  wife,  he  toured 
Europe  with  the  Foreign  Assembly  of  the  Inter-State  Post- 
graduate Association  of  North  America.  He  practiced  medi- 
cine in  Crafton,  Texas,  from  1894  to  1902,  and  then  in 
Amarillo  from  1902  until  his  retirement  in  June,  1955. 

For  many  years.  Dr.  Vinyard  practiced  in  partnership 
with  his  two  brothers.  Dr.  Roy  L.  Vineyard  and  Dr.  Sam 
Polk  Vineyard;  the  partnership  was  dissolved  just  prior 
to  the  death  of  Dr.  Sam  Vineyard  in  1934,  the  two  sur- 
viving brothers  maintaining  separate  offices  during  the 
remaining  years. 

In  1905,  a group  of  13  doctors  met  in  the  Vinyard 
office  to  organize  the  Potter  County  Medical  Society.  Dr. 
George  Thomas  Vinyard  was  a charter  member,  first  sec- 
retary, and  later  president.  He  was  a member  of  the  Texas 
Medical  Association,  a president  of  District  3,  Councilor 
of  District  3 for  12  years,  and  was  elected  to  honorary 
membership  in  1950.  He  was  a member  of  the  Southern 
Medical  Association  and  the  American  Medical  Association 
and  a fellow  of  the  American  College  of  Surgeons.  Dr. 
Vinyard  was  city  health  officer  of  Amarillo  in  1914  and 
again  in  1918  and  was  the  first  director  of  the  Red  Cross 


chapter  in  Potter  County.  He  headed  the  first  major  tu- 
berculosis Christmas  seal  sale  in  the  Amarillo  area.  He 
belonged  to  the  Baptist  Church. 

Dr.  Vinyard  was  known  as  a crusader  against  socialized 
medicine,  and,  in  1934,  was  the  first  physician  in  Potter 
County  to  propose  opposition  to  this  trend.  He  presented 
a resolution  supporting  a stand  on  this  subject  taken  by 
the  Texas  Medical  Association,  which  his  county  society 
adopted  unanimously. 


DR.  GEORGE  THOMAS  VINYARD 


Preceding  Dr.  Vinyard  in  death  was  his  wife,  the  former 
Miss  Clementine  Armstrong,  whom  he  married  in  1894  in 
Sunset,  Wise  County.  She  died  February  18,  1943. 

The  physician  is  survived  by  a son,  Truman  Vineyard, 
Amarillo;  a grandson,  Truman  Tom  Vineyard,  Amarillo; 
three  bothers.  Dr.  Roy  L.  Vineyard  and  Jim  Vineyard, 
Amarillo;  and  J.  O.  Vineyard,  Midland;  two  sisters,  Mrs. 
Allen  Baker,  Elk  City,  Okla.;  and  Mrs.  Claude  J.  Wells, 
Memphis,  Tex.;  and  three  great-granddaughters,  all  of 
Amarillo. 


DR.  JAMES  J.  RICHARDSON 

Dr.  James  Joseph  Richardson,  Fort  Worth  eye,  ear, 
nose,  and  throat  specialist,  died  in  that  city  on  March  7, 
1959. 

He  was  born  November  8,  1880,  at  Horse  Cave,  Ky., 
the  son  of  A.  B.  and  Mary  Harriet  (Marshall)  Richardson. 
After  receiving  his  preliminary  education  in  Greensburg, 
Ky.,  he  attended  the  then  Fort  Worth  University,  receiving 
his  medical  degree  in  1912  from  St.  Louis  University 
School  of  Medicine  in  Missouri. 

Dr.  Richardson  interned  at  St.  John’s  Hospital  in  St. 
Louis,  then  served  as  a first  lieutenant  with  the  medical 
branch  of  the  National  Guard  in  1914.  He  did  postgraduate 
work  in  1915  at  the  Chicago  Eye,  Ear,  Nose,  and  Throat 
College,  in  1918  at  Tulane  in  the  same  field,  and  in  1922 
at  Bellevue  Hospital,  New  York,  in  that  area. 

The  physician  practiced  in  Fort  Worth  from  1914  on.  He 
was  a member  of  the  American  Medical  Association,  was 
certified  by  the  American  Board  of  Otolaryngology  and 
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belonged  to  the  Texas  Medical  Association,  serving  as 
secretary  of  the  Section  on  Eye,  Ear,  Nose  and  Throat  in 
1918  and  1936.  He  was  a fellow  of  the  American  College 
of  Surgeons  and  a member  of  the  Tarrant  County  Medical 
Society,  the  American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  Texas  Society  of  Ophthalmology  and 
Otolaryngology,  and  the  Fort  Worth  Eye,  Ear,  Nose,  and 
Throat  Society.  He  was  a member  of  the  Methodist  Church, 
belonged  to  the  Masons  and  the  Fort  Worth  Club. 

Dr.  Richardson  is  survived  by  his  wife,  the  former  Miss 
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Margaret  Louise  Tidwell  of  Nashville,  Tenn.,  whom  he 
married  in  Fort  Worth  in  1914;  four  sons.  Dr.  James  J. 
Richardson,  Jr.,  Dr.  Robert  C.  Richardson,  Richard  F. 
Richardson,  and  John  M.  Richardson,  all  of  Fort  Worth; 
two  daughters,  Mrs.  Jack  Billingsley  and  Miss  Peggy  L. 
Richardson,  Fort  Worth;  one  brother,  Mitt  Richardson, 
Horse  Cave,  Ky.;  three  sisters,  Mrs.  T.  F.  Slaughter  and 
Mrs.  Bosley  Perkins,  Horse  Cave,  and  Mrs.  F.  H.  Vaughn, 
Campbellsville,  Ky. 


DR.  JAMES  G.  CURTIN 

Dr.  James  Golden  Curtin,  Houston  general  practitioner, 
died  in  that  city  on  March  16,  1959. 

Born  in  Woodville,  Wis.,  on  July  8,  1896,  Dr.  Curtin 
was  the  son  of  Daniel  R.  and  Mary  (Golden)  Curtin.  He 
received  his  preliminary  schooling  in  Milwaukee,  attended 
a state  teachers’  college  in  Milwaukee,  and  then  received 
his  bachelor  of  science  degree  from  the  University  of  Wis- 
consin in  Madison  in  1923.  He  was  graduated  from  the 
medical  school  of  the  University  of  Pennsylvania,  Phila- 
delphia, in  1925,  then  interned  at  Philadelphia  Polyclinic 
and  at  Mt.  Sinai  Hospital  in  Milwaukee. 

During  World  War  i.  Dr.  Curtin  was  a second  lieuten- 
ant stationed  at  Ellington  Field,  Texas,  and  in  France. 

Dr.  Curtin  began  his  medical  practice  in  Milwaukee  in 
1926,  remaining  there  until  1949.  At  that  time,  he  moved 
to  Houston.  He  had  been  on  the  staff  of  North  Houston 
Hospital,  and  he  was  a member  of  the  American  Medical 
Association,  the  Texas  Medical  Association,  the  Wisconsin 


Medical  Association,  Harris  County  Medical  Society,  Ameri- 
can Academy  of  General  Practice,  and  Texas  Academy  of 
General  Practice.  He  was  a Catholic. 

Surviving  are  his  wife,  the  former  Miss  Sadye  Bornstein 
of  Milwaukee,  whom  Dr.  Curtin  married  in  1935  in 
Woodstock,  111.;  a son,  James  G.  Curtin,  Jr.,  Houston;  two 
sisters,  Mrs.  Hazel  Erickson,  La  Crosse,  Wis.,  and  Mrs. 
Nell  Van  Able,  Hollandtown,  Wis.;  three  brothers,  Dr. 
Joseph  J.  Curtin,  Milwaukee,  Dr.  Donald  Curtin,  Kimberly, 
Wis.,  and  Robert  D.  Curtin,  Milwaukee. 


DR.  A.  BELVIN  PRITCHETT 

Dr.  Asa  Belvin  Pritchett  of  San  Antonio  died  February 
18,  1959,  of  a heart  attack.  He  was  born  in  San  Marcos 
on  February  4,  1892,  and  was  the  son  of  John  Edward  and 
Roberta  (Belvin)  Pritchett.  After  being  graduated  from 
San  Marcos  High  School,  he  attended  Southwestern  Uni- 
versity in  Georgetown.  He  received  his  medical  degree  in 
1917  from  the  University  of  Texas  Medical  Branch  in  Gal- 
veston. 

Dr.  Pritchett  interned  at  St.  Louis  City  Hospital  and  at 
Scott  and  White  Clinic,  Temple.  He  was  a medical  branch 
first  lieutenant  with  an  Army  field  hospital  during  World 
War  I,  and  did  postgraduate  work  at  the  University  of 
Pennsylvania  School  of  Medicine  in  1921  and  1922.  He 
specialized  in  eye,  ear,  nose,  and  throat  treatment. 

In  1945,  Dr.  Pritchett  married  the  former  Mrs.  B.  M. 
McNeley  in  Miami,  Fla. 

He  was  a member  of  the  Bexar  County  Medical  Society, 
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Texas  Medical  Association,  Southern  Medical  Association, 
and  American  Medical  Association.  He  was  a president  of 
the  San  Antonio  Eye,  Ear,  Nose,  and  Throat  Society,  be- 
longed to  Phi  Delta  Theta  and  Phi  Ro  Sigma,  was  a 
member  of  the  San  Antonio  Chamber  of  Commerce  and 
the  San  Antonio  Country  Club,  and  belonged  to  the  Laurel 
Heights  Methodist  Church.  His  hobbies  were  golf  and 
hunting. 

Dr.  Pritchett  is  survived  by  his  wife,  who  lives  in  San 
Antonio,  and  four  sisters  and  two  brothers  of  Austin  and 
Bryan. 
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DR.  JEROME  HAST 

Dr.  Jerome  Nast,  1953  Nueces  County  Medical  Society 
nominee  for  "General  Practitioner  of  the  Year,”  died  in 
Corpus  Christi  on  March  20,  1959. 

Dr.  Nast  was  born  on  July  26,  1895,  in  Corry,  Pa.  Son 
of  Daniel  and  Mathilda  Nast,  he  attended  Corry  public 
schools,  being  graduated  from  Corry  High  School  as  saluta- 
torian  of  his  class.  He  received  his  medical  degree  from  the 
University  of  Pennsylvania  School  of  Medicine  in  1919,  in- 
terning at  Passavant  Hospital  in  Pittsburgh  the  following 
year.  His  next  assignment  was  as  pathologist  at  St.  John’s 
Hospital  in  the  same  city,  and  he  did  postgraduate  study  at 
Tulane  University,  New  Orleans,  in  1922. 
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While  still  a medical  student,  Dr.  Nast  went  on  active 
duty  with  the  student  medical  reserve  corps  for  2 years 
during  World  War  I.  In  1919,  he  married  Miss  Julia 
Cohn,  a San  Diego,  Texas,  girl  who  was  attending  an  east- 
ern school,  and  her  Texas  heritage  brought  them  to  South 
Texas  in  1921. 

When  Dr.  Nast  began  private  practice  in  Corpus  Christi, 
the  town  had  a population  of  14,000.  While  Spohn  Hos- 
pital was  in  its  infancy,  he  acted  often  as  both  pathologist 
and  radiologist. 

Dr.  Nast  served  as  secretary,  treasurer,  vice-president,  and 
1951  president  of  the  Nueces  County  Medical  Society.  He 
was  a member  of  the  American  Medical  Association,  the 
Texas  Medical  Association,  the  American  Academy  of  Gen- 
eral Practice,  and  the  Texas  Academy  of  General  Practice. 
He  held  various  positions  with  Corpus  Christi  hospitals, 
among  them  chief  of  staff  of  Spohn  Hospital  and  vice- 
chief of  Memorial  Hospital.  For  more  than  20  years,  he  was 
chief  surgeon  of  the  Corpus  Christi  area  division  of  the 
Missouri  Pacific  Railroad.  Dr.  Nast  was  a member  of 
Temple  Beth  El.  His  hobbies  were  fishing,  hunting,  and 
bridge. 

Surviving  the  physician  are  his  wife  and  one  son.  Dr. 
Maurice  D.  Nast  of  Corpus  Christi;  two  grandchildren;  a 
brother,  Mervyn  Nast  of  Corry,  Pa.;  and  a sister,  Mrs. 
Tesse  Kambar,  New  York. 


DR.  RAY  B.  WRIGHT 

Dr.  Ray  Barkley  Wright,  Laredo’s  oldest  physician,  died 
in  that  city  at  84  years  of  age  on  March  10,  1959.  Im- 
mediate cause  of  death  was  cerebral  accident  due  to  aortic 
aneurysm,  aortitis. 

Dr.  Wright  was  born  April  24,  1874,  in  Kaufman  Coun- 
ty, son  of  the  Rev.  Henry  Wright  and  Alice  (Barkley) 
Wright.  Both  his  parents  had  come  from  Kentucky.  His 
father,  a Christian  Church  minister,  arrived  on  horseback 
at  the  age  of  19,  and  his  mother  was  brought  in  a wagon 
when  she  was  5.  Before  her  marriage,  Mrs.  Wright  served 
as  Texas’s  first  woman  postmaster  at  Birdwell,  then  county 
seat  of  Tarrant  County.  One  of  Dr.  Wright’s  ancestors  was 
a signer  of  the  United  States  Declaration  of  Independence, 
while  another  was  James  Ray,  a famous  Kentucky  Indian 
fighter. 

The  physician  was  graduated  from  Dallas  High  School 
in  1894  and  from  the  then  Physio-Medical  College  of 
Indiana  in  1897.  During  his  years  of  practice,  he  served  in 
Dallas,  Willis,  Carrizo  Springs,  and  in  towns  in  Limestone 
and  Eastland  Counties  before  settling  in  Laredo  for  29 
years.  Dr.  Wright  was  in  the  United  States  Public  Health 
Service  for  23  years.  After  his  retirement,  he  continued 
private  practice. 

He  was  county  health  officer  in  Dimmit  County  for  4 
years,  was  an  assistant  city  health  officer  in  Dallas,  be- 
longed to  the  Webb-Zapata-Jim  Hogg  Counties  Medical 
Society,  and  was  elected  to  honorary  membership  by  the 
Texas  Medical  Association  in  1952. 

During  World  War  I,  Dr.  Wright  was  an  officer  with 
the  armed  forces;  he  was  also  an  officer  with  the  Texas 
State  Guard. 


i \ - ^ H- 


DR.  RAY  B.  WRIGHT 

Like  many  of  Texas’  "horse-and-buggy”  doctors.  Dr. 
Wright  took  an  important  part  in  the  progress  of  his 
community.  When  he  came  to  Carrizo  Springs,  it  was  on 
a stagecoach  drawn  by  small  mules;  eventually,  he  himself 
drove  the  last  spike  in  the  railroad  track  to  that  city,  and 
he  was  one  of  a group  of  six  who  signed  a $50,000  note 
to  get  the  railroad  into  the  town. 

In  a 1954  newspaper  story.  Dr.  Wright  is  quoted  as 
saying:  "When  I hear  anyone  complain  that  there  are 
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no  longer  opportunities  here,  I’m  reminded  that  there 
were  some  who  deplored  the  arrival  of  homeseekers  in  the 
early  days  of  Carrizo  Springs  ....  They  blamed  the  new 
settlers  for  having  raised  the  cost  of  land  from  $1  to  $10 
and  $15  an  acre.” 

Through  most  of  his  years  in  Laredo,  Dr.  Wright  op- 
erated a drugstore,  the  International  Pharmacy. 

Dr.  Wright  was  a Woodmen  of  the  World  and  a mem- 
ber of  the  First  Christian  Church  of  Laredo,  and  the 
Sociedad  de  Obreros  in  that  city.  The  Masonic  Lodge 
awarded  him  a 50  year  button  in  1958.  Reared  in  cattle- 
country,  he  enjoyed  reading  ranch  stories  as  a hobby. 

The  physician  was  married  twice.  In  1900,  he  married 
the  former  Miss  Jessie  L.  Neal  of  Dallas  in  a Rockwall 
ceremony;  she  died  in  1937.  Dr.  Wright  and  Miss  Brigida 
Escobedo  were  married  in  Laredo  on  September  7,  1957. 

Surviving  are  Dr.  Wright’s  wife;  one  son,  Ray  B. 
Wright,  Jr.,  Laredo;  one  daughter,  Mrs.  George  Schvab, 
Beeville;  and  two  sisters,  Mrs.  Linnie  Wright  Barrett,  Dal- 
las, and  Mrs.  Beannie  May  Wright  Phares,  Austin. 


DR.  WINFIELD  SCOTT  PENCE 

Dr.  Winfield  Scott  Pence  of  San  Saba,  general  practi- 
tioner who  specialized  in  treating  children  and  who  deliv- 
ered San  Saba  County’s  only  set  of  triplets,  died  in  that 
city  on  April  9,  1959- 

In  his  memory,  the  community  established  the  Dr.  W.  S. 
Pence  Memorial  Fund  for  crippled  children  of  San  Saba 
County. 

Dr.  Pence  was  born  on  May  13,  1890,  in  Brady.  His 
parents  were  William  Riley  and  Julia  (Barney)  Pence. 
After  attending  the  University  of  Texas  in  Austin,  he  re- 


DR.  WINFIELD  SCOTT  PENCE 


ceived  his  medical  degree  from  the  Medical  Branch  in  Gal- 
veston in  1928.  He  interned  at  Robert  B.  Green  Memorial 
Hospital  in  San  Antonio  the  following  year.  In  1917-1918, 
Dr.  Pence  was  a second  lieutenant  with  the  nation’s  aviation 
corps. 

He  was  president  of  the  Brown-Comanche-Miils-San  Saba 
Counties  Medical  Society  in  1934  and  1936,  also  belonging 
to  the  Texas  Medical  Association  and  the  American  Medi- 


cal Association.  He  was  a member  of  the  Methodist  Church. 
His  hobbies  were  fishing  and  hunting. 

Dr.  Pence  was  married  to  Miss  Mary  Harper  of  Mason 
in  that  city  on  August  23,  1909. 

He  is  survived  by  his  wife.  His  son,  Winfield  Scott 
Pence,  Jr.,  served  in  World  War  II  and  died  in  San  Saba 
November  2,  1957. 


DR.  LEOPOLD©  LEMUS 

Dr.  Leopoldo  Lemus  of  San  Antonio  died  in  that  city 
on  February  9,  1959. 

He  was  born  December  1,  1898,  in  Chihuahua  City, 
Mexico,  and  was  the  son  of  Jose  T.  and  Josefa  (Ochoa) 
Lemus.  He  attended  schools  in  Durango  City,  and  re- 
ceived his  medical  degree  from  Escuela  Medico  Militar 
in  Mexico  City  in  1923-  He  interned  at  the  Military  Hos- 
pital in  Oaxaca  and  in  the  infirmary  of  the  Military 
College  in  Mexico  City.  In  1925,  he  was  professor  of 
physiology  at  the  Institute  of  Sciences  in  Oaxaca.  His 
specialty  was  pediatrics. 


DR.  LEOPOLDO  LEMUS 


Dr.  Lemus  was  discharged  from  the  Mexican  Army  and 
was  licensed  by  the  Texas  State  Board  of  Medical  Exam- 
iners in  1927.  He  practiced  briefly  in  Del  Rio  and  San 
Angelo,  returning  to  Mexico  City  to  enter  private  practice 
from  1930  to  1946.  From  1947  until  his  death.  Dr.  Lemus 
had  a private  practice  in  San  Antonio.  Dr.  Lemus  had  ob- 
tained his  United  States  citizenship. 

The  physician  was  a member  of  the  Bexar  County  Medi- 
cal Society,  Texas  Medical  Association,  and  American  Medi- 
cal Association.  He  also  belonged  to  the  Knights  of  Co- 
lumbus. His  hobby  was  playing  the  piano. 

Dr.  Lemus  is  survived  by  his  widow,  the  former  Miss 
Soleded  Aramburu,  whom  he  married  in  Mexico  City  in 
1937;  two  sons,  Fred  Lemus,  a statistical  engineer  at  San 
Jose,  Calif.,  and  George  Lemus,  a professor  at  Loyola 
University  of  Los  Angeles,  Calif.;  and  one  daughter,  Mrs. 
Edmund  Cantu  of  San  Antonio. 
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Indemnity  vs.  Service 

Without  any  question,  prepaid  health  insurance  is  here 
to  stay.  The  health  of  the  nation  as  well  as  the  profession 
depends  in  large  measure  upon  the  maintenance  of  the  pres- 
ent voluntary  system. 

The  profession  is  sincere  in  its  desire  to  provide  adequate 
care  to  people  of  all  income  groups  and  stands  ready  to 
consider  any  reasonable  proposal  to  attain  this  end.  From 
time  to  time  the  profession  has  had  to  respond  to  threats 
from  without  and  to  confusion  and  dissension  from  within 
as  the  history  of  prepaid  health  insurance  has  unfolded. 

At  the  present  time  the  great  hue  and  cry  is  to  come  up 
with  bigger  and  better  plans  in  order  to  defend  the  profes- 
sion against  encroachment  from  the  federal  government 
and  other  third  parties.  Among  the  most  vocal  are  those 
who  insist  that  some  type  of  a service  or  full  coverage 
plan  is  the  only  thing  that  can  be  used  to  counter  the  pro- 
posals of  these  third  parties.  The  threat  on  the  one  hand  of 
disabling  legislation  or  on  the  other  hand  of  active  third 
party  competition  in  the  building  of  hospitals  and  hiring 
doctors  is  hung  ever  presently  for  all  to  see.  That  both  of 
these  things  have  happened  in  the  past,  there  is  no  question. 
That  we  could  prevent  their  happening  in  the  future  simply 
by  acceding  to  a service  type  plan  is  highly  questionable. 

To  begin  with,  it  is  a grave  mistake  to  presume  that  the 
doctors  and  patients  who  are  now  operating  under  a service 
plan  are  unhappy  with  the  plan.  To  be  sure,  there  have  been 
squabbles  in  Connecticut  and  problems  in  California,  but 
over-all  the  operation  of  a service  plan  is  somewhat  simpler 
than  that  of  an  indemnity  plan  because  the  doctor  looks  to 
the  plan  for  payment  of  all  fees. 
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Before  we  get  into  a discussion  of  the  ideo- 
logical factors  involved  in  indemnity  vs.  service, 
it  is  probably  worth  while  to  examine  these 
two  types  of  plans  on  the  basis  of  their  purely 
administrative  aspects: 

Characteristics  of  a Service  Plan 

1.  The  plan  sets  fees  for  service  and  usually  pub- 
lishes this  list. 

2.  The  doctors  agree  to  accept  these  fees  for 
services  rendered. 

3.  It  follows,  therefore,  that  the  doctors  and  the 
plan  must  negotiate  and  enter  into  a contracmal 
agreement. 

4.  The  plan  states  who  is  eligible,  eligibility  usual- 
ly being  based  upon  individual  or  family  income 
ceilings. 

5.  The  payment  of  benefits  can  become  compli- 
cated if  any  other  coverage  is  present. 

6.  Experience  invariably  has  shown  that  pressure 
becomes  great  to  raise  the  income  ceilings  and  often 
to  lower  benefits  (fees)  payable. 

Characteristics  of  an  Indemnity  Plan 

1.  The  plan  is  available  to  everyone,  is  just  another 
health  resource  ( one  of  the  best ) . 

2.  There  is  no  conflict  with  other  coverage. 

3.  The  schedule  of  benefits  neither  by  inference 
nor  by  letter  sets  fees,  but  rather  is  a schedule  of 
allowances  indemnifying  the  patient  against  loss,  de- 
termined largely  by  the  premiums  paid. 

4.  The  determination  of  fees  remains  a matter 
between  doctor  and  patient  where  it  belongs. 

5.  Co-insurance  is  a built-in  feature. 

Please  note  that  these  characteristics  are  ad- 
ministrative, not  philosophical  or  ideological. 

There  are  several  ideological  considerations, 
however,  which  could  well  be  discussed. 

The  nature  of  a service  plan  which  is  sold  to 
certain  groups  based  upon  their  income  ceilings 
is  in  direct  contradistinction  to  the  recently 
enunciated  policy  of  the  American  Medical  As- 
sociation which  states  that  the  primary  consid- 
eration in  the  determination  of  fees  must  be  the 
service  rendered  and  that  ability  to  pay  must 
take  a secondary  place.  Also,  service  coverage 
cannot  actually  be  sold  cheaply  because  it  is 
the  most  expensive  type  of  coverage.  Sellers 
stress  "complete  coverage”  both  in  bargaining 
for  this  type  of  plan  and  in  selling  it  to  the 
recipients.  Many  problems  occur  when  services 


of  a physician  who  is  not  covered  under  the 
plan,  such  as  a nonsurgical  consultant,  are  re- 
quired. In  some  instances  the  plan  does  not 
pay  for  his  services,  but  the  patient  thinks  he 
has  full  coverage  because  that  is  what  the  seller 
told  him  he  was  getting.  The  only  alternative 
is  to  have  the  surgeon  pay  a portion  of  his  fee 
to  the  nonsurgical  consultant,  which  is  clearly 
fee  splitting,  or  to  raise  the  benefits  under  the 
plan.  The  whole  problem  resolves  around  the 
expectation  on  the  part  of  the  recipient  of  the 
professional  service  that  he  is  "fully  covered.” 

Also  the  published  fee  schedule  comes  to  be 
thought  of  as  a fair  and  equitable  fee  or  else  the 
doctors  would  not  have  agreed  to  it.  It  therefore 
follows  that  other  people  feel  that  they  are 
"paying  too  much  for  the  same  care.” 

The  presence  of  an  income  ceiling  automat- 
ically does  one  of  two  things:  it  either  excludes 
those  who  have  provided  for  themselves  or 
have  other  health  resources,  or  it  creates  an 
artificial  problem  when,  because  someone  is 
over  the  income  ceiling,  it  falls  to  his  physician 
to  insist  that  he  pay  more  for  service  than  did 
his  friend,  neighbor,  or  co-worker  who  was 
fully  covered  by  the  plan.  Neither  of  these  is 
at  all  desirable. 

On  an  ideological  basis  there  are  many  de- 
sirable characteristics  of  an  indemnity  plan.  In 
the  first  place,  either  on  the  basis  of  actual  ex- 
perience or  on  the  basis  of  intelligently  con- 
ceived pilot  study  schedules,  the  benefits  under 
the  plan  reflect  accurately  the  cost.  Additional 
coverage  may  be  purchased  at  any  time  on  an 
individual  or  group  basis,  but  the  additional 
cost  has  to  be  borne  by  the  recipient.  It  is  clear- 
ly understood  by  all  that  certain  services  are 
included  and  certain  are  excluded  in  any  event. 
In  this  way,  not  only  are  the  costs  kept  down 
but  also  there  is  a close  parallel  between  pre- 
mium payments  and  benefits  received.  This 
avoids  the  psychology  of  "whole  hog  for  the 
price  of  a ham.” 

The  most  important  indemnity  charaaeristic 
of  all,  however,  is  the  fact  that  the  service  it- 
self rather  than  some  contracmal  agreement 
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determines  the  level  of  fees  that  will  be 
charged,  and  this  is  primarily  a matter  of  con- 
cern to  the  doaor  and  the  patient.  Disagree- 
ments can  be  promptly  mediated  through  exist- 
ing committees  which  have  functioned  extreme- 
ly well  in  almost  all  of  our  medical  societies. 

It  follows,  therefore,  that  even  though  it 
might  be  infinitely  simpler  for  Texas  doctors 
to  operate  under  a service  plan  in  that  all  of 
their  fees  would  come  directly  from  the  plan, 
thus  obviating  the  necessity  for  collecting  from 
the  patient,  it  is  highly  questionable  whether  it 
would  be  wise  to  purchase  this  ease  at  the  cost 
of  a complete  alteration  of  the  mode  of  medical 
practice  in  this  state.  As  for  the  need  for  a 
service  plan  in  order  to  prevent  unfavorable 
legislation  or  unfavorable  encroachment  under 
the  auspices  of  third  parties,  it  seems  perfectly 
clear  that  if  there  is  a hungry  tiger  in  the 
schoolyard,  it  does  not  make  much  sense  to 
throw  him  a child  in  order  to  alter  his  desire 
to  eat  children. 

— Milton  V.  Davis,  M.D.,  Dallas,  Texas. 

A Helping  Hand 

No  one  is  of  more  concern  to  seasoned  mem- 
bers of  the  Texas  Medical  Association  than  the 
young  physician  who  will  follow  in  their  foot- 
steps. 

Although  he  may  eventually  make  his  calls 
in  a helicopter,  today’s  young  doctor,  and  to- 
morrow’s, will  still  face  many  of  the  mundane 
problems  of  the  practice  of  medicine — ^and  it 
is  in  these  areas  that  the  Texas  Medical  As- 
sociation seeks  to  give  a helping  hand.  It  wants 
the  new  doctor  to  have  every  opportunity  to 
be  a good  doctor. 

A very  basic  aid,  of  course,  is  the  support 
the  medical  profession  is  giving  the  medical 
schools  through  the  American  Medical  Educa- 
tion Foundation  fund. 

For  medical  students,  the  Texas  Medical  As- 
sociation, together  with  local  county  medical 


societies,  has  completed  6 years  of  Medical 
Students  Day  programs  at  the  three  Texas 
medical  schools.  These  sessions  are  designed 
to  acquaint  the  students  with  such  aspects  as 
medical  ethics,  economics,  public  relations,  leg- 
islation, and  medicolegal  matters. 

The  establishment  of  the  Dr.  Sam  E.  Thomp- 
son Scholarship  Fund  last  year  was  also  a part 
of  the  positive  program  of  the  Association  to 
assist  doctors-to-be.  On  July  1,  1958,  some 
$40,000  became  operative  for  loans  to  students 
at  the  University  of  Texas  Medical  Branch, 
available  through  a half  million  dollar  endow- 
ment by  the  late  Dr.  Thompson  of  Kerrville. 

Individual  older  doctors,  and  the  Texas  Med- 
ical Association  itself,  have  taken  an  active 
interest  in  the  recently  established  Student 
American  Medical  Association  activities.  Each 
chapter  has  an  adviser  named  by  the  Associa- 
tion, which  also  shares  with  the  American 
Medical  Association  in  paying  expenses  of  one 
outstanding  student  from  each  of  the  medical 
schools  to  the  American  Medical  Association 
convention  each  summer. 

"In  my  opinion,  the  Association’s  orienta- 
tion program  has  contributed  more  than  any 
other  single  one  in  introducing  the  purposes 
and  programs  of  the  Association  to  our  new 
and  transfer  members,”  Executive  Secretary  C. 
Lincoln  Williston  stated  in  one  of  his  annual 
session  reports. 

The  program  of  which  he  spoke  originated 
as  an  aid  to  new  and  transfer  doctors  in  Janu- 
ary, 1957,  providing  them,  at  a different  level, 
with  information  similar  to  that  given  under- 
graduates on  Medical  Students  Day. 

Helping  the  new  doctor  find  the  "right” 
place,  for  him,  in  which  to  practice  is  another 
major  concern  of  the  Texas  Medical  Associa- 
tion. The  Committee  on  Rural  Health  and 
Doctor  Distribution  has  attempted  to  inform 
medical  students  of  the  need  for  more  rural 
doctors  and  of  the  areas  of  greatest  demand  in 
specialty  practice  by  preparing  and  distributing 
a special  brochure. 


TEXAS  State  Journal  of  Medicine,  JUNE,  1959 


401 


The  Physicians  Placement  Service  of  the  As- 
sociation, meanwhile,  does  a year-round  service 
in  helping  physicians  and  communities  who 
need  physicians  find  each  other. 

All  these  things  are  a part  of  the  estab- 
lished doctor’s  "helping  hand”  to  his  younger 
colleagues  and  successors,  a way  of  assuring 
that  the  practice  of  medicine  will  steadily  im- 
prove in  Texas’  corner  of  the  world. 

Thanks  Are  in  Order 

The  1959  Texas  Legislature,  beset  by  tax 
problems,  friction,  and  delays,  has  nonetheless 
managed  to  produce  some  of  the  most  impor- 
tant health  legislation  in  years  for  the  benefit 
of  Texas  citizens. 

For  this  it  deserves  a sincere  "thank  you” 
from  every  Texas  physician. 

Budget-minded  as  Texas  is  today,  it  is  note- 
worthy that  with  the  exception  of  the  bill  ap- 
proving establishment  of  a fourth  medical 
school  in  the  state — which  evenmally  will  re- 
quire an  appropriation  of  funds — most  of  the 
major  new  health  legislation  provides  its  own 
financing  or  requires  no  additional  financing 
beyond  that  already  prescribed. 

Yet  1959  legislative  passage  went  to  the 
long  sought  "tissue  bill”  which  will  allow 
Texans  of  sound  mind  to  bequeath  their  bodies 
or  portions  thereof  for  medical  research;  a new 
mberculosis  code  which,  for  the  first  time,  will 
protect  the  general  public  from  exposure  to 
mberculosis  by  carriers  of  the  disease  who  re- 
fuse voluntary  treatment  or  hospitalization;  a 
hospital  licensing  law  to  insure  safety  stand- 
ards; a provision  to  protect  the  interests  of  il- 
legitimate children  as  related  to  birth  records; 
and  many  other  unusually  vital  measures. 

Members  of  the  Texas  Medical  Association 
should  make  it  their  business  to  know  which 
members  of  the  Senate  and  the  House  of  Rep- 
resentatives worked  selflessly  on  these  and 
other  health  bills  throughout  the  busy  session 
— and  then  to  thank  these  men  and  women 
with  a personal  word. 


Keeping  Posted 

If  a member  of  the  Texas  Medical  Associa- 
tion wants  to  know  what  his  organization  is 
doing,  a review  of  the  transactions  of  the  recent 
annual  session  is  a good  way  to  make  a check. 
These  transactions  appear  in  the  organization 
section  of  this  Journal. 

Perhaps  as  many  questions  as  have  been 
raised  about  any  single  action  of  the  House  of 
Delegates  at  the  San  Antonio  meeting  have 
been  posed  in  relation  to  the  adoption  of  by- 
law amendments  reorganizing  the  committee 
structure  of  the  Association.  The  questions  have 
come  not  because  of  opposition  to  what  was 
done  but  because  the  changes  are  so  sweeping 
and  involve  so  many  physicians  that  a full 
understanding  takes  a little  discussion  and  a 
little  time.  Physicians  specifically  involved  in 
the  changes  because  of  shifting  sizes  of  mem- 
bership and  terms  on  councils  and  committees 
are  being  notified  by  letter.  The  over-all  pic- 
ture, which  affects  every  member  of  the  As- 
sociation in  one  way  or  another,  may  be  ob- 
tained by  reading  the  report  of  the  Committee 
on  Reorganization  and  the  aaion  on  it. 

The  expanding  program  of  services  the  As- 
sociation provides  through  its  headquarters  fa- 
cilities and  staff  (report  of  Executive  Secre- 
tary), the  financial  situation  that  permitted  a 
reduction  in  dues  effective  in  I960  (report  of 
Board  of  Trustees  and  of  Reference  Committee 
on  Finance),  and  the  decisive  attitude  of  the 
House  on  free  choice  of  physician  and  panel 
medicine  (report  of  American  Medical  Associ- 
ation Delegates  and  several  resolutions)  are 
items  which  may  profitably  be  read  in  detail. 
Many  more  deserve  at  least  a glance. 

Readers  of  the  transactions  this  year  will 
note  that  an  entirely  chronological  order  has 
been  broken  so  that  a report  or  resolution, 
recommendation  on  it  by  the  reference  com- 
mittee, and  action  by  the  House  follow  one 
another.  This  arrangement  should  make  it  pos- 
sible to  follow  an  item  of  business  from  start 
to  finish  with  greater  ease  than  in  former  years. 
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STRENGTH;  COMBINATION  OF  UNITY  AND  PRESTIGE 

It  is  encouraging,  as  one  hears  from  the  differ- 
ent distrias  to  see  the  progress  being  made  in  unit- 
ing the  voice  of  Texas  medicine.  It  is  impossible  to 
reiterate  too  often  that  our  differences  should  be 
brought  to  the  floor  of  our  county  medical  societies. 

In  that  area  argument  should  be  encouraged  regard- 
ing policy,  particularly  where  a decision  will  be 
announced  to  the  public.  In  this  way  all  facets  of 
the  problem  can  be  brought  to  light.  When  the  vote 
is  taken,  the  majority  vote  should  be  presented  as  the  policy  of  the 
medical  society  and  have  the  backing  of  the  entire  membership.  At 
times,  it  is  hard  for  one  to  back  something  he  opposes,  but  only  by 
such  a method  can  the  voice  of  medicine  become  a hard-hitting  unit. 
A spearhead  penetrates  much  deeper  than  a blunt  projeaile. 

Should  one  disagree  publicly  with  the  policy  of  his  society,  he 
should  make  it  clear  he  is  acting  as  an  individual  and  is  not  represent- 
ing medicine.  * 

I would  encourage  each  of  you  to  make  the  most  of  each  oppor- 
tunity to  get  our  story  before  the  public.  Statistics  clearly  show  that 
medicine  has  been  a follower,  not  a leader,  in  our  present  spiral  of 
inflation.  We  have  the  material  to  show  medicine’s  contribution  to 
our  people.  We  have  the  figures  to  show  the  harassment  of  medicine 
by  the  federal  government  and  how  each  inroad  affects  all  walks  of 
community  life.  When  we  can  get  our  message  to  a civic  club,  a 
P-TA  organization,  or  any  other  lay  group,  we  have  gained  friends 
for  medicine  and  have  heightened  its  prestige.  Should  you  be  asked  to 
present  such  a program,  all  of  the  material  you  need  will  be  furnished 
by  our  central  office,  even  a speaker  if  you  desire. 

This  year  if  we  can  get  the  story  and  problems  of  medicine  before 
the  public  and  simultaneously  develop  our  organization  into  a hard- 
hitting unit  to  which  the  public  looks  for  leadership,  we  will  have 
had  a good  year. 
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Will  America 
Remain  Free? 

EDWtN  VENNARD 

New  York,  New  York 


Today  America  stands  as  the  shining  example 
of  freedom.  In  our  great  country,  the  people — 
not  the  government — control  their  daily  activities. 
They  read  what  they  want  to,  do  what  pleases  them, 
work  wherever  they  wish,  and  spend  their  money 
largely  as  they  decide  to  spend  it.  Americans  are  free 
to  criticize  their  government  and  are  free  to  plan 
constructively  for  its  betterment. 

All  these  freedoms  can  be  lost.  In  our  lifetimes  we 
have  seen  them  lost  to  the  peoples  of  many  countries. 
The  experiences  of  other  nations  should  serve  as  a 
warning  to  us  that  we  must  guird  our  freedom  or  we 
may  lose  it.  Let  us  use  our  right  to  think,  to  analyze, 
and  to  plan,  for  the  highest  of  all  purposes — the 
preservation  of  individual  liberty  and  freedom. 

Right  now,  our  country  is  facing  great  danger  from 
the  outside.  The  one-third  of  the  world  under  the 
Communist  banner  has  declared  an  unending  cold  war 
against  us.  President  Eisenhower’s  recent  budget 
shows  that  we  are  up  to  our  neck  in  the  cold  war 
and  trying  to  prevent  a hot  one.  But  at  the  same  time 
there  is  the  threat  from  the  inside — the  possibility 
that  we  may  gravitate  away  from  our  free  system 
toward  a form  of  collectivism.  Subversive  elements 
within  this  country  are  doing  everything  possible  to 
accelerate  "creeping  socialism”  into  "galloping  col- 
lectivism.” 

What  does  this  mean  to  you?  What  does  it  mean 
to  me?  Is  this  something  our  government  should  take 
care  of  for  us,  or  is  it  up  to  us  as  individuals  to  do 
something  about  it?  Finding  the  right  answer  re- 
quires that  each  of  us  make  an  analysis  of  the  prob- 
lem. Making  an  analysis  of  this  sort  is  largely  an 
individual  matter;  it  is  up  to  each  of  us  to  evaluate 
the  threat  in  his  own  mind.  What  may  appear  to  be 
a serious  menace  to  me  might  not  frighten  you  at 
all,  and  vice  versa.  What  you  might  decide  to  do 
about  it  will  depend  on  your  own  evaluation.  But 
I have  gone  through  this  process;  I have  analyzed  the 
problem,  and  I have  determined  what  I will  do  about 
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it.  For  what  it  is  worth,  I would  like  to  pass  this 
analysis  along  to  you. 


SOURCE  OF  COLLECTIVIST  THREAT 

A good  government  is  responsive  to  the  will  of  the 
people.  What  they  want,  they  get.  If  the  people  want 
the  government  to  provide  more  services  for  them, 
the  legislators  will  see  that  this  is  done.  They  have 
to  do  it  in  order  to  keep  getting  votes.  Basically, 
then,  our  problem  has  to  do  with  what  the  American 
people  wanr.  What  they  want  is  closely  related  to 
what  they  think. 

When  people  ask  the  government  to  become  re- 
sponsible for  certain  aspects  of  their  personal  or 
economic  security  as  they  did  some  years  ago  in  Great 
Britain,  it  becomes  necessary  for  the  government  to 
go  beyond  the  bounds  of  mere  governmental  func- 
tions. To  fill  such  requests,  the  government  must  take 
an  active  hand  in  economic  matters. 

Historically,  we  in  America  have  pinned  our  faith 
to  the  free  enterprise  system,  and  our  faith  has  been 
justified.  In  the  past  we  have  lived  by  the  rule  that 
the  hope  of  personal  reward  is  a better  incentive  for 
production  and  industriousness  than  the  fear  of  pun- 
ishment. We  have  prospered  in  a climate  in  which 
people  depended  on  their  own  initiative  for  their 
personal  security,  relying  on  the  government  only  to 
preserve  law  and  order  and  to  settle  disputes. 

But  certain  groups  of  people  inspired  by  the 
Utopian  teachings  of  Karl  Marx  felt  that  the  govern- 
ment ought  to  take  a stronger  hand  in  securing  for 
them  some  of  the  benefits  of  this  thriving  society. 


Edwin  Vennard,  vice-president 
and  managing  director  of  Edi- 
son Electric  Institute  in  New 
York,  presented  this  paper  be- 
fore the  Texas  Medical  Associa- 
tion's Conference  of  County 
Medical  Society  Officials  Janu- 
ary 24,  1959,  in  Austin. 


Today  socialism  is  encroaching  upon  our  free  enterprise 
system.  Research  has  indicated  thjit  the  reason  for  this  is  the 
American  people's  lack  of  knowledge  about  their  system  of 
government,  their  role  in  it,  ond  what  they  get  out  of  it.  To 
safeguard  the  country's  freedom,  citizens  should  learn  these 
facts  and  spread  them  to  others. 
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The  depression  underscored  their  efforts  with  the 
seeming  need  for  drastic  action — a different  approach 
to  the  solution  of  America’s  problems.  As  one  group 
became  the  beneficiary  of  special  legislation,  other 
groups  hastened  to  jump  onto  the  bandwagon.  The 
feeling  seemed  to  be,  "If  there’s  going  to  be  govern- 
ment favoritism,  let’s  have  equal  favoritism  for  all,’’ 
a rather  humorless  paradox. 

As  a result,  people  were  asking  the  government  to 
do  things  for  them  which  were  not  legitimate  func- 
tions of  government  at  all.  They  were  things  which 
the  people  should  have  done  for  themselves.  The 
Supreme  Court  brought  this  fact  into  sharp  focus 
when  it  declared  the  National  Recovery  Act  uncon- 
stitutional. Unfortunately,  by  that  time  the  American 
people  had  been  swept  away  by  the  new  craze  for  a 
"help  everybody”  government,  and  today  we  have 
come  to  accept  as  part  of  the  so-called  free  enterprise 
system  a lot  of  things  which  are  socialistic  in  nature. 

The  basic  cause  of  America’s  embarkation  on  this 
experiment  in  socialism  has  been  the  tendency  of  the 
people  to  ask  the  government  to  do  for  them  what 
they  could  and  should  be  doing  for  themselves.  In- 
stead of  depending  on  the  initiative  and  driving  force 
of  each  individual  American,  we  are  depending  more 
and  more  upon  the  government  for  our  personal 
security  and  advancement. 

RESEARCH  INTO  CAUSE 

Research  has  indicated  that  the  reason  for  this  en- 
croaching socialism  is  the  American  people’s  lack 
of  knowledge  about  the  free  enterprise  system,  their 
role  in  it,  and  what  they  get  out  of  it. 

Many  questions  were  answered  through  public 
opinion  research.  Did  the  American  people  really 
want  the  government  to  operate  the  economy?  Were 
they  in  favor  of  government  operation  of  the  banks 
and  big  industries  which  traditionally  are  operated 
by  citizens  with  government  limiting  itself  to  matters 
of  regulation?  Did  the  American  people  want  the 
government  to  guarantee  jobs  for  all? 

The  researchers  first  took  the  measure  of  the 
ideology  of  the  American  people  by  asking  questions 
such  as  those  indicated  above.  These  questions  were 
first  tested  among  two  control  groups.  One  group 
were  people  known  by  their  public  utterances  to  be 
believers  in  socialism  or  communism;  the  other  con- 
trol group  were  people  who  were  known  to  be  be- 
lievers in  free  enterprise  or  freedom. 

As  might  be  expected,  a high  percentage  of  the 
control  group  believing  in  socialism  answered  these 
questions  in  the  affirmative.  "Yes,  we  believe  in  gov- 
ernment operation  of  banks,  of  key  industries.”  "We 
believe  in  government  guaranteeing  jobs  to  everyone 
and  fixing  prices  in  peace  time.” 


On  the  other  hand,  a high  percentage  of  those  be- 
lieving in  free  enterprise  answered  these  questions  in 
the  negative. 

After  the  questions  had  demonstrated  their  validity 
oh  the  control  groups,  they  were  asked  of  representa- 
tive samples  of  American  people.  During  the  late 
1930’s,  almost  40  per  cent  of  those  asked  answered 
these  questions  as  did  the  Socialist  control  group. 
These  people  were  not  Socialists  nor  were  they  Com- 
munists; they  were  Americans.  Yet  they  believed  in 
the  things  in  which  the  Socialists  believed. 

Next,  this  research  on  public  attitude  sought  to 
find  out  why  people  held  these  beliefs.  It  seemed 
reasonable  to  believe  that  people  are  principally  con- 
cerned with  jobs  and  work  and  profit  and  division 
of  income.  That,  to  most  people,  is  the  ultimate  test 
of  the  economic  system.  To  find  out  how  well  the 
American  people  understood  their  economic  system, 
a number  of  fact  questions  were  asked.  "What  is 
the  average  profit  in  industry?”  The  average  answer 
was  25  per  cent.  "What  is  a fair  profit?”  The  answer 
was  10  per  cent.  People  thought  that  industry  was 
making  two-and-a-half  times  what  is  fair.  The  fact 
was  that  profits  were  running  in  the  neighborhood  of 
5 per  cent  and  had  been  for  years— one-half  of  what 
people  thought  was  fair  and  only  one-fifth  of  what 
they  thought  was  profit.  Then  a question  like  this 
was  asked:  "Let  us  take  all  of  the  money  of  a corpora- 
tion that  goes  to  people — all  the  money  left  over 
after  paying  for  material,  supplies,  rent,  heat,  and 
the  like.  'This  is  the  money  that  is  shared  by  owners 
and  employees.  What  is  your  judgment  as  to  the 
percentage  of  this  money  going  to  employees  and  the 
percentage  going  to  owners?”  The  average  answer 
indicated  that  people  believed  75  per  cent  of  this 
divisible  income  went  to  owners  and  only  25  per 
cent  to  employees.  The  facts  are  that  87  per  cent  of 
this  divisible  income  goes  to  employees  and  only  13 
per  cent  to  owners. 

Questions  were  asked  about  the  number  of  wealthy 
families.  The  common  belief  was  that  a few  wealthy 
families  took  most  of  the  income  and,  therefore,  de- 
prived the  lower  income  people  of  a fair  share.  On 
the  question  of  machinery,  people  thought  that  ma- 
chines put  people  out  of  work  and  we  ought  to  have 
less  of  them  or  that  the  government  should  own  and 
control  the  machinery  of  production  so  as  to  maintain 
a stable  economy. 

The  next  step  in  the  smdy  was  to  determine  the 
correlation  between  • a person’s  ideology  and  his 
knowledge  of  facts.  To  accomplish  this,  survey  cards 
were  divided  into  two  groups.  'The  cards  of  all  of  the 
people  who  were  informed  as  to  the  facts  were  put 
in  one  group,  and  those  of  people  who  were  un- 
informed about  these  facts  were  put  in  another  group. 
Then  both  groups  were  run  through  the  measure- 
ments to  determine  their  ideologies.  How  did  they 
answer  the  questions  that  were  first  pretested  among 
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the  controlled  groups  of  Socialists  and  free  enter- 
prisers? 

The  results  were  enlightening.  In  the  group  of 
people  who  were  well  informed  as  to  facts,  only  25 
per  cent  tended  to  favor  the  colleaivist  ideology 
while  75  per  cent  tended  to  support  free  enterprise. 
Among  the  group  uninformed  on  facts,  only  13  per 
cent  favored  free  enterprise.  A whopping  87  per  cent 
of  them  favored  collectivism. 

These  results  can  lead  to  only  one  conclusion:  This 
dangerous  trend  toward  socialism  is  due  to  a lack  of 
knowledge  on  the  part  of  the  American  people  of 
the  facts  about  our  economic  system.  The  remedy  is 
equally  obvious;  Get  these  facts  understood  by  the 
people. 

This  is  an  exercise  in  the  field  of  communications. 
The  advertising  industry  has  gained  experience  which 
has  been  helpful  in  telling  us  how  we  can  get  the 
economic  facts  of  life  understood.  There  are  many 
mediums  for  communicating  facts:  advertisements, 
billboards,  radio,  television,  speeches,  films,  lectures, 
and  so  forth. 

In  judging  which  medium  of  communication  is 
best,  let  us  bear  in  mind  that  there  are  five  requisites 
of  our  communications  problem: 

1.  We  must  communicate  the  facts. 

2.  The  facts  must  be  believed. 

3.  The  significance  of  the  facts  must  be  under- 
stood. 

4.  The  facts  must  be  retained  and  not  forgotten. 

5.  Understanding  of  the  facts  must  cause  a change 
in  attimde. 

Failure  of  our  program  to  make  any  one  of  these 
hurdles  will  result  in  failure  to  accomplish  what  we 
set  out  to  do. 

Rating  the  various  communications  mediums  in 
terms  of  these  five  requisites,  we  find  that  of  all  the 
varied  means  of  communication  available  today  one 
has  proven  most  effective  for  the  kind  of  job  we 
want  to  do.  This  is  the  so-called  conference  technique, 
where  20  or  30  men  get  together  for  group  discus- 
sion under  the  direction  of  a conference  leader,  who 
may  have  been  selected  from  within  the  group.  This 
technique  calls  for  the  presentation  of  facts  from  an 
authoritative  source.  The  group  then  discusses  the 
facts  and  their  impact  on  the  subject  under  discus- 
sion. There  are  no  speeches.  No  one  is  told  what  to 
believe. 

This  conference  technique,  which  is  nothing  more 
nor  less  than  an  organized  discussion  group,  delivers 
the  goods.  Before  and  after  measurements  have  con- 
firmed this.  Surveys  made  months  after  the  discus- 
sions show  that  facts  learned  through  the  discussion 
method  are  retained;  people  do  not  slip  back  into 
their  old  beliefs  with  the  passage  of  time. 

The  plain  fact  is  that  we  know  a great  deal  about 


this  communications  problem,  but  we  are  not  putting 
it  to  good  use.  This  is  like  knowing  how  to  sell  but 
not  selling.  It  is  like  knowing  how  to  carry  out  a 
safety  program  but  failing  to  put  the  measures  into 
effect,  letting  people  go  on  having  avoidable  acci- 
dents. 

The  basic  cause  of  the  trend  toward  collectivism 
is  ignorance  of  facts.  We  have  the  means  of  correct- 
ing this  ignorance  and  causing  a shift  in  ideology 
toward  freedom  and  away  from  the  Russian  concept. 

WHY  PEOPLE  WANT  TO  CHANGE 

We  would  not  be  human  nor  would  we  be  worthy 
of  any  consideration  at  all  if  we  did  not  want  to 
better  our  position  in  life.  Every  American  wants  to 
give  his  family  a greater  abundance.  It  is  this  drive 
to  get  ahead  that  has  made  us  the  great  nation  we 
are. 

But  through  misunderstanding,  this  drive  can  be 
misdirected.  Our  present  problem  is  a good  example. 
People  want  more  and  believe  the  reasons  they  do 
not  have  more  are  the  following: 

1.  Profits  are  too  high. 

2.  The  owners  of  the  company  get  too  big  a share. 

3.  Too  much  of  the  national  income  goes  to 
people  already  rich. 

When  a man  believes  that  profits  are  25  per  cent 
instead  of  5 per  cent;  when  he  thinks  owners  get  75 
per  cent  whereas  acmally  they  get  13  per  cent;  when 
he  believes  that  rich  people  get  a large  share  of  the 
national  income,  which  is  not  true — can  anyone 
blame  him  for  wanting  the  system  changed? 

It  is  only  logical  for  a man  holding  these  erroneous 
beliefs  to  want  the  government  to  control  the  rate 
of  profits;  to  ask  government  and  unions  to  get  him 
a bigger  share  of  the  income;  to  seek  to  put  a limit 
on  high  incomes  by  taxing  the  rich;  to  get  aid  from 
the  government  which  will  take  the  money  from 
high  income  groups  and  corporations. 

WHAT  FACTS  TO  COMMUNICATE? 

A clear  understanding  of  the  workings  of  our  eco- 
nomic system  is  necessary  if  a man  is  to  understand 
where  he  fits  in  and  how  he  can  best  go  about  im- 
proving his  lot.  The  presentation  which  has  been 
most  effective  in  bringing  about  this  understanding 
begins  with  an  evaluation  of  our  system — Does  it 
work?  Does  it  produce  things  men  want?  Does  it 
satisfy  human  needs?  Does  it  allow  men  to  live  in 
dignity? 

The  reason  that  any  man  works  is  to  satisfy  his 
human  needs.  If  he  lives  alone,  his  problem  is  very 
simple.  He  must  either  work  or  he  will  die.  When 
men  live  together  in  groups,  they  must  work  out  a 
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pattern  for  group  living.  They  must  learn  to  respect 
the  right  of  others.  But  whether  working  singly  or 
in  groups,  men  must  work  if  they  are  to  live. 

How  are  men  motivated  to  work?  Basically,  there 
are  only  two  ways:  You  can  force  them  to  work  or 
you  can  reward  them  for  working.  In  America  we 
choose  reward. 

The  American  system  rests  on  the  following  five 
principles: 

Private  property — A man  has  a right  to  own  his 
shoes  and  his  home  and  his  furnimre  and  his  appli- 
ances; the  right  to  pool  his  savings  with  other  men  to 
purchase  the  machinery  of  production  to  produce 
things  they  and  other  men  want. 

Free  market — A man  has  a right  to  buy  what  he 
wants  from  the  person  who  wants  to  sell;  the  right 
to  shop  around  for  what  he  wants;  the  right  to  sell 
his  property  for  what  it  will  bring  from  a person  who 
wants  to  buy  it,  whether  that  property  is  a home,  a 
car,  a share  of  stock,  trade  goods,  or  any  other 
property. 

Profit  and  wage  incentives — In  America  a man  is 
paid  for  his  physicial  and  mental  labor  in  accordance 
with  what  he  can  produce.  A man  can  shop  around, 
offering  his  services  at  the  wage  he  believes  he  is 
worth,  to  those  who  can  use  his  services  at  that  rate. 
The  more  he  produces  and  the  more  valuable  he  is, 
the  more  he  is  likely  to  receive  in  wages. 

In  America,  a man  can  make  a profit  if  he  can 
make  and  sell  a useful  article  suited  to  the  needs  of 
the  market. 

People  are  encouraged  to  save  and  to  invest  their 
money,  the  reward  being  the  profit  or  income  they 
will  receive  on  their  investment.  Without  the  profit 
or  remrn  on  the  investment,  the  individual  is  not 
encouraged  to  save. 

Competition — Every  American  is  free  to  enter  a 
trade  or  business  and  to  compete  with  anyone  else. 
This  gives  everyone  a chance  to  show  what  he  can 
do  and  gives  everyone  an  incentive  to  do  his  best.  If 
anybody  has  a better  idea  or  better  way  to  do  some- 
thing, he  can  try  it. 

Government  regulation,  not  government  operation 
— In  America  men  in  government  act  as  regulators 
to  maintain  order  and  fair  play.  In  America  the  gov- 
ernment was  not  designed  to  operate  business  enter- 
prises. 


AMERICAN  PRODUCTIVITY 

Does  the  American  system  produce  things  men 
want? 

Americans  are  only  one-sixteenth  of  all  the  people 
in  the  world.  Our  nation  occupies  only  one-nineteenth 
of  all  the  world’s  land  surface.  Yet  with  this  relatively 


small  number  of  people  working  on  this  relatively 
small  land  area,  our  people  have  racked  up  this 
record: 

Americans  own  3/5  of  all  the  automobiles  in  the 
world. 

Americans  own  Vz  of  all  the  telephones  in  the 
world. 

We  own  Vz  of  all  the  world’s  radios;  2/3  of  the 
world’s  television  sets. 

We  consume  3/5  of  all  the  oil  produced  in  the 
world,  Vz  of  the  world’s  coffee,  and  2/5  of  the 
world’s  electricity. 

It  has  been  estimated  that  American  factories  pro- 
duce about  half  the  world’s  goods.  Our  productive 
might  has  armed  the  world  twice  in  great  wars;  it 
stands  ready  to  do  so  again  if  need  be.  In  the  face 
of  a record  like  this,  it  cannot  be  denied  that  in  terms 
of  producing  the  goods  and  services  man  wants,  our 
system  works  well — far  better  than  any  of  its  com- 
petitors. Proof  that  it  can  work  for  other  countries, 
other  cultures,  and  other  climates  is  found  in  the 
outstanding  success  of  West  Germany,  which  has 
adopted  a system  very  much  like  ours. 

Let  us  compare  our  productivity  with  that  of  the 
system  in  use  in  Russia. 

An  American  factory  worker  can  buy  about  six 
and  a half  suits  of  clothes  with  a month’s  wages;  a 
Russian  can  buy  half  of  a suit.  An  American  factory 
worker  can  buy  about  eight  pairs  of  shoes  with  a 
week’s  wages;  a Russian  can  buy  about  one-fourth  of 
a pair  of  shoes.  An  American  factory  worker  earns 
about  $16  in  an  8 hour  day;  a Russian’s  pay  for  1 day 
would  buy  about  $2.25  worth  of  goods  on  the  same 
basis.  In  city  and  urban  housing,  the  American  occu- 
pies 370  square  feet,  while  the  Russian  occupies  only 
79  square  feet. 

In  terms  of  human,  values  as  well  as  in  material 
goods,  the  American  system  has  produced  remarkable 
results.  For  example,  since  1900  life  expectancy  in 
the  United  States  has  increased  from  47  to  70. 
People  are  living  longer  in  America  because  they 
are  living  better  and  eating  better,  because  they  are 
eliminating  drudgery,  and  because  of  the  great  strides 
in  medical  science  which  is  not  mn  by  the  govern- 
ment. 

Our  infant  death  rate  has  dropped  74  per  cent 
since  1915,  thanks  again  to  our  independent  doctors, 
spurred  on  to  accomplishments  by  the  self-satisfaction 
that  comes  only  to  a free  man.  A doctor  who  is  forced 
to  perform  by  his  government  does  not  have  the 
same  incentive. 

The  incidence  of  pneumonia,  mberculosis,  diph- 
theria, and  typhoid  has  been  substantially  reduced 
since  1900. 

One  of  the  great  aids  to  financial  security  in 
America  is  life  insurance.  A man  buys  life  insurance 
to  take  care  of  his  family  if  anything  should  happen 
to  him.  In  1900,  Americans  owned  $100  of  life 
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insurance  per  person.  In  1956,  Americans  owned 
$2,560  of  life  insurance  per  person.  The  record  indi- 
cates that  the  produaive  capacity  of  free  men  is 
greater  than  that  of  men  who  are  not  free — both  in 
a material  sense  and  in  terms  of  human  values. 


HOW  DO  WE  SHARE  OUR  WEALTH? 

Some  critics  of  the  American  system  admit  that  it 
produces  the  goods  and  services  men  want,  but  say 
that  workers  do  not  get  their  share.  If  true,  it  is  a 
serious  criticism.  If  not  true,  we  should  know  it. 
What  are  the  facts? 

Let  us  imagine  that  we  have  a conference  table 
and  that  we  have  around  it  five  workers  and  one 
owner.  Let  us  take  100  silver  dollars,  representing  all 
of  the  national  income.  We  shall  give  the  employees 
$66.  We  shall  give  the  owner-stockholders  $6.  Of 
this  $6,  the  owner  actually  gets  $3.50  in  dividends 
and  allows  $2.50  to  remain  in  the  business  to  expand 
it  and  buy  more  machinery.  All  income  on  property 
— income  to  landlords,  stockholders,  bondholders,  and 
rent  payments  to  individuals — amounts  to  only  13 
per  cent  of  the  national  income,  as  contrasted  to  66 
per  cent  going  to  employees  in  wages  and  salaries. 

There  are  not  many  very  wealthy  people.  After  in- 
come taxes,  84  per  cent  of  all  national  income  goes  to 
people  with  incomes  of  less  than  $200  a week.  After 
income  taxes,  only  7 per  cent  of  the  national  income 
goes  to  people  with  incomes  of  more  than  $20,000  a 
year.  If  we  shoot  all  these  rich  people  and  take  all 
their  income  and  divide  it  equally  among  all  the 
people  in  the  country,  each  would  receive  25  cents 
a day. 

Now  let  us  suppose  that  these  workers  gathered 
around  this  conference  table  want  a 10  per  cent 
raise.  Where  are  they  going  to  get  it? 

They  can  not  get  it  from  the  owner,  because  he 
has  not  got  it.  They  can  not  get  it  from  the  rich 
people,  because  they  have  not  got  it.  The  workers 
can  not  get  their  increase  from  the  government,  be- 
cause the  government  can  give  to  the  people  only 
that  which  it  first  has  taken  away  from  them. 

The  conclusion  is  inescapable — the  only  way  to  get 
more  real  income  is  by  producing  more. 

HOW  DID  AMERICA  GET  SO  RICH? 

How  did  America  become  the  richest  nation  on 
earth?  Herein  lies  the  secret — a secret  that  can  be 
shared  with  all  men  everywhere. 

Most  people  in  the  world  today  use  muscle  power 
or  animal  power  to  get  their  work  done.  In  America, 
98  per  cent  of  all  our  work  is  done  by  machinery. 


With  the  electrically  driven  machine,  the  average 
American  factory  worker  has  working  for  him  the 
equivalent  of  367  helpers.  Naturally,  he  can  produce 
more  than  he  could  with  his  two  bare  hands. 

In  America  during  the  past  100  years,  the  national 
income  per  man-hour  worked  has  risen  directly  in 
proportion  to  the  increase  in  horsepower-hours  per 
man-hour  worked.  In  other  words,  the  more  machin- 
ery a man  has  at  his  disposal,  the  more  he  can  earn 
in  real  income.  That  fact  alone  discloses  that  Marx 
was  wrong.  Marx  thought  that  an  increase  in  the  use 
of  machinery  would  hurt  the  workers.  The  reverse  has 
happened.  The  more  machinery  the  worker  has,  the 
more  money  he  makes  and  the  more  he  can  buy  with 
that  money. 

How  did  we  get  so  much  machinery  in  America? 
We  did  it  by  encouraging  individual  Americans  to 
save  so  they  can  invest  their  savings  in  companies 
that  produce  things  that  men  want.  We  encourage 
men  to  save  by  paying  them  interest  or  return  on 
their  money.  One  may  call  that  a profit  and  so  it  is, 
but  it  is  the  profit  system  which  encourages  men  to 
save  and  to  invest  so  they  can  have  more  and  so 
they  can  produce  more.  That  is  capitalism,  and  the 
record  proves  that  it  works  far  better  than  a system 
of  forced  labor. 


WHAT  SHOULD  I BE  DOING? 

Freedom  is  important  to  me.  I do  not  want  my 
children  or  my  grandchildren  to  live  in  a society 
where  government  is  the  master  and  the  people  are 
slaves.  After  evaluating  our  present  problem,  I have 
come  to  the  conclusion  that  whether  we  will  continue 
to  live  in  freedom  or  whether  we  will  take  the  road 
to  socialism  is  a matter  that  is  up  to  each  of  us.  We 
as  individuals  control  our  government  and  the  course 
it  takes.  Millions  of  individual  decisions  go  into  cre- 
ating the  national  political  and  economic  climate.  It 
is  the  responsibility  of  each  of  us  to  see  that  our  own 
personal  decision  is  right;  we  also  have  a responsi- 
bility for  correcting  ignorance  and  misinformation 
insofar  as  they  affect  the  judgments  of  others.  If  I 
know  the  truth  about  a matter  which  is  unknown  to 
you,  and  you  reach  an  erroneous  conclusion  because 
I concealed  that  fact  or  failed  to  tell  you  about  it, 
does  not  my  action  or  failure  to  act  affect  your  de- 
cision? 

All  of  us  who  know  these  facts  and  fail  to  com- 
municate them  are  equally  guilty — equally  responsible 
for  the  trend  toward  colleaivism.  I resolved  many 
years  ago  that  I would  do  everything  in  my  power  to 
correct  misinformation — to  preserve  freedom.  There 
is  a limit  to  what  any  one  man  can  do,  it  is  true;  but 
the  total  effect  of  millions  of  informed  Americans 
passing  their  knowledge  on  to  others  would  be  a 
potent  force.  The  effort  required  to  inform  people  is 
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small  indeed  compared  to  the  effort  and  sacrifice 
which  went  into  the  winning  of  our  freedom  in  1776. 

Edison  Electric  Institute  has  a staff  of  about  90 
people.  I have  seen  that  my  employees  have  had  con- 
ference sessions  on  the  American  economic  system.  I 
had  their  information  and  beliefs  measured  before 
and  after  the  program,  and  I am  pleased  with  the 
results. 

Wherever  it  is  humanly  possible  for  me  to  do  so, 
I have  accepted  speaking  engagements  such  as  this 
one,  where  I have  the  oppormnity  of  addressing  com- 
munity leaders  who  have  a profound  influence  on 
the  thinking  of  their  friends  and  neighbors. 

I have  accepted  invitations  to  participate  in  de- 
bates; I have  gone  to  see  the  minister  of  my  church; 
I have  read  the  textbooks  from  which  my  children 
have  been  taught  and  have  had  talks  with  their 
teachers. 

I have  urged  the  business  leaders  with  whom  I 
have  had  contact  to  put  on  information  programs  for 
their  employees.  At  social  gatherings  I have  steered 
the  discussion  toward  the  problem  of  misinformation, 
and  by  so  doing  I have  brought  new  ideas  into  the 
minds  of  some  of  my  friends.  When  I ride  in  a taxi, 
I make  it  a point  to  pass  the  time  with  the  driver 
by  talking  about  some  aspect  of  the  American  eco- 
nomic system. 

These  are  some  of  the  things  I have  resolved  to  do. 

WHAT  CAN  DOCTORS  DO? 

Each  of  us  has  some  means  of  communicating  with 
people.  According  to  the  work  people  do,  the  extent 
and  namre  of  their  social  life,  and  the  measure  of 
their  stature  in  the  community,  some  have  a greater 
potential  than  others;  but  each  has  a way.  The  com- 
munity leader  in  panicular  has  many  means  of  get- 
ting his  thought  and  ideas  across  to  his  friends  and 
associates. 

Doctors  have  a unique  position  in  that  at  some 
time  or  other,  virtually  everyone  in  the  community 
will  have  occasion  to  visit  his  physician.  Most  doc- 
tors find  that  they  are  members  of  numerous  service 
organizations.  These  contaas  give  them  an  oppor- 
tunity to  share  their  views  with  large  numbers  of 
people.  If  every  time  a patient  brings  up  the  subject 
of  weather,  you  use  that  as  a cue  to  talk  about  some- 
thing more  important — freedom — you  could  accom- 
plish a great  deal. 

Through  the  service  organizations  to  which  you 
belong,  there  are  other  effective  ways  of  encouraging 
economic  education.  Many  groups  are  giving  atten- 
tion to  the  possibility  of  including  courses  on  the 
American  economic  system  in  the  schools;  com- 
munity leaders  working  with  the  schools  could  do 


much  to  bring  this  about.  A number  of  companies 
are  beginning  to  take  a renewed  interest  in  giving 
these  facts  to  their  employees.  Here  again,  the  com- 
munity leader  can  do  effective  work  with  company 
officers  and  boards  of  directors.  Civic  groups,  by  their 
nature,  are  interested  in  problems  like  this.  Many 
would  be  willing  to  lend  active  support  to  a program 
informing  people,  if  a program  were  presented  to 
them.  Here,  too,  someone  must  pick  up  the  ball  and 
run  with  it. 

Those  interested  in  keeping  American  freedom 
would  do  well  to  study  it,  to  learn  the  facts  them- 
selves, so  as  to  be  able  to  tell  others  about  it.  Having 
learned  about  our  free  system,  they  should  explore 
their  circumstances  to  see  what  means  of  communi- 
cation are  available  to  them.  Having  found  ways  to 
communicate  these  ideas,  they  should  be  utilized  to 
the  utmost. 

This  is  the  only  way  in  which  we  as  a nation  can 
meet  the  great  challenge  facing  us.  How  well  our 
community  leaders  will  respond  to  this  call  will  de- 
termine ultimately  the  extent  to  which  we  as  a na- 
tion will  retain  the  freedoms  we  now  possess.  Our 
future  lies  in  the  sense  of  responsibility  of  our  na- 
tion’s key  citizens;  it  depends  on  voluntary  action. 
How  America  meets  this  challenge  rests  squarely  on 
the  shoulders  of  people  like  you. 

> Mr.  Vennard,  Edison  Electric  Institute,  750  Third  Ave- 
nue, New  York. 

Federal  Medicine 
And  the  Private 
Patient 

RUSSELL  B.  ROTH,  M.D. 

Erie,  Pennsylvania 

There  are  federal  medical  programs  in  22 
separate  agencies  and  departments  of  the  gov- 
ernment, ranging  in  scope  from  cancer  research  to 
Medicare,  and  some  38,000,000  people  are  eligible 
to  receive  all  or  part  of  their  medical  care  under 
these  programs.  The  total  budgeted  cost  for  fiscal 
1959  is  $2,800,000,000.  It  comes  as  no  surprise, 
therefore,  that  a substantial  number  of  problem  areas 
exist.  The  American  Medical  Association’s  Commit- 
tee on  Eederal  Medical  Services,  of  which  I am  chair- 
man, has  taken  a hard  look  at  a few  of  them:  the 
Veterans  Administration  primarily,  but  also  others 
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such  as  Medical  Service  for  the  Indians,  the  fascinat- 
ing matter  of  the  operation  of  the  Panama  Canal 
Zone  hospitals  and  clinics,  medical  care  for  civil 
service  employees,  and,  more  recently,  the  Medicare 
problem. 

I have  been  asked  what  progress  we  have  made. 
I never  know  quite  how  to  answer,  but  perhaps  you 
remember  in  the  book  where  the  Red  Queen  took 
Alice  by  the  arm  and  they  started  running.  I be- 
lieve this  took  place  somewhere  on  the  outskirts  of 
Wonderland,  D.  C.  They  ran  furiously  for  a long 
rime,  and  when  they  stopped  Alice  noted  that  they 
were  still  in  exactly  the  same  place,  which  seemed 
very  discouraging.  But  the  Red  Queen  pointed  out 
that  if  Alice  expected  to  get  somewhere,  she  must 
come  from  a very  slow  country  indeed,  because  here 
in  Washington,  I mean  Wonderland,  one  had  to  run 
as  fast  as  possible  to  stay  in  the  same  place,  and  if 
you  wanted  to  get  somewhere,  you  had  to  run  twice 


Dr.  Russell  B.  Roth,  chairman 
of  the  American  Medical  As- 
sociation's Committee  on  Fed- 
eral Medical  Services,  presented 
this  paper  before  the  Texas 
Medical  Association's  Confer- 
ence of  County  Medical  Society 
Officials  and  Symposium  on 
Legislation  January  24,  1959, 
in  Austin. 


The  AMA's  Committee  on  Federal  Medical  Services  pro- 
poses that  all  veterans'  service  connected  cases  be  given  free 
medical  care  under  V.  A.  auspices.  Nonservice  connected 
cases  should  be  ineligible  for  V.  A.  care  except  for  persons 
having  no  adequate  means  to  pay  for  necessary  medical  care. 
Those  exceptions  should  be  provided  for  at  the  expense  of 
local  communities. 


lions  of  Americans  today  do  not  turn  to  private 
physicians  for  their  medical  care,  but  turn  to  closed 
panel  medical  service  plans,  to  union  operated  health 
plans,  to  the  Veterans  Administration  hospitals,  or 
to  some  one  of  these  many  government  subsidized 
programs.  He  cannot  remain  oblivious  of  the  fact 
that  strong  forces  exist  to  extend  social  security  bene- 
fits to  include  medical  care  for  more  millions,  to 
build  more  veterans  hospitals,  and  to  create  ever  more 
and  ever  larger  third  party  medical  service  plans. 
Indeed,  anyone  who  believes  that  much  that  is  great 
and  good  about  American  medicine  stems  from  its 
elements  of  freedom,  competition,  and  self-determina- 
tion, must  feel  that  we  are  losing  something  irre- 
placeably  good. 

These  are  general  words  intended  to  define  what 
we  are  fighting  about.  But  even  when  the  issue  is 
understood,  it  is  not  always  clear  who  is  fighting 
whom.  Take  the  Veterans  Administration  program — 
basically  enacted  by  Congress  in  the  twenties  to  take 
care  of  the  service  connected  disabilities  from  World 
War  I.  Doaors  have  advised  Congress  and  the  Vet- 
erans Administration  every  step  of  the  way.  Doctors 
staff  its  clinics  and  hospitals,  its  Deans’  Committees, 
and  its  Advisory  Boards.  To  fight  the  battles  of  the 
AMA  in  this  arena,  one  finds  oneself  pitted  not  only 
against  Congressmen  and  Senators,  not  only  against 
Legionnaires  and  Gold  Star  Mothers,  but  against  fel- 
low physicians,  classmates,  former  teachers,  and  val- 
ued friends.  There  is  a strong  temptation  at  times 
to  borrow  the  Wonderland  tactics  of  Tweedledum 
and  say,  "Let’s  fight  till  six  and  then  have  dinner.” 

This  is  not  meant  to  be  a recital  of  frustrations. 
It  is  meant  to  indicate  how  we  may  come  to  grips 
with  our  true  problem,  with  some  hope  of  reaching, 
some  day,  a happy  conclusion. 


VETERANS  PRESENT  PROBLEMS 


Next,  I shall  try  to  define  "private  patient.”  The 
time  has  passed  when  we  may  orate  about  free  choice 
of  physician,  fee  for  service,  the  sacred  physician- 
patient  relationship,  and  so  on  without  defining 
what  we  are  talking  about.  To  me  the  private  patient 
is  that  patient  who  selects  the  doctor  of  his  choice 
and  who  assumes  the  basic  responsibility  for  seeing 
that  the  doctor  is  paid  for  his  services.  'This  excludes 
the  public  patient  for  whom  government  or  charity 
takes  over  and  the  panel  patient,  who  contracts  for 
his  medical  care  with  someone  else  who  does  the 
basic  financial  dealing  with  the  physician. 

So  defined,  the  private  patient  is  the  vanishing 
American,  and  step  by  step  beside  him  in  his  progress 
toward  oblivion  marches  the  private  practitioner  of 
medicine.  Even  the  obdurate,  unreconstructed,  indi- 
vidualistic doctor  who  snorts  at  the  planners  and  the 
organizers  cannot  regard  it  as  unimportant  that  mil- 


Let  us  focus  upon  veterans.  Roughly  half  of  the 
families  in  America  today  are  families  of  veterans. 
Their  problems  are  the  problems  of  American  medi- 
cine. 

'That  system  of  medical  care  which  is  best  for 
America  is,  by  definition,  best  for  veterans.  To  hold 
otherwise  is  to  hold  that  the  veteran  is  so  self- 
centered  as  to  disclaim  interest  in  care  for  his  wife, 
his  children,  his  parents,  or  the  folks  next  door.  One 
might  even  consider  the  converse  of  this  position.  If 
the  present  system  of  providing  medical  care  for 
veterans  is  the  best  available  system,  should  it  not 
be  the  system  employed  for  providing  care  to  all 
Americans?  Figure  out  the  costs  of  that  one  in  dol- 
lars, and  in  personnel.  I fed  the  available  data  into 
my  ouija  board  recently  and  came  up  with  $8,000,- 
000,000  annually  to  run  the  system  once  it  was  built. 

It  is  necessary  to  single  out  the  service  conneaed 
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disability  for  special  consideration.  No  one  denies 
this,  but  there  is  a growing  question  that  the  V.  A. 
system  acmally  gives  the  best  possible  care  to  the 
disabled  veteran  today.  When  the  important  en- 
vironmental and  emotional  factors  which  are  insep- 
arable from  chronic  disease  care  are  considered,  it 
seems  likely  that  the  disabled  veteran  in  general 
would  feel  much  better  used  if  his  government  would 
let  him  have  his  care  either  at  home  or  in  a home 
town  facility,  from  the  doctor  of  his  choice,  rather 
than  in  a distant  hospital  where  a procession  of 
trainees  in  the  various  branches  of  medicine  are  in 
direct  day  to  day  charge  of  his  condition.  That,  how- 
ever, is  not  at  current  issue.  If  the  veterans,  and  the 
veterans’  organizations,  and  the  legislators  are  happy 
with  the  state  of  affairs  in  respect  to  service  con- 
nected disability,  we  are  content  to  let  that  be  for  the 
moment. 

The  problem  is  with  nonservice  connected  disabil- 
ity. The  figures  are  readily  available.  A fascinating 
statistical  projection  of  the  nonservice  connected  pa- 
tient load  for  the  years  to  come  has  been  completed 
within  this  past  year.  It  gives  mathematical  expression 
to  that  which  anyone  can  appreciate — namely,  that 
as  the  years  roll  by,  in  the  absence  of  another  war, 
the  service  connected  cases  will  dwindle  rapidly  as 
their  unreinforced  ranks  are  depleted,  but  as  the 
veteran  population  ages  the  disabilities  of  age  will 
appear  and  the  nonservice  connected  cases  inevitably 
will  increase.  This  study,  available  as  House  of  Rep- 
resentatives Committee  Print  222,  provides  a good 
illustration  of  our  differences  in  points  of  view  and 
attimdes. 

We  took  this  projection  and  said  to  the  Commit- 
tee on  Veterans  Affairs  in  the  House  of  Representa- 
tives, "Look — as  the  service  connected  load  decreases 
you  should  contract  your  system;  otherwise  you  will 
end  up  with  a huge  hospital  and  medical  care  system 
and  no  eligible  patients  except  nonservice  connected 
cases.”  On  the  other  hand  Representative  Teague  of 
Texas,  chairman  of  the  House  Committee  on  Vet- 
erans Affairs,  reported  to  Congress,  saying,  "Just 
prior  to  the  beginning  of  these  hearings  the  Presi- 
dent of  the  United  States  forwarded  to  the  Chairman 
of  the  Committee  a copy  of  a smdy  conducted  by 
the  executive  branch.  The  study  shows  that  the  de- 
mand for  hospital  care  by  eligible  veterans  will  in- 
crease sharply  during  the  next  30  years.  It  is  appar- 
ent, therefore,  that  the  policies  set  forth  in  this  bill, 
requiring  full  use  of  existing  facilities,  are  not  in  fact 
a program  of  expansion  when  viewed  in  light  of  the 
rapidly  increasing  needs  of  eligible  veterans  for  care, 
as  projected  by  the  administration’s  study.” 

'This  brings  us  down  to  the  nub  of  our  problem. 
Who  should  be  eligible  for  tax  paid  care  in  a V.  A. 
hospital?  The  AMA  has  clearly  said  since  1953,  when 


it  first  came  to  grips  with  the  full  problem,  that 
service  connected  disabilities  are  a thing  apart,  en- 
titled to  the  best  that  can  be  provided  in  terms  of 
medical  facilities  and  professional  skills.  AH  other 
disabilities  are  simply  disabilities  of  Americans  to  be 
taken  care  of  by  the  highly  developed,  but  still  evolv- 
ing system  of  American  medical  care.  This  attimde, 
of  course,  is  not  the  attitude  reflected  in  the  law.  The 
law  brings  up  considerations  of  the  ability  of  the 
veteran  to  pay  for  private  care  and  the  matter  of 
"available  facilities”  in  the  V.  A.  It  appears  that 
every  administrator  of  the  V.  A.  for  40  years  has 
tried  to  nail  Congress  down  to  a more  specific  defi- 
nition of  its  intent,  but  without  success. 

In  1924,  Congress  authorized  the  treatment  of 
nonservice  conneaed  cases  in  V.  A.  hospitals  because 
there  was  a surplus  of  beds,  and  it  reasonably  said 
that  veterans  unable  to  pay  for  private  care  could  be 
cared  for  at  taxpayers’  expense  in  V.  A.  hospitals, 
within  the  limits  of  available  facilities.  It  fairly  ob- 
viously did  not  contemplate  building  more  facilities 
in  the  event  of  nonservice  connected  waiting  lists. 
That  concept,  however,  has  vanished.  There  has  been 
a steady  increase  in  the  volume  of  the  available  fa- 
cilities, and  the  justification  for  this  has  been  the 
volume  of  nonservice  connected  care. 

Up  until  now  any  definition  of  this  "ability  to 
pay”  has  been  a matter  of  the  veteran’s  own  con- 
science. There  is  an  abundance  of  evidence  to  show 
that  the  average  veteran  is  better  off  than  the  average 
nonveteran,  economically  speaking.  But,  for  a multi- 
mde  of  rather  easily  understood  reasons,  that  average 
veteran  is  ready  to  check  a blank  saying  that  he  can 
not  afford  private  medical  care  for  himself  although 
somehow  or  other  he  makes  out  when  the  patient 
is  his  wife  or  his  dependent  child.  Anyone  who  has 
worked  in  V.  A.  hospitals  with  these  patients  knows 
that  this  is  not  an  attitude  based  on  flagrant  dis- 
honesty. One  who  is  in  my  position  sees  some  dis- 
turbing inequities.  More  than  one  veteran  patient, 
knowing  of  the  pauper’s  oath,  has  refused  to  apply 
for  V.  A.  hospitalization  although  his  economic  cir- 
cumstances are  far  inferior  to  another  veteran  who 
checks  his  blank  with  no  faintest  thought  of  doing 
anything  wrong.  There  is,  somehow  or  other,  some- 
thing basically  repugnant  in  the  thought  of  offering 
V.  A.  hospitalization  as  a form  of  reward  for  service 
to  one’s  country,  but  requiring  the  signature  of  a 
pauper’s  oath  to  get  it. 


AMA  POSITIVE  PROPOSAL 

The  critics  of  the  AMA  like  to  make  it  appear  that 
we  are  against  medical  care  for  veterans,  and  that  we 
are  upset  because  the  provision  of  free  medical  care 
deprives  us  of  dollars  in  our  pockets.  That  makes  a 
fine  splashy  charge,  and  is  unhappily  hard  to  set 
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Straight  because  the  facts  are  not  splashy  or  dramatic. 
They  are  very  prosaic.  The  fact  is  that  under  the 
present  V.  A.  system  more  doctors  are  being  paid 
more  money  for  the  care  of  nonservice  connected  ills 
in  veterans  than  would  be  true  under  the  AMA 
supported  system.  Perhaps  we  need  to  counter  this 
with  a strong  positive  proposal,  running  something 
like  this: 

Veteran  patients  fall  into  two  categories  in  respect 
to  the  illness  or  disability  requiring  treatment.  It  is 
either  service  connected  or  nonservice  connected.  All 
cases  acmally  or  presumptively  falling  into  the  service 
connected  category  shall  be  given  full  free  medical 
care,  inpatient  and  outpatient,  on  the  most  favorable 
possible  terms.  All  other  cases  shall  be  regarded  as 
ineligible  for  care  under  V.  A.  auspices,  but  shall  be 
eligible  for  full  medical  care  under  the  following 
classifications: 

1.  Those  possessing  the  means  to  finance  private 
medical  care  shall  be  expected  to  do  so. 

2.  Those  able  to  protect  themselves  with  insurance 
or  some  form  of  prepaid  medical  and  hospital  care 
shall  utilize  it  in  private  nonfederal  facilities. 

3.  Those  having  no  such  protection  and  no  ade- 
quate means  to  meet  the  costs  of  necessary  medical 
care  shall  be  provided  with  their  care  at  the  expense 
of  their  local  communities. 

In  further  qualifying  the  care  available  to  this 
latter  group  some  allowances  must  be  made  for  re- 
gional differences  in  respect  to  availability  of  facili- 
ties and  areas  of  responsibility.  For  example,  in  most 
areas  of  the  country  today,  states  are  adequately 
equipped  to  provide  hospitalization  and  medical  care 
to  tuberculous  persons  requiring  it,  but  in  many  areas 
there  are  still  shortages  of  adequate  facilities  for  the 
care  of  neuropsychiatric  disorders.  For  the  acute  med- 
ical and  surgical  problems  of  this  group  today  there 
are  few  areas  which  are  not  equipped  to  absorb  them 
into  municipal  general  hospitals  of  one  sort  or  an- 
other. Competent  authorities  have  said  repeatedly  that 
effective  right  now  the  nonfederal  hospitals  of  the 
nation  could  take  over  the  acute  medical  and  surgi- 
cal care  being  given  by  the  V.  A.  hospitals  without 
any  significant  difficulty.  It  is  only  the  long  term 
chronic  disease  cases  that  present  problems.  It  seems 
obvious  that  the  taxpayer  must  pay  the  bill,  and  the 
problem  is  purely  whether  he  pays  it  at  the  local, 
county,  state,  or  federal  level. 

What  are  the  virtues  of  this  approach? 

1.  It  strengthens  the  nonfederal  municipal  hospital 
and  medical  care  system  of  this  country.  Austin, 
Texas,  or  Erie,  Pa.,  or  Fairbanks,  Alaska,  has  to  live 
up  to  its  civic  responsibility  to  equip  itself  with 
enough  medical  facilities  to  care  for  its  own  people, 
and  when  its  own  people  cannot  pay  for  necessary 
care,  it  is  a responsibility  of  the  community  to  pay 


for  it.  It  is  a further  responsibility  of  the  local  medi- 
cal profession  to  follow  up  its  traditional  willingness 
to  see  that  care  is  provided,  whether  it  is  paid  for  or 
not.  This  is  distinctly  cheaper  than  routing  the  dol- 
lars through  Washington. 

2.  It  permits  transforming  many  of  the  fine  physi- 
cal plants  now  functioning  as  V.  A.  hospitals  into 
community,  county,  or  even  state  hospitals,  whereby 
they  may  serve  many  more  people  much  more  eco- 
nomically. The  charge  has  been  made  by  our  critics 
that  we  advocate  "closing”  V.  A.  hospitals,  whereas 
what  we  really  advocate  is  "opening”  them  to  the 
entire  public  needing  hospital  services. 

3.  It  eliminates  for  the  most  part  the  competition 
between  V.  A.  hospitals  and  nonfederal  hospitals  for 
medical  and  paramedical  personnel.  Dr.  Robert  Green 
of  Cincinnati,  the  most  recent  addition  to  our  com- 
mittee, has  painted  a rather  striking  picture  of  con- 
trasts in  hospitals  today  in  that  respect.  The  self- 
supporting,  taxpaying  average  citizen  lies  in  a private 
hospital  bed.  The  hospital  has  no  interns  at  all  or  at 
best  a complement  of  foreign  trained  interns  and 
residents  making  up  the  bulk  of  its  staff.  Across  the 
street,  in  the  beautiful  V.  A.  hospital  built  and  op- 
erated by  taxes,  the  American  trained  residents 
abound,  caring  for  nonservice  connected  veterans, 
and  dabbling  in  research. 

Here  now  we  come  to  our  intraprofessional  prob- 
lems— our  internecine  warfare.  Doctors,  our  doc- 
tors, established  these  training  programs  which  attract 
the  young  residents.  Our  doctors  establish  and  ap- 
prove the  research  projects.  How  then,  can  others  of 
us  possibly  be  against  them?  The  answer  is  not  as 
remote  as  it  seems.  Medical  education  is  good.  Medi- 
cal research  is  good.  Doctors,  in  consequence,  are  for 
them.  These  doctors  of  the  Advisory  Committees, 
the  Deans’  Committees,  and  so  on  are  not  wrong  in 
being  for  education  and  research,  but  they  have  not 
stepped  back  to  achieve  a proper  perspective.  The 
fault  lies  in  where  the  training  is  given  and  where 
the  research  is  done. 

It  is  an  interesting  and  significant  fact  that  nu- 
merically speaking  more  than  half  of  the  V.  A.  hos- 
pitals are  not  Deans’  Committee  hospitals.  In  gen- 
eral they  do  not  have  interns  and  they  do  not  have 
residency  training  programs.  No  medical  adviser  to 
the  V.  A.  can,  in  conscience,  say  that  residency  pro- 
grams are  essenrial  to  the  provision  of  good  patient 
care  without  implying  that  in  half  the  V.  A.  hospitals 
good  care  is  not  given.  Nor  can  he  say  that  research 
is  essential  to  good  care  because  in  half  the  V.  A. 
hospitals  no  research  worthy  of  the  name  is  done. 

What  is  the  simation  in  respect  to  research  in  the 
V.  A.  today?  Let  me  quote  from  an  American  Legion 
article  a little  over  a year  old.  It  starts  out  provoca- 
tively, "Forty  rabbits  are  smoking  a pack  of  cigarettes 
daily  at  the  Veterans  Administration  Hospital  in 
Dallas.”  It  points  out  that  this  is  just  one  among 
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5,251  research  projects  being  pursued  under  the 
V.A.’s  $10,000,000  a year  research  program,  and  that 
actually  much  more  is  involved  than  the  $10,000,000 
indicates,  since  "except  for  a few  administrators  and 
trainees,  the  salaries  of  all  4,600  full-time  medical 
doctors  in  the  program  are  paid  out  of  the  regular 
hospital  and  outpatient  budget  of  the  Veterans  Ad- 
ministration.” Increase  that  now  to  more  than  $16,- 
000,000.  Much  of  this  is  excellent  research.  That  is 
not  the  point.  The  point  is  that  in  this  country  we 
have  research  institutions,  universities,  teaching  cen- 
ters, medical  schools,  constructed  to  do  research, 
staffed  to  do  research,  eager  to  do  research,  and  in  all 
likelihood  far  better  qualified  to  do  research  than 
hospitals  which  are  supposed  to  be  primarily  devoted 
to  clinical  care  for  veterans.  The  emphasis  on  re- 
search in  the  large  V.A.  hospitals  not  only  contributes 
to  deemphasis  of  service  connected  care,  but  it  now 
begins  to  be  empire  building  in  an  inappropriate 
government  agency.  It  has  even  been  fostered  by 
medical  schools  in  some  instances  because  the  V.A. 
research  subsidies  can  pay  the  salaries  which  the 
schools  cannot  afford. 


PROSPECTS  FOR  CHANGE 

What  is  the  present  atmosphere  for  change?  Bet- 
ter, I believe,  than  at  any  time  since  the  war.  There 
will  be  opposition,  of  course,  from  most  of  the  vet- 
erans’ organizations.  There  will  be  the  usual  reluc- 
tance on  the  part  of  legislators  to  speak  out  on  what 
is  regarded  as  a touchy  issue.  But  there  is  a growing 
force  behind  our  point  of  view.  The  Hoover  Q)m- 
mission  Report  and  the  Bradley  Commission  Report 
give  assistance  to  our  claims.  The  press  across  the  na- 
tion has  spoken  out  in  strong  support  of  our  position. 
National  magazines  have  carried  vigorous  plain- 
spoken  articles  such  as  that  recently  published  by 
Harpers  Magazine  entitled  "Veterans!  Our  Biggest 
Privileged  Class.”  And  now  we  have  a heartening 
disposition  on  the  part  of  the  administration  and  the 
Bureau  of  the  Budget  to  focus  on  the  fact  that  any 
economy  drive  in  government  may  well  include  cur- 
tailment of  wasteful,  misdirected  expenditures  of  the 
sort  we  have  been  discussing.  Those  who  are  cour- 
ageous enough  to  advocate  sensible  economies  in  this 
area  deserve  our  vigorous  support. 

While  the  AMA  committee  works  on  these  prob- 
lems, we  urge  state  and  local  committees  to  become 
aaive.  The  cause  of  the  veterans  with  service  con- 
nected disability  needs  to  be  championed.  Next  the 
cause  of  the  chronically  ill  veteran  whose  illness  con- 
stimtes  an  economic  disaster  to  him  and  to  his  family 
needs  to  be  championed.  So  long  as  current  eligibility 
regulations  prevail  and  so  long  as  we  must  operate 


under  the  present  law,  we  should  exercise  all  pos- 
sible influence  to  see  that  acute,  short  term  remedi- 
able nonservice  connected  illness  does  not  obtain  ad- 
mission priority  over  the  needier  case.  At  least,  not 
in  any  area  where  nonfederal  hospital  facilities  are 
more  than  adequate  to  give  the  short  term  acute 
care.  From  these  beginnings,  the  rest  of  our  program 
is  sure  to  evolve. 

This  is  not  a purely  hypothetical  problem  but 
something  that  the  folks  in  Chicago  or  Washington 
ought  to  do  something  about.  This  is  something  that 
you  and  I in  our  offices,  with  our  next  veteran  pa- 
tients, should  do  something  about. 

It  is  my  belief  that  American  medicine  is  the 
best  in  the  world  today,  and  my  concept  of  American 
medicine  today  is  that  John  Q.  Patient  has  consulted 
his  family  physician  about  his  trouble,  has  been  sent 
to  his  local  general  hospital,  where  he  has  been 
competently  diagnosed  and  treated  by  that  family 
physician  and  perhaps  a consulting  specialist  or  two, 
and  in  a reasonable  period  of  time  he  is  discharged 
well.  He  pays  his  hospital  bill  and  his  doctor  bill, 
probably  in  large  part  if  not  in  toto  through  insur- 
ance. That,  I trust  you  will  agree,  is  still  the  usual 
story  today. 

Our  efforts  should  be  dedicated  to  seeing  that 
those  local  hospitals  are  everywhere  available,  and 
fully  equipped,  and  with  beds  for  anyone  who  may 
need  one — veteran  or  non  veteran  alike.  We  should 
promote  insurance  indemnification  against  the  costs 
of  illness.  We  should  struggle  to  preserve  both  the 
art  and  the  science  of  American  medicine  as  it  has 
come  to  flourish,  in  the  hands  of  the  private  prac- 
titioner, for  the  benefit  of  the  private  patient. 

^ Dr.  Roth,  501  Commerce  Building,  Erie,  Pa. 


Federal  Government  Needs  Doctors 

The  Civil  Service  Commission  has  announced  that  about 
200  medical  officers  will  be  needed  by  the  federal  govern- 
ment this  year  for  professional  assignment  in  all  the  spe- 
cialized fields  of  medicine.  Positions  are  located  through- 
out the  United  States  and  foreign  countries,  with  salaries 
ranging  from  $7,510  to  $12,770  a year.  Further  informa- 
tion may  be  obtained  by  asking  for  Announcement  No.  178 
at  any  post  office,  or  from  the  Civil  Service  Commission, 
Washington  25,  D.  C. 

Blood  Bank  Association  Offers  Pamphlet 

The  American  Association  of  Blood  Banks  has  released 
a new  descriptive  brochure  which  includes  information  on 
its  most  recently  instituted  programs,  blood  bank  accredita- 
tion and  establishment  of  a system  of  reference  laboratories. 
Specific  inquiries  may  be  directed  to  the  association  at  its 
central  office.  Suite  1619,  30  North  Michigan  Avenue, 
Chicago  2. 
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Leukorrhea 

Its  Causes  and  a New 
Vaginal  Classification 

KARL  JOHN  KARNAKY,  M.D. 

Houston,  Texas 


The  causes  of  vaginal  and  cervical  leukorrhea 
are  many.  They  may  be  listed  in  one  classification 
under  four  headings,  ( 1 ) circulatory,  ( 2 ) constitu- 
tional, (3)  local,  and  (4)  parasitic  and  infected,  as 
outlined  in  table  1. 

Table  1. — Causes  of  Vaginal  and  Cervical  Leukorrhea. 

I.  Circulatory. 

A.  Cardiac  diseases  with  vascular  stasis — A watery 
edema  vaginal  epithelium  is  present. 

B.  Hepatic  diseases  with  portal  stasis — I have  seen 
hospital  cases  with  jaundice  in  which  the  bile  col- 
ored pigment  appeared  in  the  vagina  as  a leukor- 
rhea. In  some  cases  the  leukorrhea  was  the  same 
jaundice  yellow  as  that  jaundice  yellow  seen  in  the 
sclera  of  the  patient’s  eye. 

II.  Constitutional. 

A.  Anemias,  as  chlorosis  and  pernicious  anemia — The 
vaginal  epithelium  appears  white  and  anemic, 
edematous  or  drier  than  normal,  and  a thin  watery 
leukorrhea  may  be  present,  or  the  vagina  may  be 
drier  than  normal. 

B.  Endocrine  disturbances — This  is  a common  cause 
of  leukorrhea  and  is  hard  to  get  rid  of.  Sometimes 
this  produces  a thick,  white,  cheesy  discharge  with 
clumps  of  normal  vaginal  epithelial  cells.  Some- 
times large  doses  of  Testosterone  propionare,  up  to 
500  mg.  intramuscularly  per  month,  may  help. 

C.  Debilitating  infections — When  a patient  becomes 
debilitated,  a vaginal  infection  usually  occurs  as  a 
result  of  insufficient  B-complex  and  other  vita- 
mins. The  secondary  invaders  begin  to  grow  and 
even  invade  the  vaginal  epithelial  layer. 

D.  Psychoneurosis — Very  important  cause  of  a leu- 
korrhea, especially  itching  which  defies  all  forms 
of  treatment.  These  patients  are  more  commonly 
seen  near  puberty  or  near  the  date  for  marriage. 
The  sex  center  is  stimulated  and  in  turn  the  pitu- 
itary, follicular  stimulating,  and  estrogenic  hor- 
mone production  is  increased  as  well  as  the  stim- 
ulation of  cervical  secretion.  Mothers  will  bring 
their  daughters  to  the  office  to  seek  aid  as  to  why 
they  have  a leukorrhea  which  soils  their  under- 
clothes. Women  who  are  easily  aroused  sexually 
usually  have  an  excess  vaginal  leukorrhea.  Disap- 
pointed young  women  who  wish  matrimony  very 
much  but  are  unable  ro  find  partners  as  soon  as 
they  would  like,  usually  have  excess  vaginal  leu- 
korrhea. Psychoneurotic  women  living  an  upset 
life  may  experience  excess  leukorrhea,  but  these 
persons  usually  complain  about  having  an  abun- 
dance of  leukorrhea  which  when  examined  is  no 


more  than  is  found  in  the  normal  vagina.  These 
women  complain  to  obtain  attention  or  to  dis- 
tract their  husband  away  from  the  sex  act. 

III.  Local  Causes  (modified  from  Davis,  C.  H.:  Leucor- 
rhea,  wirh  Special  Reference  to  Trichomonas  vaginalis. 
Am.  J.  Obst.  & Gynec.  18:196-203  [Aug.]  1929). 

A.  Endocervicitis. 

B.  Cervicitis. 

1.  Exocervicitis — Acute,  subacute,  chronic. 

2.  Endocervicitis — Acute,  subacute,  chronic. 

3.  Endo-exocervicitis  (pancervicitis) — Acute,  sub- 
acute, chronic. 

C.  Cervical  ecrropion.  Red  area  covered  wirh  columnar 
epithelial  cells  (erosion). 

D.  Laceration  of  the  cervix  and  infection — Most  com- 
mon cause  of  leukorrhea. 

E.  Polypi. 

F.  Vaginitis — Usually  caused  by  Trichomonas  vaginal- 

is, Candida  albicans,  Hemophilus  vaginalis,  and 
other  microorganisms,  or  some  chemical  agent. 

G.  Chemical  irritants — Very  important,  especially 
when  nonbuffered  and  nonacid  douches  are  used. 

H.  Uterine  subinvolution. 

I.  Foreign  bodies  (cervical  pessaries  and  vaginal 
tampons  ) . 

J.  Ademonas. 

K.  Endometrioma. 

L.  Senile  vaginitis — ^Not  so  common  in  the  produc- 
tion of  a leukorrhea,  vagina  usually  drier  than 
normal. 

M.  Senile  endometritis. 

N.  Syphilis  of  cervix  (only  gumma). 

O.  Cancer  of  cervix  and  corpus. 

P.  Tuberculosis  of  cervix. 

Q.  Tuberculosis  of  endometrium. 

R.  Tubal  disease. 

S.  Sarcoma. 

T.  Fistula. 

IV.  Parasitic  and  infected. 

A.  Venereal. 

1.  Gonococcus. 

2.  Spirochaeta  pallida. 

3.  Ducrey’s  bacillus. 

4.  Trichomonas  vaginalis — Often  transmitted  by 
coitus  (fig.  1). 

5.  Candida  albicans — Partially  to  frequently  trans- 
mitted by  coitus  (fig.  2). 

6.  Hemophilus  vaginalis — Partially  to  frequently 
transmitted  by  coitus. 

7.  Donovania  granulomatis  (granuloma  ingui- 
nale) venereal. 


Dr.  Karl  John  Karnaky  presents 
this  article  from  the  Obstetri- 
cal and  Gynecological  Research 
Institute. 

The  many  causes  of  vaginal  leukorrhea  are  classified  under 
circulatory,  constitutional,  local,  and  parasitic  and  infected. 
A vaginal  classification  of  the  Germans  listing  three  types  is 
revised  into  five  types  on  the  basis  of  the  author's  investiga- 
tion. 
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Fig.  1.  Low  power  view  of  a fresh  smear  containing 
many  trichomonads.  Each  of  the  clear  small  spaces  is 
a trichomonad.  The  pH  as  recorded  by  the  electronic 
pH  instrument  was  5.6.  Note  the  fragmentation  of  the 
epithelial  cells  producing  many  small  pieces  of  debris 
within  the  smear. 


8.  Other  pathogenic  vaginal  and  cervical  micro- 
organisms. 

B.  Pyogenic. 

1.  Staphylococcus. 

2.  Streptococcus. 

3.  Coliform — Commonly  cause  of  a vaginal  leu- 
korrhea  which  lasts  for  a few  days  (usually  1 
to  4 days).  It  produces  a mild  infection  simi- 
lar to  Hemophilus  vaginalis. 

4.  Pneumococcus — I have  seen  several  cases  of 
acute  Pneumococcus  vaginitis  in  women  with 
pneumonia.  Produces  a fiery  red  vagina. 

C.  Vincent’s  bacillus — Seen  in  very  low  class  Negro 
or  white  women  who  seldom  if  ever  bathe  or 
douche,  even  with  plain  water,  and  in  those  with 
a vitamin  deficiency,  especially  vitamin  C (as- 
corbic acid ) . 

D.  Saprophytes. 

E.  Common  bacteria  vaginal  infected  (Hemophilus 
vaginalis) — Worked  up  by  Drs.  Herman  L.  Gard- 
ner and  Dean  Dukes,  Houston. 

F.  Rare  infections. 

1.  Mycobacterium  tuberculosis — I have  seen  only 
3 such  cases.  They  produce  an  ulcerated  lesion 
like  tubercular  lesions  elsewhere  on  the  body. 

2.  Corynebacterium  diphtheriae — I have  seen  acute 
vaginitis  due  to  pure  culmres  of  this  organism 
and  have  found  such  bacteria  in  women  who 
had  a slight  increase  in  leukorrhea. 

3.  Diphtheroid  bacilli — Often  seen  in  vaginal 
smears. 

4.  Salmonella  typhosa — I have  seen  2 cases. 

G.  Protozoal  infections. 

1.  Trichomonas  vaginalis — The  headache  of  the 
physician  who  treats  female  conditions. 

2.  Trichomonas  vulva-vaginalis  (my  term). — Only 
the  labia  itch  and  burn  and  trichomonads  are 
found  only  on  the  upper  half  of  the  vagina, 
at  the  introims,  and  between  the  labia. 

3.  Amoeba  urogenitalis. — I have  seen  only  1 case, 
in  a patient  with  a rectovaginal  fistula. 

4.  Paramecium — I have  seen  1 case.  This  patient 


douched  with  water  from  an  old  water  well, 
which  had  many  paramecia  in  it. 

H.  Vermin  infections. 

1.  Oxyuris  (pinworms) — I have  seen  pruritus 
vulvae  due  to  these  worms  crawling  over  the 
labia  and  perineum.  They  crawled  from  the 
anus  to  the  vagina  in  6 instances. 

I.  Thrush  [Candida  (Monilia)  albicans  (Oidium  al- 
bicans).}— Very  common  in  pregnant  and  less 
common  in  nonpregnant  patients.  Irregular  shaped 
white  plaques  are  seen  here  and  there  on  the  vag- 
inal walls  in  pregnant  women,  and  small  round 
white  spots  are  observed  in  the  nonpregnant 
woman.  The  fungus  has  less  glycogen  to  utilize 
as  food  in  the  desquamated  vaginal  epithelium 
cells  and  glucose  in  the  secretion  of  the  nonpreg- 
nant patients,  in  contrast  to  the  large  amount  of 
glycogen  in  the  desquamated  vaginal  epithelium 
cells  and  glucose  in  the  vaginal  secretion  (moist 
layer)  of  the  pregnant  women.  I believe  that 
there  are  less  B-complex  vitamins  in  these  patients’ 
vaginal  secretion  and  epithelial  cells.  Stainless 
gentian  violet*  is  specific  for  this  infection. 

J.  Streptothrix  (Leptothrix)  (Actinomyces) — Causes 
bartholinitis.  Three  cases  seen.  Abscess  is  some- 
times formed. 

K.  Yeast  (same  as  Candida  albicans). — If  only  yeast 
cells  are  seen  in  the  vaginal  smear  it  indicates 
that  the  fungi,  Candida  albicans,  are  losing  their 
fight  for  survival  in  the  vagina;  or  the  patient  is 
using  some  medication  that  is  almost  destroying 
Candida  albicans;  or  the  patient’s  resistance  to  the 
fungi  has  become  so  strong  that  the  fungi  are  be- 
ing killed,  so  they  round  up  into  the  yeast  or 
their  resistant  stage.  They  are  harder  to  destroy  in 
their  yeast  form,  yet  stainless  gentian  violet  is  spe- 
cific for  either  the  yeast  or  mycelium  stage. 

*Trigentian  is  the  new  stainless  gentian  violet. 


Fig.  2.  Photomicrograph  of  Candida  (Monilia)  albicans. 
The  round  structures  are  conidia  and  the  long  struc- 
tures are  mycelia.  The  pH  as  recorded  electronically 
was  4.9.  Candida  albicans  may  be  found  at  almost  any 
vaginal  pH,  but  they  are  most  often  found  in  the  va- 
gina of  the  pregnant  woman.  During  pregnancy  the 
pH  is  most  often  between  pH  4.5  and  5.0.  As  the  pH 
becomes  more  and  more  alkaline  the  round  or  conidial 
forms  are  found.  At  low  pHs,  such  as  in  the  normal 
vagina,  pH  3.55  to  4.2,  the  conidial  forms  are  found. 
Between  pH  4.5  and  5.5  there  are  both  the  conidial 
and  mycelian  forms  of  Candida  albicans.  When  a 
medication  is  applied  to  the  vagina  that  is  detrimental 
to  the  fungi,  they  form  the  round  forms  (conidia). 


TEXAS  State  Journal  of  Medicine,  JUNE,  1959 


415 


LEUKORRHEA  — Karnaky  — continued 

GERMAN  VAGINAL  CLASSIFICATION 

Following  is  the  vaginal  classification  as  given  by 
the  Germans  ( Reinheitgard — cleanliness ) 

Type  I. — Homogenous  bacterial  flora  of  Doder- 
lein’s  bacilli  occasionally  accompanied  by  fungi  and 
highly  acid  (pH  4.0  to  4.4),  creamy,  white,  cheesy 
secretion  consisting  of  desquamated  vaginal  epi- 
thelium. 

Type  11. — Intermediate:  Between  the  two,  few 
Doderlein’s  baciUi  are  present  in  association  with 
one  or  more  other  bacterial  types  (pH  4.6  to  5.6). 

Type  III. — Pathological:  Contains  several  types  of 
bacteria  as  diphtheroids.  Enterococci,  Staphylococci, 
vibrios,  and  coliform  bacilli,  and  is  accompanied  by 
a less  acid  or  even  alkaline  discharge  which  might 
be  profuse  and  purulent  or  rather  scanty  and  watery. 

NEW  VAGINAL  CLASSIFICATION 

I believe,  as  a result  of  recent  and  modern  dis- 
coveries in  the  study  of  vaginal  leukorrheas  with 
modern  electronic  pH  recorders,  that  the  German 
vaginal  classification  should  be  revised  as  follows: 

Type  I. — Homogenous  bacterial  flora  of  the  big 
round  sticklike  Doderlein  bacilli  are  present  and  se- 
cretions are  very  highly  acid,  pH  3.5  to  4.2.  At  the 
pH  3.2  range  no  microorganisms  are  present  other 
than  the  Doderlein  bacilli.  There  may  be  few  to 
many  Doderlein  bacilli.  Most  desquamated  epithelial 
cells  are  clumped  together.  The  secretion  is  usually 
creamy,  white,  and  cheeselike.  At  pH  near  4.2  baciUi, 
cocci,  or  a yeast  cell  may  be  seen.  The  microscopic 
fields  appear  clean  and  clear  with  varying  sizes  of 
normal  vaginal  epithelial  cells.  Glycogen  (Lugol’s) 
stain  4-f-. 

Type  II. — This  is  the  most  common  type  of  leu- 
korrhea  seen  in  patients  in  whom  no  Trichomonas 
vaginalis,  Candida  albicans,  or  Hemophilus  vaginalis 
is  found.  This  type  is  produced  most  often  by  pa- 
tients who  douche  too  often  or  douche  with  non- 
acidified  and  nonbuffered  douches;  those  who  clean 
to  the  front  after  defecation  thus  sweeping  all  types 
of  colon  microorganisms  into  the  vagina;  and  those 
who  have  too  frequent  coitus  and  allow  highly  alka- 
line sperm  to  remain  in  the  vagina  over  night  for  bac- 


terial growth;  also  patients  who  have  too  frequent 
coitus  thus  producing  a trauma  to  vaginal  epithelium 
by  friaion.  Here  one  sees  the  various  forms  and 
kinds  of  microorganisms  in  the  microscopic  field 
between  clumps  or  isolated  normal  vaginal  epithelial 
cells.  In  this  type,  the  vaginal  epithelial  cells  begin 
to  loose  their  clumping.  At  near  pH  4.9  most  epi- 
thelial cells  have  lost  their  clumping  and  are  ap- 
pearing more  as  single  cells.  At  the  upper  pH  range 
near  4.2  to  4.9  the  typical  female  odor  is  noticed 
and  begins  to  become  more  and  more  obnoxious  as 
the  pH  becomes  less  and  less  acid.  Here  the  sec- 
ondary invaders  invade  the  moist  layer  (vagina)  due 
to  temporary  lowered  resistance  of  the  vagina.  The 
range  of  the  pH  is  4.2  to  4.9  as  determined  by  the 
electronic  pH  recorder. 

Type  III. — This  leukorrhea  contains  several  types 
of  microorganisms  but  only  a few  of  each  kind.  No 
one  type  of  microorganism  usually  predominates. 
This  is  the  class  in  which  the  majority  of  the  in- 
feaions  due  to  Trichomonas  vaginalis,  Candida  albi- 
cans, Hemophilus  vaginalis,  and  nonspecific  micro- 
organisms occur.  There  may  be  several  types  of 
microorganisms  but  not  an  abundance  of  any  of 
these.  There  may  be  such  microorganisms  as  diph- 
theroids, Enterococci,  Staphylococci,  vibrios,  and  coli- 
form bacilli,  which  may  be  accompanied  by  a less 
acid  leukorrhea,  pH  4.9  to  6.2.  In  Hemophilus 
vaginalis  the  microscopic  field  may  contain  more  of 
these  microorganisms  than  any  other.  Herman  L. 
Gardner  and  Dean  Dukes^“  have  stated  that  the  odor 
of  Hemophilus  vaginalis  fits  well  in  this  range.  They 
described  the  odor  of  Hemophilus  vaginalis  as  dis- 
agreeable, the  discharge  gray  in  color  in  85  per  cent, 
and  the  leukorrhea  thin.  Under  the  microscope  there 
are  few  to  a moderate  number  of  microorganisms 
in  the  areas  between  the  vaginal  epithelial  cells.  The 
epithelial  cells  become  less  and  less  clumped  together 
and  may  even  be  degenerating  thus  producing  pieces 
of  broken  epithelial  cells  (debris).  The  leukorrhea 
may  be  scant,  moderate,  or  profuse,  with  a pH  range 
of  4.9  to  6.2  as  determined  by  the  electronic  pH 
recorder. 

Type  IV. — The  pathological  (acute  vaginitis  pH) 
type  secretion  contains  several  types  of  baaeria  such 
as  diphtheroids.  Enterococci,  Staphylococci,  vibrios, 
and  coliform  bacilli  that  are  accompanied  by  less 
acid  or  even  alkaline  leukorrhea.  The  leukorrhea 


Table  2. — New  Vaginal  Classification. 


Type  of  Vaginal  Condition 

pH 

Difference 

2nd  Difference 

I. 

Normal  

. . . 3.5-42 

0.7-0.7 

II. 

Abnormal  douches,  too  frequent  douching,  too  frequent  coitus,  and 

rectal  contamination  

. . . 4.2-4.9 

0.7-1.4 

0.0-0.7 

III. 

Trichomonas,  Candida,  Hemophilus  vaginalis,  and  most  pathological 

conditions  of  vagina 

. . . 4.9-6.3 

1.4- 1.4 

0.7-0.0 

IV. 

Acute  vaginitis  

. . . 6.3-7.7 

1.4- 1.4 

O.O-O.O 

V. 

Acute,  ulcerated  vagina,  single  or  multiple  

. . . 7.7-9.0 
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may  be  scant,  moderate,  or  profuse.  The  usually 
clear  areas  between  epithelial  cells  are  now  filled 
with  degenerated  vaginal  epithelial  cells  and  other 
debris  which  is  present  within  the  vaginal  secretion. 
There  are  usually  many  polymorphous  leukocytes. 
The  vaginal  smear  under  the  microscope  does  not 
appear  healthy  but  looks  like  a pile  of  old  rotten 
degenerating  boards.  The  smear  is  just  a "goulash” 
of  degenerative  material.  This  is  the  classification 
that  almost  all  vaginitis  cases  fall  into  regardless  of 
the  cause. 

At  this  pH  range  there  is  itching  and  burning  of 
the  vagina  and/or  labia  or  perineum.  The  pH  varies 
between  6.3  and  7.7,  as  determined  by  an  electronic 
pH  recorder. 

Type  V. — This  is  a continuation  of  type  IV,  but 
the  infection  is  more  severe.  The  entire  vagina  and 
labia  (both  inner  and  outer  areas)  are  red.  The  in- 
feaion  may  have  some  or  all  of  the  vaginal  epi- 
thelial layer  destroyed  and  involve  the  subcutaneous 
tissue  thus  producing  ulcers  on  the  vaginal  part  of 
the  cervix,  or  on  vaginal  walls  and  even  on  the 
labia.  Ulcerative  lesions  are  found  in  type  V.  Here 
the  smear  under  the  microscope  may  consist  of  al- 
most pure  polys  and  microorganisms  of  many  kinds 
and  shapes.  The  pH  varies  between  7.7  and  9.0  as 
recorded  by  the  elearonic  pH  recording  machine. 

The  new  classification  of  the  vagina  I suggest  is 
outlined  in  table  2. 

From  the  later  classification  one  can  see  that  Tri- 
chomonas vaginalis,  Candida  albicans,  and  Hemo- 
philus vaginalis  occur  in  the  intermediate  and  path- 
ological vaginas  and  not  in  normal  vaginas.  It  is 
also  evident  that  a hypoacidity  state  exists  and  the 
normal  physiological  way  to  treat  such  a vagina  is 
by  acidifying  it  with  low  pH  powder  and  tablets. 

DISCUSSION 

The  four  most  common  causes  of  leukorrhea  and 
vaginal  infections  are  Trichomonas  vaginalis.  Hemo- 
philus vaginalis,  Candida  albicans,  and  laceration  of 
the  cervix  with  secondary  infections  with  or  without 
an  erosion.  Cervical  ectropion  (erosion)  is  the  most 
common  cause  of  leukorrhea,  and  it  is  the  most  im- 
portant lesion  or  condition  seen  by  the  physician 
involving  gynecologic  patients.  It  is  the  forebearer 
of  cancer  and  should  be  destroyed  whenever  found 
by  cauterization,  coagulation,  or  conization  of  the 
cervix.  This  should  be  followed  by  vaginal  applica- 
tion of  the  new  low  pH  (1.8  to  2.2)  powder  and 
tablets*  by  the  physician  at  the  office  and  by  the 
patient  at  home. 

*New  low  pH  1.8  to  2.2  powder  and  tablets  are  known 
as  Trimagill  (S'.  E.  Massengill  and  Co.,  Bristol,  Tenn.). 


The  causes  of  vaginal  leukorrhea  are  presented 
under  these  four  headings:  (1)  circulatory,  (2) 
constitutional,  (3)  local,  and  (4)  parasitic  and  in- 
fected. 

A revision  of  the  German  vaginal  classification  is 
given.  I believe  that  the  new  vaginal  classification 
should  be  increased  from  the  three  types  of  the 
German  to  five  types  based  on  recent  observation. 
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10.  Karnaky,  K.  J.:  Why  Does  Trichomonas  Vaginalis  Recur? 
Report  of  38  Cases,  Urol.  & Cutan.  Rev.  42:812-813  (Nov.)  1938. 

11.  Karnaky,  K.  J.:  Treatment  of  Trichomonas  Vaginalis,  Am.  J. 
Surg.  48:216-222  (April)  1940. 

I Dr.  Karnaky,  2614  Crawford,  Houston. 


Deafness  Research  Funds  Awarded 

The  Deafness  Research  Foundation  has  announced  initial 
grants  of  $13,240  from  foundation  funds  for  basic  research 
in  hearing  and  deafness.  Established  less  than  a year  ago, 
the  foundation  is  the  only  national  voluntary  health  organ- 
ization founded  and  governed  by  laymen  for  primary  de- 
votion to  fundamental  research  in  the  causes,  prevention, 
and  cure  of  deafness. 

Recipients  of  first  grants  were  the  Hearing  and  Com- 
munication Laboratory,  Indiana  University,  Bloomington, 
Ind.;  Hearing  and  Speech  Clinic,  Children’s  Hospital  So- 
ciety of  Los  Angeles;  and  the  College  of  Physicians  and 
Surgeons,  Columbia  University,  New  York.  Officers  and 
directors  of  the  foundation  include  Leonard  Kimball  Fire- 
stone, director  and  honorary  chairman;  Charles  R.  Sligh,  Jr., 
chairman  of  the  board;  and  Charles  Edison,  former  gov- 
ernor of  New  Jersey. 
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Observations  on 
The  Use  of  Trypgyn 
In  Gynecology 

JOSEPH  P.  SALERNO,  M.D.; 

A.  W.  WHITE,  JR.,  M.D.; 

JAMES  E.  CUNNINGHAM,  M.D.; 
MALCOLM  E.  FULLER,  M.D.; 

ANGEL  DE  LA  IGLESIA,  M.D.;  and 
THOMAS  J.  SCANIO,  M.D. 

Houston,  T exas 


ONE  OF  THE  MOST  frequent  problems  encoun- 
tered in  gynecological  diagnosis  is  the  presence 
of  an  obstructive  adherent  viscous  discharge  in  the 
vagina.  Frequently,  the  presence  of  this  discharge  is 
the  primary  reason  for  the  patient  seeking  medical 
attention,  but  even  when  it  is  not  an  exciting  cause 
for  the  seeking  of  medical  aid,  it  often  obscures  and 
obstructs  proper  visualization  of  the  pelvic  struc- 
mres.  In  the  past,  the  primary  technique  for  the  re- 
moval of  this  discharge  has  been  some  form  of 
mechanical  cleansing,  involving  douching,  swabbing, 
or  similar  techniques.  In  the  majority  of  cases  this 
has  proven  unsatisfactory,  and  frequently  the  me- 
chanical trauma  involved  to  the  pelvic  structures  was 
more  deleterious  than  beneficial,  and  the  time  re- 
quired to  cleanse  the  vaginal  tract  has  been  a con- 
stant source  of  concern. 

In  April,  1957,  we  were  approached  with  the  re- 
quest that  we  investigate  the  possibilities  of  a new 
product,  Trypgyn.  It  was  believed  that  this  prepara- 
tion, by  its  method  of  application,  its  mucolytic  and 
proteolytic  action,  and  its  properties  to  promote 
healing,  would  simplify  the  removal  of  viscous  and 
adherent  vaginal  discharges,  promoting  spontaneous 
epithelialization.®’  ® (Trypgyn  was  supplied  to  us 
in  a 5 ounce  aerosol  dispenser  packaged  under  low 
pressure.  The  formula  includes  trypsin,  balsam  pern, 
and  castor  oil  in  a water  miscible  base.  The  aperture 
of  the  spray  valve  is  1/64  mm.) 

The  technique  of  utilization  of  the  aerosol  spray 
is  simple.  After  insertion  of  the  bivalve  speculum 
and  visualization  of  the  area  to  be  inspected,  the  tip 
of  the  spray  nozzle  is  brought  to  within  8 to  10 


Dr.  Joseph  E.  Salerno  is  chairman  of  the  Obstetrical  and 
Gynecological  Section  at  St.  Joseph’s  Hospital,  University 
of  Texas  Postgraduate  School  of  Medicine 

Trypgyn  for  this  study  was  supplied  by  Taylor  Labora- 
tories, Inc.,  Houston. 


inches  of  the  area  to  be  sprayed.  The  spray  is  di- 
rected at  the  area  for  2 or  3 seconds,  thoroughly 
coating  the  area.  Within  15  to  20  seconds,  the  mucus 
and  adherent  material  has  been  liquefied,  and  it 
flows  as  a thin  watery  solution  to  the  point  of 
most  dependency,  pooling  in  the  posterior  fornix. 
It  can  then  be  removed  simply  by  the  use  of  a swab 
or  applicator  stick.  Occasionally  where  the  layer  of 
discharge  is  extremely  viscous  or  thick  a second  ap- 
plication is  indicated,  but  it  has  been  the  experience 
of  this  clinic  that  it  is  rare  for  more  than  one  appli- 
cation to  be  needed.  In  a series  of  218  patients,  a 
mucolytic  effea  was  noted  in  183  after  the  first  ap- 
plication, in  33  after  the  second,  and  in  2 after  the 
third  application  of  Trypgyn. 

Trypgyn  seems  remarkably  innocuous.  In  the  more 
than  200  out-patients  treated  in  this  manner,  there 
have  been  no  reported  cases  of  sensitivity  or  toxic 
reaction,  and  the  residents  utilizing  the  material 
report  no  evidences  of  any  irritation  or  reaction  to 
the  vagina,  cervix,  or  other  pelvic  structures. 

Trypgyn  is  especially  beneficial,  because  after  the 
cervix  is  sprayed  it  need  never  be  mechanically 
touched  and  any  lesion  present  may  be  visualized 
without  any  artifacts  being  induced  by  mechanical 
traumatization.^  For  example:  Papanicolaou  smears 
are  becoming  increasingly  important  in  the  field  of 
gynecology  and  Trypgyn  enables  the  physician  to 

A new  mucolytic  and  proteolytic  agent,  Trypgyn,  shows 
excellent  ability  in  simplifying  the  removal  of  viscous  and 
adherent  vaginal  discharge  promoting  spontaneous  epithelial- 
ization.  It  has  been  demonstrated  to  be  nontoxic  and  non- 
irritating. Trypgyn  shows  antibiotic  and  healing  tendencies  in 
cervicitis  and  potentialities  in  other  gynecological  problems. 

take  a smear  directly  from  the  cervix  without  the 
interference  of  an  overlying  layer  of  mucus  or  other 
secretions.  It  is  the  practice  in  the  out-patient  clinic 
at  St.  Joseph’s  Hospital  in  Houston  to  do  a Papani- 
colaou smear  on  any  suspicious  looking  area  of  the 
cervix,  and  a large  number  of  smears  have  been  tak- 
en after  spraying  the  cervix  with  this  cleansing 
agent.  The  pathology  department  has  not  noted  any 
interference  with  proper  staining  or  reading  of 
smears  taken  in  this  manner  ( table  1 ) . Mechanical 
cleansing  of  the  cervix  or  other  areas  may  remove 
much  of  the  cellular  elements,  the  obtaining  of 
which  was  the  primary  concern  of  the  examining 

Table  1. — Mucolytic  Effects  of  Trypgyn  on  Taking 


Papanicolaou  Smears. 

Patients 

Failure  to 
Stain 

Reading 

Failures 

Smears  taken 
before  cleansing 

....  53 

3 

3 

Smears  taken 
after  cleansing 

49 

0 

0 
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physician,  but  with  this  enzymatic  cleansing  agent 
the  problem  does  not  exist.  However,  vaginal  smears 
should  be  taken  prior  to  spraying. 

SUMMARY  AND  CONCLUSIONS 

A new  mucolytic  and  proteolytic  agent,  Trypgyn, 
shows  excellent  ability  to  liquefy  thick  tenacious 
mucus  or  other  types  of  vaginal  discharge  and  ren- 
der them  into  a sufficiently  fluid  state  to  facilitate 
removal.  The  busy  praaitioner  will  appreciate  and 
benefit  by  its  ease  of  application  and  remarkably 
rapid  action.  It  has  been  demonstrated  to  be  non- 
toxic and  nonirritating.  Trypgyn  shows  antibiotic 
and  healing  tendencies  in  superficial  postparmm 
cervicitis  and  considerable  potentialities  in  other 
gynecological  problems.  The  treatment  of  cervicitis 
with  Trypgyn  is  now  under  investigation  in  three 
major  clinics,  and  these  reports  soon  will  be  ready 
for  publication.  Further  investigation  of  this  new 
therapeutic  agent  in  other  gynecological  indications 
is  warranted. 
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X-Ray  Planning  Book  Available 
For  Medical  Center  Architects 

"X-Ray  Department  Planning  Book,”  a new  loose  leaf 
book  covering  installations  for  every  phase  of  x-ray,  has 
been  published  by  Picker  X-Ray  Cbrporation  for  hospital 
and  medical  center  consultants  and  architects. 

Three  sections  on  the  planning  of  one,  two,  and  four 
room  diagnostic  x-ray  suites  are  available  upon  request. 
Each  section  includes  layouts,  wiring  diagrams,  elearical 
specifications,  and  construction  details.  Included  with  the 
book  is  an  equipment  template  for  laying  out  scaled  plans. 
Those  interested  may  write  to  the  corporation  at  25  South 
Broadway,  White  Plains,  N.  Y. 


Retinal 

Dynamometry 

RAY  K.  DAILY,  M.D.,  F.A.C.S.,  and 
LOUIS  DAILY,  M.D.,  F.A.C.S 

Houston,  Texas 

Dynamometry  is  a method  of  taking  the 
blood  pressure  in  the  central  retinal  vessels. 
It  is  similar  to  sphygmomanometry,  except  that  in 
taking  the  blood  pressure  at  the  elbow  we  hear  or 
feel  the  pulse  beat  of  the  vessels  while  in  the  eye 
we  see  the  pulsation  of  the  retinal  artery  and  vein. 

Pressure  to  the  globe  is  applied  by  an  instrument 
devised  by  Bailliart  in  1917^  called  a dynamometer 
(fig.  1).  The  original  instrument  consisted  only  of 
a metallic  tube,  15  cm.  in  length,  which  encased  a 
sliding  rod  and  a spring.  At  the  end  of  the  rod  is  a 


Dr.  Ray  K.  Daily  of  Houston 
presented  this  paper  from  the 
Department  of  Ophthalmology, 
Baylor  University  College  of 
Medicine  at  the  Texas  Medical 
Association  annual  session  be- 
fore the  Section  on  Eye,  Ear, 
Nose,  and  Throat  on  April  21, 
1 958,  in  Houston. 

Dynamometry,  the  method  of  taking  the  blood  pressure  in 
the  central  retinal  vessels,  is  described  as  well  as  the 
technique  of  application.  By  means  of  dynamometric  data 
and  Weigelin  formulas,  diagnosis  of  the  type  of  vascular 
disturbance  is  possible. 

convex  foot  plate  for  application  to  the  sclera,  and 
on  the  rod  is  a calibrated  scale  which  registers  the 
pressure  in  grams.  The  range  of  pressure  is  from 
20  to  150  Gm.  of  water. 

The  pressure  in  grams  can  be  converted  into  milli- 
meters of  mercury  by  means  of  a table  worked  out 
experimentally  on  animals  by  Bailliart  and  Magi- 
tot.^  Since  the  intraocular  pressure  affeas  the  pres- 
sure in  the  retinal  vessels,  the  conversion  table  takes 
into  consideration  the  intraocular  pressure  (fig.  2). 
Since  the  invention  of  the  first  Bailliart  dynamom- 
eter, numerous  modifications  have  been  made  by 
various  investigators.  A stop  button  has  been  added 
to  the  original  Bailliart  model  so  that  the  spring 
can  be  arrested  at  any  point  for  reading  the  scale. 
An  Italian  model  has  the  scale  on  a dial  and  a 
pointer  indicates  the  pressure.  In  1938,  Muller  of 
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RETINAL  DYNAMOMETRY  — Daily  & Daily  — continued 

Bonn  devised  two  instruments  (fig.  1),  one  with 
a range  of  pressure  to  102  Gm.  and  the  other  for 
hypertensives  with  a range  of  pressure  to  148  Gm. 
The  tables  for  the  conversion  of  grams  into  milli- 
meters of  mercury  for  the  Muller  dynamometers 
are  known  as  the  Muller-Brunning-and-Sohr  tables. 
The  Muller  dynamometers  have  to  be  standardized 
individually,  like  tonometers,  for  these  tables. 


Fig.  1.  Above:  Boilliart's  dynamometer.  Below:  Muller's 
dynamometer. 
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Fig.  2.  Scale  for  conversion  of  grams  into  millimeters 
of  mercury.  Horizontal  numbers  indicate  pressure  in 
grams;  verticol  numbers,  millimeters  of  mercury;  and 
numbers  to  the  left  of  the  vertical  column,  intraocular 
pressure.  At  the  intersection  of  the  intraocular  pressure 
and  pressure  in  grams  is  the  pressure  in  millimeters  of 
mercury. 


The  technique  of  application,  while  relatively  ’ 

simple,  requires  some  degree  of  experience  for  ac-  fc 

curate  data  and  valid  deductions.  The  preliminary 
steps  comprise  dilatation  of  the  pupil,  anesthesia  of 
the  globe  with  a drop  of  anesthetic,  which  does  not  ^ 
cloud  the  corneal  epithelium,  tonometry  with  the  ■ 
Schiotz  tonometer,  and  taking  of  the  blood  pressure  i 
at  the  elbow.  The  clinical  implications  of  retinal 
dynamometry  depend  on  the  relationship  of  the  i 
brachial  to  the  retinal  pressures.  Retinal  dynamom-  ^ 
etry  begins  with  the  identification  of  the  central  ! 
retinal  artery  and  vein  with  the  ophthalmoscope.  At  1 
this  point  is  recognized  the  spontaneous  venous 
pulsation  which  is  present  in  about  90  to  95  per 
cent  of  normal  persons.  If  it  is  not  present,  it  c^tn  V 
be  elicited  by  slight  pressure  with  the  dynamometer. 

Investigation  of  the  venous  retinal  pulse  is  of  t 
value  in  the  diagnosis  of  increased  intracranial  pres- 
sure. In  the  presence  of  increased  intracranial  pres-  ^ 
sure,  there  is  no  spontaneous  venous  pulse  and  it 
cannot  be  elicited  by  pressure  with  the  instrument; 
the  vein  can  be  obliterated  by  the  compression  but  ^ 
there  is  no  pulse.  In  a large  majority  of  cases  of 
raised  intracranial  pressure,  the  disappearance  of 
the  retinal  venous  pulse  takes  place  before  the  ap- 
pearance of  papilledema.®  Therefore,  a study  of  the 
venous  pulse  in  suspected  increased  intracranial  pres- 
sure may  be  more  fruitful  than  the  search  for  changes 
in  the  optic  disk.  In  many  cases  an  examination  of 
the  venous  pulse  may  eliminate  the  need  for  a spinal 
punaure.  In  papilledema  not  associated  with  in- 
creased intracranial  pressure,  the  venous  pulse  is 
present  or  can  be  elicited. 

After  identification  of  the  central  retinal  vessels, 
the  division  of  the  central  retinal  artery  is  focused 
for  observation  of  the  arteriolar  pulsations.  Here 
the  vessel  is  not  covered  by  glial  tissue  or  optic 
fibers  and  the  pulsations  are  clearly  visible.  With  the 
ophthalmoscope  held  in  one  hand,  the  ophthalmo- 
dynamometer held  horizontally  with  the  other  hand 
is  appplied  to  the  sclera  just  behind  the  insertion  of 
the  lateral  rectus  muscle  in  such  a manner  that  the 
scale  is  visible  to  the  observer  (fig.  3).  With  clear 
visibility  established  and  the  dynamometer  applied 
firmly  to  the  sclera,  pressure  is  exerted  gradually 
toward  the  center  of  the  eyeball  until  the  first  defi- 
nite arterial  pulsation  is  seen.  The  pressure  registered 
at  this  point  on  the  scale  represents  the  diastolic 
pressure  in  the  retinal  artery.  The  pressure  is  in- 
creased rapidly  until  all  arterial  pulsation  is  oblit- 
erated, and  then  slowly  reduced  until  a definite  ar- 
terial pulsation  reappears.  The  pressure  on  the  scale 
at  this  point  is  the  systolic  arterial  pressure.  If  the 
systolic  pressure  is  determined  by  a slow  increase  of 
pressure  with  the  instrument,  the  intraocular  tension 
falls  and  the  tables  used  for  the  conversion  into 
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millimeters  of  mercury  are  no  longer  valid.  Besides, 
prolonged  pressure  on  the  globe  clouds  the  vitreous 
and  blurs  the  visibility  of  the  disk.  For  this  reason 
dynamometry  is  more  difficult  in  eyes  with  high 
intraocular  pressure.  As  advocated  by  Bailliart,  the 
ophthalmologist  performs  this  examination  without 
assistance.  Weigelin,  who  within  the  last  10  years 
developed  an  elaborate  procedure  for  the  dyna- 
mometric study  of  intracratiial  vasomotor  disturb- 
ances, maintains  that  for  accurate  deductions  a 
trained  assistant  is  essential,  and  it  is  better  to  have 
two.  While  the  ophthalmologist  concentrates  on 
the  fundus,  one  assistant  manipulates  the  dynamom- 
eter, and  the  other,  at  the  signal  from  the  ophthal- 
mologist, reads  the  scale. 

The  clinical  deductions  from  the  data  thus  ob- 
tained are  based,  as  mentioned  previously,  on  the 
relationship  between  the  blood  pressure  at  the  elbow 
and  in  the  retina.  Based  on  the  examination  of  a 
large  clinical  material  Bailliart  determined  a normal 
retinobrachial  index  for  the  diastolic  pressure  as 
.45:1.  Significant  deviations  from  the  normal  he 
considered  indicative  of  vascular  dismrbances.^  Al- 
though validity  of  his  figures  did  not  stand  the  test 
of  time,  his  method  of  investigating  retinal  blood 
pressure  found  wide  acceptance  in  Europe,  and  num- 
erous investigators  devoted  themselves  to  the  study 
and  interpretation  of  the  data  revealed  by  this  pro- 
cedure. 

In  this  country,  Friedenwald^  questioned  the  value 
of  the  dynamometric  data,  and  the  procedure  has 
not  found  wide  acceptance  until  neurologists  found 
in  it  a method  for  the  diagnosis  of  carotid  artery 
insufficiency.^’  Stenosis  of  the  internal  carotid 
artery  at  any  point  proximal  to  the  ophthalmic  ar- 
tery will  cause  a significant  diminution  in  the  retinal 
arterial  pressure  on  that  side,  as  compared  with  that 
of  the  opposite  side.  As  articles  on  this  subject  ap- 
pear in  the  American  literature,  we  ophthalmologists 


Fig.  3.  Technique  of  application  of  dynannometer. 


are  apt  to  be  asked  to  perform  this  examination,  and 
therefore  an  article  on  the  functional  examination  of 
the  retina  seems  timely.  Although  Bailliart  attributed 
greater  significance  to  the  data  of  the  diastolic  retinal 
pressure,  in  examinations  for  thrombosis  or  insuf- 
ficiency of  the  internal  carotid  it  is  important  to 
determine  the  systolic  pressure  as  well.  The  diastolic 
pressure  in  such  cases  tends  to  equalize,  while  the 
systolic  remains  lower  than  that  on  the  opposite  side. 

A discordance  in  the  normal  relation  between  the 
brachial  and  retinal  pressures,  especially  if  the  retinal 
pressure  is  abnormally  high  in  relation  to  the  gen- 
eral blood  pressure,  is  an  early  sign  of  hypertension 
and  may  precede  the  ophthalmoscopic  signs.  Besides, 
the  state  of  the  retinal  circulation  is  an  indicator  of 
the  state  of  the  intracranial  circulation. 


WEIGELIN  FORMULAS 

On  the  basis  of  examinations  of  a large  clinical 
material,  Weigelin®’  developed  an  elaborate  dy- 
namometric procedure  and  formulas  by  means  of 
which  a diagnosis  can  be  established  relative  to  the 
presence  of  a disturbance  in  the  intracranial  vascular 
circulation,  on  the  nature  of  the  disturbance,  whether 
it  is  a vasoconstriaion  or  dilatation,  on  its  location 
in  the  large  vessels  or  in  the  peripheral  circulation, 
and  on  whether  the  pathological  condition  is  an  or- 
ganic change  in  the  vessel  wall  or  is  vasospastic  in 
nature.  The  effectiveness  of  therapy  indicated  by 
the  diagnosis  can  be  determined  rapidly  by  the  re- 
sponse of  the  retinal  vessels  to  the  subcutaneous  or 
intravenous  injection  of  vasodilators  or  constrictors. 

The  Weigelin  formulas  are  based  on  data  obtained 
with  the  Muller  dynamometers  and  their  conversion 
tables.  The  formula  for  the  normal  relation  of  the 
brachial  to  the  retinal  blood  pressure  is  based  on  the 
median  press’are,  and  not  on  the  diastolic  pressure 
alone  as  used  by  Bailliart  for  his  retinobrachial  index. 
The  median  blood  pressure  is  calculated  by  adding 
to  the  diastolic  pressure  42  per  cent  of  the  differ- 
ential between  the  systolic  and  diastolic  pressures. 

In  the  presence  of  a normal  relationship  between 
the  intracranial  and  intraocular  pressures,  the  relation 
of  the  retinal  arterial  pressure  to  the  brachial  blood 
pressure  is  determined  by  the  relation  of  the  radius 
of  the  large  blood  vessels  leading  to  the  cranium  to 
the  peripheral  vessels,  arterioles,  capillaries,  venules, 
and  veins,  and  the  viscosity  of  the  blood.  The  velocity 
of  the  blood  is  without  significance  for  the  relation 
of  the  two  pressures  to  each  other.  Purely  local  vas- 
cular disturbances  in  the  eye  will  not  affect  this 
relationship,  because  the  ocular  circulation  is  but  a 
small  part  of  the  region  supplied  by  the  internal 
carotid  artery.  It  is  affected  only  by  the  involvement 
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of  a large  region  of  the  internal  carotid.  Weigelin’s 
formula  for  the  normal  median  retinal  arterial  pres- 
sure is  based  on  the  median  brachial  pressure  and  the 
intraocular  tension. 

MRP  equals  0.475  (MBP-T)  plus  T 
MRP  median  retinal  pressure 

MBP  average  brachial  pressure 

T intraocular  tension 

The  calculated  median  retinal  arterial  pressure 
then  is  compared  to  the  actual  retinal  arterial  pres- 
sure as  determined  by  the  dynamometer.  A disparity 
of  more  than  6 mm.  of  mercury  between  the  two 
figures  is  indicative  of  a vascular  disturbance  in  the 
region  supplied  by  the  internal  carotid,  which  is  the 
intracranial  circulation. 

Another  formula  is  used  to  determine  the  type  and 
location  of  the  pathology  in  the  intracranial  circula- 
tion. A raised  retinal  pressure  relative  to  the  brachial 
pressure  can  be  produced  by  the  dilatation  of  the 
large  vessels,  as  rhe  common  carotid,  the  internal 
carotid,  and  the  ophthalmic  arteries,  or  by  a con- 
striction of  the  peripheral  vessels,  particularly  of  the 
arterioles.  A lowered  retinal  pressure  in  relation  to 
the  brachial  is  due  to  a constriction  of  the  large 
vessels  or  a dilatation  of  the  peripheral  vessels.  Pro- 
vided that  the  intraocular  and  intracranial  pressures 
and  the  blood  viscosity  are  normal,  the  following 
formula  based  on  the  systolic  and  diastolic  brachial 
and  retinal  pressures  and  on  the  intraocular  tension 
localizes  the  pathology. 


4/  (SRAP-T)  (DBAP-DRAP) 

/ (DRAP-T)  (SBAP-SRAP) 

Rs 

systolic  radius  of  the  carotid 

Rd 

diastolic  radius  of  the  carotid 

SRAP 

systolic  retinal  arterial  pressure 

DRAP 

diastolic  retinal  arterial  pressure 

SBAP 

systolic  brachial  arterial  pressure 

DBAP 

diastolic  arterial  brachial  pressure 

T 

intraocular  tension 

Rs 

than 

1.15  indicates  a disturbance  in 

the  peripheral  vessels.  Under  1.10,  it  indicates  a 
disturbance  in  the  large  vessels.  Data  between  these 
two  levels  are  inconclusive. 


DIAGNOSIS  OF  VASCULAR  DISTURBANCE 

By  means  of  the  dynamometric  data  and  the  two 
formulas,  a diagnosis  of  the  type  of  the  vascular 
dismrbance  is  possible  with  the  aid  of  tables  2 and 

3. 

Table  2. — The  Site  and  Nature  af  Pathologic  Process. 
Relative  Diameter  of 

Median  Retinal  Carotid  in  Systole  Site  of  Namre  of 


Arterial  Pressure 

and  Diastole 

Pathology  Pathology 

Raised 

Less  than  1.10 

Arteries  Constricted 

Raised 

More  than  1.15 

Peripheral  Dilated 
vessels 

Lowered 

More  than  1.15 

Peripheral  Constricted 
vessels 

Lowered 

Less  than  1.10 

Arteries  Dilated 

The  only  other  method  of  obtaining  this  informa- 
tion is  arteriography,  which  is  a considerably  more 
drastic  procedure.  To  determine  whether  the  patho- 
logic process  involving  the  blood  vessels  is  organic 
or  spastic  in  nature,  a series  of  tests  are  made  com- 
prising a repetition  of  brachial  and  retinal  dynamom- 
etry.  These  are  in  conjunction  with  Hines  and 
Brown’s  cold  pressor  tests,  with  changes  in  position 
and  after  the  administration  of  pharmacologic  agents. 

The  complete  examination  pattern  is  time  consum- 
ing and  consists  of  the  following  procedures; 

1.  An  examini'tion  to  familiarize  the  patient  with 
the  tests  and  eliminate  the  influence  of  psychic 
anxiety  on  the  results. 

2.  After  a comfortable  rest  of  10  minutes,  a repe- 
tition of  the  determination  of  the  systolic  and  dia- 
stolic pressures  in  the  retina  and  at  the  arm,  on  both 
sides,  and  taking  the  intraocular  tension. 

3.  A repetition  of  the  tests  on  one  side  simultan- 
eously with  the  Hines  and  Brown’s  cold  pressor 
test;  again  in  the  supine  position,  and  again  after 
having  the  patient  stand  against  a wall  for  3 minutes. 

4.  A therapeutic  test,  at  the  same  or  at  another 
sitting,  which  consists  of  a repetition  of  these  meas- 
urements several  times  within  an  hour  after  the 
subcutaneous  or  intravenous  injection  of  vasocon- 
striaing  or  vasodilating  pharmacologic  agents. 

With  the  information  from  this  examination  table 
3 aids  in  identifying  the  type  of  vascular  dismrbance. 

Table  3. — The  Type  of  Vascular  Disturbance. 

Median  Retinal  Response  to  Type  of  Vascular 

Pressure  Vasoconstrictor  Disturbance 

Increased  Unchanged  Spastic 

Increased  Markedly  increased  Organic 

Normal  Moderately  increased  Tendency  to  spasm 

if  fundus  is  nor- 
mal. Organic 
changes  if  blood 
vessels  are 
affected. 
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If  the  administration  of  vasodilators  fails  to  exert  a 
significant  effea,  the  diagnosis  of  a peripheral  vaso- 
dilatation is  supported.  The  failure  of  vasodilators 
to  act  following  a previous  vasoconstriction  supports 
the  diagnosis  of  a tendency  to  vasospasm. 

Weigelin  claimed  particular  merit  for  functional 
retinal  dynamometry  for  patients  who  complain  of 
headache  for  which  the  internist  does  not  find  a 
cause.  Such  patients  usually  are  referred  to  the 
ophthalmologists,  who  prescribes  glasses,  and  failing 
to  find  relief  from  these  glasses,  these  patients  make 
the  round  of  ophthalmologists  and  accumulate  a col- 
lection of  glasses.  These  are  usually  young  people, 
and  clinically  they  complain  of  constant  or  intermit- 
tent headache,  with  superficial  pain  located  in  the 
frontal  region,  about  the  sinuses  or  eyes.  The  sub- 
jective symptoms  are  not  diagnostic.  A dynamom- 
etric examination  by  Weigelin’s  method  may  reveal 
a parallelism  between  the  attacks  of  headache  and 
the  disturbed  intracranial  circulation.  The  therapeu- 
tic tests  also  may  aid  in  the  selection  of  the  effective 
drug  for  relief.  In  headaches  associated  with  intra- 
cranial vasodilatation,  vasoconstrictors  are  indicated, 
whereas  in  headaches  associated  with  intracranial 
vasoconstriction,  vasodilators  would  be  prescribed. 

Weigelin’s  formulas  are  not  valid  in  diseases  of 
the  central  nervous  system  and  if  the  intraocular  ten- 
sion or  the  intracranial  pressure  are  pathologically 
elevated.  Although  Weigelin’s  premises  as  yet  are 
not  generally  accepted  and  not  completely  verified, 
they  point  out  the  possibilities  afforded  by  the  dyna- 
mometric examination  advocated  by  Bailliart  for  40 
years. 


SUMMARY 

The  ophthalmodynamometer  and  the  technique  of 
application  have  been  described.  The  diagnostic  pos- 
sibilities with  the  aid  of  dynamometry  have  been 
reviewed. 
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The  Unconscious 
Patient 

WARREN  W.  MOORMAN,  M.D. 

Fort  Worth,  Texas 

SYNCOPE,  STUPOR,  delirium,  and  coma  accom- 
panied by  complaints  such  as  "blacked  out,” 
"had  a convulsion,”  "fainted,”  "passed  out,”  "went 
blank,”  or  "couldn’t  be  aroused,”  are  disrurbances 
which  constimte  important  emergency  problems  to 
all  physicians.  In  order  to  determine  the  frequency 
with  which  the  problem  of  the  unconscious  patient 
presented  itself,  a review  was  undertaken  of  all  pa- 
tients seen  in  the  Emergency  Room  of  St.  Joseph’s 
Hospital,  Fort  Worth,  Texas,  during  the  years  1956 
and  1957.  This  is  a 350  bed  general  hospiral  located 
across  the  street  from  the  charity  hospital  for  this 
area  of  385,000  population.  It  was  thought,  there- 
fore, that  the  patients  seen  in  this  Emergency  Room 
might  represent  to  a fair  degree  the  emergencies 
encountered  by  the  physician  in  private  praaice. 
During  this  period  (table  1)  21,893  patients  were 
seen  in  the  Emergency  Room,  of  whom  606  pre- 
sented themselves  with  the  chief  complaint  of  loss  of 
consciousness.  Of  these,  240,  or  slightly  more  than 
1 per  cenr  of  those  seen,  were  described  as  un- 
conscious upon  arrival.  During  the  same  period  there 

Table  1. — Summary  of  Emergency  Room  Patients, 

St.  Joseph’s  Hospital,  Fort  Worth,  Texas,  1956-1957. 


No.  % 

Total  Emergency  Room  patients 21,893 

Total  presenting  complaint  of 

loss  of  consciousness 606  2.8 

Total  unconscious  on  arrival 240  1.0 

Total  dead  on  arrival '.....  273  1.2 
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were  273  patients  who  were  dead  on  arrival.  Al- 
though death  represents  unconsciousness  to  an  ex- 
treme degree,  these  cases  were  excluded  from  the 
present  series. 

Table  2 lists  the  diagnosis,  state  of  consciousness 
on  arrival,  and  number  of  deaths  of  these  606  pa- 
tients. These  and  succeeding  statistical  data  are  nec- 
essarily based  on  the  available  records.  It  is  observed 
that  it  was  possible  to  arrive  at  no  diagnosis  in  77, 


Table  2. — Unconscious  Patients. 


Cause 

Unconscious 

on 

Total  Arrival 

Deaths 

No  diagnosis  

. 77 

1 

0 

Cerebral  trauma  

. 77 

39 

7 

Febrile  convulsions  

. 72 

12 

0 

Epilepsy  

. 64 

20 

1 

Cerebrovascular  accidents  

. 60 

46 

27 

Syncope  

. 53 

6 

0 

Hysterical  reaction  

. 31 

16 

0 

Alcoholism  

. 30 

14 

0 

Poisoning  

. 30 

25 

0 

Insulin  reaction  

. 23 

22 

0 

Heat  exhaustion  and  heat  stroke. 

. 15 

2 

2 

Hypertensive  encephalopathy  . . . . 

. 12 

5 

1 

Multiple  injuries  and  shock 

. 11 

9 

4 

Hyperventilation  

11 

2 

0 

Anemia  and  hemorrhage 

. 9 

2 

0 

Myocardial  infarction  

. 6 

4 

4 

Miscellaneous  

. 25 

15 

6 

606 

240 

52 

or  11  per  cent  of  the  patients,  but  that  only  1 of 
these  was  unconscious  on  arrival.  This  indicates  the 
greater  difficulty  of  diagnoses  when  the  icms  is  not 
observed.  Also,  it  has  been  my  experience  that  in 
the  isolated  attack  of  brief  duration  it  is  often  im- 
possible to  establish  a definitive  diagnosis  after  the 
first  episode.  The  physician  should  never  assume 
that  such  an  attack  is  of  no  consequence  until  a 
careful  inquiry  into  the  circumstances  of  the  loss  of 


Dr.  Warren  W.  Moorman  pre- 
sented this  paper  for  the  Sec- 
tion on  General  Practice  at  the 
Texas  Medical  Association  an- 
• nual  session  April  21,  1958, 
in  Houston. 


An  analysis  of  patients  admitted  to  the  Emergency  Room 
of  St.  Joseph's  Hospital,  Fort  Worth,  during  1956-1957  is 
presented,  with  emphasis  on  causes  of  disturbances  of  the 
conscious  state.  A comparison  is  made  between  the  incidence 
of  coma  there  ond  jn  other  reports.  Differential  diagnosis 
and  treatment  are  discussed. 


consciousness  has  been  made  and  a complete  physi- 
cal examination  and  elementary  laboratory  work 
have  been  performed.  If  these  investigations  are 
fruitless,  the  patient  should  be  reassured  but  in- 
structed that  he  is  to  summon  a physician  immedi- 
ately in  case  of  another  attack.  That  some  of  these 
cases  can  be  exasperating  is  evidenced  by  the  at- 
tending physician’s  final  impression  in  a 10  year 
old  boy  who,  after  extensive  studies,  was  thought 
simply  to  be  a sound  sleeper. 

Cerebral  trauma  caused  77  admissions,  equal  to 
the  number  of  patients  undiagnosed,  and  of  these 
more  than  half  of  the  patients  were  unconscious 
when  they  arrived  at  the  hospital.  Of  those  who  were 
conscious  on  arrival  only  6 were  not  admitted.  This 
indicates  a general  awareness  of  the  importance  of 
close  observation  of  these  patients  for  signs  of  in- 
creasing intracranial  pressure  and  localizing  neuro- 
logical findings. 

Febrile  convulsions  constimted  an  extremely  high 
percentage  of  patients  brought  to  our  Emergency 
Room.  All  of  these  but  3 were  between  the  ages 
of  6 months  and  5 years.  According  to  Livingston,^ 
a favorable  prognosis  with  regard  to  the  development 
of  subsequent  seizures  is  warranted  in  those  chil- 
dren who  meet  the  following  criteria:  an  uncompli- 
cated, brief  convulsion  without  focal  manifestations; 
fever  103  F.  or  above;  ages  3 months  to  6 years;  a 
family  history  of  similar  episodes  confined  to  early 
childhood;  and  a normal  electroencephalogram  after 
recovery  from  fever.  These  children  should  have 
epilepsy  in  an  incidence  of  less  than  3 per  cent.  Of 
our  cases,  only  6 were  unconscious  when  they 
reached  the  hospital;  however,  a febrile  convulsion 
should  be  considered  a serious  event  and  vigorous 
treatment  is  indicated.  Of  those  with  a more  guarded 
prognosis,  it  has  been  recommended  that  mainte- 
nance anticonvulsive  therapy  be  instituted. 

Epilepsy  represented  an  unusually  high  percentage 
of  patients  in  this  particular  series,  and  only  2 of 
these  64  cases  were  repeaters  with  two  admissions 
each.  Twelve  of  these  were  symptomatic  epilepsy — 
post-traumatic  or  postoperative  cases. 

There  were  53  cases  of  syncope  or  simple  fainting. 
This  is  not  a satisfactory  diagnosis  but  was  widely 
employed  by  the  staff  of  this  hospital.  Forty-two  of 
these  were  women.  Of  these  patients  who  had  a 
very  brief  loss  of  consciousness,  some  had  a strong 
emotional  stimulus,  others  a history  of  prolonged 
standing  suggesting  postural  hypotension,  and  stiU 
others  of  missing  a meal  to  suggest  functional  hypo- 
glycemia. Unfortunately  there  was  no  substantia- 
tion of  these  diagnoses  by  appropriate  tests.  Of  the 
6 who  were  unconscious  in  the  Emergency  Room, 
all  fainted  in  the  hospital. 

The  term  hysterical  reaction  is  loosely  employed 
here.  There  were  several  who  were  diagnosed  as 
schizophrenic,  a few  malingerers,  and  a 12  year  old 
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boy  who  was  found  to  have  his  syncopal  attacks  from 
breath  holding. 

A rather  low  incidence  of  alcoholism  occurred. 
Although  there  were  many  alcoholics  seen  on  the 
emergency  service,  only  30  of  them  had  been  brought 
in  because  they  had  "passed  out,”  and  only  14  of 
them  were  "dead  drunk”  on  arrival.  I do  not  know 
whether  this  favorable  statistic  indicates  that  Texans 
drink  less  or  hold  their  liquor  better.  Many  of  the 
trauma  patients  had  been  drinking,  but  the  uncon- 
scious state  was  thought  by  the  attending  physician 
to  be  due  to  injuries.  Reports  from  other  hospitals 
indicate  as  many  as  two-thirds  of  the  comatose  pa- 
tients seen  are  alcoholics.  Various  other  causes  of 
poisoning  are  listed  in  another  table  (table  6). 

There  were  23  admissions  for  insulin  reaction  and 
only  1 patient  admitted  in  diabetic  coma,  suggesting 
that  we  may  be  overtreating  our  diabetic  patients  in 
this  area. 

Of  the  2 patients  admitted  unconscious  with  heat 
stroke,  both  died.  We  have  used  the  ice  tub  to  re- 
duce the  temperamre  of  these  patients,  but  I have 
yet  to  see  one  recover  who  was  unconscious  on  ar- 
rival. Those  with  heat  exhaustion  had  suffered  syn- 
copal attacks  prior  to  their  admission  and  responded 
promptly  to  the  administration  of  saline  solution. 
Of  the  12  patients  with  hypertensive  encephalop- 
athy, all  had  a diastolic  blood  pressure  greater  than 
110  with  symptoms  and  findings  adequate  to  justify 
the  diagnosis.  The  1 who  died  had  an  autopsy  diag- 
nosis of  malignant  nephrosclerosis. 

If  the  11  cases  of  multiple  injuries  and  shock  are 
coupled  with  those  of  cerebral  trauma,  one  sees  that 
the  greatest  number  of  patients  admitted  to  the 
hospital  in  an  unconscious  state  was  due  to  trauma. 
The  majority  of  these  cases  were  the  result  of  auto- 
mobile accidents. 

Incidence  of  hyperventilation  probably  should 
have  been  somewhat  greater,  in  that  a number  of 
those  in  whom  no  diagnosis  was  made  may  have 
been  unconscious  because  of  this  condition.  Of  the 
9 patients  admitted  with  anemia  and  hemorrhage, 
7 had  anemia  and  the  2 that  were  unconscious  were 
bleeding  from  duodenal  ulcers.  The  relatively  low 

Table  3. — Unconscious  on  Arrival. 

Total  % 


Cerebrovascular  accidents  s 46  19 

Cerebral  trauma  39  16 

Poisoning  25  10 

Insulin  reaction  22  9 

Epilepsy  20  9 

Hysterical  reaction  16  7 

Alcoholism  14  6 

Febrile  convulsions  12  5 

Multiple  injuries  and  shock 9 4 
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incidence  of  myocardial  infaraion  as  a cause  for 
loss  of  consciousness  coincides  with  experience  of 
most  physicians.  Also,  the  fact  that  4 of  the  6 died 
in  the  Emergency  Room  indicates  the  serious  prog- 
nosis of  this  manifestation. 

In  Table  3 the  cases  are  listed  according  to  the 
incidence  of  those  who  were  unconscious  on  admis- 
sion to  the  Emergency  Room.  It  is  believed  that 
this  table  points  out  the  difference  in  probability 
of  diagnosis  in  the  patient  with  brief  lapses  of  con- 
sciousness in  contrast  to  the  one  who  is  unconscious 
when  the  physician  arrives.  Eighty-five  per  cent  of 
the  patients  who  were  unconscious  when  first  seen 
in  the  Emergency  Room  were  accounted  for  by  the 
seven  categories  listed.  It  will  be  observed  that  21 
per  cent  were  due  to  trauma.  These  figures  might 
be  compared  with  the  statistics  prepared  by  Dr. 
George  Herrmann,  published  in  1942.^  In  his  series 
diabetic  acidosis,  uremia  and  eclampsia,  and  infec- 
tious diseases  accounted  for  a much  higher  incidence 
than  in  the  present  series.  This  is  to  be  expected 
with  a better  control  of  diabetes  and  infectious  dis- 
eases, and  the  better  care  of  pregnant  women. 

Table  4 lists  the  deaths  according  to  frequency  of 
cause,  and  it  is  apparent  that  more  than  half  of 
the  deaths  were  due  to  cerebrovascular  accidents. 


Table  4. — Deaths  in  Unconscious  Patients. 


Cerebrovascular  accidents  . . , 
Cerebral  trauma  

...  21 
. . . 1 

Multiple  injuries  

4 

Myocardial  infarction  

Heat  stroke  

Epilepsy  

Hypertensive  encephalopathy  . 
Miscellaneous  . 

...  4 

. . . 2 
. . . 1 

. . . 1 
. . . 6 

52 

Table  5. — Miscellaneous 

Conditions. 

Diagnosis  No.  Cases  Unconscious 

Deaths 

Meningitis  

. 3 

3 

0 

Encephalitis  

. 1 

1 

0 

Congestive  heart  failure  

. 3 

2 

2 

Pulmonary  emphysema  and 
asthma  

. 3 

1 

0 

Acute  laryngeal  edema  

. 1 

1 

1 

Laryngeal  obstruction  by 
foreign  body  

. 1 

1 

1 

Uremia  

. 2 

0 

0 

Malnutrition  

. 2 

0 

0 

Electric  shock  

2 

1 

0 

Struck  by  lightning 

. 1 

1 

1 

Suffocation  

. .1 

0 

0 

Diabetic  coma  

1 

1 

0 

Acute  porphyria  

. 1 

1 

0 

Central  nervous  system  syphilis 

. 1 

0 

0 

Metastatic  brain  tumor 

. 1 

0 

0 

Perforated  peptic  ulcer 

1 

1 

1 

25 

15 

6 
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Ten  of  these  deaths  charged  to  cerebrovascular  ac- 
cidents were  confirmed  at  autopsy. 

The  miscellaneous  conditions  listed  in  Table  5 
comprise  a rather  interesting  group.  The  case  of 
acute  laryngeal  edema  occurred  in  a 38  year  old 
Negro  woman  who  died  in  the  Emergency  Room. 
The  history  threw  no  light  on  the  cause  of  this  con- 
dition. Regrettably,  no  necropsy  was  obtained.  The 
death  from  laryngeal  obstruction  occurred  in  an 
obese,  middle-aged  nian  who  aspirated  a large  piece 
of  beefsteak.  These  cases  emphasize  the  utmost  ur- 
gency in  establishing  an  airway  in  any  unconscious 
patient.  The  2 cases  of  malnutrition  were  in  elderly, 
neglected  individuals.  Few  series  include  a case 
struck  by  lightning.  It  is  probable  that  the  woman 
in  this  series  died  from  the  fall  following  the  light- 
ning bolt  in  which  she  received  a basilar  skull 
fracture.  The  case  of  acute  porphyria  was  proven. 
Central  nervous  system  syphilis  is  apparently  be- 
coming a rarity  in  this  community. 

Table  6 lists  the  poisons  and  drug  reactions, 
which  are  grouped  together.  It  is  an  unusual  experi- 
ence that  there  were  no  fatalities  in  this  group.  The 
treatment  in  all  cases  was  purely  supportive.  A mini- 
mal use  of  analeptics  was  employed.  Tracheotomy 
was  performed  in  only  2 cases.  No  general  conclu- 
sions are  warranted  from  this  small  series,  however. 
It  has  been  observed  that  the  tranquilizers  cause  a 
peculiar  reaction,  in  that  the  patient  is  rather  easily 
aroused  but  falls  back  into  a deep  sleep  when  un- 
dismrbed.  The  penicillin  reactions  were  manifested 
by  shock  and  bronchial  spasm  occurring  within  a 
few  minutes  after  the  injection  of  penicillin.  The 
Ansolysen,  of  course,  produced  unconsciousness  by 
severe  posmral  hypotension. 

CAUSES  OF  COMA  PICTURE 

Table  7 presents  a mnemonic  device,  modified 
somewhat  from  the  contrivance  by  Russell  and  Mary 
E.  Meyers,  which  presents  a convenient  method  for 
remembering  the  major  causes  of  the  coma  picture, 
and  lists  some  causes  not  represented  in  our  experi- 
ence. 

When  confronted  with  a comatose  patient  the 
cerebral  factors  are  suggested  by  a history  of  head 
injury,  headache,  or  abnormal  neurological  findings 
including  choked  disks.  A spinal  fluid  examination 
is  frequently  of  utmost  importance. 

The  odd  balls  are  recognized  by  the  onset  usual- 
ly following  an  emotional  upset,  almost  always  in 
the  presence  of  others.  The  patient  is  never  hurt 
when  he  falls  and  appears  to  be  in  a trance.  He  may 
suddenly  pass  from  the  stuporous  state  to  one  of 
screaming  and  thrashing  about.  There  may  be  flut- 
tering of  the  eyelids  and  suppression  of  all  reflexes. 


There  is  no  evidence  of  incontinence  or  tongue 
biting. 

Metabolic  factors  are  to  be  suspected  by  char- 
acteristic odors  of  the  breath,  dehydration,  Kussmaul 
breathing,  and  skin  changes.  Diagnoses  are  con- 
firmed by  appropriate  studies  of  the  blood  and  urine. 
Heat  diseases  are  now  seasonal  rather  than  occupa- 
tional diseases. 

Anemic  factors  are  usually  apparent  on  examina- 
tion of  the  patient,  and  in  the  case  of  coma  prompt 
blood  transfusion  is  mandatory. 

Poisons  require  a great  deal  of  detective  work 
often  dependent  on  the  cooperation  of  friends  and 
neighbors.  Specific  antidotes  for  opiates,  heavy 
metals,  and  penicillin  are  now  available,  but  the 
treatment  of  most  cases  is  primarily  supportive. 

Infections  as  a cause  of  coma  are  nearly  always 
manifested  by  fever  and  frequently  a rash.  Every 
unconscious  patient  should  be  examined  for  nuchal 
rigidity,  and  when  this  is  present,  the  spinal  fluid 
should  be  examined. 

Table  6. — Poisons  and  Drug  Reactions. 


Drug  or  Poison  No.  Cases  Unconscious 


Barbiturates  

14 

14 

Doriden  

2 

2 

Morphine  

1 

1 

Codeine  

1 

1 

Chloral  hydrate  

1 

1 

Undetermined  sedative  

1 

1 

Miltown  

1 

1 

Nytol  (phenothiazine)  

1 

1 

Penicillin  reactions  

3 

2 

Ansolysen  

1 

0 

Carbon  monoxide  

3 

1 

Natural  gas  (CHs) 

1 

0 

30 

25 

Table  7. — Differential  Diagnosis 

of  the 

Coma. 

C Cerebral  factors:  trauma,  vascular  accidents,  tumors, 

infections,  degenerative  disease,  postconvulsive  stu- 
por. 

O Odd  balls:  psychoneuroses,  psychoses,  and  malinger- 

ing. 

M—  —Metabolic  disorders:  alkalosis,  cholemia,  diabetes, 
hypoglycemia,  uremia,  toxemia  of  pregnancy,  heat. 

A Anemic  factors:  anemia,  hemorrhage,  leukemia. 


P Poisons:  alcohol,  barbiturates,  opium  derivatives, 

noxious  gases,  drug  sensitivity. 

I Infections:  bacterial  and  viral,  septicemia. 


C Cardiovascular  disease:  coronary  artery  disease,  vaso- 

motor instability,  arrhythmias,  hypertensive  en- 
cephalopathy, hypersensitive  carotid  sinus. 

Modified  from  Meyers,  R.,  and  Meyers,  M.  E. : Manag- 
ing Comatose  Patient,  GP  4:45-52  (Oct.)  1951. 
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Cardiovascular  disease  is  to  be  suspected  when 
there  are  extreme  deviations  from  the  normal  in 
pulse  or  blood  pressure.  If  these  abnormalities  are 
present,  further  studies  usually  will  reveal  the  etiol- 
ogy- 

In  the  management  of  the  unconscious  patient 
supportive  measures  must  not  be  delayed  for  want  of 
a diagnosis.  An  open  airway  must  be  provided  im- 
mediately. Correction  of  shock  and  acute  blood  loss 
is  undertaken;  proper  positioning  and  avoidance  of 
unnecessary  movement  of  the  patient  is  important. 
History  and  examination  should  be  undertaken  si- 
multaneously in  the  interest  of  expediency.  Often  the 
diagnosis  will  not  become  apparent  until  repeated 
observations  have  been  made  over  a prolonged 
period. 

SUMMARY 

A statistical  analysis  of  the  unconscious  patients 
seen  in  the  Emergency  Room  of  a private  general 
hospital  is  presented.  Failure  to  arrive  at  a diagnosis 
was  common  when  the  patient  had  recovered  be- 
fore his  arrival.  Compared  with  previous  series  cere- 
brovascular accidents  and  trauma,  principally  from 
automobile  accidents,  constimte  a larger  number  of 
these  cases,  while  infectious  diseases,  uremia,  and 
eclampsia  are  becoming  less  common.  The  causes  of 
syncope  and  coma  are  manifold,  and  supportive  care 
should  not  await  a definitive  diagnosis.  The  un- 
conscious patient  is  a challenge  to  the  best  diag- 
nostic and  therapeutic  efforts  of  the  physician. 

I wish  to  thank  Dr.  Jay  Powell  and  Dr.  Stuart  Dobbins 
for  their  invaluable  assistance  in  gathering  the  statistical 
information  for  this  report. 
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Drug  Samples  to  Mission  Fields 

Surplus  drug  sample  collected  from  doctors’  offices  by 
the  men  of  the  Presbyterian  Church,  U.  S.  in  Brazos 
Presbytery  (southeast  Texas)  are  serving  an  excellent  pur- 
pose in  mission  hospitals  throughout  the  world,  the  Texas 
Presbyterian  reports.  By  the  middle  of  January  drugs  valued 
at  more  than  $10,000  had  been  shipped  to  such  places  as 
the  Belgian  Congo  and  Taiwan. 


The  Hazard  of 
Undiagnosed 
Tuberculosis  In 
General  Hospitals 

A Five  Hospital  Survey 

J.  EDWARD  JOHNSON,  M.D. 

Austin,  Texas 

and  JOHN  E.  JOHNSON,  JR.,  M.D. 

Galveston,  Texas 

The  diagnosis  of  pulmonary  tuberculosis  in 
the  ordinary  case  is  uncomplicated  and  is  usually 
made  when  symptoms  in  the  chest  lead  to  a roentgen- 
ray  and  sputum  analysis.  On  the  other  hand,  some 
cases  escape  detection  for  long  periods  of  time, 
spreading  their  disease  to  many  contacts  before  their 
lesions  are  discovered.  It  even  happens  that  some  pa- 
tients go  through  complete  hospital  work-ups  without 
diagnosis  until  autopsy;  it  may  then  be  found  that 
some  of  them  have  spent  prolonged  periods  in  un- 
isolated contact  with  patients  and  hospital  personnel 
while  under  treatment  for  other  diseases. 

Observation  of  this  phenomenon  suggested  the 
desirability  of  investigating  the  fjequency  of  this  oc- 
currence and  assessing  the  contagious  hazard  it  im- 
poses. The  only  unequivocal  evidence  of  missed  diag- 
noses of  tuberculosis  in  hospitalized  patients  is  found 
in  autopsy  records.  Therefore,  a survey  was  under- 
taken of  such  records  in  a group  of  Texas  hospitals. 

Five  general  hospitals  (table  1)  in  4 Texas  cities 
were  chosen.  Their  combined  bed  capacity  was  2,834, 
and  annual  admissions  for  the  year  1957  were 
66,697.^  Three  are  medical  school  centered,  one  is 
private,  and  the  other  a city  hospital.  All  have  in- 
tern-resident  teaching  programs  which  are  medical 
school  affiliated.  It  is  reasonable  to  assume  that  the 
contagious  hazard  reflected  in  the  autopsy  records  of 
these  hospitals  is  similar  to  that  in  the  average  gen- 
eral hospital,  at  least  until  further  data  on  this  point 
are  available.  All  autopsy  charts  between  the  years 
1951  and  1957  bearing  the  final  diagnosis  of  tuber- 
culosis were  examined.  Those  charts  were  excluded 
in  which  (1)  clinically  supported  antemortem  diag- 
nosis of  tuberculosis  had  been  made;  (2)  autopsy 
yielded  only  a report  of  "healed”  or  "inactive”  le- 
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sions;  (3)  the  patient  for  some  reason  failed  to  re- 
ceive a regular  hospital  work-up  or  had  been  in  the 
hospital  for  less  than  48  hours. 


Table  1. — Hospitals  Included  in  a Survey  of  Undiagnosed 
Tuberculosis. 


Hospital 

Location 

Medical  School  Affiliation 

Parkland 

Dallas 

Southwestern  Medical  School, 
University  of  Texas* 

St.  Paul’s 
Medical  Branch 

Dallas 

Southwestern  Medical  School, 
University  of  Texasf 

Hospitals 

Galveston 

Medical  Branch,  University  of 
Texas* 

Brackenridge 

Austin 

Medical  Branch,  University  of 
Texasf 

Jefferson  Davis 

Houston 

Baylor  University  College  of 
Medicine* 

•Medical  school  centered  hospital. 
fMedical  school  affiliated  hospital. 


RESULTS 

There  remained  for  analysis  records  of  57  patients 
who  accumulated  942  days  of  hospitalization  before 
mberculosis  was  diagnosed  at  autopsy  but  not  clini- 
cally. Table  2 describes  the  clinical  material  from 
which  these  cases  are  extracted.  The  over-all  autopsy 
rate  during  this  period  was  57  per  cent.  If  one  extra- 
polates from  the  autopsy  rate  to  the  entire  death 
experience,  one  may  estimate  that  100  such  patients 
with  mberculosis  must  have  escaped  clinical  detec- 
tion during  this  period  and  accumulated  a grand  to- 
tal of  1,653  days  of  unisolated  hospital  stay. 


Table  2. — Clinical  Material  from  Which  Undiagnosed 
Tuberculosis  Cases  Were  Studied. 


Hosp. 

Deaths 

Autopsies 

Autopsy 

T.B. 

Missed 

Clinically 

Patient 

Days 

A 

2,896 

2,340 

89 

10 

228 

B 

1,967 

1,007 

55 

7 

55 

C 

1,752 

722 

35 

9 

173 

D 

4,532 

2,163 

210 

17 

239 

E 

3,011 

1,947 

37 

14 

247 

Totals 

14,158 

8,179 

426 

57 

942 

Over-all  autopsy  rate  = 57%. 


Valid  statistical  conclusions  could  not  be  drawn 
from  the  small  number  of  patients  in  this  smdy. 
Hence,  each  chart  was  smdied  in  search  of  factors 
which  contributed  to  the  failure  to  make  antemortem 
diagnosis.  Tabulation  of  diagnostic  procedures  showed 
only  7 skin  tests,  7 gastric  washings,  11  spumm  ex- 
aminations, and  18  culmres  of  various  body  fluids. 
Eleven  of  the  57  cases  had  no  chest  roentgenogram. 


Of  the  46  chest  films  made,  the  reports  from  only 
11  mentioned  mberculosis  as  a possibility.  Three  of 
these  were  "diagnostic”  and  8 merely  aroused  sus- 
picion of  tuberculosis.  Thus  the  diagnostic  screening 
efficiency  of  the  roentgen  ray  in  this  series  is  only 
24  per  cent. 

Thirty-five  failed  to  show  diagnostic  shadows  iden- 
tifying mberculous  lung  lesions.  Three  cases  of  pri- 
mary mberculous  pericarditis  and  9 of  miliary  dis- 
ease may  account  for  some  of  the  failures,  as  the 
shadows  cast  might  not  be  sufficiently  characteristic 
for  specific  diagnosis  by  film  alone.  Lower  lobe  in- 
filtrations were  confused  with  ordinary  bacterial 
pneumonia  in  2 patients.  Tuberculosis  was  mistaken 
in  1 case  for  metastatic  malignancy  and  for  leukemic 
infiltrations  in  2 others. 

However,  after  miliary  disease  and  pericarditis 
cases  are  excluded  we  still  have  23  chest  roentgeno- 
grams that  failed  to  identify  significant  lung  lesions 
that  were  demonstrated  a few  days  or  weeks  later  at 
autopsy.  These  findings  illustrate  the  well  known  faa 
that  a chest  roentgenogram  cannot  with  certainty  ex- 
clude mberculosis. 

In  some  instances  a technically  inadequate  film 
was  reported  as  such  but  was  not  repeated.  In  4 cases 
roentgen-ray  reports  that  mentioned  mberculosis  as 
a possibility  were  not  followed  up,  but  in  most  in- 
stances the  failure  to  obtain  an  adequate  film  was 
due  to  the  understandable  preoccupation  of  the  staff 
with  the  critical  stage  of  some  terminal  illness.  The 
urgency  of  emergency  measures  required  in  shock 
from  injury  or  hemorrhage  or  rupmre  of  an  abdomi- 
nal viscus  may  occupy  the  staff  for  several  days  and 
preclude  the  investigations  necessary  to  a diagnosis 
of  tuberculosis.  Although  the  hospital  residence  of 
these  patients  is  usually  brief,  the  exposure  of  hos- 
pital personnel  is  intensified  by  their  need  of  con- 
stant attendance. 

In  frank  admission  of  the  limitations  of  his  mo- 
dality, the  modern  radiologist  rarely  makes  a positive 

Dr.  J.  Edward  Johnson,  Austin 
internist  on  the  Brackenridge 
Hospital  staff,  and  his  co-author 
son,  assistant  professor  of  medi- 
cine at  the  University  of  Texas 
Medical  Branch,  presented  these 
data  as  an  exhibit  at  the  Texas 
Medical  Association's  1958  an- 
nual session  in  Houston.  The 
Texas  Tuberculosis  Association 
sponsored  the  study. 

Autopsies  at  5 general  hospitals  suggest  that  undiagnosed 
tuberculosis  is  a problem.  Detection  and  control  call  for  a 
chest  roentgenogram  of  each  patient,  tuberculin  skin  test  of 
patients  hospitalized  for  longer  than  72  hours,  frequent  cul- 
tures, exclusion  of  tuberculosis  through  clinical  decision — not 
laboratory  results,  continuing  concern  in  prolonged  hospital- 
ization, and  prompt  isolation  of  suspected  tuberculosis. 
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diagnosis  of  tuberculosis.  Instead  he  is  apt  to  offer 
several  possible  interpretations  of  shadows  in  which 
tuberculosis  may  be  mentioned  as  a possibility.  This 
practice  was  followed  in  our  series  in  most  of  the 
"suspicious”  films.  However,  a frustrating  situation 
must  have  faced  the  clinician  in  several  cases  where 
a simple  description  of  the  shadows  was  given  with 
not  even  a suggestion  as  to  the  possible  etiology.  If 
the  radiologist  is  unable  to  interpret  the  film  diag- 
nostically while  viewing  it  on  the  screen,  what  chance 
has  the  referring  physician  to  diagnose  the  disease 
from  only  a written  description  of  the  radiographic 
shadows?  The  way  out  of  this  dilemma,  of  course,  is 
direct  consultation!  A conference  in  which  clinical 
and  radiological  evidence  is  fitted  together  by  an 
experienced  man  in  each  field  often  may  develop 
clues  leading  to  the  correct  diagnosis. 


ASSOCIATED  DIABETES 

That  tuberculosis  occurs  from  two  to  three  times 
more  frequendy  in  diabetic  patients  than  in  the  gen- 
eral population  has  been  reported  by  many  investi- 
gators.® Furthermore,  the  predisposition  due  to  di- 
abetes is  directly  proportional  to  its  severity  and  is 
reduced  by  adequate  diabetic  control.  The  need  to 
recognize  this  fact  in  our  control  effort  is  emphasized 
by  our  finding  that  in  46  of  our  cases  with  demon- 
strable lung  lesions  6 were  diabetic. 

EXCLUSION  OF  TUBERCULOSIS 

Maximum  efficiency  of  a hospital  staff  in  the 
identification  of  active  pulmonary  lesions  depends 
largely  on  three  basic  requirements:  (1)  A high 
degree  of  suspicion.  (2)  Diligent  utilization  of  all 
available  diagnostic  techniques.  (3)  Careful  supervi- 
sion of  those  techniques  to  assure  dependable  returns. 

It  is  easy,  in  hindsight,  to  leaf  through  some  of 
these  charts  and  arrive  at  the  conclusion  that  at  least 
some  of  the  failures  we  have  recorded  could  be 
explained  by  the  neglect  of  one  or  more  of  the  afore- 
mentioned basic  requirements.  But,  even  so,  we  are 
deeply  concerned  over  another  kind  of  failure.  We 
note  that  in  several  instances  clinical  study  by  a 
staff  suspecting  mberculosis  using  many  techniques 
repeatedly  still  failed  to  identify  aaive  lesions  that 
were  demonstrated  a few  days  later  at  autopsy! 

From  the  list  of  patients  in  which  active  lung 
lesions  had  been  found  at  autopsy,  we  selected  10 
cases  from  four  different  hospitals  for  critical  anal- 
ysis. In  each  one  tuberculosis  had  been  suspected 
and  efforts  at  exclusion  recorded  on  the  charts. 

In  2 with  suggestive  roentgenologic  findings,  ex- 


clusion solely  by  negative  bacteriology  overlooked  bi- 
lateral apical  disease.  One  of  these,  safeguarded  only 
by  several  negative  spumms  but  no  skin  test,  re- 
mained unisolated  in  the  hospital  44  days  before 
death.  The  other  had  only  a negative  pleural  fluid 
report  and  no  skin  test,  and  exposed  hospital  person- 
nel and  patients  8 days  to  advanced  cavitary  disease. 

Three  patients  cleared  of  clinical  suspicion  by  both 
bacteriological  tests  and  roentgen  ray,  but  with  no 
skin  test,  carried  extensive  pulmonary  disease  to  the 
autopsy  table.  At  the  bedside  of  one  of  these  with 
negative  spumm  and  spinal  fluid  tests,  and  a radio- 
logic  report  that  unformnately  confused  tuberculosis 
with  a leukemic  infiltration,  43  days  of  unisolated 
contaa  exposure  was  endured.  In  another,  although 
4 gastric  washings  and  negative  roentgenogram  were 
accepted  evidence  of  exclusion,  death  shortened  the 
exposure  to  7 days.  The  third  case  was  extensively 
smdied  with  sputum  and  gastric  washings  because 
the  roentgenographic  report  mentioned  mberculosis 
as  a possibility,  but  the  patient  was  not  isolated  dur- 
ing his  18  days’  hospitalization  because  the  positive 
culmre  reports  did  not  arrive  until  after  his  death. 

A clue  to  the  correct  diagnosis  was  overlooked  in 
1 case  when  an  intern’s  suggestion  of  Addison’s  dis- 
ease was  ignored.  This  patient  had  a single  technical- 
ly unsatisfactory  chest  roentgenogram. 

Extensive  lung  disease  was  overlooked  in  2 pa- 
tients after  exclusion  by  bacteriology  was  accepted 
as  valid  in  spite  of  suggestive  reports  from  the  radi- 
ologist and  positive  skin  test.  The  autopsy  revealed 
far  advanced  cavitary  disease  in  1 patient  after  36 
days  in  the  hospital.  With  negative  sputum  as  the 
sole  excuse,  the  other  had  remained  unisolated  35 
days. 

Widespread  lung  disease  escaped  detection  in  an- 
other case  when  the  clinician  ignored  a suspicious 
radiologic  report  in  favor  of  negative  sputum  smears 
and  allowed  the  patient  to  wait  35  days  in  a general 
ward  before  his  positive  culmres  were  reported — 
after  his  death!  And,  finally,  a caseous  lung  lesion 
was  missed  when  4 negative  sputum  culmres,  smears 
from  both  pleural  and  ascitic  fluids,  skin  test,  and 
roentgenogram  all  denied  its  presence.  The  caseous 
lesion  in  the  lung  might  be  dismissed  as  probably  in- 
active, had  not  the  disease  at  autopsy  shown  dissemi- 
nation to  liver,  intestine,  spleen,  peritoneum,  and 
kidney.  In  this  instance  a live  suspicion  prompted 
the  most  assiduous  diagnostic  smdy  during  68  hos- 
pital days,  but  failed  to  yield  either  a diagnosis  or 
a decision  to  isolate  and/or  instimte  antimberculous 
therapy. 

Observation  of  aaivity,  probably  freshly  aroused, 
in  several  cortisone  treated  patients  tragically  reminds 
us  that  this  contraindication  to  steroid  therapy  is  not 
yet  generally  appreciated  and  respected.  Probably 
eagerness'  to  establish  a remission  in  such  diseases 
as  pemphigus,  lupus,  or  acute  leukemia  tends  to 
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obscure  the  need  for  exclusion  of  tuberculosis  or  the 
necessity  for  therapeutic  shielding  of  those  patients 
harboring  the  disease  who  must  be  treated  with 
these  hormones.  Since  even  obscure  and  thoroughly 
calcified  lesions  may  be  activated  by  these  remedies, 
it  is  necessary  to  keep  the  patients  continuously  under 
surveillance  to  detect  beginning  of  spread  of  the  pre- 
viously inactive  infection. 


FAILURE  IN  DIAGNOSIS 

Searching  the  patient  records  in  this  series  for 
causes  of  the  failure  in  antemortem  diagnosis,  we 
found  several  faults  that  would  seem  to  be  mainly 
responsible.  First,  and  probably  most  important,  was 
the  failure  to  suspect  disease  that  later  was  found 
in  33  of  the  57  cases.  Next  was  the  unwise  depend- 
ence on  negative  bacteriological  reports  on  sputum, 
pleural  fluids,  and  gastric  washings, — and  especially 
reliance  on  smears  from  these  specimens.  Five  of  9 
suspects  analyzed  were  missed  in  this  manner. 

These  tragic  failures  serve  to  emphasize  the  basic 
facts  that  were  ignored  but  which  cannot  safely  be 
disregarded,  that,  while  positive  tests  can  identify  the 
disease,  negative  findings  do  not  necessarily  exclude 
it! 

Of  similar  importance  as  a cause  of  failure  was 
the  omission  of  the  mberculin  skin  test.  (Only  3 
tests  were  used  on  10  suspects  analyzed.)  Several 
negative  tests  on  2 patients,  proved  at  autopsy  to 
have  active  disease,  suggest  the  possibility  of  im- 
proper use  of  the  skin  test.  Of  course,  anergy  due  to 
overwhelming  disease  might  have  accounted  for 
negative  results,  but  if  tests  are  performed  and  read 
according  to  the  technique  described  in  "Diagnostic 
Standards  and  Classification  of  Tuberculosis”  of  the 
National  Tuberculosis  Association,^  and  if  carried  to 
the  1:10  dilution  of  old  tuberculin  or  purified  pro- 
tein derivative  (mberculin)  third  strength,  the  test 
can  be  a valuable  and  indispensable  aid  in  exclusion. 
(Due  regard  for  nonspecific  reactions  from  large 
doses  of  mberculin  must  be  entertained.)  Finally, 
too  much  reliance  was  placed  on  a single  roentgeno- 
graphic  film  or  on  one  of  poor  technical  quality. 

The  emergence  of  the  so-called  hospital  staphylo- 
coccal infections  has  brought  about  a searching  re- 
appraisal of  hygienic  practices  within  hospitals,  and 
has  alerted  hospital  personnel  to  measures  for  the 
prevention  of  contagion  in  a fashion  reminiscent  of 
the  preantibiotic  era.  It  is  to  be  hoped  that  this 
attention  will  be  carried  over  to  measures  designed 
to  detect  and  control  the  spread  of  tuberculosis  with- 
in hospitals.  The  following  measures  are  suggested 
toward  this  end. 


1.  The  chart  of  every  hospital  patient  should  re- 
flect evidence  of  a current  or  recent  chest  roentgeno- 
gram with  a report  of  the  findings.  Questionable  or 
technically  unsatisfactory  films  should  be  repeated. 
At  least  one  of  the  hospitals  surveyed  initiated  the 
practice  in  1955  of  requiring  a postero-anterior  chest 
film  on  all  new  patients  prior  to  admission  to  open 
wards. 

2.  It  is  suggested  that  all  patients  whose  hospital 
stay  is  expected  to  be  longer  than  72  hours  have  a 
mberculin  skin  test.  Patients  known  to  have  had  a 
positive  reaaion  in  the  past  need  not  have  it  re- 
peated. The  skin  test  is,  of  course,  of  critical  impor- 
tance in  persons  with  pulmonary  complaints,  in 
persons  with  diabetes  mellitus,  in  patients  receiving 
adrenal  steroid  therapy,  and  in  elderly  persons. 

3.  Smear  and  culmre  for  acid-fast  organisms  should 
be  performed  as  frequently  as  necessary  on  sputum 
and  other  biological  fluids  where  indicated.  A nega- 
tive result  does  not  necessarily  exclude  mberculosis. 
Since  patients  who  emphatically  deny  expectoration 
sometimes  have  sputum  examinations  recorded  on  the 
chart,  it  is  important  to  see  that  ward  personnel  un- 
derstand what  constimtes  a true  spumm  specimen. 

4.  The  exclusion  of  tuberculosis  is  not  a laboratory 
procedure,  but  a clinical  decision  based  on  evidence, 
for  which  the  attending  physician  alone  can  be  re- 
sponsible. As  shown  previously,  negative  chest  roent- 
genograms and  negative  bacteriologic  studies  do  not 
exclude  mberculosis. 

5.  The  exclusion  of  active  tuberculosis  is  a con- 
tinuing concern  in  patients  whose  hospitalization  is 
prolonged  or  whose  hospital  course  is  puncmated 
with  a variety  of  catastrophic  incidents.  This  is  es- 
pecially so  in  patients  receiving  long-term  adrenal 
steroid  therapy. 

6.  Isolation  of  patients  with  a reasonable  suspicion 
or  likelihood  of  tuberculosis  should  be  carried  out 
without  hesitation  or  delay. 
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YDROCHLOROTHIAZIDE  has  been  shown  to 
be  an  effective  diuretic  and  antihypertensive 
agent  following  oral  administration^  Occasionally, 
however,  the  need  arises  for  a rapidly  acting  form  of 
any  potent  agent.  Thus,  these  studies  have  been  con- 
ducted to  observe  the  pharmacologic  effects  and 
clinical  utility  of  the  parenteral  form  of  hydrochloro- 
thiazide with  special  reference  to  its  use  in  acute 
congestive  heart  failure  and  hypertensive  crises. 


were  observed  in  5 patients  with  mild  hypertensive 
cardiovascular  disease  (diastolic  pressure  less  than 
130  mm.  of  mercury)  and  in  5 patients  with  severe 
hypertensive  cardiovascular  disease  (diastolic  greater 
than  130).  Sequential  observations  were  made  of 
sodium  excretion  and  blood  pressure  in  three  2 hour 
periods  and  three  6 hour  periods  and  the  change  in 
body  weight  over  a 24  hour  period. 

Observations  similar  to  the  hypertensive  smdy  de- 
scribed were  made  in  5 patients  with  mild  congestive 
heart  failure  manifested  by  edema  (less  than  2 plus) 
and  mild  pulmonary  congestion  and  in  5 patients 
with  severe  congestive  heart  failure  manifested  by 
4 plus  pretibial  edema  and  massive  pulmonary  con- 
gestion. Observations  consisted  of  sodium  excretion 
in  timed  intervals  just  described  as  well  as  weight 
change  over  the  24  hour  period. 

Six  patients  in  two  groups  with  hypertensive 
cardiovascular  disease  were  observed  over  a 24  hour 
period.  The  first  group  had  a diastolic  pressure  of 
less  than  130  mm.  of  mercury  and  the  second  group 
had  a diastolic  pressure  greater  than  130.  Blood  pres- 
sures were  obtained  over  a 2 minute  period.  Nore- 
pinephrine (4  cc.  per  liter)  was  given  intravenously 
over  a 1 minute  period  at  a rate  sufficient  to  pro- 
duce an  increase  in  the  diastolic  pressure  of  30  mm. 
of  mercury.  Hydrochlorothiazide  (100  mg.  intra- 
venously) was  then  administered  and  the  same  pro- 
cedure was  followed  at  2,  4,  6,  12,  18,  and  24  hours 
to  determine  the  antagonism  of  hydrochlorothiazide 
to  the  norepinephrine  pressor  response. 


MATERIALS  AND  METHODS 


RESULTS 


The  establishment  of  a dose-response  curve  for  the 
parenteral  form  of  hydrochlorothiazide  was  accom- 
plished by  the  utilization  of  previously  described 
bioassay  techniques.^  An  initial  pilot  study  revealed 
that  there  was  no  significant  increase  in  sodium  ex- 
cretion following  doses  in  excess  of  100  mg.  and 
that  the  25  and  50  mg.  dosages  were  the  most  sig- 
nificantly different.  Ten  observations  following  each 
of  these  two  doses  were  then  made  and  the  data 
subjected  to  statistical  analysis. 

The  electrolyte  excretion  effects  following  the 
parenteral  administration  of  50  mg.  of  hydrochloro- 
thiazide was  observed  in  5 patients  who  were  the 
subjects  of  the  bioassay  study  previously  described. 
Observations  were  made  of  sodium,  potassium,  chlor- 
ide, bicarbonate,  titratable  acidity,  phosphate,  total 
solutes,  ammonia  excretion,  and  urinary  pH. 

Timed  interval  responses  following  the  administra- 
tion of  50  mg.  of  hydrochlorothiazide  intravenously 

The  hydrochlorothiazide  was  supplied  by  Merck  Sharp 
& Dohme  as  Hydrodiuril. 


Dose  Response  Curve. — There  was  a significant 
increase  in  sodium  at  both  the  25  mg.  and  50  mg. 
dose  levels  of  intravenously  administered  hydro- 
chlorothiazide (table  1).  This  was  accompanied  by 
a significant  increase  in  water  excretion  and  a decline 
in  body  weight  over  the  24  hour  period.  There  was 
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Hydrochlorothiazide  administered  parenterally  produces  a 
rapid  increase  in  sodium  excretion  accompanied  by  diuresis 
but  does  not  seem  superior  to  other  diuretics  in  patients  with 
congestive  heart  failure  and  with  hypertension.  It  appears  to 
inhibit  the  pressor  response  to  norepinephrine.  It  is  no  more 
potent  than  the  orally  administered  drug  but  will  be  useful  in 
patients  unable  to  tolerate  oral  medication. 
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no  significant  difference  between  the  100  mg.  dose 
and  the  50  mg.  dose  under  the  conditions  of  this 
diuretic  bioassay  (the  patients  were  not  edematous). 

Electrolyte  Excretion.  Patterns. — Following  the  ad- 
ministration of  50  mg.  of  hydrochlorothiazide  intra- 
venously, there  was  a rapid  increase  in  sodium 
excretion  and  chloride  excretion  with  a slight  in- 
crease in  potassium  (about  one-third  of  the  increase 
in  sodium)  and  a mild  increase  in  bicarbonate  ex- 
cretion. These  responses  occurred  within  2 hours  and 
persisted  for  at  least  12  hours  (fig.  1). 

Acute  Response  in  Hypertensive  Cardiovascular 
Disease  and  Congestive  Heart  Failure. — In  the  3 pa- 
tients with  diastolic  pressures  greater  than  130  mm. 
of  mercury  (severe  group)  there  was  no  significant 
change  in  blood  pressure  over  a 24  hour  period 
although  there  was  the  usual  increase  in  sodium 
excretion  (data  not  presented).  However,  in  the  3 
patients  with  mild  hypertension  (diastolic  less  than 
130)  there  was  a significant  decline  of  blood  pres- 
sure which  occurred  within  4 hours  and  persisted 
for  24  hours  accompanied  by  a decline  in  body 
weight  and  an  increase  in  sodium  excretion  ( fig.  2 ) . 

In  the  5 patients  with  severe  congestive  heart 
failure  as  manifested  by  4 plus  pretibial  edema  and 
marked  pulmonary  congestion,  there  was  no  sig- 
nificant improvement  in  their  clinical  status  over  the 
24  hour  period  observed  although  their  sodium  ex- 
cretion was  comparable  to  that  of  the  milder  cases. 


50  Mg. 


/jEq  / min  /jEq./min. 


POTASSIUM  BICARBONATE 

/uEq./min.  yuEq./min. 


Fig.  1.  Composite  (5  patients)  patterns  of  excretion  fol- 
lowing parenteral  hydrochlorothiazide  50  mg.  There  is 
a rapid  increase  in  sodium  and  chloride  excretion  with 
a slight  increase  in  potassium  and  a mild  increase  in 
bicarbonate  excretion. 


In  the  mild  cases  (5  patients  with  less  than  2 plus 
pretibial  edema  and  mild  pulmonary  edema)  there 
was  a significant  improvement  in  their  clinical 
status  (decrease  in  signs  and  symptoms  of  congestive 
failure)  over  the  24  hour  period  accompanied  by  an 
increase  in  sodium  excretion  and  body  weight  de- 
cline (fig.  3). 

Antagonism  of  Hydrochlorothiazide  to  Pressor  Re- 
sponse of  Norepinephrine. — Following  the  admin- 
istration of  100  mg.  of  hydrochlorothiazide  intra- 
venously, there  was  a declining  response  to  the  pres- 
sor effect  of  norepinephrine  in  the  3 patients  whose 
diastolic  blood  pressure  was  less  than  130  mm.  of 
mercury  (fig.  4).  However,  in  the  3 patients  whose 
diastolic  pressure  was  greater  than  130  this  decline 
in  the  pressor  response  was  not  observed.  The  maxi- 
mum response  in  the  blockade  of  the  norepinephrine 
pressor  effect  was  observed  at  the  end  of  the  24  hour 
period. 


DISCUSSION 

Hydrochlorothiazide  has  been  shown  to  be  an  ef- 
fective diuretic  and  antihypertensive  agent  when 
used  orally  over  long  periods  of  time.  Because  of 
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Fig.  2.  Acute  response  in  mild  hypertensive  cardiovas- 
cular disease  to  parenteral  hydrochlorothiazide  50  mg. 
There  is  a significant  decline  in  blood  pressure  accom- 
panied by  a decline  in  body  weight  as  well  os  an 
increase  in  sodium  excretion  (average  of  5 patients). 
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the  potential  need  for  a rapidly  acting  form  of  the 
drug,  the  current  investigation  of  the  parenteral  form 
of  hydrochlorothiazide  has  been  conducted.  The  dose- 
response  curve  is  roughly  similar  to  that  observed 
with  orally  administered  hydrochlorothiazide  indicat- 
ing a potency  which  is  almost  equal  to  that  of  the 
oral  form  (table  1).  Furthermore,  the  onset  of  ac- 

Table  1. — Dose  Response  to  Intravenous  Hydrochloro- 
thiazide {averages  of  10  patients  at  each  dose). 


Dose  Sodium  P Value§  Water  P Value  Weight  P Value 


I* 

It 

It 

25  mg. 

87 

.001 

0.7 

.01 

0.5 

0.1 

50  mg. 

146 

.001 

1.2 

.01 

0.8 

0.1 

Key:  I*  = Increase  in  sodium  (mEq/24  hr.)  over  control. 

If  = Increase  in  water  (L./24  hr.)  over  control. 

If  ==:  Decrease  in  weight  (Kg.)  over  control. 

§ ==  Derived  from  Student’s  "t”  test. 

tion  of  the  intravenously  administered  hydrochloro- 
thiazide is  more  rapid  (fig.  1)  in  that  it  occurs 
within  2 hours  whereas  that  of  the  oral  form  occurs 
within  6 to  12  hours.  This  drug  when  parenterally 
administered  has  a shorter  duration  of  action.  Its 
electrolyte  excretion  effects  are  similar  to  those  ob- 
served with  the  oral  preparation. 

Its  potential  use  in  the  treatment  of  hypertensive 


Fig.  3.  Acute  response  in  mild  congestive  heart  failure 
to  parenteral  hydrochlorothiazide  50  mg.  There  is  sig- 
nificant improvement  in  the  clinical  status  accompanied 
by  an  increase  in  sodium  excretion  and  body  weight 
decline  (average  of  5 patients). 


emergencies  has  been  studied  by  acute  responses  in 
two  groups  of  hypertensive  patients.  In  the  severe 
group  (diastolic  greater  than  130  mm.  of  mercury) 
there  is  no  significant  acute  effect  of  hydrochloro- 
thiazide in  the  reduction  of  blood  pressure  although 
there  is  a significant  diuresis.  However,  in  the  pa- 
tients with  mild  hypertension  there  is  a rapid  de- 
cline (within  24  hours)  of  the  blood  pressure  in 
this  group  (fig.  2).  This  indicates  unfortunately 
that  the  drug  perhaps  will  be  of  only  minor  benefit 
in  the  treatment  of  hypertensive  emergencies.  How- 
ever, it  is  quite  possible  that  this  drug  would  poten- 
tiate or  augment  the  antihypertensive  properties  of 
parenterally  administered  reserpine. 

In  patients  with  congestive  heart  failure  receiving 
intravenously  administered  hydrochlorothiazide,  the 
most  severe  group  (who  would  potentially  receive 
the  most  benefit  from  such  a form  of  the  drug) 
received  the  least  benefit.  It  therefore  seems  to  dem- 
onstrate no  significant  advantage  over  currently  avail- 
able parenteral  diuretics  for  the  severe  cardiac 
patient.  Furthermore,  it  is  to  be  emphasized  that  the 
drug  is  no  more  potent  intravenously  than  when 
orally  administered  and  its  total  sodium  loss  over  a 
24  hour  period  is  not  quite  as  great. 

An  additional  feamre  of  interest  in  this  pharma- 
cologic investigation  is  the  ability  of  hydrochloro- 
thiazide to  inhibit  the  pressor  response  of  norepine- 
phrine in  patients  with  mild  hypertension.  How- 
ever, this  effect  was  not  elicited  in  the  3 patients 
observed  who  had  severe  hypertension.  The  pharma- 
codynamics of  this  action  are  not  completely  clear, 
but  apparently  they  are  related  to  the  acute  changes 
in  sodium  balance. 


Fig.  4.  In  the  mild  hypertensive  (diastolic  blood  pres- 
sure less  than  130  mm.  of  mercury)  there  is  a declining 
response  to  the  pressor  effect  of  norepinephrine  follow- 
ing administration  of  100  mg.  of  hydrochlorothiazide 
intravenously  (average  of  3 patients). 
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CONCLUSIONS 

Hydrochlorothia2ide  may  be  administered  intra- 
venously, and  it  produces  a rapid  increase  in  sodium 
excretion  accompanied  by  a diuresis.  There  is  a mild 
increase  in  potassium  excretion  but  this  is  not  sig- 
nificant. 

Although  the  drug  is  able  to  augment  sodium  ex- 
cretion in  patients  with  congestive  heart  failure  and 
patients  with  hypertension,  its  superiority  over  cur- 
rendy  available  parenterally  active  diuretics  in  these 
two  areas  is  not  immediately  obvious  when  the  dis- 
ease is  severe. 

The  drug  appears  to  have  some  effect  in  inhibit- 
ing the  pressor  response  to  norepinephrine,  at  least 
in  patients  with  mild  hypertension. 

It  represents  a different  form  for  administration 
of  a potent  diuretic,  hydrochlorothiazide,  which  will 
be  of  utility  in  patients  who  cannot  tolerate  oral 
medication.  However,  this  form  is  no  more  potent 
than  the  orally  administered  form  in  the  areas  under 
investigation. 
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Pharmaceutical  Industry  Research  Figures  High 

Expenditures  for  medical  and  drug  research  of  the  phar- 
maceutical and  medicinal  chemical  industry  reached  an  all 
time  high  of  $170,000,000  in  1958,  the  Health  News  In- 
stimte  has  announced.  In  1957,  the  industry  spent  $127,- 
000,000.  According  to  figures  from  a survey  by  the 
Pharmaceutical  Manufacturers  Association,  in  1958  the  ethi- 
cal pharmaceutical  industry  poured  back  about  7 per  cent 
of  its  total  sales  into  research  and  development,  supporting 
medical  schools,  hospitals,  or  financed  medical  research  in 
them,  to  the  extent  of  $20,560,000. 

Older  Persons'  Needs  Cited 

The  10  basic  needs  for  the  older  person  were  enumerat- 
ed recently  by  the  American  Medical  Association’s  Com- 
mittee on  Aging.  They  are  the  following:  a balanced  diet 
including  more  protein,  vitamins,  and  fluids  with  less  fats 
and  calories;  regular  elimination  of  waste  produas;  ade- 
quate rest  of  both  mind  and  body;  pursuit  of  interesting 
and  specific  recreational  activities;  a sense  of  humor; 
avoidance  of  excessive  emotional  tension;  mumal  loyalty 
of  friends  and  family;  pride  in  a job;  participation  in  com- 
munity affairs;  and  continued  expansion  of  knowledge, 
wisdom,  and  experience  which  add  to  maturity. 


Land  of  the 
Free  and  Easy? 

GUNNAR  GUNDERSEN,  M.D. 

La  Crosse,  Wisconsin 

AS  SOME  OF  YOU  may  know,  I have  just  re- 
mrned  from  a month-long  trip  to  Australia 
and  southeast  Asia.  The  trip  was  both  enjoyable  and 
profitable,  but  more  than  anything,  it  was  enlighten- 
ing. While  remrning  to  this  country,  I could  not  help 
thinking  of  how  close  the  rest  of  the  world  is  to  us. 

LACKADAISICAL  AMERICANISM 

It  is  hard  for  Americans,  seated  in  easy  chairs 
before  their  television  sets,  to  think  of  their  way  of 
life  in  contrast  with  that  of  many  nations  today,  and 
also  with  how  the  entire  world  lived  until  just  less 
than  200  years  ago.  The  ideas  of  freedom — political, 
religious,  social,  and  individual  freedom — mean  too 
little  to  Americans  today.  We  have  never  known  any 
other  way  of  life. 

We  criticize  our  government,  express  openly  our 
religious  beliefs  or  doubts,  mingle  freely  with  rich 
and  poor  alike.  We  do  all  these  unconsciously,  never 
fearing  restraint  or  compulsion.  We  live  in  the  land 
of  the  free,  as  the  pioneers  of  America  termed  it. 
Or  perhaps  it  has  since  become  "the  land  of  the 
free  and  easy.” 

Not  very  long  ago,  the  phenomenal  liberty  we 
think  so  little  about  was  no  more  than  a dream,  a 
vision  in  the  minds  of  men.  There  was  a time  when 
people  who  acted,  thought,  and  spoke  as  we  do  today 
would  have  been  imprisoned,  fined,  exiled,  tortured, 
or  killed. 

In  England  of  1800,  men  who  questioned  or  were 
critical  of  the  government  were  deported  to  Botany 
Bay  for  a lifetime  of  virtual  slavery. 

A few  years  earlier  in  Europe,  people  who  dared 
differ  with  established  or  official  religions  were  tor- 
mred  and  executed  by  the  most  barbarous  methods. 
A man  born  of  noble  blood  could  persecute  and  tyr- 
annize the  peasantry  with  no  fear  of  punishment. 
Such  was  his  natural  right. 

But  today  we  don’t  think  of  such  unpleasantries, 
which  to  the  modern  mind  seem  so  far  back  in 
history.  Even  when  we  read  of  tyranny  and  persecu- 
tions going  on  now  in  other  parts  of  the  world,  too 
many  persons  merely  shrug  their  shoulders  and  return 
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to  the  television  set,  comfortable  in  the  self-assurance 
that  such  atrocities  could  never  touch  them. 

Besides,  we  have  more  pressing  problems.  We 
must  decide  which  program  to  turn  on  tonight  or 
whether  the  late  movie  is  worth  watching.  We  have 
our  newspapers,  gossip  columns,  and  scandal  maga- 
zines to  keep  us  up  to  date  on  the  intimate  doings 
of  modern-day  heroes — athletes  and  movie  stars. 
Sports  contests  and  colorful  political  campaigns  keep 
our  minds  occupied.  A celebrity’s  current  love  life  is 
far  more  fascinating  than  the  communist  blood  bath 
in  Hungary.  Tibet  and  the  Middle  East  are  some- 
where in  another  world. 

If  our  all  important  business  and  social  problems 
become  too  crushing,  we  always  have  tranquilizers 
and  alcohol.  We  thrive  on  the  trivial,  the  indifferent, 
the  petty.  Our  lives  are  dedicated  to  the  gods  of 
comfort  and  profit. 

We  coast  along,  fully  confident  that  ours  is  the 
best  of  all  possible  worlds.  We  concentrate  on  today, 
with  brief  excursions  into  yesterday.  But  seldom  do 
we  think  of  tomorrow.  Even  the  thought  that  some- 
day they  will  be  old  and  unable  to  work  has  little 
importance  for  many  Americans.  They  know  that 
someone  will  be  around,  whether  it  be  friends,  rela- 
tives, or  that  ever  reliable  Uncle  Sam,  to  provide  for 
them  and  keep  them  comfortable.  So  why  worry? 

RESULT:  A NEW  PROBLEM 

This  precise  refusal  to  bother  about  tomorrow  is 
causing  grave  concern  among  those  Americans  who 
think.  Our  population  continues  to  mushroom,  and 
more  people  are  living  longer.  This  is  a situation 
new  in  history,  one  for  which  we  can  find  no 
answers  in  past  experience. 

Why  should  we  as  physicians  be  concerned  with 
old  people?  One  reason  is  that  medicine  has  been 
largely  responsible  for  creating  the  problems,  and. 


Dr.  Gunnar  Gundersen,  La 
Crosse,  Wis.,  then  President  of 
the  American  Medical  Associa- 
tion, delivered  this  address  be- 
fore the  general  meeting  lunch- 
eon of  the  Texas  Medical 
Association  during  its  annual 
session,  April  21,  1959,  in  San 
Antonio. 

Overcoming  the  problem  of  health  care  for  older  people 
not  only  can  be  done  by  opposing  undesirable  legislation,  but 
also  by  mobilizing  the  entire  medical  profession  to  help 
develop  widespread,  low-cost  health  insurance  coverage  for 
this  segment  of  the  population. 


therefore,  it  must  act  to  solve  them.  To  illustrate  what 
I am  saying,  let’s  take  a brief  look  at  some  figures: 

In  1949,  life  expectancy  of  Americans  was  65 
years.  Today  it  has  jumped  into  the  lower  70’s.  Right 
now  there  are  15,000,000  Americans  over  65,  or  1 
out  of  every  11  citizens.  By  1970,  that  figure  will 
have  increased  to  1 out  of  every  10. 

This  means  there  are  quite  a few  more  old  people, 
all  of  whom  have  individual  requirements  and  needs, 
particularly  for  health  care.  We  could  not  hope  to 
solve  the  problems  of  our  senior  citizens  only  through 
medical  care.  No,  they  need  much  more  to  live 
healthy  and  comfortable  lives.  To  reach  this  broad 
goal,  we  must  take  into  consideration  many  factors, 
including  social,  economic,  and  occupational. 

Socially,  oldsters  must  be  able  to  adjust  their  lives 
to  a society  which  places  an  exaggerated  importance 
on  youth. 

Economically,  they  are  obliged  to  live  on  consider- 
ably reduced  incomes  which  may  be  inadequate. 

Occupationally,  many  of  our  citizens  are  ousted 
from  their  jobs  the  moment  they  arrive  at  an  arbi- 
trarily determined  chronological  age.  There  are  many 
people  65  and  older  who  have  not  only  the  desire 
and  the  ability,  but  the  pressing  need  to  continue 
working. 

Another  reason  why  we  doctors  are  interested  in 
providing  health  care  for  the  aged  is  that  if  we  do 
not,  someone  else  wiU.  And  that  "someone  else” 
ready  to  step  in  if  we  fail  is  the  federal  government. 

We  are  not  alone  in  our  concern  over  the  rapidly 
increasing  numbers  of  old  people  in  the  United 
States.  National  lawmakers  see  this  vast  group  of 
people  as  a powerful  voting  faction. 


GOVERNMENT  INTEREST  INCREASES 

Since  the  threat  of  socialized  medicine  in  the  last 
decade,  there  has  been  an  increasing  congressional 
interest  in  medical  matters. 

The  problem  of  aging  has  stimulated  one  particu- 
lar bin  in  Congress  which  the  medical  profession 
regards  with  disfavor.  I am  referring  to  the  Forand 
biU,  a measure  which  would  provide  certain  hospital, 
surgical,  nursing  home,  and  dental  benefits  to  most 
social  security  beneficiaries. 

Passage  of  the  Forand  bill  would  be  the  first  step 
in  the  gradual  encroachment  of  the  federal  govern- 
ment into  the  private  practice  of  medicine. 

Therefore,  we  have  two  reasons  to  be  concerned 
with  providing  health  care  for  the  aged:  (1)  medi- 
cine has  helped  lengthen  the  life  span  of  man  and 
(2)  if  we  don’t  come  up  with  a practical  and  real- 
istic solution,  the  federal  government  is  prepared  to 
step  in. 
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AMA'S  SOLUTION 

Because  we  ha’^^e  been  expecting  this  aging  prob- 
lem for  some  time  now,  the  American  Medical  As- 
sociation has  not  been  sitting  idle.  A program  has 
been  developed  over  the  years  to  provide  realistic 
and  effective  health  care  for  our  senior  citizens.  The 
Committee  on  Aging  has  been  instrumental  in  plot- 
ting out  this  program. 

The  principal  feature  of  the  AMA  plan  is  that 
it  has  its  roots  in  the  concept  of  voluntary  aaion 
on  the  part  of  the  individual.  There  is  no  compul- 
sion, no  financial  burden  on  others,  no  draining  of 
tax  funds.  Our  plan  enables  each  person  to  provide 
realistically  for  health  expenses  in  his  later  years. 

To  set  this  plan  into  motion,  several  significant 
steps  have  been  taken. 

1.  The  AMA  House  of  Delegates  last  December 
adopted  a proposal  which  applies  specifically  to  the 
population  group  over  65  with  modest  resources  or 
low  family  income.  For  medical  services  rendered 
to  this  particular  group,  physicians  are  urged  to  ac- 
cept a level  of  compensation  that  will  permit  the 
development  of  insurance  and  prepayment  plans  at 
a reduced  premium  rate.  Since  this  policy  was  stated, 
numerous  expressions  of  support  and  encourage- 
ment have  come  from  the  health  insurance  industry, 
from  members  of  Congress,  from  newspapers,  and 
from  many  other  sources. 

2.  State  and  local  medical  societies  now  are  im- 
plementing this  program  on  their  own  levels.  So  far, 
several  societies  have  endorsed  the  action,  and  the 
matter  is  being  given  top  priority  on  the  agenda  of 
state  groups  at  their  annual  meetings  this  spring. 

3.  The  AMA  House  of  Delegates  has  expressed 
opposition  to  arbitrary  retirement  based  on  chrono- 
logical age. 

While  retirement  is  a long  awaited  blessing  for 
many  of  our  aging  citizens,  we  feel  it  should  be 
voluntary,  based  on  the  desires  of  the  individual. 
Our  Committee  on  Aging  has  called  on  industry  and 
labor  leaders  to  reevaluate  compulsory  retirement  pol- 
icies. The  AMA  feels  such  isolation  and  forced  in- 
activity is  a gross  injustice  to  our  senior  citizens 
and  cannot  be  tolerated  in  a society  which  places  a 
premium  on  individual  ability  and  worth. 

Also,  job  discrimination  against  those  approaching 
retirement  age,  as  well  as  those  still  in  their  40’s 
and  50’s,  is  a blemish  that  must  be  excised  from  our 
society.  We  as  doctors  know  that  oftentimes  a man 
of  40  or  older  is  in  as  good  physical  condition  as  a 
man  of  30.  And  the  older  man  has  the  advantage  of 
increased  mamrity  and  experience. 

4.  We  are  working  closely  with  both  commercial 
and  health  insurance  organizations  to  encourage  the 


development  of  new  insurance  programs  which  offer 
more  realistic  coverage  to  persons  65  and  over.  Al- 
ready, commercial  firms  have  introduced  guaranteed 
renewable  contraas,  "paid-up-at-65,”  and  "65-plus” 
policies.  At  the  AMA’s  suggestion,  the  Health  In- 
surance Association  of  America  has  recommended 
that  its  member  companies  provide  policies  renew- 
able for  life  . . . coverage  for  persons  now  over 
65  . . . coverages  that  will  continue  after  retirement 
. . . and  inclusion  in  group  contraas  of  the  right 
to  convert  to  an  individual  policy  when  employment 
ceases.  Developments  in  the  insurance  field  are  mov- 
ing at  a brisk  pace.  The  Health  Insurance  Association 
estimates  that  60  per  cent  of  our  senior  citizens  will 
have  protection  by  the  end  of  next  year.  That  figure 
will  rise  to  a predicted  75  per  cent  in  1965  and  90 
per  cent  by  1970.  Actual  growth,  however,  may  ex- 
ceed these  conservative  estimates  if  the  medical  pro- 
fession acts  with  speed  and  imagination. 

5.  The  AMA  has  pointed  out  the  urgent  need 
for  facilities  tailored  specifically  to  the  health  needs 
of  the  aged. 

The  major  medical  problems  of  older  people  in- 
volve chronic  iUness  and  degenerative  diseases.  In  a 
large  percentage  of  these  cases,  the  most  important 
need  is  for  medical  care  at  home  or  in  the  doctor’s 
office,  rather  than  for  an  expensive  hospital  stay  or 
for  surgery.  In  others  the  primary  requirement  is 
nursing  care  in  the  patient’s  home  or  in  the  home  of 
relatives.  In  still  others,  nursing  homes  or  public 
facilities  may  provide  the  only  answer.  Medical  and 
health  care  for  the  aged  ranges  through  a full  cycle, 
from  the  patient  who  is  fully  able  to  take  care  of 
himself  to  the  patient  who  needs  24  hour  care  in 
a hospital. 

6.  Research  has  been  stepped  up  into  all  aspects 
of  preventive  medicine  and  health  maintenance. 
Physicians  want  to  prevent  illness  today  rather  than 
treat  it  tomorrow.  There  also  has  been  increased 
interest  in  the  problems  of  mental  health  and  the 
elderly. 

These  steps  are  part  of  our  carefully  planned  pro- 
gram to  help  the  aged.  It  has  been  well  throught  out 
and  has  taken  several  years  to  develop.  Although 
the  need  is  pressing,  our  highest  concern  has  been 
to  provide  a plan  that  would  be  truly  effective  and 
beneficial,  without  crippling  the  national  economy. 

Therefore,  we  oppose  any  hasty,  expedient  ap- 
proach based  on  the  short-sighted  theory  of  "pass-a- 
law-and-raise-the-social-security-tax-again.” 

Time,  however,  is  an  important  faaor.  While  we 
are  concerned  with  developing  the  best  possible  pro- 
gram for  our  aging  population,  there  are  some  who 
would  mrn  this  need  to  political  advantage.  Prime 
example  of  the  expedient  approach  is  the  Forand 
bill.  This  bill  died  in  the  last  Congress,  but  has 
been  reintroduced  in  this  session. 
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For  a number  of  reasons,  Washington  observers 
doubt  that  Forand-type  legislation  will  make  much 
headway  this  year  in  Congress.  However,  we  cannot 
doubt  that  it  will  be  pushed  for  all  it  is  worth  during 
the  presidential  election  year  of  I960. 

I do  not  believe  it  is  necessary  to  dwell  at  length 
on  the  undesirable  features  of  such  legislation.  How- 
ever, I would  like  to  quote  some  remarks  in  a recent 
edition  of  the  daily  newspaper,  Arizona  Republic. 

The  editorial  calls  the  Forand  bill  "one  of  the  most 
dangerous  pieces  of  legislation  submitted  to  Congress 
in  recent  years.” 

"It  would  push  the  door  wide  open  to  socialized 
medicine,”  the  editorial  continues.  "It  would  boost 
the  already  skyrocketing  social  security  taxes  far 
beyond  any  level  so  far  contemplated,  but  even  these 
additional  taxes  would  not  pay  the  cost  of  the  pro- 
posed services.” 

After  providing  health  and  medical  care  for  old- 
sters, the  newspaper  says,  the  next  thing  "will  be  for 
the  advocates  of  a welfare  state  to  ask  the  govern- 
ment to  provide  medical  services  for  the  young  and 
middle-aged  as  well  as  the  elderly.” 

The  Louisville  Courier-Journal,  in  noting  the  dif- 
ferences between  the  Forand  bill  and  the  AMA  pro- 
gram for  the  aging,  had  this  to  say:  "The  AMA 
stands  a much  better  chance  of  holding  the  line 
against  drastic  change  ...  by  proposing  some  im- 
provements of  its  own  than  by  relying  on  public 
dread  of  socialized  medicine  to  overcome  public 
demand  for  added  medical  services.” 


OUR  FIRST  JOB 

Instead  of  merely  offering  opposition  to  undesir- 
able legislation,  our  immediate  task  is  to  mobilize 
the  entire  medical  profession  to  help  develop  wide- 
spread, low  cost  health  insurance  coverage  for  old 
people. 

Although  American  medicine  has  a positive,  effec- 
tive plan,  we  cannot  stop  now  and  hope  it  will  coast 
on  its  own.  The  AMA  is  exerting  all  its  efforts  to 
set  this  program  into  motion.  The  six  steps  I have 
described  are  part  of  this  action. 

But  regardless  of  how  fine  a plan  we  develop, 
regardless  of  how  many  ways  in  which  we  imple- 
ment it,  its  success  depends  ultimately  on  the  physi- 
cians of  America.  Each  one  of  us  must  give  this  pro- 
gram our  enthusiastic  and  active  support. 

We  must  do  more  than  pay  it  lip  service.  We 
must  make  it  work,  not  just  for  medicine’s  sake,  but 
for  the  sake  of  our  entire  population. 

^ Dr.  Gundersen,  1836  South  Ave.,  La  Crosse,  Wis. 


Treatment  of 

Endoscopic 

Accidents 

JOHN  TILDEN  HOWARD,  M.D. 

Baltimore,  Maryland 

Gastroscopy  with  the  flexible  gastroscope  is 
so  simple  and  so  safe  that  practically  all  gas- 
troenterologists perform  that  examination  them- 
selves. But  with  the  flexible  gastroscopes  which  are 
now  in  use,  the  esophagus  cannot  be  inspected  as  the 
instrument  is  introduced  or  withdrawn.  And  no  one 
can  use  the  gastroscope  for  a long  period  without 
having  the  desire  to  do  esophagoscopy  as  well. 

Stimulated  by  curiosity  and  by  a sense  of  inade- 
quacy or  frustration,  I observed  esophageal  proced- 
ures, off  and  on,  for  many  years.  In  those  days  no 
one  was  interested  in  teaching  me  esophagoscopy 
through  practice,  though  everywhere  I was  welcomed 
as  an  observer.  At  length  I decided  to  learn  by  do- 
ing, and  I tried  the  procedure  on  edenmlous  candi- 
dates for  gastroscopy.  Inspection  of  the  gullet  was 
surprisingly  easy  when  the  passage  of  the  stiff  esoph- 
agoscope  past  the  constrictors  of  the  pharynx  was 
facilitated  by  the  use  of  a homemade  flexible  rubber 
obturator.  This  obturator  when  passed  through  the 
Jackson  ’scope  opened  the  tight  cricopharyngeal  con- 
strictor muscles  quite  easily  when  the  head  was  held 
in  the  Jackson  "high-low”  manner,  and  it  frequently 
eased  the  passage  of  the  53  cm.  instrument  into  the 
stomach!  I was  so  delighted  that  I had  to  tell  my 
fellows,  pointing  out  that  the  instruments  of  this 
day  with  a gentle  hand  should  enable  the  gastro- 
enterologists to  recover  their  lost  territory,  the  esoph- 
agus, for  diagnosis  and  nonsurgical  therapy,  and  I 
urged  these  men  to  enter  their  traditional  field.  Prob- 
ably I then  minimized  the  dangers  of  the  procedures, 
for  I had  had  no  accidents.  Older  now  and  more 
experienced,  I wish  to  recount  some  of  my  sobering, 
but  not  disheartening,  "adventures”  (accidents)  for 
those  gastroenterologists  who  may  be  doing,  or  who 
may  be  contemplating  doing,  esophageal  work. 
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ILLUSTRATIVE  CASES 


Case  1. — Mrs.  M.  S.  was  my  first  esophagoscopic  "cas- 
ualty.” She  was  referred  for  that  procedure  and  for  gastros- 
copy because  of  persisting  dyspepsia,  pain  in  the  chest, 
and  the  passage  of  tarry  stools.  Skiagrams  had  shown  a 
short  esophagus  with  a thoracic  stomach  and  a duodenal 
ulcer. 

The  patient  was  a small  thin  woman  who  weighed  95 
pounds  and  whose  musculamre  was  not  good.  When  I tried 
to  pass  the  rubber  obturator  of  my  esophagoscope  through 
the  constrictors  of  the  pharynx,  I was  unable  to  do  so 
easily  and  finally  gave  up  the  attempt.  I spoke  reassuringly 
to  the  patient,  for  I did  not  believe  that  anything  serious 
had  happened.  I told  her  to  return  to  her  home  after  an- 
other roentgen  examination  and  to  get  me  on  the  telephone 
if  she  had  temperature  of  consequence.  She  did  call  about 
10  hours  after  the  endoscopic  session  and  reported  that  her 
temperature  was  102  F.  and  that  the  left  side  of  her  neck 
was  swollen. 

• 


Dr.  John  Tiiden  Howard,  as- 
sistant professor  of  medicine, 
Johns  Hopkins  University 
School  of  Medicine,  delivered 
this  address  before  the  Texas 
Society  of  Gastroenterologists 
and  Proctologists  on  April  2.0, 
1958,  in  Houston. 


Esophagoscopy  may  result  in  perforations.  Prophylaxis 
through  gentleness  is  important,  especially  in  a small  woman 
or  a frail  oldster.  Post-instrumentational  complaints  should  be 
treated  promptly.  Perforations  should  be  treated  first  by  hos- 
pitalization, perhaps  with  intravenous  or  tube  feeding  and 
antibiotics.  A surgeon  may  be  needed  if  conservative  measures 
fail  or  appear  inadequate.  Illustrative  cases  are  presented. 


It  was  obvious  when  I saw  the  patient  that  she  had  in- 
flammatory trouble  on  the  left  side  of  her  neck.  The  tem- 
peramre  had  risen  to  103  F.,  and  the  leukocytes  were 
15,000  per  cubic  millimeter.  The  films  made  that  afternoon 
showed  a definite  leak  from  the  gullet  into  the  soft  tissues 
of  the  neck.  There  was  no  subcutaneous  emphysema. 

I called  for  surgical  help.  The  hole  in  the  esophagus 
was  sutured  that  night,  the  barium  about  the  rent  was 
aspirated,  and  the  wound  was  drained. 

The  postoperative  treatment  was  feeding  through  a Levin 
mbe  for  12  days  and  the  use  of  penicillin  and  of  strepto- 
mycin. In  spite  of  suturing  and  antibiotic  therapy  a , fistula 
between  the  esophagus  and  the  skin  of  the  neck  developed, 
and  it  drained  saliva.  This  closed  gradually,  and  the  Levin 
tube  was  kept  in  place  until  it  had  closed  completely. 

Mrs.  S had  a little  trouble  swallowing  when  she  returned 
10  months  later,  but  her  main  complaint  was  epigastric 
pain  and  nausea  and  hematemesis.  Thirteen  months  from 
my  accidental  jjerforation  of  her  cervical  esophagus  she  had 
a high  subtotal  gastric  resection,  and  her  upper  abdominal 
symptoms  were  relieved. 

Her  dysphagia  increased,  however,  and  she  had  to  limit 
her  diet  to  liquids  and  to  the  softest  foods.  She  weighed 
97  pounds  lYz  years  after  my  trauma  to  her  gullet.  Films 
of  her  esophagus  at  that  time  showed  a small  diverticulum 
just  below  the  larynx  and  at  the  site  of  the  instrumental 


perforation.  I suppose  that  the  lady  said,  "Though  he  slay 
me,  yet  will  I trust  him,”  or  she  was  desperate  for  a good 
steak.  At  any  event,  after  a month  of  cogitation  with  the 
idea  that  there  might  be  a cicatricial  stricture  of  the  gullet 
as  well  as  a diverticulum,  she  swallowed  a thread  and 
allowed  me  to  pass  metal  beads  of  increasing  size  through 
her  strictured  esophagus  before  the  fluoroscope.  Fortunately 
for  both  the  patient  and  myself,  all  went  well,  and  when  I 
saw  her  2 months  later  she  weighed  105  pounds. 

Case  2. — ^Judge  W.  C.  S.,  aged  66,  came  to  see  me  be- 
cause of  dysphagia  of  1 week’s  duration.  Roentgen  studies 
showed  an  obstructing  lesion  in  the  middle  third  of  the 
gullet  which  was  probably  a cancer.  There  was  no  lesion 
in  the  upper  gullet  or  in  the  hypopharynx.  I had  no  dif- 
ficulty in  persuading  this  jurist  to  have  an  esophagoscopic 
examination  when  I said  that  I wanted  to  establish  his 
diagnosis  "beyond  reasonable  doubt.” 

The  subsequent  day  I was  unable  to  pass  the  rubber 
obturator  of  the  esophagoscope  through  the  constrictors  of 
the  patient’s  pharynx.  It  appeared  that  I was  putting  the 
obturator  in  the  proper  place;  it  just  would  not  pass  on 
several  attempts.  I had  to  give  up  the  procedure,  ashamed 
because  I had  failed  in  it  and  because  I had  "beaten  up” 
the  patient’s  throat.  ’The  evening  of  the  day  of  the  endo- 
scopic session  I stopped  at  the  patient’s  home.  He  had  a 
temperamre  of  100.6  F.  and  a very  sore  throat.  .The  neck 
was  not  swollen.  I called  the  patient  on  the  telephone  for 
2 days,  and  while  he  reported  a sore  throat,  he  had  no 
elevation  of  temperature  and  went  to  his  office  daily.  Eight 
days  after  the  instrumental  trauma  to  the  patient’s  throat, 
he  had  a chill  which  was  followed  by  a rise  of  temperature 
to  103  F.  Inspection  showed  a little  swelling  on  the  left 
side  of  the  patient’s  neck,  and  there  was  tenderness  above 
the  left  clavicle.  The  patient  was  sent  to  the  hospital  where 
his  leukocytes  were  found  to  be  14,800  per  cubic  milli- 
meter, where  he  was  given  nothing  by  mouth,  and  where 
therapy  with  penicillin  and  streptomycin  was  begun.  The 
fever  subsided  in  3 days  along  with  the  supraclavicular 
swelling. 

I felt  certain  that  the  patient  should  have  a thoracotomy 
for  the  exploration  of  his  esophageal  lesion.  The  surgeon 
whom  I called  in  thought  that  esophagoscopy  should  be 
performed,  and  since  I was  reluctant  to  attempt  that  again, 
he  selected  another  endoscopist.  I admit  that  I was  secretly 
pleased  when  my  confrere  could  not  pass  his  esophagoscope 
through  the  cricopharyngeal  constrictors.  He  used  a filiform 
bougie  as  a lumen-finder,  but  the  ’scope  could  not  be 
gotten  down. 

It  is  possible  that  the  carcinoma,  which  was  later  found 
at  thoracotomy,  leaked  a little  spontaneously  and  caused  the 
fever  and  supraclavicular  edema  8 days  after  my  manipu- 
lations. But  I fear  that  there  was  more  likely  latent  infec- 
tion in  the  patient’s  neck  following  my  attempt  at  instru- 
mentation. 

Case  3. — Mr.  G.  B.  was  70  years  of  age  and  a patient 
of  the  house  staff  at  one  of  the  hospitals  in  Baltimore.  He 
entered  that  instimtion  because  of  asthma  with  chronic 
cough  and  dysuria.  Lesser  complaints  were  generalized 
weakness,  lack  of  appetite,  and  constipation.  Examinations 
showed  a slightly  low  hematocrit  and  the  changes  of  age, 
especially  in  the  electrocardiogram.  Otherwise  little  of  note 
was  found  until  roentgen  smdy  of  the  stomach  showed  a 
small  ulcer  in  the  prepyloric  region.  The  patient  was 
brought  by  the  house  officer  to  Johns  Hopkins  Hospital 
and  to  me,  as  an  out-patient  for  a gastroscopic  examination. 

Mr.  B appeared  weak  when  anesthetization  of  his  throat 
was  begun.  He  got  on  the  table  without  much  trouble, 
however,  and  he  was  a cooperative  patient.  The  Cameron 
gastroscope  was  passed  easily,  and  no  ulceration  could  be 
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seen  in  the  stomach.  A little  red  blood  was  noted  in  the 
gastric  fundus,  and  its  source  was  not  apparent;  I presumed 
that  it  had  come  from  trauma. 

A review  of  the  films  which  had  been  brought  with 
the  patient  suggested  the  presence  of  a small  hiatal  hernia. 
With  the  thought  that  the  bleeding  which  we  had  seen  and 
the  borderline  hematocrit  might  be  produced  by  ulceration 
in  a small  thoracic  stomach,  esophagoscopy  was  performed. 
The  constrictors  of  the  pharynx  were  passed  easily,  but  the 
’scope  could  not  be  gotten  into  the  stomach,  even  with  the 
use  of  the  rubber  obturator.  The  resistance  was  so  marked 
at  what  I presumed  to  be  the  cardia  that  a biopsy  specimen 
was  taken  there;  it  was  reported  later  to  show  normal 
esophageal  mucosa.  No  lesion  having  been  seen,  the 
esophagoscope  was  withdrawn.  Directly  following  the  pro- 
cedure and  while  still  on  the  table  the  patient  fainted,  but 
he  soon  revived  and  was  taken  to  his  hospital.  I was  a 
bit  worried  about  him  and  in  the  late  afternoon  inquired 
of  the  patient’s  house  officer  concerning  him.  I learned 
that  he  had  no  fever,  that  he  was  taking  liquids,  and  that 
he  seemed  to  be  all  right.  Four  days  later  our  endoscopic 
nurse  astounded  me  with  the  information  that  the  patient’s 
death  notice  was  in  the  local  paper. 

On  the  day  after  his  endoscopies  his  rectal  temperature 
had  been  99  F.  in  the  morning  and  100.3  F.  in  the 
evening.  A falling  blood  pressure  was  treated  with  a 
transfusion.  No  notes  had  been  made  about  his  ability  to 
swallow  that  day,  and  no  perforation  was  suspected  by 
the  attending  doctors.  Nor  had  that  been  considered  on  the 
2 days  after  the  patient’s  session  with  me  when  his  leu- 
kocytes were  only  10,700;  the  patient  had  some  pain  in 
his  chest  and  the  diagnosis  of  early  pneumonia  had  been 
entertained;  antibiotics  were  started  at  that  time.  Also  2 
days  after  instrumentation  the  patient  vomited  a little 
blood.  Fie  received  another  transfusion,  and  his  tempera- 
ture reached  its  highest  point,  101.6  F.  rectally.  He  died 
the  following  day  in  a dyspneic  fashion. 

The  house  officers  did  not  suspect  the  perforation  of 
the  lower  esophagus  which  was  found  at  necropsy  and 
which  was  associated  with  a mediastinitis. 

Case  4. — Mr.  B.  B.  was  65  years  of  age  and  a patient 
in  the  dispensary  because  of  difficulty  in  swallowing.  He 
had  had  symptoms  of  peptic  ulceration  since  1929.  In  1940 
he  had  had  a gastric  operation,  and  following  that  surgery, 
he  was  fed  through  a tube  for  a fortnight.  He  said  that 
he  began  to  have  dysphagia  when  the  tube  was  removed. 
Because  of  this  a gastrostomy  had  been  done  in  1941,  but 
the  patient  was  terribly  annoyed  by  it  and  he  had  had  it 
closed  shortly  after  it  was  made. 

Because  of  the  patient’s  difficulty  in  deglutition,  I was 
asked  to  make  esophagoscopic  examinations  in  1942,  and 
I then  performed  two  endoscopies  on  Mr.  B.  B.  without 
any  complication.  On  both  occasions  I found  orange  seeds 
and  vegetable  debris  above  a symmetrical  stricture  which 
was  about  3/16  inch  in  diameter;  there  was  slight  esoph- 
agitis above  it.  By  passing  metal  beads  over  a previously 
swallowed  thread  the  stricture  was  adequately  dilated. 

Nineteen  forty-three  saw  the  patient  in  the  hospital  for 
swelling  of  his  neck  following  esophagoscopy  by  otolaryn- 
gologists. This  subsided  quickly  with  little  treatment.  In 
1946  the  patient  had  a large  gastric  resection  in  Baltimore 
for  a definite  duodenal  ulcer. 

Dysphagia  brought  the  patient  to  me  again  in  the 
spring  of  1953.  Skiagrams  revealed  no  Zenker’s  diverticu- 
lum then.  'There  was  said  to  be  a diverticulum  in  the  mid- 
esophagus, though  it  was  not  well  shown  on  a film  of  the 
whole  gullet.  Neither  was  the  pouch  which  appeared  to  be 
a diverticulum  of  the  lower  esophagus  tvell  seen  on  all 


films.  A long  stricture  in  the  lower  gullet  was  clearly  dem- 
onstrated. I believed  that  there  was  a little  stomach  above 
the  diaphragm  and  that  the  stricture  had  its  cause  in 
esophagitis.  Dilation  to  no.  32  French  caliber  was  easily 
and  uneventfully  accomplished  with  the  Broyles  dilating 
apparatus,  a device  which  is  started  by  placing  a wire 
through  the  stricture  with  the  esophagoscope  at  the  point 
of  obstruction.  I heard  no  more  from  the  patient  for  2 Vi 
years. 

On  December  15,  1955,  Mr.  B.  B.  became  acutely  ob- 
structed, he  said,  and  he  came  to  my  office  2 days  later 
because  he  had  gotten  no  food  or  fluid  into  his  stomach; 
he  considered  his  esophageal  closure  to  be  complete.  I sent 
him  to  the  emergency  room  of  the  hospital  for  the  intra- 
venous administration  of  fluids.  He  was  scheduled  to  have 
an  esophagogram  on  the  following  day.  During  the  evening 
of  the  seventeenth  his  obstruction  cleared  spontaneously, 
and  whatever  food  was  impacted  at  his  stricture  passed 
into  his  stomach. 

Since  the  esophagus  was  relatively  clear,  I passed  a 7 
mm.  Eder-Hufford  esophagoscope  the  following  morning 
without  a preceding  roentgen  examination.  I noted  esopha- 
gitis and  thought  that  I encountered  a stricture  28  cm. 
from  the  upper  gum.  But,  strangely,  a no.  6 French  bougie 
would  not  pass  through  it.  There  seemed  to  be  obstruction 
beyond  the  stricmre. 

After  the  7 mm.  ’scope  had  been  withdrawn,  one  of  a 
9 mm.  caliber  was  passed,  and  again  it  met  the  same 
obstruction.  As  I manipulated  the  instrument  I saw  what 
I considered  to  be  a web  at  the  end  of  the  ’scope,  and 
beyond  that  was  a polyp-like  object.  The  suspected 
polyp(?)  was  grasped  with  forceps  and  it  came  away 
easily;  when  it  was  pulled  up,  it  resembled  a tan  colored 
lima  bean,  for  it  was  smooth  and  shiny.  The  ’scope  was 
passed  downward  without  trouble,  but  it  did  not  go  into 
the  stomach. 

An  hour  and  a half  after  the  instrumentation  the  pa- 
tient complained  of  considerable  pain  in  his  midchest,  and 
the  upper  part  of  his  abdomen  was  rather  boardlike.  Ex- 
perience had  taught  me  that  an  esophageal  perforation 
was  likely,  for  I had  encountered  no  stricture  of  the  ap- 
pearance which  I had  seen  at  previous  examinations.  The 
house  officer  in  charge  of  admissions  to  the  medical  wards 
agreed  to  take  in  my  patient.  I commented,  "I’m  surprised 
that  you  agree  he’s  not  yet  a candidate  for  surgery.”  The 
youngster  said,  "Oh,  yes!  These  cases  are  all  medical — 
initially  at  least.  I learned  that  in  the  Army.”  That  others 
had  found  conservative  treatment  of  instrumental  esopha- 
geal perforation  to  be  satisfactory  was  gratifying  to  hear. 

In  the  ward  the  patient’s  leukocyte  count  was  10,700 
per  cubic  millimeter  directly  after  his  admission.  A film  of 
the  chest  revealed  a little  air  in  the  mediastinum,  but 
there  was  no  clinical  evidence  of  mediastinal  or  of  sub- 
cutaneous emphysema.  Two  or  3 days  later  the  pathologists 
astounded  me  with  the  report  that  the  "lima  bean”  which 
I had  removed  was  a lymphatic  node  which  showed  chronic 
adenitis! 

After  2 weeks  on  the  ward  the  patient  was  discharged 
as  well;  he  had  no  dysphagia.  As  part  of  the  discharge 
note  the  house  officer  wrote,  "On  admission  it  was  not 
at  all  clear  that  the  patient’s  esophagus  had  been  perforated 
and  there  was  little  evidence  of  mediastinitis.  However,  for 
a few  days  he  was  maintained  on  nothing  by  mouth;  he 
was  given  Achromycin  parenterally  at  first  and  later  orally. 
During  the  patient’s  first  hospital  week  he  ran  a low- 
grade  fever;  one  isolated  reading  reached  101.4  F.  The 
white  count  remained  below  6,000,  and  the  substernal  and 
epigastric  discomfort  improved  steadily.  On  the  seventh 
hospital  day  an  lodochloral  swallow  showed  a stricture  in 
the  lower  esophagus.  Subsequently  a barium  swallow 
showed  scarring  secondary  to  old  trauma;  there  was  no 


TEXAS  State  Journal  of  Medicine,  JUNE,  1959 


439 


ENDOSCOPIC  ACCIDENTS  — Howard  — continued 

defect  in  the  esophageal  wall."  A film  of  the  esophagus 
made  on  the  patient’s  eighth  hospital  day  showed  a small 
Zenker’s  diverticulum  in  the  upper  gullet.  There  may  or 
may  not  have  been  a diverticulum  in  the  midesophagus. 
There  was  narrowing  of  the  distal  gullet,  and  the  roentgen- 
ologists thought  there  was  some  gastric  tissue  above  the 
diaphragm. 

I have  reported  this  last  case  in  some  detail  to 
show  that  it  is  possible  accidentally  to  tear  a hole 
in  the  esophagus,  to  pick  a lymphatic  node  from  the 
mediastinum,  and  to  have  one’s  patient  survive  that 
crude  procedure  with  medical  therapy  only.  But  it 
gives  the  endoscopist  gray  hairs. 

COMMENT  AND  CONCLUSIONS 

All  that  I have  said  about  the  management  of 
instrumental  esophageal  perforations  has  been  by 
story  telling.  In  that  unscientific  and  indirect  way  I 
hope  I have  brought  out  the  first  and,  to  my  mind, 
the  most  important  point  in  the  matter,  namely, 
prophylaxis  through  gentleness.  As  one  becomes 
more  and  more  proficient  in  endoscopic  procedures, 
he  is  likely  to  become  a little  lacking  in  gentleness 
when  he  performs  them.  May  I suggest  that  the 
physician  always  pass  esophageal  instruments  into 
the  gullet  not  with  fearfulness  but  with  some  aware- 
ness of  his  feelings  when  he  first  did  that  particular 
procedure?  Thus  his  hand  will  be  gentle,  and  if  a 
perforation  should  occur,  it  is  likely  to  be  a small 
one.  Secondly,  the  physician  should  realize  that  the 
hypopharynx  and  gullet  of  a 95  pound  woman  or  of 
a frail  oldster  are  not  as  resistant  to  trauma  as  those 
of  a young  man  of  average  nutrition.  Thirdly,  he 
should  pay  attention  to  any  post-instrumentational 
complaints  which  the  patients  may  have  and  treat 
them  promptly.  Fourthly,  the  initial  treatment  of 
perforations  should  be  hospitalization  with,  perhaps, 
total  intravenous  or  mbe  feeding  with  suction  on 
the  lower  esophagus,  and  antibiotics.  Lastly,  the 
surgeon  may  be  of  the  greatest  use  if  conservative 
measures  are  unavailing  or  if  the  injury  to  the  gullet 
seems  to  be  too  gross  a one  for  conservative  treat- 
ment. Weisel  and  Raine,  surgeons  in  Milwaukee, 
reported  the  prompt  suturing  of  7 traumatic 
perforations  of  the  esophagus  over  a period  of  2 
years  "with  no  mortality  and  with  minimal  mor- 
bidity.” There  are  times  when  a conservative  surgeon 
will  be  chosen  deliberately  over  a radical  one — and 
vice  versa.  I am  more  inclined  to  favor  early  drain- 
age of  the  neck  than  I am  of  the  mediastinum, 
though  the  latter  may  become  necessary,  of  course. 
Even  if  a few  days  of  conservative.,  treatment  are 
decided  on,  it  is  often  a comfort  to  have  a surgeon 
behind  one.  I have  found  the  surgeons  to  be  com- 
pletely cooperative. 


Probably  esophagoscopic  examinations  are  being 
made  more  frequently  and  esophageal  treatments 
are  being  given  by  more  persons  than  ever  before. 
Therefore,  there  are  probably  more  perforations  oc- 
curring now  than  formerly.  It  is  my  belief  that  these 
accidents,  which  are  inevitable,  should  be  brought  by 
those  of  us  who  do  endoscopy,  rather  than  by  the 
surgeons,  into  the  light  of  day  for  discussion.  That 
will  do  much  to  keep  us  careful  workers  and  so 
redound  to  the  benefit  of  our  patients. 

^ Dr.  Howard,  12  East  Eager  Street,  Baltimore. 

Combined 
Fusiform  and 
Saccular  Abdominal 
Aortic  Aneurysm 

Report  of  a Case 
With  Successful  Resection 
And  Grafting 

ROBERT  FRANKEN,  M.D. 

San  Angelo,  Texas 

WITHIN  THE  PAST  10  years  abdominal  aortic 
aneurysms  have  come  within  the  range  of  suc- 
cessful surgical  attack.  With  the  conquest  of  syphilis, 
this  lesion,  in  the  vast  majority  of  cases,  is  arterioscle- 
rotic in  origin  although  occasionally  syphilitic  aneu- 
rysms are  still  seen.  Efforts  toward  treatment  of 
abdominal  aneurysms  have  come  through  three  dis- 
tinct phases.  The  first  of  these  was  instigated  by  the 
great  vascular  surgeon,  Rudolph  Matas,  and  consisted 
in  the  operation  known  as  endo-aneurysmorrhaphy. 
This  operation  was  successful,  particularly  in  periph- 
eral aneurysms,  but  was  difficult  to  perform  and 
was  applicable  only  to  a small  number  of  cases. 

The  second  phase  of  surgical  attack  on  abdominal 
aneurysms  consisted  of  efforts  made  to  insert  wires 
and  other  material  inside  the  aneurysm.  This  pro- 
cedure was  simple  and  could  be  adapted  to  practically 
any  type  of  aneurysm,  but  its  value  always  was  ques- 
tionable and  the  over-all  results  were  poor.  Cello- 
phane wrapping  of  aneurysms  was  used  widely  once, 
and  it  is  possible  that  some  patients  received  some 
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benefit  from  the  procedure.  In  general,  however,  it 
fell  into  disrepute  and  virtually  has  been  abandoned. 

Direct  surgical  attack  on  abdominal  aneurysms 
with  actual  removal  of  the  diseased  portion  of  the 
aorta  and  replacement  by  one  or  another  type  of 
graft  now  has  become  the  treatment  of  choice.  First 
efforts  in  this  regard  attempted  to  utilize  portions  of 
veins  or  arteries  obtained  from  animals.  It  was  soon 
found  that  changes  occurred  early  in  these  grafts, 
resulting  in  breakdown  at  the  suture  line  and  in  the 
substance  of  the  graft  itself.  The  use  of  homologous 
grafts  taken  from  humans  and  prepared  in  various 
ways  was  in  great  vogue  in  the  early  1950’s.  Lyophil- 
ization  of  arterial  grafts  was  developed  at  this  time, 
making  preservation  simpler  and  allowing  widespread 
use  of  this  method.  Homologous  grafts,  however, 
leave  much  to  be  desired.  Arteriosclerotic  changes  oc- 
cur early,  and  rupture  and  blockage  have  been  re- 
ported many  times.^’  ^ 

Within  the  past  5 years  great  progress  has  been 
made  in  the  development  and  use  of  synthetic  ma- 
terials for  the  construction  of  grafts.^  Three  types  of 
these  synthetic  grafts  are  available  commercially  and 
their  use  has  been  tested  thoroughly.  Perhaps  the 
best  of  these  at  present  is  the  woven  nylon  graft 
known  as  the  Edwards-Tapp  graft,  which  is  obtain- 
able in  many  forms,  both  for  aortic  and  peripheral 
grafting.  From  a study  of  the  literature  on  this  sub- 
ject, particularly  work  by  De  Bakey  and  others,  it 
seems  reasonable  to  say  that  at  this  point  the  syn- 
thetic graft  is  superior  to  any  other  medium  for  use 
in  restoring  the  continuity  of  major  arteries. 

Two  facts  which  have  contributed  greatly  to  the 
advancement  of  direct  surgical  attack  on  aortic  aneu- 
rysms are  first,  the  knowledge  that  the  inferior 
mesentery  artery  can  be  divided  without  injury  to 
the  bowel,^  and  second,  that  the  period  of  time  dur- 
ing which  the  aorta  can  be  clamped  below  the  renal 
arteries  is  considerably  longer  than  had  been  thought 
previously  because  of  the  establishment  of  numerous 
collaterals  around  an  existing  aneurysm. 


Dr.  Robert  Franken  practices  in 
San  Angelo.  He  specializes  in 
surgery. 

A combined  fusiform  and  saccular  abdominal  aneurysm  in  a 
66  year  old  man  was  treated  successfully  by  resection  and 
replacement  by  an  Edwards-Tapp  nylon  aortic  graft.  Synthetic 
materials  for  replacement  of  human  blood  vessels  offer  promise 
for  future  surgical  advances. 


With  these  facts  in  mind,  surgical  excision  of  ab- 
dominal aneurysms  can  now  be  considered  as  a part 
of  the  armamentarium  of  every  well-trained  surgeon. 
The  technical  details  of  the  operation  are  no  more 
complex  than  those  of  a total  gastric  resection,  and 
the  results  of  successful  resection  and  replacement  of 
a large  abdominal  aneurysm  are  among  the  most 
satisfying  in  the  entire  field  of  surgery. 

The  case  which  is  herewith  presented  is  of  par- 
ticular interest  because  of  the  unusual  nature  of  the 
aneurysm  itself  and  the  method  by  which  the  prob- 
lem was  solved. 


CASE  REPORT 

The  patient  was  a 66  year  old  white  man  who  was  sent 
to  me  by  an  able  general  practitioner  of  this  city  (Dr. 
Harry  F.  Round),  who  already  had  made  the  diagnosis. 
The  patient’s  chief  complaints  were  throbbing  pain  in  the 
back  and  a slowly  increasing  abdominal  mass.  The  patient 
stated  that  his  symptoms  began  approximately  1 year  prior 
to  seeing  his  physician.  He  also  complained  of  shortness  of 
breath  and  stated  that  his  heart  seemed  to  labor  constantly. 
When  first  seen  he  was  wearing  an  abdominal  binder 
directly  over  the  mass  which  he  said  gave  him  some  relief. 
The  patient  denied  any  history  of  syphilis  or  of  any  penile 
lesion  in  the  past.  He  had  had  the  usual  childhood  diseases, 
he  had  had  no  previous  surgery,  and  with  the  exception  of 
the  symptoms  described,  had  been  in  good  health  always. 

On  physical  examination  the  patient  was  observed  to  be 
thin  and  rather  anxious.  The  eyes,  ears,  nose,  and  throat 
were  negative.  The  neck  was  normal.  The  lungs  were  clear 
bilaterally.  The  heart  was  somewhat  enlarged  to  the  left, 
and  there  was  a loud  hammering  quality  to  the  beat,  but 
no  murmurs  were  heard.  The  abdomen  was  flat  and  muscu- 
lar with  no  abdominal  scars  and  no  hernias.  Just  to  the 
left  of  the  midline,  at  the  level  of  the  umbilicus,  a large 
pulsating  mass  could  be  palpated  easily.  It  was  very  tender 
and  seemed  solidly  fixed  to  the  posterior  abdominal  wall. 
A pronounced  bruit  was  audible  over  the  mass.  Results  of 
genital  and  rectal  examinations  were  normal.  The  femoral, 
popliteal,  and  pedal  pulses  were  all  normal,  and  there  were 
no  trophic  changes  in  the  lower  extremities.  Both  legs  were 
warm  and  their  color  was  normal.  Examination  of  the  back 
revealed  no  obvious  vertebral  lesions  and  no  significant 
muscle  spasm. 

Aortagrams  revealed  a large  abdominal  aneurysm  which 
began  approximately  2 cm.  below  the  renal  arteries.  There 
was  no  evidence  of  erosion  of  the  vertebrae,  and  a thorough 
work-up  revealed  no  evidence  of  other  disease.  The  serology 
was  negative. 

At  operation  the  abdomen  was  opened  by  midline  inci- 
sion to  the  left  of  the  umbilicus  extending  from  the  xyphoid 
processes  to  the  symphysis  pubis.  The  rectus  muscle  was 
retracted  laterally.  The  posterior  sheath  was  incised,  and 
the  abdomen  was  opened.  Careful  abdominal  exploration 
revealed  the  liver,  kidneys,  spleen,  stomach,  and  the  remain- 
der of  the  gastrointestinal  tract  to  be  normal.  A huge  ab- 
dominal aneurysm,  lying  just  to  the  left  of  the  midline, 
was  identified.  This  aneurysm  began  about  2.5  to  3 cm. 
inferior  to  the  renal  arteries  and  extended  down  to  about 
3 cm.  above  the  bifurcation.  From  this  point  on,  the  com- 
mon iliac  vessels  and  the  bifurcation  itself  were  normal  in 
caliber.  On  the  right  side  of  the  aneurysm,  near  its  upper 
pole,  was  a large  saccular  dilation  which  extended  to  the 
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small  tears  in  the  vena  cava.  These  tears  were  closed  with 
continuous  sutures  of  silk.  The  common  iliac  vessels  were 
freed  and  tapes  passed  around  them.  Small  bulldog  clamps 
were  placed  proximal  to  the  tapes.  The  appendage  clamp, 
used  to  cross-clamp  the  aorta  below  the  renal  arteries,  was 
closed;  the  bulldog  clamps  were  tightened  on  the  common 
iliac  vessels. 

The  aorta  was  transected  approximately  2.5  cm.  proximal 
to  the  bifurcation,  and  the  entire  anterior  surface  of  the 
aneurysm  was  removed  by  cutting  it  away  with  scissors, 
leaving  only  the  posterior  wall  of  the  aneurysm  in  place. 
The  superior  portion  of  the  aneurysm  was  cut  across  ap- 
proximately 2 cm.  below  the  cross-clamp  on  the  aorta.  The 
saccular  portion  of  the  aneurysm  previously  described  was 
left  in  place.  It  was  found  to  be  filled  with  a thick  laminated 
clot  ( fig.  2 ) . A segment  of  an  Edwards-Tapp  nylon 
aortic  graft  was  measured  and  tailored  to  fit  the  defect  in 
the  aorta.  It  was  sutured  in  place  with  a running  suture  of 
arterial  silk  at  the  superior  end  in  such  a manner  that  the 
aorta  itself  was  invaginated  inside  the  graft.  The  inferior 
portion  of  the  graft  was  sutured  above  the  bifurcation, 
using  a continuous  running  suture  of  arterial  silk.  In  this 
instance,  the  graft  was  invaginated  inside  the  aorta  above 
the  bifurcation  (fig.  3). 

Bulldog  clamps  were  released,  allowing  blood  to  flow  in 
a retrograde  direction  from  the  common  iliacs  up  into  the 
graft.  A small  leak  was  closed  with  arterial  silk.  The  cross- 
clamp on  the  aorta  was  released  partially,  allowing  blood 
to  flow  down  into  the  graft.  One  large  leak  at  the  superior 
anastomosis  was  closed  with  fine  silk.  The  cross-clamp  was 
opened  widely  and  removed,  and  the  blood  coursed  freely 
through  the  graft  with  no  leakage.  Femoral,  popliteal,  and 
dorsalis  pedis  pulses  were  palpable  immediately.  Although 
heparin  was  available  throughout  this  operation,  none  was 
used.  Total  period  of  cross-clamping  the  aorta  was  approxi- 
mately 43  minutes.  Small  strips  of  Gelfoam  were  placed 
over  the  graft  itself,  and  the  peritoneum  was  sutured  above 
the  graft.  The  abdomen  was  closed  in  layers,  using  con- 
tinuous catgut  for  the  peritoneum,  Surgaloy  for  the  fascia, 
and  through-and-through  Surgaloy  wires  anchored  with 
Davey  buttons  to  reinforce  the  closure.  The  skin  itself  was 
closed  with  a continuous  suture  of  fine  silk.  A dry  sterile 
dressing  was  applied.  The  patient  was  returned  to  his  room 
in  good  condition. 

The  postoperative  course  was  uneventful.  The  pulses  in 


Fig.  3.  I nsertion  of  a segment  of  Edwords-Topp  nylon 
graft. 
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right  and  upward  toward  the  pancreas  and  the  right  kid- 
ney (fig.  1). 

The  region  between  the  renal  arteries  and  the  beginning 
of  the  aneurysm  itself  was  cleared  carefully  and  tapes 
passed  around  this  region.  An  auricular  appendage  clamp 
was  placed  in  this  area,  below  the  tape,  and  partially  closed. 
Resection  of  the  right  side  of  the  aneurysm  was  begun, 
removing  the  aneurysm  as  much  as  possible  from  the  in- 
ferior vena  cava,  which  lay  on  its  right  and  was  adherent 
tightly  to  its  posterior  surface.  In  the  inferior  portion  of 
the  aneurysm,  the  dissection  of  the  inferior  vena  cava  from 
the  aneurysm  was  simple,  and  it  was  possible  to  free  the 
aneurysm  from  about  its  midportion  down  well  below  the 
bifurcation  and  out  onto  the  right  common  iliac  artery. 
Above  the  midpoint  of  the  aneurysm,  however,  it  was  im- 
possible to  free  the  inferior  vena  cava.  In  dissection,  an 
attempt  to  do  this  was  met  with  a lot  of  bleeding  from 


Fig.  1.  Drawing  showing  a combined  fusiform  and  sac- 
cular abdominal  aortic  aneurysm. 


Fig.  2.  Resection  of  the  fusiform  portion  of  the  aneur- 
ysm. 
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the  lower  extremities  were  full  and  bounding  at  all  times, 
and  the  patient  had  no  pain  in  either  leg.  He  was  out  of 
bed  on  the  second  postoperative  day,  and  on  the  third  day 
he  was  walking  about  in  his  room  and  in  the  hall.  The 
patient  said  his  legs  felt  better  than  they  had  in  years.  He 
also  stated  that  there  had  been  a remarkable  improvement 
in  the  hammering  sensation  in  his  chest,  and  by  the  sixth 
day  he  said  that  the  back  pain,  which  was  his  chief  com- 
plaint, had  disappeared  completely.  The  sutures  were  re- 
moved on  the  seventh  postoperative  day,  and  he  was  dis- 
missed on  the  tenth.  Since  that  time  the  patient  has  done 
extremely  well.  He  has  been  able  to  work  for  the  first  time 
in  several  years;  he  has  no  pain  and  has  no  complaints  of 
any  type. 


FUTURE  USE  OF  SYNTHETICS 


"it  Coming  Meetings 


Texas  Medical  Association,  Fort  Worth,  April  9-12,  I960  (Execu- 
tive Board,  Sept.  27,  1959).  Dr.  F.  W.  Yeager,  Corpus  Christi, 
Pres.;  Mr.  C.  Lincoln  Williston,  1801  North  Lamar  Blvd.,  Aus- 
tin, Exec.  Secy. 

American  Medical  Association,  Atlantic  City,  June  8-12,  1959.  Dr. 
Gunnar  Gundersen,  La  Crosse,  Wis.,  Pres.;  Dr.  F.  J.  L.  Blas- 
ingame,  535  North  Dearborn,  Chicago  10,  Exec.  Vice-Pres. 


Current  Meetings 


Great  progress  has  been  made  in  the  field  of  re- 
placement of  human  blood  vessels  with  synthetic 
materials.  Credit  for  the  fundamental  research  which 
has  led  to  this  development  belongs  not  only  to  men 
of  medicine  and  the  allied  sciences,  but  also  to  that 
portion  of  the  textile  industry  which  has  so  skillfully 
interpreted  our  requirements  and  has  constructed 
grafts  like  that  described  in  this  paper.  It  is  impos- 
sible to  say  which  particular  type  ultimately  wiU  be- 
come most  favored,  but  it  seems  obvious  that  there 
will  be  continued  improvement  and  that  the  use  of 
homografts  eventually  will  disappear.  All  the  prob- 
lems are  by  no  means  solved.  For  example,  grafts 
for  smaller  arteries  are  not  entirely  satisfactory  be- 
cause of  their  tendency  to  thrombosis,  and  also  be- 
cause of  their  tendency  to  wear  where  they  cross  joint 
surfaces.  The  ultimate  projection  of  the  use  of  syn- 
thetic materials  in  vascular  surgery  is  practically  end- 
less, and  certainly  the  ensuing  decade  will  bring 
advances  litde  dreamed  of  at  present. 


SUMMARY 

An  unusual  case  of  a combined  fusiform  and  sac- 
cular abdominal  aneurysm  has  been  presented.  The 
technical  problems  associated  with  its  resection  have 
been  described  and  a method  for  the  solution  of  these 
problems  has  been  demonstrated. 
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Langston,  7730  Corondelet  Ave.,  St.  Louis  5,  Secy. 

American  Association  of  Genito-Urinary  Surgeons.  Dr.  John  A.  Tay- 
lor, New  York,  Pres.;  Dr.  W.  J.  Engel,  2020  E.  93rd  St.,  Qeve- 
land  6,  Secy. 

American  Association  of  Obstetricians  and  Gynecologists,  Hot 
Springs,  Va.,  Sept.  10-12,  1959-  Dr.  Joe  V.  Meigs,  Boston,  Pres.; 
Dr.  E.  Stewart  Taylor,  University  of  Colorado  School  of  Medicine, 
4200  E.  9th,  Denver,  Secy.  September  meeting  by  invitation  only. 
American  Cancer  Society,  New  York,  Oct.  28-29,  1959.  Dr.  Eu- 
gene P.  Pendergrass,  Philadelphia,  Pres.;  Mr.  Granville  Whittle- 
sey, 521  West  57th  St.,  New  York  19,  Secy. 

American  College  of  Allergists,  Miami  Beach,  Feb.  28-March  5, 
I960.  Dr.  Cecil  M.  Kohn,  Kansas  City,  Pres.;  Mr.  Eloi  Bauers, 
2160  Rand  Tower,  Minneapolis,  Executive  Vice-Pres. 

American  College  of  Gastroenterology,  Los  Angeles,  Sept.  20-26, 
1959.  Dr.  Frank  L.  Borrelli,  New  York,  Pres.;  Mr.  Daniel 
Weiss,  33  West  60th,  New  York  23,  Executive  Diteaor. 
American  College  of  Obstetricians  and  Gynecologists,  Cincinnati, 
April  3-6,  I960.  Dr.  John  I.  Brewer,  Chicago,  Pres.;  Mr.  Donald 
F.  Richardson,  P.  O.  Box  749,  Chicago  90,  Executive  Secy. 
American  College  of  Physicians,  San  Francisco,  April  4-8,  I960.  Dr. 
Howard  P.  Lewis,  Portland,  Ore.,  Pres.;  Mr.  E.  R.  Loveland,  4200 
Pine,  Philadelphia  4,  Secy. 

American  College  of  Radiology,  New  Orleans,  Feb.  3-6,  I960. 

Dr.  Lawrence  Reynolds.  10  Peterboro,  Detroit,  Pres.;  Mr.  W.  C. 
Stronach,  20  N.  Wacker  Dr.,  Chicago  6,  Executive  Direaor. 
American  College  of  Surgeons.  Atlantic  City,  Sept.  28-Oct.  2. 

1959.  Dr.  Newell  W.  Philpott,  Montreal,  Pres.;  Dr.  Michael  L. 
Mason.  40  E.  Erie,  Chicago  11,  Secy. 

American  Congress  of  Physical  Medicine  and  Rehabilitation,  Min- 
neapolis, Aug.  30-Sept.  4.  1959-  Dr.  Arthur  C.  Jones,  Portland, 
Ore.,  Pres.;  Dorothea  C.  Augustin,  30  N.  Michigan  Ave.,  Chicago 
2,  Executive  Secy. 

American  Gynecological  Society.  Dr.  Lewis  C.  Scheffey,  Philadelphia. 
Pres.;  Dr.  A.  A.  Marchetti,  3800  Reservoir  Rd.  N.W.,  Washing- 
ton 7,  D.  C.,  Secy. 

American  Heart  Association,  Philadelphia,  Oct.  26-27,  1959.  Dr. 

Francis  L.  Chamberlain,  San  Francisco,  Pres.;  Mr.  William  F. 

McGlone,  44  E.  23rd.  New  York  10,  Secy. 

American  Hospital  Association.  New  York.  Aug.  24-27,  1959-  Mr. 
Tol  Terrell,  San  Angelo,  Pres.;  Dr.  Edwin  L.  Crosby.  810  N. 
Lake  Drive,  Executive  Director. 

American  Laryngological,  Rhinological,  and  Otological  Society,  Miami 
Beach,  March  15-17,  I960.  Dr.  Theodore  E.  Walsh,  St.  Louis, 
Pres.;  Dr.  C.  S.  Nash,  708  Medical  Arts  Bldg..  Rochester,  N.  Y., 
Secy. 

American  Ophthalmological  Society.  Dr.  Derrick  Vail,  Chicago,  Pres.; 

Dr.  M.  C.  Wheeler,  30  W.  59th,  New  York  19,  Secy. 

American  Pediatric  Society.  Dr.  Joseph  Stokes,  Jr.,  Philadelphia, 
Pres.;  Dr.  A.  C.  McGuinness,  Room  1036,  2800  Quebec  St., 
N.W.,  Washington  8.  D.  C..  Secy. 

American  Psychiatric  Association,  Atlantic  City,  N.  J.,  May  9-13, 

1960.  Dr.  William  Malamud,  New  York,  Pres.;  Dr.  C.  H. 
Hardin  Branch.  156  Westminister  Ave.,  Salt  Lake  City,  Secy. 

American  Public  Health  Association.  Atlantic  City,  Oct.  19-23, 
1959.  Dr.  Leona  Baumgartner,  New  York,  Pres.;  Dr.  Berwyn  F. 
Mattison,  1790  Broadway,  New  York  19.  Executive  Secy. 
American  Society  of  Anesthesiologists.  Bal  Harbour,  Fla.,  Oa.  5-9. 
1959-  Dr.  Daniel  C.  Moore,  Seattle,  Pres.;  Dr.  J.  E.  Remlinger, 
Jr..  188  W.  Randolph.  Chicago  1.  Secy. 

American  Society  of  Clinical  Pathologists,  Chicago,  Sept.  7-11, 
1959-  Dr.  Edward  L.  Burns,  Toledo.  Pres.;  Mr.  Claude  E.  Wells, 
2052  N.  Orleans,  Chicago  14.  Executive  Secy. 

American  Surgical  Association,  White  Sulphur  Springs,  W.  Va., 
April  3-6,  1960.  Dr.  Warren  H.  Cole,  Chicago,  Pres.;  Dr.  Wil- 
liam Altemeier,  Cincinnati  General  Hospital.  Cincinnati  29,  Secy. 
American  Urological  Association,  Chicago,  May  16-19,  I960.  Dr. 
William  M.  Coppridge,  Durham,  N.  C.,  Pres.;  Mr.  William  P. 
Didusch,  1120  N.  Charles  St.,  Baltimore  1,  Executive  Secy. 
Association  of  American  Physicians  and  Surgeons,  St.  Louis,  Sept. 
29-Oa.  1,  I960.  Dr.  Louis  Wegryn,  Elizabeth,  N.  J..  Pres.; 
Mr.  Harry  E.  Northam,  185  N.  Wabash  Ave.,  Chicago  1,  Ex- 
ecutive Direaor. 

International  College  of  Surgeons,  U.  S.  Chapter,  Chicago,  Sept. 
13-17,  1959.  Dr.  Edward  L.  Compere,  Chicago,  Pres.;  Mr.  Ross 
T.  Mclntire,  1516  Lake  Shore  Dr.,  Chicago,  Executive  Direaor. 
National  Tuberculosis  Association.  Dr.  Mario  M.  Fischer,  New  York, 
Pres.;  Mrs.  Wallace  B.  White,  1790  Broadway,  New  York  19. 
Secy.  • 

Radiological  Society  of  North  America,  Chicago,  Nov.  15-20.  1959- 
Dr.  Lawrence  L.  Robbins,  Boston,  Pres.;  Dr.  Donald  S.  Childs, 
713  E.  Genesee,  Syracuse  2,  N.Y.,  Secy. 

South  Central  Association  of  Blood  Banks,  Albuquerque.  March  or 
April,  I960.  Dr.  John  B.  Alsever,  Phoenix,  Pres.;  L.  Ruth  Guy, 
Ph.D.,  Room  1101,  Stoneleigh  Hotel,  Dallas,  Secy. 

Southern  Medical  Association,  Atlanta.  Ga.,  Nov.  16-19,  1959. 
Dr.  Milford  O.  Rouse,  Dallas,  Pres.;  Mr.  V.  O.  Foster,  2601 
Highland  Avenue,  Birmingham  5,  Executive  Secy. 


Southern  Psychiatric  Association,  Dallas,  Oa.  4-6,  1959-  Dr.  J.  L. 
Knapp.  Dallas,  Pres.;  Dr.  Richard  Proaor,  Winston-Salem.  N.  C., 
Secy. 

Southern  Surgical  Association.  Hot  Springs,  Va.,  Dec.  8-10,  1959- 
Dr.  George  C.  Finney,  Baltimore,  Pres.;  Dr.  John  D.  Martin,  Jr., 
Emory  University,  Ga.,  Secy. 

Southwest  Allergy  Forum,  Oklahoma  City,  April  2-5,  I960.  Dr. 
Johnny  A.  Blue,  Oklahoma  City,  Pres.;  Dr.  George  L.  Winn, 
Suite  104,  Lister  Medical  Building,  430  Northwest  Twelfth  St.. 
Oklahoma  City,  Secy. 

Southwest  Regional  Cancer  Conference,  Fort  Worth,  Sept.  20.  1959- 
Dr.  W.  S.  Lorimer,  Jr.,  Fort  Worth,  Chm.;  Mrs.  Ira  Frances  Ball, 
264  W.  11th,  Fort  Worth,  Secy. 

Southwestern  Medical  Association,  Roswell,  N.  Mex.,  Nov.  5-7,  1959- 
Dr.  A.  R.  Clauser,  Albuquerque,  Pres.;  Dr.  M.  D.  Thomas,  1501 
Arizona  St.,  12-D,  El  Paso,  Secy. 

Southwestern  Society  of  Nuclear  Medicine,  New  Orleans,  March  14- 
15,  I960.  Dr.  Herbert  C.  Allen,  Jr.,  Houston,  Pres.;  Dr.  J.  R. 
Maxfield,  Jr.,  2711  Oak  Lawn  Avenue,  Dallas,  Secy. 

Southwestern  Surgical  Congress,  Las  Vegas,  Nev.,  March  28-31, 
I960.  Fort  Smith,  Ark.,  Dr.  Fred  H.  Krock,  Fort  Smith,  Ark., 
Pres.;  Mary  O’Leary,  813  Medical  Arts  Bldg.,  Oklahoma  City, 
Exec.  Secy. 

Tri-State  Medical  Assembly,  Shreveport,  La.,  Oa.  2-3,  1959-  Dr. 
R.  B.  Langford,  Shreveport,  Pres.;  Dr.  J.  W.  Wilson,  Jr.,  940 
Margaret  Place,  Shreveport,  Secy. 

United  States-Mexico  Border  Public  Health  Association,  Hermosillo, 
Sonora,  Mex.,  April,  1960.  Dr.  Henry  A.  Holle,  Austin,  Pres.; 
Dr.  Jorge  Roman,  243  United  States  Court  House,  El  Paso,  Secy. 

State 

Private  Clinics  and  Hospitals  Association  of  Texas,  Dallas,  December, 
1959.  Dr.  Jack  S.  Maxfield,  Dallas,  Pres.;  Mr.  J.  J.  George, 
Philips-Dupre  Hospital,  Levelland,  Executive  Secy. 

Texas  Academy  of  General  Praaice,  Galveston,  0«.  4-7,  1959. 
Dr.  Charles  E.  Oswalt,  Jr.,  Fort  Stockton,  Pres.;  Mr.  Donald  C 
Jackson,  1905  N.  Lamar,  Austin,  Executive  Secy. 

Texas  Academy  of  Internal  Medicine,  San  Antonio,  Dec.  4-5,  1959- 
Dr.  Merton  M.  Minter,  San  Antonio,  Pres.;  Dr.  Hugo  T.  Engel- 
hardt,  1216  Main,  Houston,  Secy.  Meetings  restricted  to  members. 
Texas  Air-Medics  Association,  Fort  Worth,  April  9-11,  I960.  Dr. 
W.  W.  Sumner,  Fort  Worth,  Pres.;  Dr.  C.  F.  Miller.  P.  O.  Box 
1338,  Waco,  Secy. 

Texas  Association  for  Mental  Health,  Austin,  I960.  Paul  Southern, 
Ph.D.,  Abilene,  Pres.;  Mr.  John  Lane,  2410  San  Antonio,  Austin, 
Executive  Director. 

Texas  Association  of  Obstetricians  and  Gynecologists,  Austin.  Feb- 
ruary, I960.  Dr.  Maurice  Meynier,  Houston.  Pres.;  Dr.  Hugh  W. 
Savage,  815  Fifth  Ave.,  Fort  Worth.  Secy. 

Texas  Association  of  Public  Health  Physicians,  Fort  Worth,  April 
10,  I960.  Dr.  Fred  K.  Laurenu,  Houston,  Pres.;  Dr.  B.  M. 
Primer,  2708  Rio  Grande,  Austin,  Secy. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Fort  Worth, 
April  10,  I960.  Dr.  L.  M.  Shefts,  San  Antonio,  Pres.;  Dr;  John 
W.  Middleton,  900  Strand,  Galveston,  Secy. 

Texas  Club  of  Internists.  Dr.  W.  W.  Bondurant,  Jr.,  San  Antonio, 
Pres.;  Dr.  T.  Haynes  Harvill,  Medical  Arts  Building.  Dallas  1. 
Secy. 

Texas  Dermatological  Society,  Fort  Worth,  April  11,  I960.  Dr.  Ed- 
mund N.  Walsh,  Fort  Worth.  Pres.;  Dr.  D.  Shelton  Blair,  1609 
Medical  Arts  Building,  Dallas,  Secy. 

Texas  Division.  American  Cancer  Society,  Austin,  Dec.,  1959. 
Dr.  John  A.  Wall,  Houston,  Pres.;  Mr.  Curt  W.  Reimann,  5014 
Bull  Creek  Rd.,  Austin  3,  Executive  Direaor. 

Texas  Diabetes  Association,  Fort  Worth,  April  10,  I960.  Dr.  Ralph 
Greenlee,  Midland.  Pres.;  Dr.  Warren  W.  Moorman,  901  W, 
Leuda,  Fort  Worth,  Secy. 

Texas  Heart  Association,  Fort  Worth,  April  9-10,  I960.  Dr.  Robert 
E.  Leslie,  El  Campo,  Pres.;  Mr.  Ernest  T.  Guy,  404  Jesse  H. 
Jones  Library  Building,  Houston  25,  Executive  Direaor. 

Texas  Hospital  Association.  Mr.  W.  P.  Earngey,  Jr.,  Fort  Worth, 
Pres.;  Mr.  O.  Ray  Hurst,  2208  Main,  Dallas,  Executive  Direaor. 
Texas  Industrial  Medical  Association,  Fort  Worth,  April  10,  I960. 
Dr.  Max  E.  Johnson,  San  Antonio,  Pres.;  Dr.  J.  G.  Burdick, 
P.  O.  Box  472,  Pasadena,  Secy. 

Texas  Neuropsychiatric  Association,  Fort  Worth,  April  10.  I960. 
Dr.  Hamilton  Ford,  Galveston,  Pres.;  Dr.  E.  Ivan  Bruce,  1014 
Strand,  Galveston,  Secy. 

Texas  Ophthalmological  Association,  Fort  Worth,  April  11-12,  I960. 
Dr.  Max  Baldridge,  Texarkana,  Pres.;  Dr.  James  H.  Sauggs,  2223 
Austin  Ave.,  Waco.  Secy. 

Texas  Orthopedic  Association,  Fort  Worth,  April  11,  I960.  Dr. 
David  M.  Cameron,  El  Paso,  Pres.;  Dr.  Margaret  Watkins.  3503 
Fairmount,  Dallas,  Secy. 

Texas  Otolaryngological  Association,  Fort  Worth,  April  12,  I960. 

Dr.  Herbert  H.  Harris,  Houston,  Pres. 

Texas  Pediatric  Society,  Houston,  September  or  Oaober,  1959-  Dr. 
Bruce  A.  Knickerbocker,  Dallas,  Pres.;  Dr.  James  N.  Walker. 
5216  W.  Freeway,  Fort  Worth.  Secy. 
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Texas  Physical  Medicine  and  Rehabilitation  Society,  Fort  Worth, 
April  12,  I960.  Dr.  Edward  M.  Krusen,  Dallas,  Pres.;  Dr.  Oscar 
Selke,  Medical  Professional  Building,  Houston,  Secy. 

Texas  Proaologic  Society,  Dallas,  February,  I960.  Dr.  Alvin  Bald- 
win, Dallas,  Pres.;  Dr.  H.  Gray  Carter,  915  St.  Joseph  St, 
Dallas,  Secy. 

Texas  Public  Health  Association.  Mr.  Tom  Warren,  Austin,  Pres.; 
Mr.  Joseph  N.  Murphy,  Jr.,  Box  4012,  Austin  51,  Executive 
Secy. 

Texas  Radiological  Society,  Houston,  January,  I960.  Dr.  Herman 
C.  Sehested,  Fort  Worth,  Pres.;  Dr.  R.  P.  O’Bannon,  1216 
Pennsylvania,  Fort  Worth,  Secy. 

Texas  Rheumatism  Association,  San  Antonio,  Dec.  4,  1959.  Dr. 
Warren  W.  Moorman,  Fort  Worth,  Pres.;  Dr.  J.  Morris  Horn, 
3707  Gaston,  Dallas,  Secy. 

Texas  Society  of  Anesthesiologists,  Fort  Worth,  April  10,  I960.  Dr. 
David  O.  Johnson,  Austin,  Pres.;  Dr.  M.  T.  Jenkins,  Parkland 
Hospital,  Dallas,  Secy. 

Texas  Society  of  Athletic  Team  Physicians,  Fort  Worth,  April  9. 
I960.  Dr.  W.  Harry  Ledbetter,  Wichita  Falls,  Pres.;  Dr.  Jack 
Brannon,  2715  Fannin,  Houston,  Secy. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  Fort  Worth, 
April  10,  I960.  Dr.  Marcel  Patterson,  Galveston,  Pres.;  Dr.  A.  C. 
Broders,  Jr.,  Scott  and  White  Clinic,  Temple,  Secy. 

Texas  Society  on  Aging,  Dallas,  Oct.  16-17,  1959.  Mr.  Herbert 
Shore,  Dallas,  Pres.;  Mrs.  William  B.  Ruggles,  3701  Stratford. 
Dallas,  Secy.-Treas. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Fort  Worth, 
Dec.  4-5,  1959-  Dr.  James  T.  Robison,  Austin.  Pres.;  Dr.  Edwin 
G.  Grafton,  4319  Oak  Lawn,  Dallas.  Secy. 

Texas  Society  of  Pathologists,  Inc.  Dr.  Jarrett  Williams,  Abilene, 
Pres.;  Dr.  Sylvia  Johns,  414  Navarro  St.,  San  Antonio,  Secy. 
Texas  Society  of  Plastic  Surgeons,  Fort  Worth,  April  9,  I960.  Dr. 
Willard  Schussler,  El  Paso,  Pres.;  Dr.  Raymond  Brauer,  6615 
Travis.  Houston,  Secy. 

Texas  Surgical  Society.  Dr.  Albert  Hartman,  San  Antonio,  Pres.;  Dr. 

G.  V.  Brindley.  Jr.,  Scott  and  White  Clinic,  Temple,  Secy. 

Texas  Traumatic  Surgical  Society,  Fort  Wonh,  April  10,  I960.  Dr. 
W.  D.  Marrs,  Fon  Worth,  Pres.;  Dr.  W.  E.  Crump,  1300  8th 
St.,  Wichita  Falls,  Secy. 

Texas  Tuberculosis  Association,  Abilene,  March,  I960.  Mr.  Zeb 
Rike,  McAllen,  Pres.;  Miss  Pansy  Nichols,  P.  O.  Box  6158,  Aus- 
tin 21,  Executive  Diteaor. 

Texas  Urological  Society,  Waco,  January,  I960.  Dr.  William  Heck, 
San  Antonio,  Pres.;  Dr.  Moreton  A.  Magid,  1525  Colcord  Ave., 
Waco,  Secy. 


District 

First  District  Society.  Dr.  H.  D.  Garrett,  El  Paso,  Pres.;  Dr.  E.  S. 

Crossett,  1501  Arizona  St.,  El  Paso,  Secy. 

Second  District  Society,  Lamesa.  Dr.  Oscar  E.  Rhode,  Colorado  City. 

Pres.;  Dr.  John  H.  Chinn,  Jr.,  Colorado  City,  Secy. 

Third  District  Society,  Lubbock,  I960.  Dr.  Grady  M.  Wallace,  Lub- 
bock, Pres.;  Dr.  H.  Fred  Johnson,  2308  W.  Eighth,  Amarillo, 
Secy. 

Fourth  District  Society,  San  Angelo,  May  16,  1959.  Dr.  W.  L. 
Smith,  San  Angelo,  Pres.;  Dr.  S.  Braswell  Locker,  1501  11th  St.. 
Brownwood,  Secy. 

Seventh  District  Society.  Dr.  Robert  N.  Snider,  Austin,  Pres.;  Dr. 

Richard  Lucas,  502  W.  13,  Austin,  Secy. 

Eighth  District  Society,  Victoria.  Dr.  Joseph  Magliolo,  Dickinson, 
Pres.;  Dr.  M.  Warren  Hardwick,  829  E.  Mulberry,  Angleton, 
Secy. 

Ninth  District  Society,  Brenham,  I960.  Dr.  Haden  E.  McKay,  Hum- 
ble, Pres.;  Dr.  Lyman  C.  Blair.  1212  Rothwell,  Houston,  Secy. 
Tenth  District  Society,  Beaumont,  1959.  Dr.  Albert  L.  Delaney, 
Liberty,  Pres.;  Dr.  Irving  M.  Richman,  3280  Fannin  St..  Beau- 
mont, Secy. 

Eleventh  District  Society.  Palestine,  Sept.  9.  1959.  Dr.  Ben  Wilson, 
Tyler.  Pres.;  Dr.  Phillip  W.  Taylor.  833  S.  Beckham,  Tyler,  Secy. 
Thirteenth  District  Society.  Fort  Worth.  Fall,  1959.  Dr.  Frank  S. 
Browne.  Wichita  Falls,  Pres.;  Dr.  R.  D.  Moreton,  1217  W. 
Cannon,  Fort  Worth,  Secy. 

Fifteenth  Distria  Society.  Dr.  Charles  Wise,  Naples,  Pres.;  Dr. 
George  Bennett,  402  S.  Bolivar,  Marshall,  Secy. 


New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  7-10, 
I960.  Dr.  Ambrose  H.  Storck,  New  Orleans,  Pres.;  Mrs.  Irma 
B.  Sherwood,  430  Tulane  Ave.,  New  Orleans  12,  Executive  Secy. 
North  Texas-Southern  Oklahoma  Fall  Clinical  Conference,  Wichita 
Falls,  Aug.  22,  1959.  Dr.  Frank  J.  Lee,  1300  8th.  Wichita  Falls, 
Chm. 

Oklahoma  City  Clinical  Society  Conference,  Oklahoma  City,  Oct. 
26-28,  1959.  Dr.  Ralph  A.  Smith,  Oklahoma  City,  Pres.;  Miss 
Alma  F.  O’Donnell.  503  Medical  Arts  Bldg.,  Oklahoma  City  2. 
Executive  Secy. 


Board  Examinations 

Texas  State  Board  of  Examiners  in  Basic  Sciences.  Henry  B.  Hardt, 
Ph.D.,  Fort  Worth,  Pres.;  Mrs.  Betty  J.  Anderson,  Chief  Qerk, 
303  East  Seventh,  Austin. 


MEDICOLEGAL  NOTES 

Major  Health  Statutes 
Passed  by  Texas  Body 


Favorable  action  in  the  Texas  Legislature  this  spring  has 
provided  that  Texas  hospitals  in  the  future  must  be  licensed 
and  thus  comply  with  minimum  standards  for  safety,  fire 
prevention,  and  sanitation,  that  a fourth  medical  school 
shall  be  built  in  Texas,  and  that  Texas  tuberculosis  laws 
shall  be  considerably  stiffer. 

These  and  many  other  health  related  matters  appearing 
in  bills  passed  by  the  Texas  Legislature  during  1959’s  regu- 
lar session  were  supported  actively  by  the  Texas  Medical 
Association  and  such  allied  groups  as  the  Texas  Hospital 
Association,  the  State  Department  of  Health,  the  Texas 
Tuberculosis  Association,  the  Texas  Pharmaceutical  Associa- 
tion, and  Blue  Cross-Blue  Shield. 

The  newly  passed  Texas  hospital  licensing  law  removes 
Texas  from  a group  of  only  four  states  (including  Dela- 
ware, Louisiana,  and  Alaska)  which  do  not  have  state  rules 
governing  standards  for  construction,  maintenance,  and 
operation  of  hospitals.  It  pertains  only  to  private  hospitals 
and  to  hospitals  operated  by  counties,  municipalities, 
hospital  districts,  or  other  political  subdivisions.  Not 
included  under  this  law  are  provisions  for  operation  of 
"nursing  homes”  licensed  under  Article  4442c,  mental 
health  hospitals  licensed  pursuant  to  the  Mental  Health 
Code,  hospitals  operated  by  the  federal  government  or  its 
agencies,  and  hospitals  operated  by  the  state  of  Texas  or 
its  agencies. 


Senator  Culp  Krueger  of  El 
Campo,  who  introduced  the 
hospital  licensing  law,  publishes 
the  Leader-News  in  El  Campo 
and  operates  radio  station 
KULP.  He  has  been  a strong 
supporter  of  health  and  medical 
legislation. 


Clinics 

Blackford  Memorial  Cancer  Lectures,  Denison,  Nov.  3.  1959  (tenta- 
tive). Dr.  R.  G.  Gerard.  509  S.  Mirick,  Denison,  Chm. 

Dallas  Southern  Clinical  Society.  Dallas,  March  21-23,  I960.  Dr. 
T.  Haynes  Harvill,  Dallas,  Pres.;  Millard  J.  Heath,  433  Medical 
Arts  Bldg.,  Dallas  1,  Executive  Officer. 

International  Medical  Assembly  of  Southwest  Texas,  San  Antonio, 
Jan.  25-27,  I960.  Dr.  Alvin  O.  Severance,  San  Antonio,  Pres.; 
S.  E.  Cockrell,  202  W.  French  Place,  San  Antonio,  Exec.  Secy. 


This  law  provides  for  appointment  of  a hospital  licensing 
director,  sets  forth  duties  of  a hospital  licensing  advisory 
council  (three  physicians,  three  administrators),  gives  pres- 
ent hospitals  6 months  to  comply  with  the  new  regulations, 
and  goes  into  effect  January  1,  I960.  The  bill  was  intro- 
duced by  Senator  Culp  Krueger  of  El  Campo. 

H.  B.  556,  known  as  the  "dangerous  drug  bill,”  repeals 
what  was  known  as  the  Texas  barbimrate  law  but  follows 
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the  same  framework  for  the  regulation  of  the  handling, 
sale,  and  distribution  of  dangerous  drugs.  The  definition 
of  "dangerous  drugs’’  includes  barbiturates  along  with  all 
so-called  legend  drugs  which  should  be  used  only  under 
medical  supervision. 

Pharmacists,  the  only  ones  selling  these  drugs  today  at 
retail,  feel  this  act  will  aid  greatly  in  more  proper  control 
of  such  drugs.  A special  provision  exempts  patent  medicines 
which  contain  a dangerous  drug  in  small  quantity  when 
they  are  combined  with  other  drugs  in  such  proportion  as 
to  give  the  preparation  other  qualities.  The  new  act  also 
provides  that  pharmacists  must  send  copies  of  out-of-state 
orders  of  barbiturates  and  amphetamines  to  the  Board  of 
Pharmacy,  that  drugs  seized  as  contraband  may  be  disposed 
of,  and  that  it  is  a violation  to  forge  or  alter  prescriptions. 

Now  chairman  of  the  Public 
Health  Committee,  of  which 
she  has  been  a member  for  4 
years,  is  Senator  Neveille  Col- 
son of  Navasota.  Sponsor  for  the 
“dangerous  drug  bill,"  Senator 
Colson  has  served  more  years  in 
the  Legislature  than  any  other 
woman.  Now  Legislative  Budget 
Board  member,  she  has  been 
president  pro  tempore  of  the 
Senate. 

Introduced  by  Senator  Neveille  Colson  of  Navasota,  this 
bill  was  supported  by  the  Texas  Pharmaceutical  Association 
and  federal  and  state  narcotic  divisions,  together  with  the 
Texas  Medical  Association. 

Texas’  former  pharmacy  law  was  amended  in  several  im- 
portant respects.  Compensation  for  Board  of  Pharmacy 
members  was  raised  from  $10  to  $25  a day,  the  term 
"pharmacognosy”  added  to  examination  and  "pharmacology” 
substituted  for  "materia  medica.”  The  reciprocity  licensing 
fee  was  raised  from  $25  to  $50,  and  a regulation  added 
that  a business  must  in  fact  fill  prescriptions  before  being 
allowed  to  display  the  word  "pharmacy”  in  advertising. 

Added  in  the  Public  Health  Committee  of  the  House  of 
Representatives  was  an  amendment  making  membership  in 
the  Communist  Party  grounds  for  either  denying  a pharmacy 
license  or  revoking,  canceling,  or  suspending  an  existing 
license. 

The  Texas  law  pertaining  to  nonprofit  corporations  such 
as  Blue  Cross  was  amended  and  modernized  by  this  Legis- 
lature. The  primary  feature  is  to  adopt  the  investment  regu- 
lations applicable  to  life  insurance  companies  rather  than 
the  presently  prescribed  portion  of  the  investment  law  for 
general  casualty  companies. 

Blue  Cross,  which  has  been  operating  in  Texas  since 
1939,  has  paid  out  over  $130,000,000  in  benefits  to  its 
members  and  its  total  operating  cost  averages  approximately 
7.3  per  cent  for  all  purposes.  Its  21  board  directors,  all  of 
whom  serve  without  pay,  include  seven  physicians,  seven 
hospital  administrators,  and  seven  lay  persons. 

Texas’  antiquated  tuberculosis  statutes  were  completely 
recodified  with  the  support  of  the  Texas  Tuberculosis  As- 
sociation and  the  Texas  Medical  Association.  The  new  law 
provides  mechanics  for  enforced  care  and  quarantine  of 
persons  needing,  but  refusing  to  accept  voluntarily,  medical 
treatment  or  quarantine  and  thereby  endangering  the  health 
of  other  members  of  their  families  or  the  general  public. 
It  also  provides  means  by  which  indigent  nonresidents  of 
Texas  may  be  temporarily  hospitalized  for  tuberculosis  in 


state  hospitals  until  transfers  to  their  home  states  are  pos- 
sible. This  bill  was  sponsored  in  the  Senate  by  Senator 
Crawford  Martin  of  Hillsboro. 

The  growing  need  for  more  Texas  doctors  and  more 
Texas  medical  schools  was  recognized  by  the  Legislature 
when  it  approved  establishment  of  a fourth  medical  school 
in  the  state.  Appropriation  of  funds  for  this  school,  to  be 
located  in  Bexar  County,  will  not  be  forthcoming  until  a 
later  session  of  the  legislative  body. 

The  "tissue  bill”  (H.  B.  264)  was  passed  on  March  4 
and  signed  by  the  Governor  on  April  8.  As  a result  of  this 
bill,  physicians  will  be  able  to  give  an  affirmative  answer 
to  patients  inquiring  if  it  is  legally  possible  to  donate  their 
body  or  parts  of  it. 

The  passage  of  this  bill  makes  it  legal  for  a person  of 
this  state,  of  legal  age,  to  dispose  of  his  own  body  for 
advancing  medical  science  or  for  replacement  or  for  rehabil- 
itation of  diseased  or  worn-out  organs,  members,  or  parts 
of  bodies  of  living  humans.  He  can  specify  the  whole  body 
or  the  particular  part  or  parts  he  wishes  to  donate.  He 
can  even  list  the  name  of  his  donee. 

If  a donee  is  not  specifically  listed  and  the  patient  dies 
in  a hospital,  then  the  hospital  is  considered  the  donee. 
Should  the  patient  die  elsewhere,  and  he  has  not  listed 
a donee,  then  the  attending  physician  is  considered  the 
donee  and  may  proceed  in  carrying  out  the  deceased’s 
wishes.  Where  no  donee  is  listed,  and  depending  on  where 
the  person  dies,  the  physician  and/or  hospital  has  full 
authority  to  take  and  remove  the  body,  organs,  or  what- 
ever is  specified  in  the  written  bequest  and  to  make  it 
available  to  any  person  or  instimtion  in  need  of  it. 

These  and  numerous  other  health  related  bills  were 
studied  throughout  this  session  by  the  Public  Health  Com- 
mittees of  the  Senate  and  the  House  of  Representatives. 

Senator  Colson  was  chairman  of  the  former  group,  which 


Occupying  the  same  Senate 
seat  as  his  father  did.  Senator 
Crawford  C.  Martin  of  Hills- 
boro spearheaded  the  tubercu- 
losis bill  in  the  Senate.  He  has 
been  chairman  of  the  Senate 
Finance  and  Congressional,  Leg- 
islative, and  Judicial  Districts 
Committees  and  is  on  the  Leg- 
islative Budget  Board. 

included  the  vice-chairman.  Senator  Krueger  and  Senators 
Robert  W.  Baker,  Houston;  Floyd  Bradshaw,  Weatherford; 
Jep  S.  Fuller,  Port  Arthur;  Henry  B.  Gonzales,  San  An- 
tonio; Charles  F.  Herring,  Austin;  Hubert  R.  Hudson, 

Brownsville;  Ray  Roberts,  McKinney;  Jarrard  Secrest, 

Temple;  Preston  Smith,  Lubbock;  R.  A.  Weinert,  Seguin; 
and  Bill  Wood,  Tyler. 

Chairman  of  the  House  Public  Health  Committee  was 
Representative  Don  Kennard  of  Fort  Worth,  with  Repre- 
sentative Sam  H.  Parsons  of  Henderson  as  vice-chairman. 
Other  committee-members  were  Representatives  John  T. 
Cox,  Temple;  Dr.  Roy  Harrington,  Port  Arthur;  George 
T.  Hinson,  Mineola;  Maud  Isaaks,  El  Paso;  Jerome  Jones, 
Galveston;  William  W.  Kilgarlin,  Houston;  Homer  L. 
Koliba,  Sr.,  Columbus;  Tony  Korioth,  Sherman;  Oscar  M. 
Laurel,  Laredo;  Ben  H.  Lewis,  Richardson;  Lloyd  C.  Martin, 
Normangee;  Jerry  Sadler,  Palestine;  Charles  L.  Sandahl,  Jr., 
Austin;  O.  H.  Schram,  Taylor;  W.  E.  (Bill)  Shaw,  Forney; 
W.  A.  Stroman,  Sao  Angelo;  R.  L.  Vallance,  San  Antonio; 
J.  Edgar  Wilson,  Amarillo;  and  J.  C.  Zbranek,  Daisetta. 
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Legislature  Acts  on  Most  Bills 
Approved  by  TMA  Council 

Most  of  the  bills  which  were  approved  by  the  Council 
on  Medical  Jurisprudence  of  the  Texas  Medical  Association 
were  passed  at  the  recent  session  of  the  Texas  Legislature, 
although  a few  of  the  bills  approved  by  the  council  were 
not  passed. 

Among  those  which  passed  are  the  Hospital  Licensing 
Bill,  S.  B.  121;  Dangerous  Drug  Bill,  H.  B.  556;  Tissue 
Bill,  H.  B.  264;  Tuberculosis  Code,  H.  B.  421;  Delayed 
Birth  Registration  Bill,  S.  B.  163;  Nursing  Bill,  S.  B.  88; 
and  Basic  Science  Bills,  S.  B.  73  and  S.  B.  74. 

Those  bills  which  did  not  pass  or  died  include  the 
Medical  Examiner  System  Bill,  S.  B.  28;  Narcotic  Amend- 
ments Bill,  S.  B.  151;  Texas  Pood  and  Drug  Bill,  S.  B. 
125;  and  Marriage  and  Divorce  Registration  Bill,  S.  B.  162. 

Many  bills  were  approved  by  the  Council  after  publica- 
tion of  the  list  in  the  March  Journal  (page  180).  Among 
these  bills  which  passed  the  Legislamre  are  the  following; 

Birth  Certificates  Bill,  S.  B.  164,  which  will  serve  better 
the  interest  of  illegitimate  children,  will  become  effective 
January  1,  I960. 

Local  Health  Programs,  S.  B.  206,  permits  counties  and 
cities  to  coordinate  their  efforts  to  prevent  duplications  and 
conflicts  of  efforts  in  improving  public  health,  if  they 
wish  to  do  so. 

Pharmacy  Bill,  S.  B.  206,  states  that  pharmacy  law 
amendments,  among  other  things,  would  make  the  substi- 
mtion  of  a drug  a ground  for  cancellation,  revocation,  or 
suspension  of  license  if  consent  is  not  secured. 

Education  Bills:  S.  B.  250  authorizes  school  districts  to 
insure  students  training  for  or  participating  in  interschool 
athletic  competition  for  bodily  injuries.  H.  B.  612  is  a 
special  program  for  preschool  children  who  have  a hearing 
loss. 

Mental  Health  Bill,  H.  B.  364,  pertains  to  judicial 
restoration  of  persons  previously  adjudged  mentally  in- 
competent. 


Witnessing  Governor  Price  Daniel's  signing  of  the 
bill  designating  the  third  medical  branch  of  the  Uni- 
versity of  Texas  to  be  located  in  Bexar  County  are 
(left  to  right)  Senators  Henry  B.  Gonzales  and  R.  A. 
Weinert;  James  P.  Hollers,  D.D.S.,  chairman,  San  An- 
tonio Medical  Foundation;  Dr.  John  M.  Smith;  Repre- 
sentative R.  L.  Strickland;  Dr.  John  L.  Matthews,  chair- 
man, Texas  Medical  Association's  Council  on  Medical 
Education  and  Hospitals;  and  Dr.  L.  Bonham  Jones, 
chairman.  Medical  Facilities  Committee,  San  Antonio 
Chamber  of  Commerce.  All  are  of  San  Antonio  except 
Senator  Weinert,  Seguin. 


Nonprofit  Medical  Corporations  Bill,  S.  B.  289,  author- 
izes certain  nonprofit  medical  corporations  to  exercise  power 
of  eminent  domain. 

Hospital  Districts  Bills:  H.  B.  70  allows  Potter  County 
to  transfer  land  to  the  hospital  district.  Other  bills  provide 
hospital  districts  for  Comanche,  Jefferson,  Lamar,  and  El 
Paso  Counties.  H.  B.  935  authorizes  the  establishment  of 
retirement  programs  for  hospital  districts  in  Dallas  and 
Bexar  Counties. 

Radiation  Bill,  S.  C.  R.  42,  appoints  a committee  of 
three  members  of  the  Senate,  three  members  of  the  House, 
and  nine  representing  medicine,  industry,  and  the  public 
to  study  the  effects  of  radiation. 

Welfare  and  Aged  Bills,  S.  B.  17,  creates  the  Texas  Co- 
ordinating Commission  for  the  State  Welfare  Services. 
H.  B.  849  provides  for  the  recovery  of  funds  paid  to  any 
recipient  of  old  age  assistance. 

Insurance  Bill,  S.  B.  158  and  H.  B.  395,  amends  and 
modernizes  the  law  pertaining  to  nonprofit  corporations, 
such  as  Blue  Cross  and  Blue  Shield  insurance. 

Among  those  bills  approved  by  the  Council  which  did 
not  pass  are  the  Shellfish  Bill,  H.  B.  641,  regulating  the 
sale  of  shellfish;  Narcotics  Bill,  H.  B.  882,  defining  the 
term  "narcotic  drugs”  as  to  habimal  violators;  Barbiturates 
Bill,  H.  B.  770,  providing  that  it  should  be  unlawful  to 
make  any  false  or  forged  prescription  or  written  order  to 
obtain  barbiturates;  Health  Control  in  Cities,  H.  B.  708, 
pertaining  to  the  location  of  sewers  and  wells. 

Bills  considered  by  the  Council  but  on  which  no  action 
was  taken  include  the  following  measures  passed  by  the 
Legislature: 

V accination  Bill,  S.  B.  63,  states  that  no  form  of  vaccina- 
tion or  inoculation  shall  be  required  for  admission  of  a 
person  to  any  public  school  or  state  supported  institution 
of  higher  learning  when  such  person  applying  for  admis- 
sion submits  to  the  admitting  official  an  affidavit  signed 
by  a doctor  who  is  duly  registered  and  licensed  under  the 
Medical  Practice  Act  of  Texas,  stating  that  in  the  doctor’s 
opinion,  the  vaccination  or  inoculation  required  would  be 
injurious  to  the  health  and  well  being  of  the  applicant. 

Alcoholism  Bill,  H.  B.  464,  pertains  to  the  financing  of 
the  Commission  on  Alcoholism,  and  County  Public  Health 
Units  Bills,  H.  B.  473,  provides  for  counties  having  more 
than  100,000  population  to  construct  or  otherwise  acquire 
buildings  to  be  used  as  county  public  health  units  or 
public  health  centers. 

Medical  Schools  Bill,  H.  B.  9,  establishes  the  South  Texas 
Medical  School  in  Bexar  County.  X-Ray  Radiation  Bill, 
H.  B.  71,  extends  the  period  of  liability  for  an  occupa- 
tional disease  caused  by  exposure  to  x-rays  or  radioactive 
substance. 


Fees  Should  Be  Pressed  Only 
When  Patient  Is  Satisfied 

While  the  policies  and  procedures  adopted  by  physicians 
in  the  collection  of  their  delinquent  accounts  are  probably 
as  numerous  as  there  are  physicians  in  this  state,  from  a 
legal  standpoint,  all  such  procedures  and  policies  can  give 
rise  to  one  common  legal  problem — a suit  for  malpractice. 

Surveys  conducted  in  Texas  show  that  the  collection  of 
delinquent  accounts  ranks  third  as  the  initial  incident  giv- 
ing rise  to  a malpractice  suit.  Although  it  may  be  surpris- 
ing to  some  physicians  that  there  is  such  a close  connection 
between  the  collection  of  delinquent  accounts  and  malprac- 
tice suits,  I have  observed  often  that  strenuous  collection 


TEXAS  State  Journal  of  Medicine,  JUNE,  1959 


447 


tactics  will  result  in  a potential  malpractice  case  becoming 
a reality. 

I always  have  been  of  the  opinion  that  it  is  extremely 
unwise  for  a physician  to  press  for  the  collection  of  his  fee 
unless  he  was  sure  that  the  patient  had  received  proper 
treatment  and  had  no  legitimate  basis  for  a malpractice  suit. 
The  basis  for  such  opinion  is  that  a patient  who  feels  that 
he  has  received  improper  or  negligent  treatment  is  almost 
certain  to  retaliate  by  a cross  action  or  a suit  for  malprac- 
tice if  collection  of  the  physician’s  fee  is  pursued  aggres- 
sively. In  any  case  in  which  it  is  felt  by  the  physician  that 
the  patient  is  dissatisfied  with  the  treatment  he  has  re- 
ceived, I would  be  reluctant  to  advise  the  physician  to 
attempt  the  collection  of  such  account  as  the  expense,  em- 
barrassment, and  loss  of  time  resulting  from  a malpractice 
case  unquestionably  would  be  in  excess  of  the  fee  that  is 
sought  to  be  collected. 

The  physician  should  carefully  screen  any  account  which 
is  to  be  actively  pressed  for  collection.  This  final  screening 
by  the  physician  may  well  result  in  elimination  of  an  ac- 
count which  potentially  would  involve  the  physician  in  a 
malpractice  case. 

Because  the  collection  of  delinquent  accounts  can  be  a 
source  of  malpractice,  I also  would  recommend  that  the 
physician  investigate  thoroughly  the  policies  of  any  collec- 
tion agency  to  which  he  may  turn  over  his  accounts,  in  the 
event  that  it  is  his  practice  to  use  collection  agencies.  Care- 
ful consideration  by  the  physician  of  the  collection  agency 
he  selects  and  the  accounts  which  are  mrned  over  to  such 
collection  agency  can  be  helpful  in  eliminating  the  possi- 
bility of  a malpraaice  suit  arising  from  attempts  to  collect 
his  delinquent  accounts. 

Another  point  that  I would  like  to  discuss  briefly  in 
connection  with  the  collection  of  accounts  has  come  only 
recently  to  my  attention.  Physicians  on  more  than  one  occa- 
sion have  been  approached  by  salesmen  who  have  suggested 
that  they  use  certain  prepared  forms,  similar  to  a citation 
or  subpoena,  to  aid  in  collecting  their  delinquent  accounts. 
I have  had  the  opportunity  to  examine  some  of  these 
forms.  Although  I consider  it  highly  unlikely  that  physi- 
cians would  use  this  type  of  collection  material,  I do  feel 
that  the  physicians  of  Texas  should  be  aware  of  certain 
statutory  enactments  which  would  apply  to  this  type  of 
collection  material. 

Article  438c  of  the  Penal  Code  states  in  Section  1 that: 

It  shall  be  unlawful  for  any  person,  firm,  or  corpora- 
tion to  send  or  deliver,  or  cause  to  be  sent  or  de- 
livered, any  letter,  paper,  document,  notice  of  intent 
to  bring  suit,  or  other  notice  or  demand,  which  simu- 
lates a form  of  court  or  legal  process,  with  intent  to 
lead  the  recipient  or  sendee  to  believe  the  same  to  be 
genuine,  for  the  purpose  of  obtaining  any  money  or 
thing  of  value  whatsoever.  The  sending  of  such  simu- 
lating document  shall  be  prima  facie  evidence  of  such 
intent,  and  it  shall  be  no  defense  to  show  that  the 
document  bears  any  statement  to  the  contrary,  nor 
shall  it  be  a defense  to  show  that  the  money  or  thing 
of  value  sought  to  be  obtained  was  to  apply  as  pay- 
ment on  a valid  obligation  [emphasis  added]. 

This  quoted  provision  is  clear  that  the  use  of  collection 
material  which  is  similar  to  such  legal  instruments  as  cita- 
tions and  subpoenas  is  in  violation  of  our  Penal  Code.  The 
penalty  for  such  a violation  for  the  first  offense  is  a fine 
of  not  less  than  $10  nor  more  than  $100  and  for  the 
second  and  subsequent  offenses,  a fine  of  not  less  than  $100 
nor  more  than  $500. 

— Philip  R.  Overton,  LL.B.,  Austin. 


Physicians  Aided  by  Amendment 
To  Law  on  "Partial  Incapacity" 

Although  there  have  been  amendments  in  the  workmen’s 
compensation  law  which  deal  with  "partial  incapacity,”  the 
physician’s  role  remains  the  same  in  that  he  is  still  asked 
to  supply  medical  information.  Now,  however,  the  physi- 
cian’s report  will  concern,  in  the  case  of  general  injuries, 
medical  findings  relative  to  the  patient’s  ability  or  inability 
to  work  instead  of  to  the  percentage  of  partial  disability 
(functional  loss)  to  the  body  as  a whole.  So  explains  the 
Committee  on  Workmen’s  Compensation  Insurance  of  the 
Texas  Medical  Association. 

Partial  incapacity  is  that  condition  which  might  result 
from  a general  injury.  General  injuries  are  those  which 
involve  the  body,  as  distinguished  from  specific  injuries 
which  involve  only  the  extremities  or  senses. 

Section  II  of  this  law  reads  as  follows: 

While  the  incapacity  for  work  resulting  from  the 
injury  is  partial,  the  association  shall  pay  the  injured 
employee  a weekly  compensation  equal  to  sixty  per 
cent  (60%)  of  the  difference  between  his  average 
weekly  wages  before  the  injury  and  his  average  week- 
ly wage  earning  capacity  during  the  existence  of  such 
partial  incapacity,  but  in  no  case  more  than  Thirty- 
Five  Dollars  ($35)  per  week.  The  period  covered  by 
such  compensation  shall  be  in  no  case  greater  than 
three  hundred  (300)  weeks;  provided  that  in  no 
case  shall  the  period  of  compensation  for  a total  and 
partial  incapacity  exceed  four  hundred  and  one  (401) 
weeks  from  the  date  of  injury.  Compensation  for  ail 
partial  incapacity  resulting  from  a general  injury 
shall  be  computed  in  a manner  provided  in  this 
Section,  and  shall  not  be  computed  on  a basis  of  a 
percentage  of  disability. 

In  case  of  general  injuries,  the  physician’s  reports  should 
still  contain  the  history,  medical  findings,  and  conclusions. 
The  doctor  no  longer  need  concern  himself  with  percentage 
of  disability.  For  example:  If  the  injured  employee  is  able 
to  remrn  to  the  work  he  was  doing  at  the  time  of  injury, 
a statement  to  this  effect  will  suffice.  On  the  other  hand, 
if,  in  the  opinion  of  the  doctor,  he  is  not  able  to  return 
to  the  work  he  was  doing  at  the  time  of  injury,  the  report 
should  state  what  the  physical  limitations  are  that  prevent 
his  execution  of  the  job  and  what  physical  abilities  the 
patient  does  possess.  These  findings  are  necessary  to  arrive 
at  earning  capacity  as  is  now  required  by  law.  In  addition, 
the  final  report  should  state  whether  or  not  further  medical 
attention  is  necessary. 

Sm  ANTONIO  CONVENTION 

Medical  Alumni  Groups  Meet 

Six  alumni  groups  held  social  events  during  the  Texas 
Medical  Association  annual  session  in  San  Antonio,  April 
20.  Dr.  William  M.  Center,  San  Antonio,  was  chairman 
of  the  committee  arranging  the  events. 

Approximately  250  attended  the  University  of  Texas 
Medical  Branch’s  cocktail  party  and  banquet.  Two  special 
guests  of  the  Medical  Branch  were  Dr.  Newell  W.  Philpott 
of  Montreal  and  Dr.  Gunnar  Gundersen,  President  of  the 
American  Medical  Association,  of  La  Crosse,  Wis. 

The  class  of  1909  celebrated  its  golden  anniversary  with 
five  members  present.  The  classes  of  1944  and  1949  also 
had  reunion  tables  at  the  banquet;  those  of  1934  and  1939 
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gave  special  parties  the  previous  evening.  Dr.  John  Truslow, 
executive  director  of  the  Medical  Branch,  read  a report 
from  the  school  in  paraphrase  of  a Longfellow  poem.  Dr. 
Kenneth  M.  Earle  was  introduced  as  the  new  dean  of 
medicine. 

New  officers  of  the  alumni  association  are  Dr.  James 
H.  Wooten,  Columbus,  President;  Dr.  W.  Frank  McKinley, 
Marlin,  President-elect;  Dr.  Harvey  Renger,  Hallettsville, 
vice-president;  and  Mildred  Robertson,  Galveston,  secretary- 
treasurer. 

Dr.  Harold  Cummins,  assistant  dean  and  head  of  the 
Department  of  Anatomy  at  Tulane  University  School  of 
Medicine,  discussed  recent  administrative  changes,  current 
problems,  and  criteria  for  admittance  at  that  school  when 
he  appeared  as  guest  speaker  before  Tulane  alumni  and 
their  wives  during  an  April  20  banquet  in  San  Antonio. 
Dr.  Dan  A.  Russell,  Jr.,  San  Antonio,  was  in  charge;  about 
30  physicians  and  their  wives  attended. 

Other  alumni  banquets  included  the  Baylor  University 
College  of  Medicine,  Louisiana  State  University  School  of 
Medicine,  University  of  Arkansas  School  of  Medicine,  and 
the  University  of  Tennessee  School  of  Medicine. 


Industrial,  Traumatic  Surgical  Meet 

A combined  scientific  meeting  was  held  by  the  Texas 
Industrial  Medical  Association  and  the  Texas  Traumatic 
Surgical  Society  in  San  Antonio  April  19,  followed  by  an 
evening  party  for  members  and  their  wives.  Seventy-six 
physicians  attended  the  joint  session. 

During  separate  annual  business  sessions,  each  elected 
new  officers.  Dr.  Max  E.  Johnson,  San  Antonio,  was  elected 
president  of  the  Texas  Industrial  Medical  Association, 
while  those  to  serve  with  him  include  Dr.  Noble  B.  Daniel, 
Texarkana,  president-elect;  Dr.  Carl  A.  Nau,  Galveston, 
first  vice-president;  Dr.  J.  G.  Burdick,  Pasadena,  secretary- 
treasurer;  Dr.  E.  E.  Baden,  Raymondville,  new  member  of 
the  board  of  directors. 

Newly  elected  officers  of  the  Texas  Traumatic  Surgical 
Society  include  Dr.  W.  D.  Marrs,  Fort  Worth,  president; 
Dr.  Edward  B.  Rowe,  Galveston,  first  vice-president;  Dr. 
Frank  H.  Kidd,  Dallas,  second  vice-president;  and  Dr. 
W.  E.  Crump,  Wichita  Falls,  secretary-treasurer. 


College  of  Chest'  Physicians 

Dr.  L.  M.  Shefts,  San  Antonio,  was  elected  president  by 
the  Texas  Chapter,  American  College  of  Chest  Physicians, 
when  that  group  met  in  San  Antonio  April  19.  Forty- 
four  members  registered  for  the  session. 

Others  to  serve  with  Dr.  Shefts  are  Dr.  Hiram  Anderson, 
San  Angelo,  first  vice-president;  Dr.  Carlos  J.  Quintanilla, 
Harlingen,  second  vice-president;  Dr.  John  Middleton,  Gal- 
veston, secretary-treasurer. 


Texas  Dermal'ological  Society 

The  Texas  Dermatological  Society  had  an  attendance  of 
about  70  throughout  its  annual  meeting  held  in  San  An- 
tonio April  20.  Dr.  Edmund  N.  Walsh,  Fort  Worth,  was 
elected  president;  Dr.  Earl  Cockerell,  Abilene,  vice-presi- 
dent; Dr.  Shelton  Blair,  Dallas,  secretary;  and  Dr.  William 
Spiller,  Houston,  program  chairman.  The  scientific  program 
of  the  group  included  six  talks,  followed  by  discussion. 


Texas  Air  Medics  Association 

The  twelfth  annual  meeting  of  the  Texas  Air  Medics 
Association  was  held  April  18-19  at  the  Menger  Hotel  in 
San  Antonio. 

On  Saturday  evening,  a cocktail  party  and  Mexican  style 
dinner,  which  was  served  on  boats  which  went  up  and  down 
the  San  Antonio  River,  were  held  for  approximately  65 
people.  The  all  day  scientific  session  was  held  Sunday,  and 
a cocktail  party  and  dinner  dance  that  evening  attracted  60. 

Dr.  C.  D.  Henry  of  San  Antonio  was  elected  vice- 
president  and  president-elect  by  unanimous  vote,  as  was 
Dr.  Philip  Markle  of  Memphis,  Tenn.,  as  director.  A com- 
mittee was  appointed  to  decide  on  some  type  of  recognition 
for  past  and  future  presidents  of  the  association,  such  as 
a certificate  or  plaque.  Dr.  W.  W.  Sumner  of  Fort  Worth 
took  over  the  presidency. 

Texas  Society  of  Plastic  Surgeons 

The  Texas  Society  of  Plastic  Surgeons,  meeting  at  Brooke 
Army  Hospital  April  18,  included  a scientific  program, 
tour  of  that  hospital’s  burn  section  and  Lackland  Air  Force 
Base  Hospital,  business  meeting,  luncheon  and  dinner  in  its 
all  day  conference.  Forty-five  persons  attended  most  of  the 
events. 

Dr.  Willard  Schuessler,  El  Paso,  was  elected  president. 
Dr.  John  Patterson,  Fort  Worth,  was  named  vice-president; 
and  Dr.  Raymond  O.  Brauer,  Houston,  secretary. 

City,  County  Health  Officers 

Fifty-five  persons  attended  the  Conference  of  City  and 
County  Health  Officers  presided  over  by  Dr.  J.  E.  Peavy, 
Austin,  and  held  in  San  Antonio  April  20.  The  program 
was  presented  as  previously  announced. 

Texas  Neuropsychiafric  Associafion 

The  Texas  Neuropsychiatric  Association  had  a registration 
of  136  at  its  April  19  meeting  in  San  Antonio,  during 
which  Dr.  Hamilton  Ford,  Galveston,  was  elected  1959- 
1960  president.  Elected  to  serve  with  him  were  Dr.  Henry 
Gardiner,  Fort  Worth,  vice-president;  Dr.  Clarence  S. 
Hoekstra,  Dallas,  president-elect;  and  Dr.  E.  Ivan  Bruce, 
Galveston,  secretary-treasurer.  Named  trustees  were  Dr. 
Bruce  Beard,  Fort  Worth,  and  Dr.  Alfred  H.  Hill,  San 
Antonio. 

During  the  scientific  program  of  the  group,  a section  on 
neurology  and  neurosurgery  met  separately  from  that  on 
psychiatry. 


Texas  Otolaryngological  Associafion 

The  Texas  Otolaryngological  Association  held  an  organ- 
izational meeting,  at  which  a constitution  and  by-laws  were 
adopted,  in  San  Antonio  April  20.  Forty-rwo  persons  at- 
tended the  luncheon  session,  and  the  roster  of  dues  paying 
applicants  now  lists  about  90  members. 

The  group  plans  to  meet  in  conjunction  with  the  annual 
session  of  the  Texas  Medical  Association  again  in  I960. 
Dr.  Herbert  Harris,  Houston,  is  president;  Dr.  Jack  L. 
Turner,  Odessa,  vice-president. 
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Texas  Diabetes  Association 

The  Texas  Diabetes  Association  elected  Dr.  Ralph  Green- 
lee, Midland,  president,  during  its  April  19  session  in  San 
Antonio.  Others  elected  were  Dr.  James  A.  Greene,  Hous- 
ton, president-elect;  Dr.  Sam  C.  Arnett,  Jr.,  Lubbock,  first 
vice-president;  and  Dr.  Shelton  Barcus,  Fort  Worth,  second 
vice-president. 

Councilors  for  the  group  include  Dr.  R.  D.  Liddle,  Whar- 
ton; Drs.  L.  W.  Dierolf,  Jr.  and  Edwin  L.  Rippy,  Dallas; 
Dr.  John  W.  Chriss,  Corpus  Christi;  Dr.  R.  W.  Griffin, 
San  Antonio;  Dr.  F.  Peel  Allison,  Beaumont;  Dr.  Jesse 
D.  Ibarra,  Jr.,  Temple;  Dr.  C.  M.  Shaw,  Wichita  Falls; 
and  Dr.  John  Burrows,  Houston.  Dr.  George  M.  Jones, 
Dallas,  is  governor  for  the  Texas  Diabetes  Association;  Dr. 
Edmond  K.  Doak,  Houston,  councilor  for  the  American 
Diabetes  Association;  and  Dr.  Harold  Dobson,  Houston, 
councilor  for  the  Houston  Diabetes  Association. 

Attendance  during  the  San  Antonio  sessions  varied  from 
30  to  100. 


Texas  Heart  Association 

The  Texas  Heart  Association  elected  Charles  L.  Bybee, 
Houston,  as  chairman  of  its  board  of  directors  and  installed 
Dr.  Robert  E.  Leslie,  El  Campo,  as  president,  when  it  held 
its  annual  meeting  in  San  Antonio  April  18  and  19. 

Dr.  George  E.  Clark,  Jr.,  Austin,  was  named  president- 
elect; Dr.  Alfred  Harris,  Dallas,  first  vice-president;  Dr. 
Saul  B.  Appel,  El  Paso,  third  vice-president;  Dr.  Ken  Sher- 
man, Harlingen,  fourth  vice-president;  Mrs.  Frank  Hollands- 
worth,  Longview,  secretary;  and  W.  W.  Jackson,  San  An- 
tonio, treasurer. 

Dr.  Francis  L.  Chamberlain,  San  Francisco,  president  of 
the  American  Heart  Association,  made  the  chief  address 
at  an  awards  dinner  in  the  Anacacho  Room  of  the  St. 
Anthony  Hotel. 


Gastroenterologist'S,  Proctologists 

The  Texas  Society  of  Gastroenterologists  and  Proaologists 
elected  Dr.  Marcel  Patterson,  Galveston,  president  when  it 
met  in  San  Antonio  April  19.  Named  to  serve  with  him 
were  Dr.  Gray  Carter,  Dallas,  first  vice-president;  Dr.  John 
Kelsey,  Houston,  second  vice-president;  and  Dr.  A.  C.  Bro- 
ders,  Jr.,  Temple,  secretary-treasurer. 

Texas  Chapter,  Pediatrics  Academy 

The  Texas  Chapter  of  the  American  Academy  of  Pedi- 
atrics met  in  San  Antonio  on  April  20  for  a luncheon  ses- 
sion, during  which  Dr.  William  L.  Wilson,  Austin,  spoke 
on  "Poison  Control.”  Thirty-eight  persons  were  present. 
Chairman  of  the  group  was  Dr.  Edward  M.  Wier,  Fort 
Worth. 


Texas  Society  of  Pathologists 

The  Texas  Society  of  Pathologists,  Inc.,  met  in  San  An- 
tonio April  20  to  hold  its  semiannual  business  meeting  and 
to  join  the  Texas  Medical  Association  Section  on  Pathology 
for  two  scientific  sessions.  Twenty-eight  members,  two 
applicants,  and  one  pathologist  visitor  were  present  for  the 
business  session. 


Physical  Medicine,  Rehabilitaf'ion  Society 

The  Texas  Physical  Medicine  and  Rehabilitation  Society 
held  a business  session  April  21  in  San  Antonio,  at  which 
Dr.  Edward  M.  Krusen,  Dallas,  was  eleaed  president.  Also 
elected  were  Dr.  Lewis  A.  Leavitt,  Houston,  vice-president, 
and  Dr.  Oscar  Selke,  Houston,  secretary.  Dr.  Odon  F.  von 
Werssowetz,  Gonzales,  is  to  continue  as  delegate.  Two 
physicians,  Drs.  Joe  F.  Schooler  and  William  Hornberger, 
Houston,  were  elected  to  membership. 

The  group  met  with  the  Texas  Orthopedic  Association 
and  the  Section  on  Pediatrics  of  the  Texas  Medical  Associa- 
tion to  hear  scientific  papers  April  20  and  21. 


Public  Health  Physicians  Convene 

The  name  of  the  Texas  Chapter  of  the  American  As- 
sociation of  Public  Health  Physicians  was  changed  to  the 
Texas  Association  of  Public  Health  Physicians  during  its 
dinner  meeting  in  San  Antonio  April  19.  The  scheduled 
speaker.  Dr.  Herman  E.  Hilleboe  of  Albany,  N.  Y.,  state 
commissioner  of  health  for  New  York,  was  unable  to  be 
present  but  was  represented  by  Dr.  Granville  W.  Larimore, 
deputy  commissioner. 

Dr.  Fred  K.  Laurentz,  Houston,  became  president  of 
the  organization,  and  Dr.  B.  M.  Primer,  Austin,  was  re- 
elected secretary. 


Texas  Ophthalmological  Association 

Two  refresher  courses,  an  executive  committee  meeting, 
a scientific  program,  luncheon  and  business  session  marked 
the  annual  meeting  of  the  Texas  Ophthaimological  Associa- 
tion in  San  Antonio  April  20-21. 

Dr.  Max  Baldridge,  Texarkana,  was  elected  president;  Dr. 
Otto  Lippman,  Austin,  vice-president;  Dr.  James  H.  Scruggs, 
Waco,  secretary;  Dr.  John  C.  Kuppinger,  Harlingen,  treas- 
urer; Dr.  Mary  Agnes  Lancaster,  Dallas,  councilor;  and  Dr. 
Louis  Daily,  Jr.,  Houston,  councilor. 


Texas  Society  of  Anesthesiologists 

A scientific  program,  business  meeting,  luncheon,  and 
cocktail  party  were  features  of  the  annual  meeting  of  the 
Texas  Society  of  Anesthesiologists  at  San  Antonio  April  19. 
Attendance  throughout  was  about  112. 

Dr.  David  O.  Johnson,  Austin,  was  elected  to  the  presi- 
dency. Named  to  serve  with  him  were  Dr.  Merle  D. 
Thomas,  El  Paso,  vice-president;  Dr.  Randle  J.  Brady, 
Houston,  president-elect;  Dr.  M.  T.  Jenkins,  Dallas,  secre- 
tary-treasurer. 


Society  of  Athletic  Team  Physicians 

Dr.  William  H.  Ledbetter  of  Wichita  Falls  became  presi- 
dent of  the  Texas  Society  of  Athletic  Team  Physicians  at 
its  meeting  April  18  in  San  Antonio. 

Other  officers  include  Dr.  Jack  G.  Brannon  of  Houston, 
secretary,  and  Dr.  Louis  J.  Levy  of  Fort  Worth,  program 
chairman. 
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MEDICAL  MEETINGS 

19  Guest  Speakers,  Exhibits 
Parties  Set  by  South  Texas  Assembly 

Nineteen  guest  speakers  will  be  presented  when  the 
Postgraduate  Medical  Assembly  of  South  Texas  holds  its 
twenty-fifth  anniversary  meeting  July  20-22  at  the  Sham- 
rock Hilton  Hotel  in  Houston. 

They  include  Dr.  Fred  H.  Allen,  Jr.,  Boston,  assistant 
clinical  professor  of  pediatrics.  Harvard  Medical  School, 
and  associate  director  of  the  Blood  Grouping  Laboratory 
of  Boston;  Dr.  Walter  C.  Alvarez,  Chicago,  syndicated 
newspaper  columnist  and  emeritus  professor  of  medicine  of 
the  Mayo  Clinic;  Dr.  A.  E.  Braley,  Iowa  City,  professor 
and  head  of  Department  of  Ophthalmology,  State  Uni- 
versity of  Iowa. 

Also  Dr.  Louis  Thomas  Byars,  St.  Louis,  associate  pro- 
fessor of  clinical  surgery,  Washington  University  School  of 
Medicine;  Dr.  George  F.  Cahill,  New  York,  emeritus  pro- 
fessor of  urology.  College  of  Physicians  and  Surgeons,  Co- 
lumbia University;  Dr.  Tague  C.  Chisholm,  Minneapolis, 
clinical  associate  professor  of  surgery.  University  of  Minne- 
sota Medical  School,  and  director  of  pediatric  surgery  of 
Minneapolis  General  Hospital. 

The  program  will  also  include  Dr.  J.  Brown  Farrior, 
Tampa,  chief  of  otolaryngology,  the  Farrior  Clinic,  and 
head  of  the  residency  training  program  in  otolaryngology, 
Tampa  General  and  St.  Joseph’s  Hospitals;  Dr.  Francis  L. 
Lederer,  Chicago,  professor  of  otolaryngology  and  head 
of  the  department.  University  of  Illinois  College  of  Medi- 
cine; Dr.  Donald  B.  Lucas,  San  Francisco,  associate  profes- 
sor of  orthopaedic  surgery.  University  of  Califotnia  School 
of  Medicine. 

Also  Dr.  Vincent  Moraguess,  Omaha,  professor  of 
pathology  and  acting  director  of  the  department,  Creighton 
University  School  of  Medicine;  Dr.  Charles  A.  Neumeister, 
Minneapolis,  clinical  assistant  professor.  Department  of 
Surgery,  University  of  Minnesota  Medical  School;  Dr.  Alton 
Ochsner,  New  Orleans,  director  of  surgery,  Ochsner  Clinic 
and  Foundation,  and  professor  of  clinical  surgery,  Tulane 
University  School  of  Medicine;  Dr.  H.  M.  Pollard,  Ann 
Arbor,  professor  of  internal  medicine,  University  of  Mich- 
igan Medical  School,  and  president-elect  of  the  American 
Gastroenterological  Association. 

Also  Dr.  Clyde  L.  Randall,  Buffalo,  professor  of  obstetrics 
and  gynecology.  University  of  Buffalo,  and  chief  of  that 
division  for  Buffalo  General  Hospital;  Dr.  Robert  N. 
Rutherford,  Seattle,  associate  clinical  professor  of  obstetrics 
and  gynecology.  University  of  Washington  Medical  De- 
partment; Dr.  Wiley  M.  Sams,  Miami,  clinical  professor  of 
dermatology.  Department  of  Medicine,  University  of  Miami. 

Also  Dr.  C.  L.  Schepens,  Boston,  clinical  professor  of 
ophthalmology.  Harvard  Medical  School,  and  assistant  sur- 
geon in  his  field  with  the  Massachusetts  Eye  and  Ear 

Infirmary  and  Massachusetts  General  Hospital;  Dr.  Louis 
J.  West,  Oklahoma  City,  professor  and  head  of  the  Depart- 
ment of  Psychiatry,  Neurology,  and  Behavioral  Sciences, 
University  of  Oklahoma  School  of  Medicine;  and  Dr. 
Lawrence  E.  Young,  Rochester,  N.  Y.,  professor  and  chair- 
man, Department  of  Medicine,  University  of  Rochester 

School  of  Medicine. 

In  addition  to  the  scientific  program,  the  assembly 

session  will  include  scientific  exhibits,  technical  exhibits, 
thtee  luncheons,  a dance  and  floor  show,  and  a style  show- 
tea  for  visiting  wives.  Registration  fee  of  $25  covers  all 
events;  those  not  wishing  to  attend  the  dance  and  floor 
show  may  register  for  $20.  Information  is  available  from 
the  assembly  executive  office,  412  Jesse  H.  Jones  Library 
Building,  Houston  25. 


Dietetic  Association  to  Los  Angeles 

The  forty-second  annual  meeting  of  the  American  Dietetic 
Association  will  take  place  in  Los  Angeles,  August  25-28. 

A panel  on  the  latest  findings  in  atherosclerosis  will  be 
scheduled  with  Dr.  Laurence  W.  Kinsell,  director  of  the 
Institute  for  Metabolic  Research,  Alameda  County  Medical 
Institutions,  Oakland,  Calif.;  Dr.  David  B.  Carmichael, 
physician  and  vice-president  of  the  San  Diego  Heart  As- 
sociation, La  Jolla;  and  Dr.  Jessie  Marmorston,  physician  of 
Beverly  Hills,  participating.  Also  on  the  program  will  be 
Dr.  Ernest  Gold,  research  fellow  in  the  Department  of 
Medicine  and  Metabolic  Unit,  University  of  California 
Medical  Center,  San  Francisco,  who  will  discuss  the  dietary 
management  in  the  therapy  of  selected  endocrinopathies. 

Among  other  subjects  of  interest  to  physicians  will  be 
the  relationship  of  nutritional  deficiencies  to  mental  health, 
in  particular,  phenylketonuria,  a reevaluation  of  the  protein 
intake  in  liver  disease,  the  alterations  in  gross  body  com- 
position and  configuration  in  relation  to  low  calorie  diets, 
and  calcium  metabolism  and  urinary  calculus  formation  in 
paralyzed  and  immobilized  patients. 

Inquiries  concerning  the  meeting  may  be  addressed  to 
the  American  Dietetic  Association,  620  North  Michigan 
Avenue,  Chicago  1 1 . 


General  Practitioners  to  Meet 

The  Texas  Academy  of  General  Practice  held  a 1 day 
seminar  May  10  in  Amarillo. 

Dr.  Louis  W.  Breck,  Dr.  W.  A.  Jones,  and  Dr.  Walter 
W.  Wollmann,  all  of  El  Paso,  participated  on  the  pro- 
gram. They  discussed  all  aspeas  in  the  treatment  of  a 
severely  injured  patient.  It  was  emphasized  that  crash  in- 
juries are  becoming  the  greater  part  of  everyday  practice 
by  all  physicians.  There  is  a direct  and  obvious  concern 
with  reducing  the  mortality  and  morbidity  in  highway 
accidents  as  related  to  diagnosis  and  treatment  of  the 
injured,  the  physicians  pointed  out. 


World  Conference  on  Medical  Education 

The  second  World  Conference  on  Medical  Education  will 
be  held  from  August  29  to  September  4 in  Chicago.  The 
7 day  conference,  sponsored  jointly  by  the  great  world 
bodies  of  medicine,  including  the  World  Medical  Associa- 
tion, will  provide  a common  ground  for  the  free  exchange 
of  scientific  information  and  experiences  between  countries. 

Collaborating  with  the  WMA  in  sponsoring  the  con- 
ference are  the  World  Health  Organization,  the  Council  for 
International  Organizations  of  Medical  Sciences,  and  the 
International  Association  of  Universities. 

Between  1,500  and  2,000  persons  from  all  over  the 
world  will  attend  the  conference  at  the  Palmer  House. 
There  will  be  25  speakers  from  approximately  50  coun- 
tries, and  all  business,  including  lectures,  will  be  translated 
simultaneously  into  English,  Ftench,  and  Spanish.  "Medi- 
cine— A Lifelong  Study”  is  the  conference  theme. 

Correspondence  relating  to  hotel  reservations  and  all  in- 
formation pertaining  to  the  conference  may  be  directed  to 
Mrs.  Clara  Lewinter,  World  Medical  Association,  10  Co- 
lumbus Circle,  New  York  19. 
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EDUCATION 

Postgraduate  Courses 

Dermatology,  Denver,  July  16-18. — The  University  of 
Colorado  School  of  Medicine  will  condua  a refresher  course 
in  dermatology  for  general  practitioners  in  Denver  at  the 
Sabin  Amphitheater.  Sessions  will  be  held  Thursday,  July 
16,  and  Friday,  July  17,  from  9 a.  m.  until  4 p.  m.  and 
on  Samrday,  July  18,  in  the  morning  only.  Dr.  James 
Lewis  Pipkin  of  San  Antonio  will  be  one  of  the  guest 
lecturers.  Tuition  is  $30.  An  application  for  registration 
may  be  obtained  by  writing  to  the  Office  of  Postgraduate 
Medical  Education,  University  of  Colorado  Medicine  Cen- 
ter, 4200  East  Ninth  Avenue,  Denver  20. 

Athletic  Injuries,  Denver,  August  10-12.— "The  Preven- 
tion and  Management  of  Athletic  Injuries  for  the  Team 
Physician”  will  be  the  topic  of  the  University  of  Colorado 
Medical  Center’s  third  annual  postgraduate  course  on  this 
subject,  sponsored  by  the  medical  center.  Both  morning 
and  afternoon  sessions  will  be  held,  along  with  an  annual 
banquet  the  evening  of  August  11.  Tuition  is  $40.  Those 
interested  may  write  the  Office  of  Postgraduate  Medical 
Education,  University  of  Colorado  Medical  Center,  4200 
East  Ninth  Avenue,  Denver  20,  for  an  application  blank. 

Otolaryngology,  Chicago,  September  18-26. — ^The  De- 
partment of  Otolaryngology  at  the  University  of  Illinois 
College  of  Medicine  announces  a special  postgraduate  course 
to  be  offered  September  18-26.  It  will  consist  of  a series  of 
lectures  and  panels  concerning  advancements  in  otolaryngol- 
ogy. Some  of  the  sessions  will  be  devoted  to  surgical 
anatomy  of  the  head  and  neck  and  histopathology  of  the 
ear,  nose,  and  throat.  Guest  lecturers  will  participate  in  an 
entire  day’s  program  reviewing  the  latest  advances  and 
principles  of  temporal  bone  surgery.  Interested  physicians 
may  write  the  Department  of  Otolaryngology,  University 
of  Illinois  College  of  Medicine,  1853  West  Polk  Street, 
Chicago  12,  for  further  information. 


College  of  Physicians  Names  Fellows 

Several  Texans  have  been  elected  to  full,  or  associate, 
fellowship  by  the  American  College  of  Physicians  as  of 
April  18,  1959. 

Fellows  include  Dr.  Coleman  David  Caplovitz,  Houston; 
Dr.  Ralph  Vernon  Ford,  Houston;  Dr.  Jesse  Walter  Hofer, 
Houston;  and  Dr.  John  Roger  Kelsey,  Houston.  Associate 
fellows  are  Dr.  Robert  John  Carabasi,  Temple;  Dr.  Thom- 
as Hunter  Giddings,  Brenham;  Dr.  Robert  Wayne  Griffin, 
San  Antonio;  and  Dr.  Bryan  Williams,  Dallas. 


499  Issued  Nursing  Licenses 

As  a result  of  the  March  21  meeting  and  examination 
of  the  Board  of  Vocational  Nurse  Examiners,  499  candi- 
dates were  issued  vocational  nurse  licenses.  There  were  6l 
approved  vocational  nurse  training  programs  represented  in 
the  examinations. 

Five  new  schools  were  approved  at  the  meeting  of  the 
board,  bringing  to  a total  of  101  the  number  of  vocational 
nurse  training  programs  currently  active  in  Texas.  The  new 
schools  are  at  Madonna  Hospital  in  Denison;  Ragland- 
Fenlaw  Hospital  and  Clinic  in  Gilmer;  Howard  County 
Junior  College  in  Big  Spring;  South  Plains  Junior  College 


in  Levelland;  and  Collin  Memorial  Hospital  in  McKinney. 

The  next  state  board  examination  is  set  for  August  8 
in  Austin.  The  deadline  for  submitting  applications  for 
this  examination  is  midnight  July  8.  They  are  to  be  mailed 
to  the  State  of  Texas  Board  of  Vocational  Nurse  Examiners, 
904  Lavaca  Street,  Austin  1. 


Texas  Scientists,  Schools 
Receive  Cancer  Research  Grants 

Grants  for  cancer  research  in  the  amount  of  $93,336 
awarded  to  Texas  scientist  and  institutions  were  announced 
April  17  by  the  American  Cancer  Society. 

Baylor  University  College  of  Medicine  in  Houston  and 
the  University  of  Texas  Southwestern  Medical  School  in 
Dallas  received  an  institutional  research  grant  of  $15,000 
for  one  year  to  stimulate  interest  and  participation  in  pro- 
grams of  cancer  research  at  the  medical  schools.  Dr.  John 
J.  Trentin  of  Baylor  received  $11,931  for  one  year  to  study 
the  origins  of  leukemia.  The  research  centers  on  an  in- 
vestigation of  viruses  which  are  associated  with  mouse 
leukemia  and  other  cancers. 

Other  schools  and  institutions  in  Texas  receiving  awards 
included  the  University  of  Texas,  Austin;  M.  D.  Anderson 
Hospital  and  Tumor  Instimte,  Houston;  the  University  of 
Texas  Southwestern  Medical  School,  Dallas.  Dr.  Clark  A. 
Griffin  and  Dr.  Saul  Kit  of  M.  D.  Anderson  Hospital  each 
received  grants. 


University  of  Texos  Medical  Branch 

Dr.  Kenneth  M.  Earle,  associate  professor  of  pathology, 
has  been  named  Dean  of  the  School  of  Medicine  by  the 
Board  of  Regents.  The  De‘partment  of  Medicine  an- 
nounces the  appointment  of  Dr.  James  L.  Leonard  as  as- 
sistant professor.  Dr.  Leonard  came  to  the  Medical  Branch 
from  Georgetown  University  Medical  School,  Washington, 
D.  C. 


Arthritis  and  Rheumatism  Foundation 

The  Arthritis  and  Rheumatism  Foundation  offers  pre- 
doctoral,  postdoctoral,  and  senior  investigatorship  awards  in 
the  fundamental  sciences  related  to  arthritis  for  work  be- 
ginning July  1,  I960.  Deadline  for  applications  is  October 
31,  1959. 

These  awards  are  intended  as  fellowships  to  advance  the 
training  of  young  men  and  women  of  promise  for  an  in- 
vestigative or  teaching  career.  The  program  provides  three 
awards:  (1)  Predoctoral  fellowships  are  limited  to  smdents 
who  hold  a bachelor’s  degree.  Stipends  range  from  $1,500 
to  $3,000  per  year.  (2)  Postdoctoral  fellowships  are  lim- 
ited to  applicants  with  the  degree  of  doctor  of  medicine  or 
doctor  of  philosophy.  Stipends  range  from  $4,000  to  $6,000 
per  year.  (3)  Senior  investigator  awards  are  made  to  can- 
didates holding  or  eligible  for  a "faculty  rank”  such  as 
instructor  or  assistant  professor.  Stipends  are  from  $6,000 
to  $10,000  per  year. 

For  further  information  and  application  forms,  interested 
persons  may  address  the  Medical  Director,  Arthritis  and 
Rheumatism  Foundation,  10  Columbus  Circle,  New  York 
19. 
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Urology  Awards  Offered 

The  American  Urological  Association  offers  an  annual 
award  of  $1,000  (first  prize,  $500;  second  prize,  $300;  and 
third  prize,  $200)  for  essays  on  the  result  of  some  clinical 
or  laboratory  research  in  urology.  Competition  is  limited 
to  urologists  who  have  been  graduated  not  more  than  10 
years,  and  to  hospital  interns  and  residents  doing  research 
work  in  urology. 

The  first  prize  essay  will  appear  on  the  program  of  the 
American  Urological  Association,  to  be  held  at  the  Palmer 
House,  Chicago,  May  16-19,  I960. 

Those  interested  in  further  information  concerning  the 
contest  may  write  the  Executive  Secretary,  William  P. 
Didusch,  1120  North  Charles  Street,  Baltimore,  Md.  Dead- 
line is  December  1,  1959. 

DRUG  NOTES 

New  Pain  Reliever,  Tranquilizer 
Have  Been  Released  Recently 

Soma  (Wallace  Laboratories)  has  been  released  recently 
to  relieve  pain  and  stiffness  in  muscles  and  joints.  Soma 
modifies  central  pain  perception  without  abolishing  natural 
defense  reflexes,  relaxes  abnormal  tension  of  skeletal  muscle, 
and  relieves  somatic  pain.  By  providing  more  complete 
relief  from  pain,  the  need  for  salicylates,  barbiturates,  and 
steroids  may  be  reduced  or  even  eliminated. 

As  white,  sugar  coated  tablets  of  350  mg..  Soma  is  given 
three  times  daily  and  at  bedtime. 

Chemically,  Soma  is  N-isopropyl-2-methyl-2-propyl-l,  3- 
propanediol  dicarbamate  having  the  generic  name  cariso- 
protol.  Readers  may  recognize  the  basic  chemical  entity  of 
2-methyl-2 -propyl-1,  3-propanediol  dicarbamate  as  the  fa- 
miliar Miltown  (meprobamate).  Actually  then.  Soma  is  an 
isopropyl  group  substituted  onto  Miltown. 

It  is  necessary,  however,  to  point  out  that  slight  changes 
in  structure  may  produce  therapeutic  activity  entirely  un- 
related to  a basic  molecule.  Nevertheless,  a new  compound 
such  as  Soma  may  be  more  easily  classified  mentally  by 
knowing  its  background  and  relationship  with  a parent 
compound.  Such  classification  obviously  would  have  been 
much  simpler  had  the  generic  name  been  selected  to  be 
isopropylmeprobamate.  As  a generic  name  this  would  have 
been  more  revealing,  more  helpful,  and  more  logical  than 
carisoprotol. 

Tentone  (Lederle)  is  a recently  released  tranquilizer. 
Its  generic  name  is  methoxypromazine.  Lederle  is  to  be 
commended  for  this  selection  of  generic  name  because  it 
immediately  relates  the  new  drug  to  older  and  familiar 
ones,  such  as  promazine  (Sparine — ^Wyeth)  and  chlor- 
promazine  (Thorazine — Smith,  Kline  and  French). 

The  introduction  of  the  methoxy  group  and  the  concur- 
rent omission  of  chlorine  produces  a compound  highly 
effective  as  a tranquilizer  and  useful  in  the  lower  and 
middle  range  of  disorders. 

The  effect  is  said  to  approach  that  of  the  strong  pheno- 
thiazines  and  yet  not  to  have  their  drawbacks.  Tentone 
approaches  the  milder  ataractics  with  respect  to  untoward 
reaaions. 

Tentone  appears  to  fill  a need  for  an  effective,  easy  to 
use,  tranquilizer  for  office  practice. 

The  dosage  will  vary  from  30  mg.  to  100  mg.  daily  in 
moderate  cases  to  possibly  75  mg.  or  even  500  mg.  a day 
in  the  more  severe  cases.  Tentone  may  be  used  on  insti- 
tutionalized patients  recalcitrant  to  other  phenothiazines. 
The  dosage  may  range  in  these  cases  from  100  to  1,500 
mg.  daily.  Potentiation  of  the  action  of  analgesics,  barbitu- 


rates, narcotics,  and  similar  drugs  exists  also  with  Tentone. 

The  new  agent  is  available  in  10,  25,  and  50  mg.  tablets. 

Tigan  (Roche)  is  being  introduced  as  an  antiemetic 
and  antinauseant.  It  is  suggested  for  the  nausea  and  vomit- 
ing of  pregnancy,  infections,  toxicoses,  drug  administration, 
radiation  therapy,  and  travel  sickness.  It  is  said  to  be 
effective  both  prophylactically  and  therapeutically. 

Tigan  (trimethobenzamide)  as  the  hydrochloride  is  sup- 
plied in  100  mg.  capsules.  The  suggested  adult  dose  is  one 
or  two  capsules  four  times  a day. 

The  drug  also  may  be  of  value  in  postoperative  nausea 
and  vomiting  and  possibly  of  value  in  labyrinthitis,  Me- 
niere’s syndrome,  or  psychic  dismrbance  where  these  are 
associated  with  nausea  and  vomiting. 

Chemically,  Tigan  is  4-(2-dimethylaminoethoxy)-N-(3, 
4,  5-trimethoxybenzoyl ) benzylamine  hydrochloride.  One  end 
of  the  molecule  is  related  to  the  antihistamine  Benadryl 
( Parke-Davis ) . The  other  end  contains  a structure  common 
to  several  of  the  rauwolfia  alkaloids.  It  is  to  be  pointed  out, 
however,  that  the  blocking  of  the  emetic  mechanism  is 
brought  about  without  producing  hypotension,  sedation,  or 
tranquilization. 

Holotherapy  is  a new  word  coined  by  Merck  and  Com- 
pany to  define  the  total  therapy  of  every  disorder  as  in- 
cluding the  counteraction  of  possible  deficiencies  of  vita- 
mins and  other  vital  food  factors. 

One  facet  of  this  area  is  that  concerning  the  side  effects 
of  certain  drugs.  For  example:  antibiotics,  anticonvulsants, 
barbiturates,  corticoids,  estrogens,  diuretics,  and  so  forth 
can  have  side  effects  prevented  or  alleviated  by  the  admin- 
istration of  various  vitamins. 

Rautrax  (Squibb)  is  a new  combination  recently  re- 
leased for  the  treatment  of  the  "whole  hypertensive  popu- 
lation.” Each  Rautrax  tablet  contains  50  mg.  of  Raudixin 
(standardized  whole  root  of  rauwolfia  serpentina — Squibb), 
400  mg.  of  flumethiazide,  and  400  mg.  of  potassium  chlor- 
ide. 

Flumethiazide  is  6-trifluoromethyl-7-sulfamyl-l,  2,  4-ben- 
zothiadiazine-1,  1 -dioxide  or  Ademol  (Squibb).  Trifluoro- 
methyl-  has  replaced  the  chloro-  group  of  chlorothiazide. 
Flumethiazide  is  said  to  be  comparable  to  chlorothiazide 
(Diuril — Merck,  Sharp  and  Dohme)  in  promoting  water 
and  sodium  chloride  loss  while  causing  less  loss  of  potas- 
sium ion  than  either  chlorothiazide  or  hydrochlorothiazide 
(Hydrodiuril — Merck,  Sharp  and  Dohme,  Esidrex — Ciba). 

The  combination  Rautrax  is  said  to  have  the  safe,  effec- 
tive antihypertensive  and  tranquilizing  action  of  Raudixin, 
along  with  the  additional  antihypertensive  action  and  ef- 
fective, consistent  diuretic  action  of  flumethiazide.  The  in- 
clusion of  potassium  chloride  reduces  the  need  for  rigid 
salt  restriction  and  minimizes  the  need  for  supplementing 
the  diet  with  potassium  ion  in  long  term  therapy. 

Rautrax  is  suggested  when  prompt  and  great  reduction 
of  the  blood  pressure  is  desirable,  when  edema  or  conges- 
tive heart  failure  is  present,  when  insufficient  response  has 
been  obtained  with  other  agents,  or  when  the  replacement 
of  more  toxic  agents  is  desired.  Smooth  control  of  the 
blood  pressure  is  said  to  be  an  advantage. 

The  initial  dose  of  Rautrax  is  one  to  three  tablets  twice 
a day,  mornings  and  evenings.  Usually  two  to  four  tablets 
a day  is  sufficient.  The  maximum  diuretic  effect  is  seen 
usually  in  a day  or  two,  but  the  maximum  hypertensive  ef- 
fect is  not  usually  seen  for  several  days.  The  dosage  must 
be  adjusted  to  the  patient’s  response.  The  maintenance  dose 
is  usually  one  to  two  tablets  daily  and  may  range  as  high 
as  six  tablets  daily.  A dosage  reduction  possibly  as  high 
as  50  per  cent  is  necessary  when  Rautrax  is  used  with  the 
Veratrum  drugs  or  hydralazine  (Apresoline — Ciba). 

— Herbert  Schwartz,  M.S.,  Austin. 
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OF  GENERAL  INTEREST 

Medical  Essay  Winners 
Named  for  State  Prizes 

A prize  winning  essay  on  "The  Advantages  of  the  Private 
Practice  of  Medicine’’  has  put  Miss  Martha  Jobe  of  Wichita 
Falls  High  School  in  first  place  for  the  state  level  competi- 
tion of  the  Association  of  American  Physicians  and  Sur- 
geons Essay  Contest  out  of  500  entries  from  19  areas  in 
Texas. 

Miss  Jobe  will  receive  $150  from  the  Texas  Medical 
Association,  donor  of  $500  in  state  prize  money,  in  addi- 
tion to  $100  from  the  Wichita  County  Medical  Society. 
An  additional  $100  will  be  placed  by  the  Association  with 
the  Wichita  Falls  High  School  Library  Fund  in  her  name. 

Other  winners  were  announced  by  Dr.  C.  Hal  McCuistion 
of  Austin,  state  chairman  for  the  AAPS  contest,  as  being 
Miss  Linda  Hinton,  Temple,  $100;  Miss  Sharon  K.  Eady, 
Odessa,  $75;  Danny  Tompkins,  Houston,  $50;  and  Avon 
Page,  Woodville,  $25.  Each  wrote  on  the  "Advantages  of 
the  Free  Enterprise  System.”  Miss  Hinton  won  twelfth 
place  in  national  competition;  a New  Jersey  student  won 
first  place. 

Local  sponsorship  in  the  AAPS  competition  is  by  county 
medical  societies  and  their  auxiliaries,  and  in  some  cities 
by  the  chambers  of  commerce  and  schools.  There  were  47 
local  winners  in  Texas. 

Judges  for  this  year’s  state  entries  were  former  governor 
Dan  Moody,  Austin;  Maj.  Gen.  J.  Earl  Rudder,  vice-presi- 
dent of  Texas  Agricultural  and  Mechanical  College;  and 
Dr.  Denton  Kerr,  Houston,  former  president  of  the  Texas 
Medical  Association. 


Personals 

Dr.  Marvin  D.  Siperstein,  associate  professor  of  internal 
medicine.  University  of  Texas  Southwestern  Medical  School, 
Dallas,  received  the  Marchman  Award  of  the  Dallas  South- 
ern Clinical  Society  when  that  group  held  its  annual  spring 
conference.  He  was  cited  for  his  research  in  the  metabolism 
of  lipids.  Dr.  Siperstein  also  has  been  announced  as  winner 
of  the  Eli  Lilly  Award  of  the  American  Diabetes  Associa- 
tion for  his  lipid  research  in  relation  to  diabetes  mellims. 

Dr.  Charles  H.  Mims  of  Mission  has  been  named  Mis- 
sion’s 1959  Man  of  the  Year,  announced  Ken  M.  Healy, 
editor  of  the  Mission  Times,  which  annually  sponsors  the 
award. 

Dr.  C.  V.  Harrison,  professor  and  chairman  of  the  De- 
partment of  Pathology  at  the  University  of  London,  Post- 
graduate School  of  Medicine  and  visiting  lecturer  at  the 
University  of  Texas  Postgraduate  School  of  Medicine,  gave 
lectures  June  5-6  at  Brooke  Army  Hospital  and  Robert  B. 
Green  Hospital  in  San  Antonio. 

Dr.  John  M.  Smith,  ]r.  of  San  Antonio  was  named  by 
the  architects  of  San  Antonio  as  the  citizen  they  are  honor- 
ing during  1959. 

Dr.  V ernie  A.  Stembridge,  associate  professor  of  pathol- 
ogy at  Southwestern  Medical  School  of  the  University  of 
Texas,  Dallas,  was  presented  the  Legion  of  Merit,  May  20, 
by  Col.  Frank  M.  Townsend,  USAF  (MC),  deputy  director 
of  the  Armed  Forces  Institute  of  Pathology,  Washington, 
D.  C.  He  received  the  award  for  meritorious  service  as 
chief  of  the  Aviation  Pathology  Section  of  the  Armed 
Forces  Institute  of  Pathology  during  the  period  February 
11,  1956,  to  January  15,  1959,  while  on  active  duty  as 
major  in  the  United  States  Air  Force  Medical  Service. 


Recent  births  in  Texas  physicians’  families  include  a 
daughter,  Kay,  born  to  Dr.  Thomas  Glass,  ]r.  and  wife  in 
Houston;  a son.  Jack  David,  born  to  Dr.  Edward  Maddox 
and  wife  in  Galveston;  a son,  Ronald  Wayne,  born  to  Dr. 
Ronald  W.  Schultz  and  wife  in  Houston. 

Dr.  Albert  W.  Hartman  of  San  Antonio  was  elected 
president  of  the  Southern  Society  of  Clinical  Surgeons  at 
a recent  meeting  in  Baltimore. 

Dr.  franklin  Yeager,  Corpus  Christi,  President  of  the 
Texas  Medical  Association,  was  cited  by  the  House  of  Rep- 
resentatives in  a resolution  congramlating  him  upon  the 
election  to  the  presidency  of  the  Texas  Medical  Association. 

Frank  Campbell  of  Austin,  who  has  previously  been  edu- 
cational director  of  the  Texas  Commission  on  Alcoholism 
became  executive  director  June  1.  Nelson  Brown  is  retiring 
due  to  health  reasons. 

The  father  of  Dr.  H.  H.  Wilson  of  Monahans,  Mr.  Fred 
D.  Wilson  of  Lubbock,  died  May  14  in  Lubbock. 

Dr.  ].  L.  Dickey  of  Taylor,  the  only  Negro  ever  named 
outstanding  citizen  of  the  year  in  that  city,  died  in  May 
at  the  age  of  66.  He  was  credited  with  saving  many  pa- 
tients during  the  1933  typhoid  epidemic  and  initiated 
numerous  health  education  programs  for  his  people. 

Dr.  Peter  McCall  Keating,  former  San  Antonio  ortho- 
pedic surgeon,  died  in  February  in  Philadelphia,  where  he 
had  practiced  since  1956.  He  was  a founder  and  president 
of  the  Texas  Orthopedic  Association. 


Polio  Campaign  in  Swing 

The  United  States  Public  Health  Service’s  poliomyelitis 
inoculation  campaign  has  been  in  full  force  during  the 
last  few  months.  In  connection  with  this  drive,  member 
companies  of  the  Health  Insurance  Association  of  America 
have  stepped  up  their  educational  campaign  urging  vaccina- 
tions for  those  90,000,000  Americans  who  still  lack  full 
protection  against  polio.  The  American  Medical  Association 
and  the  Advertising  Council  are  other  national  groups 
stressing  the  importance  of  inoculations. 

Dr.  Leroy  Burney,  surgeon  general,  stated  that  more 
than  half  of  the  United  States  population  had  not  received 
the  minimum  of  three  Salk  vaccine  shots  required  for  pro- 
tection against  paralytic  polio.  'There  is  a need  for  the  drive, 
according  to  Dr.  Burney,  who  said  that  for  the  first  time 
since  the  Salk  vaccine  came  into  use,  there  was  an  increase 
in  the  number  of  cases  of  paralytic  polio.  The  total  number 
of  all  polio  cases  in  1958,  just  under  6,000,  was  down 
sharply  from  the  1955  total  of  29,000,  when  Salk  vaccina- 
tion programs  were  initiated. 

As  of  now,  25,000,000  persons  under  the  age  of  20  are 
not  fully  protected,  commented  Dr.  Burney.  Of  these,  nearly 
15,000,000  have  not- had  a single  shot  of  polio  vaccine. 


Transportation  to  VA  Hospitals 

The  Veterans  Administration  has  announced  that  it  can 
pay  for  ambulance  service  or  other  transportation  of  pa- 
tients to  its  hospitals  only  when  prior  authorization  has 
been  given. 

In  medical  emergencies,  the  private  physician  who  tele- 
phones a VA  hospital  to  request  emergency  admission  of  a 
veteran  may  secure  the  travel  authorization  from  the  hos- 
pital by  telephone  at  the  same  time. 

The  physician  requesting  the  emergency  admission  should 
tell  the  hospital  whether  it  is  for  an  illness  or  injury  that 
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has  been  rated  service  connected,  and  if  it  is  not,  whether 
the  veteran  can  afford  to  pay  for  travel  to  the  hospital. 
Veterans  admitted  to  VA  hospitals  for  treatment  of  service 
connected  conditions  are  entitled  to  necessary  travel  to  and 
from  the  hospital  at  government  expense,  provided  prior 
travel  authorization  is  obtained  from  the  hospital.  Veterans 
admitted  to  VA  hospitals  for  treatment  of  nonservice  con- 
neced  conditions  are  entitled  to  this  travel  at  government 
expense  only  if  they  affirm  under  oath  that  they  cannot 
afford  to  pay  the  cost  of  the  travel  and  if  prior  travel 
authorization  from  the  hospital  has  been  obtained. 


Health  Insurance  Payments  Up  in  Texas 

Benefit  payments  by  insurance  companies  to  the  people 
of  Texas  who  are  covered  by  health  insurance  policies 
reached  a new  high  during  1958,  the  Health  Insurance 
Institute  has  reported.  During  1958,  an  estimated  $132,- 
400,000  was  paid  out,  representing  an  8 per  cent  gain  over 
the  1957  figure  of  $122,500,000. 


Mental  Health  Booklets 
Available  Upon  Request 

Three  popular  mental  health  leaflets  are  now  available 
in  Spanish  translation  to  interested  physicians  from  the 
Texas  Association  for  Mental  Health. 

These  pamphlets,  also  in  English,  concern  the  character- 
istics of  people  with  good  mental  health  ("Mental  Health 
Is  1,  2,  3”),  things  a person  should  know  about  mental 
illness  ("Some  Things  You  Should  Know  About  Mental 
and  Emotional  Illness”),  and  things  every  child  needs  for 
good  mental  health  ("What  Every  Child  Needs”).  These 
are  available  in  single  copies  free  of  charge  and  in  quantity 
for  $1.90  per  100  copies. 

Also  available  in  English  are  other  mental  health  booklets 
entitled  "Preparing  Your  Child  for  the  Hospital,”  "Key- 
stones to  Psychological  Thinking  in  Young  Children,”  and 
"Eating  Patterns  for  Children:  A Guide  for  Doctors  and 
Nurses.” 

Those  desiring  copies  of  these  booklets  may  write  the 
Texas  Association  for  Mental  Health,  2410  San  Antonio 
Street,  Austin  5. 


Dallas  Junior  High  School 
Named  for  Edward  H.  Cary 

Edward  H.  Cary  Junior  High  School,  recently  constructed 
in  Dallas,  has  been  dedicated  to  the  late  Dr.  Edward  H. 
Cary  by  Dr.  Edwin  L.  Rippy,  chairman  of  the  Dallas 
school  board. 

Formerly  President  of  the  Texas  Medical  Association  and 
the  American  Medical  Association,  Dr.  Cary  during  his 
career  served  as  dean  of  the  University  of  Dallas  Medical 
Department  and  later  as  dean  emeritus  when  the  school 
became  part  of  Baylor  University  College  of  Medicine.  He 
was  president  of  the  Southwestern  Medical  Foundation, 
Southern  Medical  Association,  Dallas  Historical  Society, 
Texas  Ophthalmological  and  Otolaryngological  Society,  and 
Philosophical  Society  of  Texas.  He  was  instrumental  in 
the  establishment  of  the  University  of  Texas  Southwestern 
Medical  School  and  the  Medical  Arts  Building  in  Dallas. 


Texans  Get  16  Mental  Health  Grants 

Sixteen  mental  health  in-service  training  grants  have 
gone  to  employees  of  seven  Texas  mental  hospitals  since 
June,  1958,  according  to  a report  of  the  Southern  Regional 
Education  Board,  which  has  made  the  grants  possible.  Texas 
institutions  represented  in  the  group  are  Abilene  State 
School,  Austin  State  School,  Big  Spring  State  Hospital, 
Mexia  State  School,  Rusk  State  Hospital,  San  Antonio  State 
Hospital,  and  Terrell  State  Hospital. 

Eighteen  grants  went  to  Virginia  mental  health  workers, 
16  to  Oklahoma.  More  than  half  the  grantees  have  chosen 
study  visits  to  New  York,  Kansas,  Connecticut,  Pennsyl- 
vania, and  District  of  Columbia  institutions. 


General  DeCoursey  to  Direct  Research 

Major  General  Elbert  DeCoursey,  MC,  USA,  has  been 
named  director  of  the  Southwest  Foundation  for  Research 
and  Education  in  San  Antonio,  to  assume  active  duty  as 
director  in  the  near  future,  announced  Dan  Oppenheimer, 
chairman  of  the  foundation  board  of  governors.  He  will 
assume  his  new  duties  upon  separation  from  the  Army. 

General  DeCoursey  has  been  serving  as  commandant  of 
the  Army  Medical  Service  School  and  clinical  professor 
of  pathology  at  Baylor  University  College  of  Medicine. 
Prior  to  his  present  position,  he  directed  the  work  of  the 
Armed  Forces  Institute  of  Pathology  in  Washington. 

The  Southwest  Foundation  for  Research  and  Education, 
concerned  primarily  with  basic  research  in  medicine,  is  one 
of  the  three  independent  institutions  which  make  up  South- 
west Research  Center. 


Russian  Medical  Report  Available 

"The  Report  of  the  U.  S.  Public  Health  Mission  to  the 
Union  of  Soviet  Socialist  Republics”  (PHS  Pub.  No.  649) 
is  a newly  available  picture  and  story  report  available  at 
45  cents  a copy  from  the  Superintendent  of  Documents, 
United  States  Government  Printing  Office,  Washington  25, 
D.  C. 

"An  almost  explosive  extension”  of  disease  prevention 
and  medical  care  has  taken  place  in  the  Soviet  Union,  but 
the  quality  of  service  falls  short  of  that  found  in  the  United 
States,”  according  to  the  report  of  five  doctors  who  visited 
Russia  late  in  1957  under  an  exchange  program.  The  mis- 
sion group  traveled  8,500  miles  and  visited  61  institutions 
in  9 cities  in  5 of  the  Soviet  Republics  during  a 1 month 
period. 


Obstetrics,  Gynecology  Applications 

Applications  for  certification  by  the  American  Board  of 
Obstetrics  and  Gynecology,  new  and  reopened.  Part  I,  and 
requests  for  reexamination.  Part  II,  are  being  accepted  now. 
None  will  be  accepted  after  August  1. 

Candidates  are  requested  to  write  for  a current  bulletin, 
so  as  to  be  well  informed  on  present  requirements.  The  $35 
application  fee,  photographs,  and  lists  of  hospital  admis- 
sions must  accompany  all  applications.  Communications 
should  be  addressed  to  Dr.  Robert  L.  Faulkner,  2105  Adel- 
bert  Road,  Cleveland  6. 
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I MEMORIAL 


Maimonides — Masf'er  Physician 

Rabbi  Moses  ben  Maimon,  or  Moses  Maimonides  as  he 
was  better  known,  was  a man  whose  attainments  stagger 
the  imagination.  He  is  spoken  of  as  embodying  the  epi- 
tome of  all  human  knowledge  of  the  twelfth  century  in  his 
gigantic  intellect. 

He  was  a master  theologian,  a profound  philosopher, 
and  a distinguished  physician,  as  well  as  an  accomplished 
astronomer,  mathemetician,  and  codifier.  His  mastery  of  all 
human  learning  stamps  him  as  an  incomparable  genius. 

Maimonides  was  born  in  Cordova,  Spain,  in  1135,  from 
a long  line  of  distinguished  scholars  and  rabbis.  Because 
of  religious  persecution,  his  family  was  forced  to  move  to 
several  places  (Europe,  Palestine,  and  North  Africa)  be- 
fore he  finally  settled  in  Egypt,  where  he  spent  most  of 
his  life  and  where  he  finally  died. 

His  work  laid  the  foundation  for  Jewish  mental  efforts 
for  many  centuries  to  come.  Bear  in  mind  that  he  lived 
during  an  era  of  religious  persecution  and  inquisition  from 
both  Moslem  conquerors  and  fanatic  Christian  prelates  who 
had  vast  powers  over  life  and  limb.  Against  this  back- 
ground, most  scholars  agree  that  his  theologic  writings, 
coming  when  they  did,  are  the  chief  factor  which  preserved 
the  Hebrew  religion  and  culture,  and  that  had  it  not  been 
for  Maimonides,  possibly  this  religion  would  have  perished 
and  been  lost  forever.  He  is  recognized  as  the  greatest 
genius  in  theology  from  Biblical  times  until  his  day,  and 
probably  as  great  a genius  as  anyone  who  has  lived  since 
then. 

His  philosophy  was  a cornerstone  of  all  philosophies. 
He  is  generally  considered  to  be  the  intellectual  father  of 
Saint  Thomas  Aquinas,  Spinoza,  Kant — as  well  as  many 
other  lesser  lights. 

Now  with  this  brief  survey  of  his  towering  position  as 
a theologian  and  philosopher,  we  turn  to  his  attainments 
as  a physician — the  outstanding  physician  of  his  day. 

In  order  to  evaluate  Maimonides’  contributions  to  medi- 
cine, we  remind  ourselves  that  he  practiced  at  the  end  of 
the  twelfth  century,  the  heart  of  the  Dark  Ages.  Virtually 
all  medical  thought  was  dominated  by  Hippocrates  and  by 
Galen — though  they  had  lived  1,600  and  1,000  years  previ- 
ously, respeaively.  Their  precepts  were  blindly  followed, 
and  almost  nobody  ever  disputed  them. 

Here  is  his  pronouncement  on  astrology  which  was  an 
accepted  science  of  the  day.  Kings  consulted  their  astrolo- 
gers as  to  when  to  go  out  to  do  battle.  But  Maimonides 
said: 

Astrology  is  a disease,  not  a science;  a tree  under 
the  shadow  of  which  all  sorts  of  superstitions  thrive 
and  which  must  be  uprooted  in  order  to  give  way 
to  the  tree  of  knowledge  and  the  tree  of  life. 

Here  is  his  creed  as  a scientist; 

Know,  my  lords,  that  man  ought  to  believe  only 
one  of  three  things — firstly,  something  which  he  can 
clearly  grasp  through  pure  reason  as,  for  instance, 
the  science  of  arithmetic  or  geometry  or  astronomy; 
secondly,  something  which  he  can  perceive  with  one 
of  his  five  senses  as,  for  instance,  when  he  sees  or 


tastes  or  hears  or  smells  or  touches;  and  thirdly, 
something  which  he  learns  from  the  prophets  and 
sages  of  blessed  memory,  that  is,  from  trustworthy 
authorities. 

And  these  are  his  views  of  the  purposes  of  medicine: 

To  teach  humanity  the  causes  of  ill  health,  the 
correct  dietitic  hygiene,  the  methods  of  making  the 
body  capable  of  useful  work,  how  to  prolong  life 
and  how  to  avoid  disease.  It  thus  directly  elevates 
the  human  being  to  a higher  moral  plane  where  the 
pursuit  of  Truth  is  possible,  and  where  the  happi- 
ness of  the  Soul  is  obtainable. 

He  wrote  a book  on  poisons  and  antidotes  which  is  a 
classic.  Even  today  it  reads  like  a modern  book,  so  clear 
and  scientific  is  it. 

His  most  important  medical  work  was  entitled  "Aphor- 
isms According  to  Galen.”  Here  he  systematizes  and  clar- 
ifies the  precepts  of  this  great  physician — an  enormously 
complex  task  because  of  the  maze  of  Galenic  literature. 
This  proved  to  be  an  inestimable  service  to  his  colleagues 
for  generations  to  come.  The  work  is  divided  into  twenty- 
five  chapters — and  chapter  XXV  is  entitled:  "Dubious 
Sayings  of  Galen.” 

Actually  the  title  of  this  twenty-fifth  chapter  is  some- 
what euphemistically  put,  because  in  this  portion  of  the 
work  Maimonides  exposes  numerous  fallacies  and  incon- 
sistencies in  the  writings  of  the  Greek  physician.  It  took 
a man  of  considerable  standing  and  courage  to  write  such 
a chapter  in  that  era. 

Maimonides  gave  much  thought  to  the  reciprocity  be- 
tween mind  and  body  in  the  causation  of  disease.  He  was 
the  first  known  person  in  all  the  world  who  strongly  sus- 
pected that  criminality  was  the  product  of  a diseased  mind. 

He  wrote  many  other  rnedical  works — a treatise  on 
asthma;  one  on  hemorrhoids;  one  on  sex  matters;  a com- 
mentary on  the  aphorisms  of  Hippocrates;  another  on  the 
medical  aphorisms  of  Moses;  and  several  others.  The  most 
advanced  and  remarkable  of  all  was  called  "De  Causis  et 
Indiciis  Morborum”  or  "The  Etiology  and  Pathology  of 
Disease.”  This  was  a scholarly  work  which  shows  that 
Maimonides  was  centuries  ahead  of  his  time  in  his  views 
on  pharmacotherapy.  He  reveals  a vigorous  opposition  to 
polypharmacy  (or  shotgun  prescriptions)  which  were  en- 
tirely the  vogue  then,  as  they  had  been  ever  since  Galen’s 
day.  In  fact,  in  his  abhorrence  of  this  unscientific  means  of 
treatment  he  swung  to  the  opposite  extreme  and  became 
almost  a therapeutic  nihilist.  He  advocated  the  most  simple 
drug  and  dietary  measures,  and  recommended  only  what 
he  felt  had  been  firmly  established  as  proven  effective. 

But  the  most  outstanding  accomplishment  of  all  in  this 
work  was  that,  700  years  in  advance  of  his  age,  he  took  the 
modern  attimde  regarding  disease,  namely,  looking  at  it 
from  the  etiological  point  of  view  as  to  causation,  on  the 
one  hand,  and  stressing  the  pathological  changes  produced, 
on  the  other. 

He  achieved  tremendous  respect  and  fame  in  his  time; 
he  was  the  most  renowned  physician  of  his  day  and  of 
many  generations  before  and  after  him. 

An  outstanding  Arab  poet  of  that  era  sang  ecstatically 
of  him; 

"Galen’s  art  heals  only  the  body. 

But  Abu-Imran’s  the  body  and  the  soul. 

His  knowledge  made  him  the  physician 
of  the  cenmry. 

He  could  cure  with  his  wisdom  the 
disease  of  ignorance. 

If  the  moon  would  submit  to  his  art. 

He  would  free  her  from  her  spots  at  the 
time  of  full  moon. 
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Would  relieve  her  of  her  monthly  ailments, 

And  at  the  time  of  her  conjunctions,  save 
her  from  waning.” 

(Abu-Imran  was  the  Arab  name  for  Moses  Maimonides.) 

When  he  died  on  December  13,  1204,  the  entire  popu- 
lation of  Cairo — Jew  and  non-Jew — were  in  mourning  for 
three  days.  A fast  was  proclaimed  in  Palestine.  His  tomb, 
at  Tiberias  in  the  Holy  Land,  became  a place  of  pilgram- 
mage,  and  still  is. 

To  this  day,  there  is  a superstition  among  the  crowded 
and  exceedingly  poor  population  of  the  Jewish  quarter  in 
the  heart  of  the  great  city  of  Cairo  in  Egypt.  When  a 
member  of  the  family  is  seriously  ill  and  medical  advice 
has  given  no  immediate  results,  they  carry  the  patient  to 
the  old  synagogue  of  Maimonides,  which  has  lately  been 
rebuilt,  and  leave  him  to  sleep  in  a cellar  under  the  main 
prayer  room  of  the  synagogue  for  one  or  more  nights. 

It  is  noteworthy  that  Christian  and  Moslem  patients  share 
the  belief  in  the  healing  power  of  the  Maimonides  syna- 
gogue, and  they  are  sometimes  admitted  to  pass  the  night 
under  the  protection  of  his  spirit. 

In  closing,  here  is  Maimonides’  daily  prayer  before 
visiting  a sick  man: 

I begin  once  more  my  daily  work.  Be  Thou  with 
me.  Almighty  Father  of  Mercy,  in  all  my  efforts  to 
heal  the  sick.  For  without  Thee,  man  is  but  a help- 
less creamre.  Grant  that  I may  be  filled  with  love 
for  my  art  and  for  my  fellowman.  May  the  thirst  for 
gain  and  the  desire  for  fame  be  far  from  my  heart. 
For  these  are  the  enemies  of  Pity  and  the  ministers 
of  Hate.  Grant  that  I may  be  able  to  devote  myself, 
body  and  soul  to  Thy  children  who  suffer  from 
pain. 

Preserve  my  strength,  that  I may  be  able  to  re- 
store the  strength  of  the  rich  and  the  poor,  the  good 
and  the  bad,  and  friend  and  foe.  Let  me  see  in  the 
sufferer  the  man  alone.  When  wiser  men  teach  me, 
let  me  be  humble  to  learn;  for  the  mind  of  man  is 
so  puny,  and  the  art  of  healing  is  so  vast.  But  when 
fools  are  ready  to  advise  me  or  to  find  fault  with 
me,  let  me  not  listen  to  their  folly.  Let  me  be  intent 
upon  one  thing,  O Father  of  Mercy,  to  be  always 
merciful  to  Thy  suffering  children. 

May  there  never  rise  in  me  the  notion  that  I know 
enough,  but  give  me  strength  and  leisure  and  zeal 
to  enlarge  my  knowledge.  Our  work  is  great,  and  the 
mind  of  man  presses  forward  forever.  Thou  has 
chosen  me  in  Thy  grace,  to  watch  over  the  life  and 
death  of  Thy  creatures.  I am  about  to  fulfill  my  du- 
ties. Guide  me  in  this  immense  work  so  that  it  may 
be  of  avail. 

— Morris  POLSKY,  M.D.,  Austin. 


Gifts  to  the  Library 

Dr.  Sam  N.  Key,  Jr.,  Austin,  35  journals. 

Dr.  Robert  W.  Loveless,  Bastrop,  56  journals,  2 books. 
Dr.  Milner  S.  Thorne,  Austin,  55  journals. 

Dr.  Fred  P.  Helm,  Austin,  14  journals. 

Dr.  Matthew  F.  Kreisle,  Austin,  37  books,  35  journals. 
Dr.  Paul  W.  Barker,  Austin,  173  journals. 

Dr.  T.  J.  Archer,  Austin,  51  journals. 

Mrs.  Harry  J.  Leon,  Austin,  6 journals. 

Dr.  Harry  T.  Davidson,  Austin,  18  journals. 

Dr.  Robert  Mayo  Tenery,  Waxahachie,  and  Dr.  William 
C.  Tenery,  Waxahachie,  527  books. 

Dr.  Nelson  L.  Schiller,  Austin,  138  journals. 

Dr.  W.  E.  York,  Giddings,  34  books. 


ik'  Motion  Pictures 


Motion  Pictures  Offered  for  Speeches 

The  Film  Department  of  the  Memorial  Library  of  the 
Texas  Medical  Association  has  265  titles  for  use  of  the 
members  and  the  Auxiliary.  The  subject  matter  of  each 
film  is  briefly  outlined  in  the  Film  Catalogue  which  may 
be  obtained  by  writing  the  Memorial  Library. 

It  is  necessary  to  request  films  well  in  advance  of  the 
date  one  wishes  to  use  them  for  a program.  If  possible, 
films  should  be  booked  at  least  1 month  in  advance.  All 
requests  for  films  should  be  sent  directly  to  the  Memorial 
Library. 

The  films  may  be  used  for  one’s  personal  study  or  for 
large  or  small  meetings.  There  are  no  rules  that  a certain 
number  of  people  should  be  present  at  a showing.  The  Film 
Department  of  the  Library  is  a service  offered  to  the  mem- 
bership free  of  charge.  It  is  asked  that  the  films  be  returned 
by  insured  mail. 

For  the  physician  making  a speech  to  a school  group, 
the  staff  suggests  the  following: 

Rabies  Can  Be  Controlled. 

Understanding  Vitamins. 

And  The  Earth  Shall  Give  Back  Life. 

Mrs.  Hazard’s  House. 

The  Atom  and  Medicine. 

None  for  the  Road. 

Fred  Bauer  Waits. 

Films  on  civil  defense  that  may  be  obtained  are: 

The  Injured  Can’t  Wait. 

New  Family  in  Town. 

They  Also  Serve. 

The  H-Bomb. 

New  films  added  to  the  Library  in  recent  months  are: 

Biography  of  the  Unborn. 

Borderline. 

New  Family  in  Town. 

Principles  of  Artificial  Respiration. 

Vaginal  Hysterectomy. 

Back  into  the  Sun. 

David — The  Profile  of  a Problem  Drinker. 

For  the  Love  of  Life. 

The  H-Bomb. 

Home  Again. 

Helping  Hands  for  Julie. 

The  Man  Who  Didn’t  Walk. 

Bedside  Management  of  Fluid  Balance  Problems. 

The  Medicine  Man. 

Respiratory  Acidosis. 

Student  Nurse. 

First  Aid. 


Books 


Books  Newly  Acquired 

American  Cancer  Society:  Proceedings  of  the  Second  Na- 
tional Cancer  Conference,  New  York,  American  Cancer 
Society,  1952. 

Bier,  Milan:  Electrophoresis,  New  York,  Academic  Press, 
1959. 
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Blanton,  Smiley;  Now  or  Never,  Englewood,  N.  J.,  Pren- 
tice-Hall, Inc.,  1959. 

Boies,  Lawrence  R. : Fundamentals  of  Otolaryngology,  ed. 
3,  Philadelphia,  W.  B.  Saunders,  1959. 

Canfield,  Norton:  Hearing,  A Handbook  for  Laymen, 
Garden  City,  N.  Y.,  Doubleday,  1959. 

Ciba  Foundation  Symposium:  Biosynthesis  of  Terpenes 
and  Sterols,  Boston,  Little  and  Company,  1959. 

Ciba  Foundation  Symposium:  Medical  Biology  and  Etrus- 
can Origins,  Boston,  Little  and  Company,  1959. 

Gerrard,  R.  W. : Mirror  to  Physiology,  Washington, 
American  Physiological  Society,  1958. 

Harvey  Society  of  New  York;  Harvey  Lectures  1957-58, 
New  York,  Academic  Press,  1959. 

Licht,  Sidney:  Therapeutic  Electricity  and  Ultraviolet 
Radiation,  New  Haven,  Elizabeth  Licht,  1959. 

Marti-Ibanez,  Felix;  History  of  American  Medicine,  New 
York,  MD,  1959. 

Richardson,  Edward  H. ; A Doctor  Remembers,  New 
York,  Vantage,  1959. 

Rodriguez,  Jorge  A.;  An  Atlas  of  Cardiac  Surgery,  Phila- 
delphia, W.  B.  Saunders,  1957. 

Smith,  Paul  K. : Acetophenetidin,  New  York,  Interscience 
Publications,  1958. 

University  of  Texas  M.  D.  Anderson  Hospital:  Radiation 
Biology  and  Cancer,  Austin,  University  of  Texas  Press,  1959. 

Wachtel,  Curt  S. : Your  Mind  Can  Make  You  Sick  or 
Well,  Englewood  Cliffs,  N.  J.,  Prentice-Hall,  1959. 

Year  Book  Publishers:  Year  Book  of  Dermatology  and 
Syphilology,  1958-59. 

Zimmerman,  Henry  A. : Intra  Vascular  Catheterization, 
Springfield,  111.,  Charles  C Thomas,  1959. 


Book  Notes 

The  Family  Medical  Encyclopedia 

Justus  J.  Schifferes,  Ph.  D.,  ed.  1.  617  pages.  $4.95. 
Boston,  Little,  Brown  and  Company,  1959- 

"The  Family  Medical  Encyclopedia”  answers  the  layman’s 
most  common  and  pressing  questions  about  hospitals,  mod- 
ern medicine,  health,  and  disease.  It  is  written  in  words 
which  are  easy  to  understand.  The  subjects  are  arranged 
from  A to  Z as  in  a dictionary,  and  they  include  lucid 
definitions  of  those  medical  terms  most  frequently  used  by 
physicians  and.  nurses  when  talking  to  the  patient  or  his 
Hmily.  In  addition,  there  are  comprehensive  articles  on  the 
most  common  diseases:  arthritis,  cancer,  diabetes,  heart 
trouble,  and  many  others;  on  the  care  and  functioning  of 
the  body;  on  preparing  oneself  to  go  to  the  hospital;  on 
health  in  childhood  and  old  age.  Such  entries  as  Health 
Insurance  and  "Blue  Cross”  cover  the  economic  aspects  of 
medical  and  hospital  care,  and  the  sequence  of  topics  of 
diet,  the  digestive  system,  fat,  vitamins,  and  weight — 
including  a separate  calorie  counter — are  particularly  help- 
ful. 

Technique  of  Fluid  Balance 

Geoffrey  H.  Tovey,  M.D.,  Director,  South  West  Regional 
Blood  Transfusion  Service,  Southmead,  Bristol;  Lecturer  in 
Haematology,  University  of  Bristol.  100  pages.  $2.50.  Spring- 
field,  111.  Charles  C Thomas,  1957. 

This  monograph  is  intended  primarily  for  those  doctors 
who  want  a concise  account  of  fluid  balance  that  is  prac- 
tical in  its  application.  It  also  is  intended  for  doctors 
starting  into  practice  where  they  will  not  have  the  extensive 
laboratory  facilities  present  at  most  teaching  hospitals. 

This  book  has  short  sections  on  the  composition  of  body 
fluids  and  the  physiology  of  fluid  balance.  The  conse- 


quences of  depletion  of  the  various  components  of  body 
fluids  and  how  these  fluids  can  be  maintained  are  discussed. 

Diagnosis  of  fluid  deficits  and  treatment  of  these  states 
is  well  covered  as  well  as  the  adverse  effects  of  incorrect 
treatment.  The  author  then  discusses  special  cases  requiring 
more  specialized  care,  and  the  last  chapter  is  on  techniques. 
In  this  last  chapter  there  are  a lot  of  practical  suggestions 
that  are  sure  to  be  of  help  to  anyone  who  gives  fluids. 

There  is  an  appendix  giving  some  of  the  simpler  tests 
that  can  be  used  in  place  of  more  complex  laboratory  tests 
when  these  are  not  easily  available. 

The  book  is  a concise,  readable,  and  fairly  complete  ac- 
count of  fluid  balance  and  is  recent  enough  to  be  readily 
usable. 

— Lee  Spring,  M.D.,  Friona. 

Difficult  Diagnosis 

H.  J.  Roberts,  M.D.,  Diplomate  of  the  American  Board  of 
Internal  Medicine;  Fellow  of  the  American  College  of  Chest 
Physicians;  Associate  of  the  American  College  of  Physicians; 
Staff,  Good  Samaritan  Hospital  and  St.  Mary’s  Hospital,  West 
Palm  Beach,  Fla.;  Formerly,  Research  Fellow  and  Instructor  in 
Medicine,  Tufts  University  Medical  School;  Formerly,  Research 
Fellow  and  Instructor  in  Medicine,  Georgetown  Medical  School, 
ed.  1.  913  pages.  $19.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1958. 

This  book  offers  a new  slant  for  the  physician  charged 
with  the  responsibility  of  explaining  a single  or  symphony 
of  symptoms.  The  first  section  of  the  book  is  devoted  to 
discussion  by  grouping  of  related  diseases  frequently  pro- 
ducing puzzling  illness.  This  is  grouped  as  metabolis  dis- 
orders, hepatic  disease  and  jaundice,  hematology,  and  so 
forth.  In  these  discussions  the  more  recent  pertinent  liter- 
ature through  October,  1957,  has  been  reviewed,  and  there 
is  a complete  bibliography.  Worthy  of  note  are  the  sec- 
tions on  icterogenic  illness  and  obscure  postoperative  com- 
plication. 

Part  2 is  a classification  and  analysis  of  useful  diagnostic 
procedures.  Under  sections  related  to  systems  or  methods  of 
laboratory  studies,  the  germane  studies  are  listed  with  nor- 
mal range,  technical  notes,  and  clinical  clues. 

A complete  index  of  signs,  symptoms,  and  laboratory 
manifestations  in  addition  to  the  general  index  is  helpful. 

By  and  large  the  information  presented  is  well  organized 
and  complete.  There  has  been  a tendency  to  use  many 
polysyllables  in  the  descriptive  section.  An  occasional  sub- 
ject which  is  still  controversial  is  presented  with  dogmatism. 
This  is  exemplified  on  page  277  in  the  discussion  of  pecms 
excavatum  which  implies  that  all  cases  should  have  surgery. 

The  author’s  labors  in  preparation  of  this  book  have  been 
tremendous.  It  will  be  most  useful  to  the  physician  in  diag- 
nosing the  obscure  illness  after  having  considered  all  the 
more  common  conditions. 

— Walter  Donald  Roberts,  M.D.,  Austin. 

Text-book  of  Microbiology 

Kenneth  L.  Burdon,  Ph.B.,  Sc.M.,  Ph.D.,  Professor  of 
Microbiology,  Baylor  University  College  of  Medicine,  Hous- 
ton. 645  pages.  $5.75.  ed.  4.  New  York,  Macmillan  Com- 
pany, 1958. 

With  the  advent  of  antibiotics  and  our  growing  knowl- 
edge about  viruses,  fungi,  and  other  microbes,  the  author 
has  thoroughly  revised  this  book.  The  illustrations  and  the 
"supplemental  reading”  have  been  brought  up  to  date. 

As  in  previous  editions,  the  student  is  introduced  to  all 
principal  types  of  microorganisms.  The  book  should  prove 
most  useful  to  the  medical  student,  student  nurse,  medical 
technician,  and  any  others  that  are  interested  in  the  field 
of  microbiology. 

This  book  should  be  a handy  reference  tool. 
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Diseases  of  the  Esophagus 

J.  Terracol,  Professor  of  the  Faculty  of  Medicine  of  Mont- 
pellier, France,  and  RICHARD  H.  Sweet,  Associate  Clinical 
Professor  of  Surgery,  Harvard  Medical  School,  ed.  1.  682 
pages.  $20.  Philadelphia  and  London,  W.  B.  Saunders  Com- 
pany, 1958. 

Dr.  Terracol  wrote  the  original  in  French  in  1941,  re- 
vising it  in  1951.  Dr.  Sweet,  seeing  the  need  for  an  English 
language  edition  on  diseases  of  the  esophagus  and  finding 
this  very  comprehensive  work,  collaborated  with  Dr.  Ter- 
racol to  produce  this  unique  present  edition  on  the  esoph- 
agus. 

Dr.  Terracol  is  primarily  an  endoscopist  and  has  many 
fine  chapters  dealing  with  this  subject.  Dr.  Sweet  is  known 
for  his  surgery  and  has  greatly  enlarged  the  chapter  on 
malignancies  and  the  surgical  treatment  thereof. 

The  book  is  divided  into  29  chapters  which  cover  anat- 
omy, physiology,  roentgen  examination,  esophagoscopy, 
bougienage,  congenital  malformations,  the  functional  ab- 
normalities, infections,  ulcerations,  relations  to  systemic 
diseases,  stenosis,  esophageal  substitution,  rupture  and  ex- 
ternal injury,  and  foreign  bodies.  Also  included  are  the 
contributions  by  Dr.  Sweet,  esophageal  tumors  and  the 
surgery  of  these  tumors.  An  appendix  is  added  which  helps 
with  diets  and  tube  feedings  of  patients  with  esophageal 
diseases. 

This  is  a comprehensive  work  on  diseases  of  the  esoph- 
agus and  is  useful  to  the  general  practitioner  as  a reference 
book  and  to  the  chest  surgeon  and  endoscopist  as  a book 
for  finer  details. 

— T.  M.  Trimble,  M.D.,  Wylie. 

Bailey's  Textbook  of  Histology 

Wilfred  M.  Copenhaver,  Ph.D.,  Editor,  Professor  of  Anat- 
omy, College  of  Physicians  and  Surgeons,  Columbia  University, 
and  Dorothy  D.  Johnson,  Ph.D.,  Assistant  Professor  of  An- 
atomy, College  of  Physicians  and  Surgeons,  Columbia  Univers- 
ity. 633  pages,  ed.  14.  $11.  Baltimore,  Williams  & Wilkins 
Company,  1958. 

The  text  of  the  book  is  clearly  and  concisely  written  and 
of  considerable  interest  to  anyone  interested  in  biology  and 
particularly  those  in  the  medical  field.  Medical  students 
should  find  the  book  especially  useful.  The  camera  lucida 
drawings,  other  drawings,  diagrams,  and  photomicrographs 
are  of  good  quality.  The  electron  micrographs  are  interest- 
ing. 

In  the  chapter  on  blood  and  lymph,  the  older  terminol- 
ogy is  used  for  the  developmental  stages  of  the  red  blood 
cells  without  reference  to  the  new  terminology.  In  the  text 
the  description  of  the  development  of  erythrocytes  is  under 
the  general  heading  of  development  of  myeloid  elements 
which  might  be  somewhat  confusing. 

As  stated  previously,  the  illustrations,  drawings,  and 
photomicrographs  present  are  of  good  quality;  however,  I 
believe  it  .would  be  helpful  to  students  to  include  many 
more  high  quality  photomicrographs  of  both  blood  cells  and 
tissues.  In  the  section  on  blood  and  lymph,  there  are  no 
photomicrographs  nor  are  there  any  in  the  sections  on  kid- 
ney or  testis  which  show  the  general  pattern. 

— David  W.  Flory,  M.D.,  Harlingen. 

Personality  Change  and  Development 

Molly  Harrower,  Ph.D.,  Clinical  Psychologist,  New  York 
City;  Chairman.  State  Advisory  Council  in  Psychology,  New 
York  State;  Associate  Research  Professor  of  Clinical  Psychology, 
Department  of  Psychiatry,  Temple  University  Medical  Center, 
Philadelphia.  383  pages.  $10.  New  York  and  London,  Grune 
and  Stratton,  1958. 


Differential  Diagnosis 

A.  McGehee  Harvey,  M.D.,  Professor  of  Medicine  and 
Head  of  the  Department  of  Internal  Medicine,  Johns  Hopkins 
University  School  of  Medicine;  Physician-in-Chief,  Johns  Hop- 
kins Hospital,  and  JAMES  Bordley  III,  M.D.,  Director,  Mary 
Imogene  Bassett  Hospital,  Cooperstown,  N.  Y.;  Clinical  Pro- 
fessor of  Medicine,  Columbia  University,  New  York.  665 
pages.  $11.  Philadelphia  and  London,  W.  B.  Saunders  Com- 
pany, 1955. 

In  the  words  of  the  authors,  "This  book  attempts  to 
provide  a method  of  approach  to  the  diagnosis  of  disease. 
It  is  not  a textbook,  and  it  does  not  presume  to  deal  sys- 
tematically with  the  whole  field  of  medical  diagnosis.” 

"The  present  volume,  in  the  consideration  of  each  spe- 
cific diagnostic  problem,  reverses  the  usual  process  by  be- 
ginning with  the  complex  and  working  toward  the  simple. 
It  thus  simulates  the  conditions  under  which  the  physician 
must  actually  work.” 

They  have  accomplished  this  by  grouping  cases  selected 
from  the  clinicopathological  conferences  at  the  Johns  Hop- 
kins Medical  School  mostly  during  the  past  10  years.  Earlier 
cases  unusually  interesting  or  unique  were  included.  Each 
chapter  dealing  with  some  important  symptom,  sign,  or 
group  of  diseases  is  introduced  by  a discussion  of  the  causes 
of  the  condition  under  study,  and  this  is  followed  by  sev- 
eral clinicopathological  case  analyses  illustrating  the  gen- 
eral subject. 

This  book  should  be  of  particular  interest  to  the  prac- 
ticing physician  who  resides  in  an  area  where  this  type  of 
postgraduate  work  is  not  available. 

Texas  Surgeon 

Donald  T.  Atkinson,  M.D.,  American  College  of  Sur- 
geons, International  College  of  Surgeons,  Fellow  of  the  Royal 
Academy  of  Medicine  in  Ireland.  180  pages.  $3.50.  New 
York,  Ives  Washburn,  Inc.,  1958. 

This  is  a book  containing  a story  of  the  struggles  and 
toils  encountered  by  the  author  moving  from  his  birth 
place  in  New  Brunswick  across  America  and  finally  set- 
tling in  San  Antonio  where  his  successful  career  as  surgeon 
began. 

The  story  is  told  with  a warm  sense  of  humor,  sincerity, 
and  a deep  understanding  of  people.  It  gives  an  extensive 
account  of  the  author’s  frontier  days  by  use  of  day-to-day 
events  and  many  anecdotes  full  of  the  humor  and  human 
interest  element. 

The  book  illustrates  the  satisfactions  of  a long  medical 
career  which  the  author  experienced. 

Handbook  of  Cardiology  for  Nurses 

Walter  Modell,  M.D.,  F.A.C.P.,  Associate  Professor,  Cor- 
nell University  Medical  College,  and  DORIS  R.  SCHWARTZ, 
R.N.,  Assistant  Professor,  Cornell  University-New  York  Hos- 
pital School  of  Nursing,  ed.  3,  328  pages.  $4.50.  New  York, 
Springer  Publishing  Company,  Inc.,  1958. 

The  first  edition  of  "Handbook  of  Cardiology  for  Nurses” 
was  the  first  text  of  its  kind.  Its  aim  was  to  furnish  a 
reference  for  nurses  on  the  medical  management  of  heart 
disease.  The  second  edition  was  broadened  by  having  a 
nurse  collaborator  add  the  nurse’s  approach.  The  new  edi- 
tion attempts  a better  balance  of  medical  and  nursing  ele- 
ments. Extensive  revisions  have  been  made  in  the  chapters 
on  drugs  and  surgical  techniques. 

Neurotic  Distortion  of  the  Creative  Process 

Lawrence  S.  KUBIE,  M.D.,  Clinical  Professor  of  Psychiatry, 
Yale  University  School  of  Medicine;  Faculty,  New  York  Psy- 
choanalytic Institute;  Lecturer  in  Psychiatry,  College  of  Physi- 
cians and  Surgeons  of  Columbia  University,  New  York.  151 
pages.  $3.  Lawrence,  Kan.,  University  of  Kansas  Press,  1958. 
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The  Diagnosis  and  Treatment 
Of  Endocrine  Disorders 
In  Childhood  and  Adolescence 

Lawson  Wilkins,  M.D.,  Associate  Professor  of  Pediatrics, 
Johns  Hopkins  University.  Harriet  Lane  Home,  Johns  Hop- 
kins Hospital,  Baltimore,  ed.  2.  526  pages.  $17.50.  Spring- 
field,  111.,  Charles  C Thomas,  1957. 

This  text  is  a magnificent  scholarly  exposition  of  endoc- 
rinology. The  pictorial  material  is  striking  before  and  after 
therapeutic  comparisons.  It  would  be  difficult  to  conceive 
of  any  clinical  entity  in  this  field  of  endocrinology  that  the 
clinician  may  encounter  which  is  not  included  in  this  text. 

The  approach  is  unique  to  the  recognition  and  treatment 
of  endocrine  disorders,  "The  Diagnosis  and  Treatment  of 
Endocrine  Disorders  in  Childhood  and  Adolescence’’  com- 
bines the  pictorial  presentation  with  chemistry  and  physiol- 
ogy to  facilitate  an  accurate  diagnosis  of  all  endocrine  dis- 
orders. 

The  presentation  of  endocrinology  is  well  planned,  clear, 
detailed,  comprehensive,  and  vivid.  The  text  discusses  in- 
structively all  the  endocrine  disorders  and  the  miscellaneous 
syndromes.  Each  entity  is  clearly  defined;  the  symptoms, 
signs,  and  laboratory  tests  are  elegantly  concise. 

The  author,  the  co-workers,  and  the  contributors  deserve 
the  highest  praise  for  their  faithful  and  untiring  task  in 
compiling  this  vast  and  valuable  material  for  this  text, 
much  of  which  was  obtained  from  other  parts  of  the  world, 
particularly  when  the  subject  of  endocrinology  is  expand- 
ing and  changing  so  rapidly. 

This  text  is  priceless  to  the  physician  who  is  practicing 
medicine  as  he  is  confronted  each  day  with  endocrine  dis- 
orders and  the  valuable  material  so  well  compiled  which  is 
contained  between  its  covers  facilitates  diagnosis,  better  un- 
derstanding of  each  individual  case,  and  better  treatment. 

— A.  'W.  Brazda,  M.D.,  Ranger. 

Pathogenesis  and  Treatment  of  Parkinsonism 

William  S.  Fields,  Professor  and  Head,  Division  of  Neurol- 
ogy, Baylor  University  College  of  Medicine.  372  pages.  $10.75. 
Springfield,  111.,  Charles  C Thomas,  Publisher,  1958. 

This  is  the  fourth  in  a series  of  published  symposiums 
of  the  Houston  Neurological  Society.  It  is  a compilation  of 
the  papers  and  discussions  at  the  sixth  annual  scientific 
meeting  in  the  Texas  Medical  Center.  It  gives  a compre- 
hensive survey  of  the  entire  problem  of  parkinsonism.  The 
first  chapter  is  a report  on  the  epidemiology  with  geograph- 
ic distribution  and  genetic  considerations.  One  section  pre- 
sents the  pathogenesis  and  allied  motor  disorders.  This  book 
on  a timely  subject  should  be  as  well  if  not  better  received 
than  the  preceding  volumes. 

An  Atlas  of  Cardiac  Surgery 

Jorge  A.  Rodriguez,  M.D.,  Assistant  Professor  of  Surgical 
Anatomy  and  Research  and  Associate,  Department  of  Surgery, 
University  of  Mississippi  Medical  School.  250  pages.  Phila- 
delphia and  London,  W.  B.  Saunders  Company,  1957. 

The  author  gives  a simple  and  complete  review  of  cardiac 
surgery.  He  presents  not  only  the  details  of  most  of  the 
standard  acceptable  cardiac  operations  shown  in  clearly 
labeled  drawings,  but  also  the  possible  complications. 

The  section  of  the  book  entitled,  "Adjuvants  to  Cardiac 
Surgery,”  contains  material  that  ranges  in  variety  from 
technical  details  of  instruments  to  the  steps  necessary  for 
hypothermia  and  the  setting  up  of  extracorporeal  circula- 
tion systems. 

The  large  clear  drawings  are  easy  to  follow  and  make 
valuable  material  which  should  appeal  to  intern,  resident, 
and  staff. 


Applied  Medical  Library  Practice 

Thomas  E.  Keys,  M.A.,  Librarian  of  the  Mayo  Clinic,  Ro- 
chester, Minn.,  and  Assistant  Professor  of  History  of  Medicine, 
Mayo  Foundation,  Graduate  School,  University  of  Minnesota; 
Catherine  Kennedy,  B.S.,  L.S.,  Associate  Librarian,  Mayo 
Clinic;  and  RUTH  M.  Tews,  B.S..  L.S.,  Hospital  Librarian, 
Mayo  Clinic,  ed.  ”1,  495  pages.  $10.75.  Springfield,  111., 
Charles  C Thomas,  Publisher,  1958. 

Mr.  Keys  is  well  qualified  to  write  a book  dealing  with 
medical  library  practice.  The  information  in  each  chapter 
should  prove  helpful  to  the  physician,  medical  student, 
and  the  librarian.  The  fact  that  most  of  the  material  deals 
with  the  Mayo  Clinic  Library  does  not  in  any  way  limit 
its  usefulness  to  those  interested  in  medical  libraries.  The 
chapters  dealing  with  private  medical  libraries  and  the 
representative  libraries  are  important  to  the  librarian  in 
locating  material  not  found  locally.  The  history  of  medical 
publishers  and  medical  books  and  the  important  American 
publications  and  authors  is  brief  and  authorative.  Though 
most  of  the  material  has  been  published  in  other  places, 
it  is  time  saving  to  have  it  all  in  one  book.  All  medical 
libraries  should  have  a copy  for  their  reference  section. 

Eye  Surgery 

H.  B.  Stallard,  M.B.E.,  M.A.,  M.D.  (Contab.),  F.R.C.S. 
( England ) , Surgeon,  Moorfields  Eye  Hospital;  Eye  Surgeon, 
St.  Bartholomew’s  Hospital,  ed.  3.  899  pages.  $18.  Baltimore, 
Williams  & Wilkins  Company,  1958. 

This  volume  covers  all  phases  of  ocular  surgery.  After 
an  introduction  on  general  operating  room  technique  and 
anesthesia,  the  author  follows  with  chapters  covering  sur- 
gery of  the  lids,  lacrimal  apparatus,  extra  ocular  muscles, 
conjunctiva  and  cornea,  iris  and  ciliary  body,  lens,  glau- 
coma, retina,  trauma  both  civil  and  military,  and,  lastly, 
surgery  of  the  orbit. 

Each  chapter  gives  the  surgical  anatomy  and  instruments 
used  in  that  particular  branch  of  ocular  surgery.  Indications, 
operative  procedures,  and  complications  are  explained  ade- 
quately and  concisely  for  all  types  of  operative  procedures. 
Most  procedures  have  accompanying  illustrations  or  photo- 
graphs showing  details  of  the  operation,  instruments  used, 
and  end  results. 

This  book  is  well  indexed,  well  written,  and  should  serve 
as  a valuable  reference  borh  for  teaching  institutions  and 
individual  surgeons’  libraries. 

— C.  W.  Payton,  M.D.,  Longview. 

Physical  Diognosis 

Simon  S.  Leopold,  M.D.,  Professor  of  Clinical  Medicine, 
School  of  Medicine  and  Graduate  School  of  Medicine,  Uni- 
versity of  Pennsylvania;  Chief  of  the  Thoracic  Clinic,  Hospital 
of  the  University  of  Pennsylvania,  ed.  2,  537  pages.  $9. 
Philadelphia  and  London,  W.  B.  Saunders  Company,  1957. 

The  author  of  "Physical  Diagnosis”  has  been  for  some 
years  a guest  examiner  of  the  American  Board  of  Internal 
Medicine  when  it  conducts  oral  examinations  in  Phila- 
delphia. He  has  been  impressed  by  the  incompetence  in 
physical  examination  shown  by  the  candidates.  In  this 
second  edition,  he  has  amplified  the  chapter  on  medical 
history  and  made  it  the  first  chapter.  It  is  his  hope  that 
the  textbook  will  be  a guide  to  medical  students  and  will 
stimulate  them  to  take  a careful  history  and  practice  the 
accepted  techniques  of  physical  examination  in  order  that 
they  may  become  competent  bedside  clinicians. 

Food  and  You 

Edmund  Sigurd  Nasset,  Ph.D.,  Professor  of  Physiology, 
School  of  Medicine  and  Dentistry,  University  of  Rochester,  ed. 
2.  166  pages.  $1.25.  New  York,  Barnes  & Noble,  Inc.,  1958. 
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Transactions 


Ninety-Second  Annual  Session 

Texas  Medical 
Association 

San  Antonio f April  18-21,  1959 


MINUTES  OF  HOUSE  OF  DELEGATES 
—FIRST  MEETING 


[The  House  of  Delegates  of  the  Texas  Medical  Associa- 
tion convened  at  8 p.  m.,  Saturday,  April  18,  1959,  in  the 
Roof  Garden  of  the  Hilton  Hotel,  San  Antonio,  Texas. 
Dr.  Charles  P.  Hardwicke,  Austin,  presided  as  Speaker  of 
the  House  of  Delegates;  Dr.  James  D.  Murphy,  of  Fort 
Worth,  served  as  Vice-Speaker.] 

[The  Credentials  Committee  reported  in  excess  of  forty 
members  present,  making  a quorum.] 

[The  meeting  was  declared  to  be  in  session,  and  Dr. 
Mai  Rumph,  Fort  Worth,  delivered  the  invocation.] 


MEMBERSHIP  OF  HOUSE  OF  DELEGATES 

[The  membership  of  the  House  of  Delegates  established 
by  the  Reference  Committee  on  Credentials  at  this  and 
subsequent  meetings  follows.  The  number  after  the  name 
of  the  county  society  indicates  the  number  of  delegates  for 
which  the  society  was  eligible;  the  numbers  after  the  name 
of  a delegate  indicate  the  meetings  (1,  Saturday  night;  2, 
Sunday  night;  3,  Tuesday  afternoon)  for  which  the  delegate 
was  seated.] 

[At  the  first  meeting,  170  persons  were  present  with 
126  seats  of  elected  delegates  and  50  seats  of  ex  officio 
members  filled  ( 1 elected  delegate  held  ex  officio  member- 
ship and  5 ex  officio  members  held  other  ex  officio  mem- 


Editor’s  Note:  Throughout  the  Transactions  brackets 
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berships).  At  the  second  meeting  164  were  present,  includ- 
ing 121  elected  delegates  and  49  ex  officio  (1  elected 
delegate  held  ex  officio  membership  and  5 ex  officio 
members  held  other  ex  officio  memberships ) . At  the  third 
meeting  143  were  present,  including  105  delegates  and  44 
ex  officio  ( 1 elected  delegate  held  ex  officio  membership 
and  5 ex  officio  members  held  other  ex  officio  member- 
ships).] 

Elected  Delegates 

Anderson-Houston-Leon,  1. — 

Andrews-Ector-Midland,  2. — ^W.  A.  Wiesner,  1,  2,  3; 
E.  T.  Driscoll,  1,  2,  3. 

Angelina,  1. — Gail  Medford,  1,  2,  3. 
Armstrong-Donley-Childress-Collingsworth-Hall - Wheeler, 

1.  — J.  A.  Odom,  1,  2,  3. 

Atascosa,  1. — 

Austin-W  oiler,  1. — 

Bastrop-Lee,  1. — ^James  W.  Thomas,  1,  2,  3. 
Baylor-Knox-Haskell,  1. — T.  S.  Edwards,  1,  2,  3. 
Bee-Live  Oak-McMullen,  1. — 

Bell,  2. — N.  C.  Hightower,  1,  2,  3;  R.  A.  Murray,  3; 
A.  C.  Broders,  Jr.,  1,  2. 

Bexar,  6. — J.  B.  Lee,  1,  2,  3;  A.  F.  Clark,  Jr.,  1,  2,  3; 
A.  C.  Ressmann,  1,  2,  3;  Jack  M.  Partain,  1,  2,  3;  John 

H.  Bohmfalk,  1,  2,  3;  W.  W.  Sawtelle,  3;  E.  L.  Mueller, 
Jr.,  2;  J.  C.  Meadows,  Jr.,  1. 

Borden-Dickens-Garza-Kent-K ing  - Scurry  - Stonewall,  1 . — 

C.  Ray  Cockrell,  1,  2,  3. 

Bosque-Hamilton,  1. — Van  D.  Goodall,  1,  2,  3. 

Bowie,  1. — C.  A.  Smith,  2. 

Brazoria,  1. — W.  D.  Nicholson,  1,  2,  3. 

Brazos-Robertson,  1. — R.  B.  Grant,  Jr.,  1,  2. 
Brooks-Duval-Jim  Wells,  1. — A.  M.  Allison,  1,  2,  3. 
Brown-Comanche-Mills-San  Saba,  1. — S.  B.  Locker,  1, 

2,  3. 

Caldwell,  1 . — 

Cameron-W illacy , 2. — Phil  Bleakney,  2,  3;  Lee  Works, 

I,  2,  3. 

Camp-Morris-Titus,  1. — James  E.  Ball,  1,  2,  3. 
Cass-Marion,  1. — Joe  D.  Nichols,  1,  2,  3. 

Cherokee,  1. — G.  M.  Hilliard,  1,  2,  3. 
Clay-Montague-Wise,  1. — 

Coleman,  1. — 

Collin,  1. — 

Colorado-Fayette,  1. — ^J.  C.  Laughlin,  1,  2,  3- 

Comal,  1. — Arthur  Bergfeld,  1,  2;  F.  Nell  Nations,  3. 

Cooke,  1. — 

Coryell,  1. — O.  W.  Lowrey,  2,  3. 

Crane-Upton-Reagan,  1. — J.  L.  Wright,  Jr.,  2. 
Dallam-Hartley-Sherman-Moore,  1. — Byron  W.  Wright,  2. 
Dallas,  12. — Barton  E.  Park,  1,  2,  3;  George  V.  Launey, 
1,  2;  J.  S.  Chapman,  1,  2;  Arnott  DeLange,  1,  2,  3;  Glenn 

D.  Carlson,  1,  2,  3;  Guy  T.  Denton,  Jr.,  1,  2,  3;  Ridings 

E.  Lee,  1,  2,  3;  Oscar  Marchman,  Jr.,  1,  2,  3;  Max  Cole, 
1,  2,  3;  J.  E.  Miller,  3;  F.  A.  Norman,  1,  2,  3;  S.  W.  Cobb, 
1,  2,  3;  L.  S.  Thompson,  Jr.,  3;  Lester  H.  Quinn,  1,  2,  3. 

Dawson-Lynn-Terry-Gaines-Y  oakum,  1. — D.  B.  Black, 
1,  2,  3. 

Deaf  Smith-Parmer-Castro-Oldham-Swisher,  1. — Fred  V. 
Richards,  1,  2. 

Denton,  1. — Hal  V.  Norgaard,  1,  2,  3. 

DeWitt,  1. — Frank  A.  Prather,  2,  3. 
Eastland-Callahan-Stephens-Shackelford-Throckmorton,  1 . 
— ^Jim  Whittington,  1,  2,  3. 

Ellis,  1. — Herbert  Donnell,  1,  2,  3. 

El  Paso,  3. — Merel  D.  Thomas,  1,  2,  3;  R.  L.  Deter, 
1,  2,  3;  Ira  A.  Budwig,  1,  2,  3. 
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Erath-Hood-Somerville,  1. — Homer  Hedges,  1,  2,  3. 

Falls,  1. — J.  Mitchell  Brown,  1,  2,  3. 

Fannin,  1. — 

Freestone,  1. — 

Galveston,  3. — W.  T.  Anderson,  1,  2,  3;  E.  J.  Lefeber, 
1,  2,  3;  Joseph  C.  Magliolo,  1,  2,  3. 

Gonzales,  1. — O.  von  Werssowetz,  1,  2,  3. 

Gray-  Hansford  - Hemphill  - Lipscomb  -Roberts  - Ochiltree  - 
Hutchinson-Carson,  1. — R.  M.  Hampton,  2,  3. 

Grayson,  1. — John  D.  Gleckler,  1. 

Gregg,  1. — 

Grimes,  1. — 

Guadalupe,  1. — 

Hale-Ployd-Briscoe,  1. — M.  C.  Schlecte,  1,  3. 
Hardeman-Cottle-Foard-Motley,  1. — Raymond  E.  Sitta, 

1,  3. 

Hardin-Tyler,  1.- — W.  J.  Poshataske,  1,  2. 

Harris,  14.— W.  E.  Sharp,  1,  2,  3;  S.  W.  Thorn,  1,  2,  3; 
W.  H.  Hamrick,  1,  2,  3;  G.  W.  Waldron,  1,  2;  Bill  Rob- 
bins, 1,  2;  T.  J.  Vanzant,  1;  T.  P.  Kennerly,  1;  W.  F. 
Renfrew,  1,  2,  3;  J.  G.  Heard,  1,  2;  Thomas  L.  Royce, 

1,  2,  3;  Charles  D.  Reece,  1;  Ed  S.  Crocker,  1,  2;  Robert  K. 
Blair,  3;  Ray  M.  Morgan,  1,  2;  T.  A.  Sinclair,  1,  2. 

Harrison,  1. — R.  C.  Cranberry,  1,  2,  3. 

Hays-Blanco,  1. — Ray  E.  Bullard,  Jr.,  1,  2,  3. 

Henderson,  1. — Norris  E.  Holt,  1,  2,  3. 

Hidalgo-Starr,  1. — Marion  Lawler,  i,  2,  3. 

Hill,  1. — Dick  K.  Cason,  1,  2,  3. 

Hopkins-Franklin,  1. — W.  Ray  Hanna,  1. 
Howard-Martin-Glasscock,  1. — R.  B.  G.  Cowper,  1. 
Hunt-Rockwell-Rains,  1. — E.  T.  Crim,  2. 

Jasper-Newton,  1. — 

Jefferson,  3. — L.  C.  Carter,  1,  2;  James  B.  Ivers,  1,  2; 
John  M.  White,  Jr.,  1,  2,  3. 

Johnson,  1. — ^T.  F.  Yater,  1,  2,  3. 

Karnes-Wilson,  1. — J.  W.  Oxford,  1. 

Kaufman,  1. — R.  C.  Rowell,  1,  2,  3. 
Kerr-Kendall-Gillespie-Bandera,  1. — D.  R.  Knapp,  1, 

2,  3. 

Kimble-Mason-Menard-McCulloch,  1. — Albert  McCulloh, 

1,  3. 

Kleberg-Kenedy , 1. — 

Lamar-Delta,  1. — N.  L.  Barker,  1,  2,  3. 
Lamb-Bailey-Hockley-Cochran,  1. — I.  T.  Shotwell,  1,  2,  3. 
Lampasas-Burnet-Llano,  1. — Ray  L.  Shepperd,  1,  2,  3. 
LaSalle-Frio-Dimmitt,  1. — B.  E.  Pickett,  Sr.,  1,  2. 
Lavaca,  1. — Harvey  Renger,  1. 

Liberty-Chambers,  1. — ■ 

Limestone,  1. — 

Lubbock-Crosby , 2. — O.  W.  English,  1,  2,  3. 

McLennan,  2.— H.  R.  Dudgeon,  1,  2,  3. 
Medina-Uvalde-Maverick-Val  V erde-Edwards-Real-Kinney- 
Terrell-Zavala,  1. — 

Milam,  1. — C.  G.  Swift,  1,  2. 

Montgomery,  1. — 

Nacogdoches,  1. — J.  Frank  Beall,  1,  3. 

Navarro,  1. — Paul  H.  Mitchell,  1. 

Nolan-F  is  her- Mite  hell,  1. — F.  T.  N.  Hood,  1,  2,  3. 
Nueces,  3. — F.  W.  Hartwick,  1,  2,  3;  W.  T.  Davis,  1,  2, 
3;  H.  A.  Kennedy,  1,  2. 

Orange,  1. — Leo  J.  Peters,  Jr.,  1,  2. 

Palo  Pinto-Parker-Young-Jack- Archer,  1. — Jack  Eidson, 
1,  2,  3. 

Panola,  1. — W.  C.  Smith,  1,  2,  3. 

Pecos-Jeff  Davis-Presidio-Brewster,  1. — D.  J.  Sibley,  Jr., 
1,  2,  3. 

Polk-San  Jacinto,  1. — 

Potter -Randall,  2. — E.  A.  Rowley,  1,  2;  W.  Klingensmith, 
1,  2,  3. 

Red  River,  1. — 


Reeves-Ward-  W inkler-Loving-Culberson  - Hudspeth,  1 . — 
Cecil  A.  Robinson,  1. 

Runnels,  1. — C.  F.  Bailey,  1. 

Rusk,  1. — Loyd  Deason,  1,  2. 

San  Patricio- Aransas-Refugio,  1. — Claude  A.  Selby,  1, 
2,  3. 

Shelby-San  Augustine-Sabine,  1. — 

Smith,  1. — Madison  J.  Lee,  1,  2,  3. 

Tarrant,  1. — T.  L.  Shields,  1,  3;  Mai  Rumph,  1,  2,  3; 
R.  V.  Brasher,  1,  2,  3;  W.  P.  Higgins,  Jr.,  1,  2,  3;  Drue 

0.  D.  Ware,  1,  2,  3;  H.  H.  Womack,  2. 

T aylor-J ones , 1. — R.  W.  Varner,  1,  2,  3. 

Tom  Green-Coke-Crockett-Concho-lrion  - Sterling  - Sutton  - 
Schleicher,  1. — Sam  H.  Gainer,  1,  2,  3. 

Travis,  3. — W.  W.  Kelton,  Jr.,  1,  2,  3;  F.  C.  Lowry,  2, 
3;  J.  M.  Coleman,  1;  C.  B.  Dildy,  2,  3. 

Upshur,  1. — 

Van  Zandt,  1. — H.  A.  Baker,  1,  2,  3. 
Victoria-Calhoun-Goliad,  1. — Joe  V.  Hopkins,  1,  2,  3. 
Walker-Madison-Tfinity,  1. — 

Washington-Burleson,  1. — G.  V.  Pazdral,  1,  2,  3. 

W ebb-Zapata-J im  Hogg,  1. — J.  G.  Cigarroa,  Jr.,  1,  2. 
W harton-Jackson-Matagorda-Fort  Bend,  1. — G.  E.  Hor- 
ton, 1,  2,  3. 

Wichita,  2.— J.  D.  Hall,  1,  2,  3;  R.  L.  Daily,  1,  2,  3. 
Wilbarger,  1. — 

Williamson,  1. — J.  J.  Johns,  1,  2,  3. 

Wood,  1.— 

Ex  Officio  Members 

President. — Howard  O.  Smith,  Marlin,  1,  2,  3. 
President-Elect. — F.  W.  Yeager,  Corpus  Christ!,  1,  2,  3. 
Vice-President. — C.  E.  Willingham,  Tyler,  1,  2,  3. 
Secretary. — J.  M.  Travis,  Jacksonville,  1,  2,  3. 

Treasurer. — T.  H.  Thomason,  Fort  Worth,  1,  2,  3. 
Speaker  of  the  House  of  Delegates. — Charles  P.  Hard- 
wicke,  Austin,  1,  2,  3. 

Vice-Speaker  of  the  House  of  Delegates, — ^James  D.  Mur- 
phy, Fort  Worth,  1,  2,  3- 

Trustees. — R.  W.  Kimbro,  Cleburne,  1,  2,  3;  G.  V. 
Brindley,  Temple,  1,  2,  3;  Byron  P.  York,  Houston,  1,  2, 
3;  J.  B.  Copeland,  San  Antonio,  1,  2,  3;  Troy  A.  Shafer, 
Harlingen,  1,  2,  3. 

Councilors. — C.  E.  Oswalt,  Jr.,  Fort  Stockton,  1,'  2,  3; 
Henrie  E.  Mast,  Midland,  J,  2,  3;  Robert  A.  Neblett,  Can- 
yon, 1;  O.  H.  Chandler,  Ballinger,  1,  2;  Walter  Walthall, 
San  Antonio,  1,  2,  3;  S.  W.  Bohmfalk,  Weslaco,  1,  2,  3; 
David  Wade,  Austin,  1,  3;  Carlos  E.  Fuste,  Jr.,  Alvin,  1,  2, 
3;  Herbert  H.  Duke,  Baytown,  2,  3;  Stephen  B.  Tucker, 
Nacogdoches,  1,  2,  3;  R.  H.  Bell,  Palestine,  1,  2;  Travis 
Smith,  Abilene,  1,  2,  3;  R.,M.  Tenery,  Waxahachie,  1,  2,  3; 

H.  O.  Padgett,  Marshall,  1,  2,  3. 

AMA  Delegates. — ^M.  O.  Rouse,  Dallas,  1,  2,  3;  T.  C 
Terrell,  Fort  Worth,  1,  2,  3;  Troy  A.  Shafer,  Harlingen,  1, 
2,  3;  John  K.  Glen,  Houston,  1,  2,  3;  G.  W.  Cleveland, 
Austin,  1,  2,  3;  James  H.  Wooten,  Columbus,  1,  2,  3;  J.  B. 
Copeland,  San  Antonio,  1,  2,  3;  J.  C.  Terrell,  Stephenvilie, 

1,  2,  3. 

AMA  Alternate  Delegates. — ^J.  W.  Rainer,  Odessa,  1,  2, 
3;  Denton  Kerr,  Houston,  1,  2;  John  L.  Otto,  Galveston,  3; 
R.  W.  Kimbro,  Cleburne,  1,  2,  3;  Ridings  E.  Lee,  Dallas, 

I,  2,  3;  E.  P.  Hall,  Jr.,  Fort  Worth,  1,  2,  3;  George  Turner, 
El  Paso,  1,  2,  3;  J.  L.  Cochran,  San  Antonio,  1,  2,  3. 

Members  of  Council  on  Medical  Jurisprudence. — G.  W. 
Cleveland,  Austin,  1,  2,  3;  J.  W.  Rainer,  Odessa,  1,  2,  3; 
John  M.  Smith,  Jr.,  San  Antonio,  1,  2,  3;  Robert  D.  More- 
ton,  Fort  Worth,  1,  2,  3;  A.  H.  Daniell,  Brownfield,  1,  2. 

Chairmen  of  Other  Councils. — Charles  L.  McGehee,  San 
Antonio,  1,  2,  3;  L.  Bonham  Jones,  San  Antonio,  1,  2,  3; 
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Harvey  Renger,  Hallettsville,  1;  Albert  W.  Hartman,  Jr., 
San  Antonio,  2;  John  F.  Thomas,  Austin,  1,  2,  3. 

Chairman,  Committee  on  Public  Relations. — Joe  R.  Don- 
aldson, Pampa,  1,  2,  3.  ■ 

Speaker  Hardwicke:  The  first  order  of  business  is  the 
reading  of  the  minutes  of  the  previous  meeting.  The  House 
will  entertain  a motion  that  the  minutes  as  printed  in  the 
Journal  be  accepted. 

[Dr.  C.  E.  Oswalt,  Fort  Stockton,  so  moved,  and  the  mo- 
tion carried.] 

[Speaker  Hardwicke  then  called  attention  to  the  list  of 
reference  committees;] 

Reference  Committees 

Reference  Committee  on  Credentials. — A.  H.  Daniell, 
Brownfield,  Chairman;  C.  G.  Swift,  Cameron,  Vice-Chair- 
man; J.  Mitchell  Brown,  Marlin;  Loyd  Deason,  Henderson; 
Frankie  Nell  Nations,  New  Braunfels;  Joe  D.  Nichols,  At- 
lanta; John  D.  Gleckler,  Denison;  A.  M.  Allison,  Alice; 
Marvin  C.  Schlecte,  Plainview. 

Reference  Committee  on  Reports  of  Officers  and  Com- 
mittees.— Herbert  Donnell,  Waxahachie,  Chairman;  D.  J. 
Sibley,  Fon  Stockton,  Vice-Chairman;  Fred  V.  Richards, 
Tulia;  Arthur  C.  Ressmann,  San  Antonio;  Erwin  G.  Pink, 
Frisco;  Francis  T.  N.  Hood,  Jr.,  Sweetwater;  Tolbert  Yater, 
Cleburne;  J.  Layton  Cochran,  San  Antonio;  H.  E.  Roensch, 
Bellville. 

Reference  Committee  on  Resolutions  and  Memorials. — 
Thomas  L.  Royce,  Houston,  Chairman;  E.  J.  Lefeber,  Gal- 
veston, Vice-Chairman;  Oscar  Marchman,  Jr.,  Dallas;  Drue 
O.  D.  Ware,  Fort  Worth;  Marion  Lawler,  Mercedes;  N.  L. 
Barker,  Paris;  Madison  J.  Lee,  Tyler;  R.  W.  Varner,  Abi- 
lene; Claude  Selby,  Sinton. 

Reference  Committee  on  finance. — J.  C.  Terrell,  Steph- 
enville.  Chairman;  E.  A.  Rowley,  Amarillo,  Vice-Chairman; 
George  M.  Hilliard,  Jacksonville;  Hal  V.  Norgaard,  Den- 
ton; Charles  A.  Smith,  Texarkana;  Mai  Rumph,  Fort 
Worth;  O.  W.  English,  Lubbock;  George  V.  Pazdral,  Som- 
erville; W.  E.  Sharp,  Baytown. 

Reference  Committee  on  Constitution  and  By-Laws. — 
John  F.  Thomas,  Austin,  Chairman;  William  Klingensmith, 
Amarillo,  Vice-Chairman;  Joseph  C.  Magliolo,  Dickinson; 
Gail  Medford,  Lufkin;  A.  W.  C.  Bergfeld,  New  Braunfels; 
Paul  H.  Mitchell,  Corsicana;  Van  D.  Goodall,  Clifton;  Jack 
B.  Lee,  San  Antonio;  Guy  T.  Denton,  Dallas. 

Reference  Committee  on  Scientific  Work. — Jack  M.  Par- 
tain,  San  Antonio,  Chairman;  B.  E.  Park,  Dallas,  Vice- 
Chairman;  William  D.  Nicholson,  Freeport;  O.  W.  Lowrey, 
Gatesville;  R.  B.  G.  Cowper,  Big  Spring;  Sam  Gainer,  San 
Angelo;  H.  A.  Kennedy,  Corpus  Christi;  N.  C.  Hightower, 
Temple;  Richard  C.  Granbery,  Marshall. 

Reference  Committee  on  Medical  Service  and  Public  Re- 
lations.— Howard  R.  Dudgeon,  Waco,  Chairman;  William 
A.  Wiesner,  Odessa,  Vice-Chairman;  J.  G.  Cigarroa,  Jr., 
Laredo;  Phil  A.  Bleakney,  Harlingen;  Jack  Eidson,  Weath- 
erford; J.  D.  Hall,  Wichita  Falls;  J.  Frank  Beall,  Weather- 
ford; Byron  W.  Wright,  Dumas;  J.  S.  Reitman,  Laredo. 

Speaker  Hardwicke:  It  is  my  interpretation  as  the  Speaker 
of  this  House  of  Delegates  that  if  a delegate  is  serving  on 
a reference  committee,  he  is  representing  the  House  of 
Delegates  of  the  Texas  Medical  Association.  He  is  not  rep- 
resenting the  county  from  which  he  is  a delegate.  If  he 
should  come  to  this  House  of  Delegates  as  an  instructed 
delegate  from  the  county,  it  is  my  belief  that  he  should  act 
in  an  impartial  manner.  He  should  weigh  the  evidence 
which  is  presented  to  him  in  that  reference  committee  and 
should  formulate  his  opinion  pertaining  to  the  issues  in 
question  on  the  evidence  which  is  presented  to  him,  and 


not  on  instructions  which  are  given  to  him  by  his  original 
county.  It  is  his  right,  and  it  is  perhaps  his  duty,  to  defend 
the  actions  and  the  thoughts  of  his  county  before  this 
House,  if  they  are  in  opposition  to  the  idea  and  to  the 
report  of  the  reference  committee,  but  it  is  not  his  right, 
nor  his  privilege,  to  submit  a minority  report  if  he  con- 
scientiously agrees  with  the  majority.  That  question  has 
never  before  been  brought  up  before  this  House  of  Dele- 
gates but  has  been  presented  today  as  a rather  pertinent 
question.  Until  some  further  decision  is  made  on  it,  that 
would  be  the  interpretation  and  the  ruling  of  your  Speaker. 

I would  like  to  ask  that  the  following  delegates  act  as 
tellers:  Dr.  R.  V.  Brasher,  Fort  Worth,  chairman;  Dr.  Ray 
E.  Bullard,  Jr.,  Blanco;  Dr.  D.  K.  Knapp,  Kerrville;  Dr. 
W.  W.  Kelron,  Austin;  Dr.  Sam  H.  Gainer,  San  Angelo. 

[The  Speaker  then  explained  procedures  to  be  followed 
by  the  House  and  announced  that  Mrs.  Mary  Jones  of 
Austin  was  acting  as  official  reporter.] 

Speaker  Hardwicke:  Our  nexr  order  of  business  is  the 
address  by  our  President,  who  is  unfortunately  delayed  at 
another  meeting. 


Election  of  General  Practitioner 

Speaker  Hardwicke:  Next  is  the  election  of  the  General 
Practitioner  of  the  Year  who  was  nominated  by  the  Board 
of  Councilors.  Dr.  Oswalt. 

Dr.  C.  E.  Oswalt,  Fort  Stockton:  The  Board  of  Councilors 
wishes  to  place  the  name  of  Dr.  Joseph  Vincent  Hopkins 
of  Victoria  in  nomination  for  General  Practitioner  of  the 
Year.  There  were  no  other  nominations  made  for  this  hon- 
or this  year. 

[Delegates  had  available  printed  information  about  Dr. 
Hopkins  as  follows:] 

Dr.  Joseph  Vincent  Hopkins 

Dr.  Joseph  Vincent  Hopkins,  our  candidate  for  General 
Practitioner  of  the  Year,  was  born  in  Victoria,  Texas,  on 
May  3,  1886.  He  was  the  son  of  Dr.  R.  R.  Hopkins,  who 
practiced  medicine  here,  and  Blanche  Moody,  a native  Vic- 
torian. He  attended  school  at  Nazareth  Academy,  St. 
Joseph’s,  Edna  Public  School,  and  St.  Edward’s  in  Austin. 
His  medical  schooling  was  at  the  University  of  Louisville 
in  Kentucky  where  he  graduated  in  1908.  He  spent  the 
following  year  in  his  internship  at  St.  Mary’s  and  Elizabeth’s 
Hospital  in  Louisville.  While  attending  the  University  he 
met  his  charming  wife,  the  former  Miss  Irene  Curran  of 
Louisville  and  on  February  14,  1912,  they  were  married. 
They  have  four  living  children:  Joseph  Vincent  Hopkins, 
Jr.,  a practicing  physician  in  New  Orleans;  Mary  Charlotte 
Callaway  and  Celeste  Brown  of  Victoria;  and  Irene  Har- 
wood of  Austin.  Dr.  Hopkins  also  boasts  10  grandchildren. 

Affectionately,  we  call  him  "Dr.  Joe,”  our  country  doctor 
and  the  son  of  a pioneer  doctor.  He’s  won  our  hearrs.  His 
story  is  a story  of  courage,  and  his  life,  dedicated  to  the 
service  of  mankind,  has  been  a shining  "beacon  of  hope” 
for  many  others. 

It  was  in  1928  that  Dr.  Hopkins  found  himself  bothered 
with  hoarseness.  The  condirion  persisted,  and  the  diagnosis 
was  cancer  of  the  vocal  cords.  "Dr.  Joe”  was  in  a tough 
spot.  If  he  was  operated  on,  he  would  lose  his  voice.  If 
not,  the  disease  would  spread  and  he  would  have  but  few 
years  ro  live.  He  chose  the  former  course  and  in  1929  was 
operated  on  in  New  Orleans  by  Dr.  R.  C.  Lynch.  He  had 
another  operation  in  1932.  When  Dr.  Hopkins  was  re- 
covering, Dr.  Lynch  said:  "I  don’r  know  how  he  does  it 
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but  there  is  an  old  bayou  doctor — just  an  old  French  coun- 
try doctor— out  here.  I operated  on  hirh  and  he  has  learned 
to  talk.”  This  was  an  inspiration  to  "Dr.  Joe,”  and  thus 
began  the  story  of  a man’s  courage. 

Dr.  Hopkins  returned  home  to  Victoria.  He  tried  to 
make  sounds,  but  it  was  almost  impossible.  He  thought  of 
giving  up  his  practice,  but  his  brother  physicians  urged 
him  to  continue.  "Go  ahead,”  they  said,  "see  your  patients. 
Write  them  notes.”  And  that  is  what  Dr.  Hopkins  did.  It 
was  a long,  hard  task  and  at  times  the  outlook  was  not 
hopeful,  but  determination  and  perseverance  won  out.  Let- 
ter by  letter,  syllable  after  syllable,  word  after  word,  and 
pretty  soon  "Dr.  Joe”  was  talking.  The  notebooks  and 
pencils  were  packed  away  in  mothballs. 

In  time,  other  doctors  sent  men  to  him,  and  Dr.  Hopkins, 
although  his  waiting  room  is  always  full  of  patients,  has 
found  time  to  teach  at  least  50  people  to  talk.  People  have 
come  to  him  from  all  over  this  part  of  the  nation  seeking 
help.  They  have  gone  away  to  lead  better  and  more  useful 
lives.  People  have  come  to  him  despondent,  a liability  to 
the  community  in  which  they  lived,  but  have  gone  away 
better  citizens,  able  to  do  their  share  of  their  community’s 
work. 

"Dr.  Joe’s”  career  has  been  a long  and  full  one.  World 
War  I saw  him  in  the  Army — a first  lieutenant  in  the 
Medical  Corps.  He’s  been  active  in  the  American  Legion 
and  has  served  as  commander,  service  officer,  and  district 
committeeman.  He  served  on  the  state  rehabilitation  com- 
mittee for  4 years,  and  on  the  national  rehabilitation  com- 
mittee. During  World  War  II  "Dr.  Joe”  was  drafting 
board  examining  doctor.  He  also  has  served  at  various 
times  as  advisor  to  the  American  Red  Cross  and  to  the 
Tuberculosis  Association.  He  has  been  the  Victoria  city 
health  officer  since  January,  1912.  And,  it  was  largely 
through  his  untiring  efforts  that  the  Victoria  City-County 
Health  Department  was  established. 

"Dr.  Joe”  takes  his  practice  seriously.  He  has  not  had 
a drink  of  any  intoxicant  since  he  received  his  diploma. 
His  patients,  whenever  they  call  him,  can  always  be  assured 
of  getting  Joe  Hopkins  at  his  best.  The  nights  never  get 
too  cold,  too  wet,  or  too  long  for  "Dr.  Joe.”  When  human- 
ity is  suffering  and  in  need,  you  may  be  sure  that  "Dr. 
Joe”  will  come  as  soon  as  you  call  him.  There  is  probably 
no  doctor  in  Victoria  who  has  brought  more  people  into 
this  world  than  "Dr.  Joe.”  For  some  years  now  he  has 
been  bringing  in  the  second  generation.  I imagine  that  in 
some  cases  he  is  not  far  from  the  third  generation. 

In  1952  Dr.  Hopkins  was  chosen  by  the  Victoria  Advo- 
cate as  the  "Favorite  Good  Neighbor”  of  the  Victoria  area 
by  a letter  written  by  Charles  S.  Hanley.  When  asked  why 
he  chose  Dr.  Joe  as  his  good  neighbor,  Hanley  said:  "The 
reason  is  obvious — no  other  Victorian  has  done  so  much 
for  his  fellow  man.  His  life  is  the  essence  of  good  neigh- 
borliness— and  more.  When  we  write  of  Joe  Hopkins 
words  are  utterly  inadequate  in  expressing  the  fineness  of 
the  man.” 

Also,  in  1952  Dr.  Hopkins  was  honored  by  the  Victoria 
Independent  School  District,  wherein  the  Hopkins  Ele- 
mentary School  was  named  for  him. 

Dr.  Hopkins,  who  is  a member  of  the  St.  Mary’s  Parish, 
received  the  Papal  Cross  Pro  Ecclesia  et  Pontifice  in  1952 
for  his  services  to  the  Catholic  Church.  He  was  singled  out 
for  his  charity  to  the  poor. 

No  call  ever  goes  unheeded  by  this  noble  man.  Behind 
him  are  years  of  service  to  his  town,  his  community,  his 
nation,  and  his  profession.  But  his  neighborliness  does  not 
stop  there.  With  all  the  trials  that  he  has  had  himself,  he 
has  taught  50  total  strangers  to  talk,  giving  time  to  them 
that,  had  he  been  a selfish  man,  might  have  been  spent 
with  his  family  and  wide  circle  of  friends  or  been  spent 


to  his  own  financial  advantage.  There  is  no  more  uni- 
versally beloved  mao,  a man  respected  by  all  who  know 

him. 

Speaker  Hardwicke:  You  have  heard  the  nomination. 
Those  in  favor  of  this  nomination  make  it  known  by  saying 
aye. 

Delegates : Aye. 

Speaker  Hardwicke:  The  election  is  unanimous. 

I would  now  like  to  recognize  a very  charming  lady  who 
is  the  President  of  the  Woman’s  Auxiliary,  and  I would 
like  for  her  to  say  a few  words  to  us  tonight.  Mrs.  John  D. 
Gleckler  of  Denison,  (standing  applause). 


Address  of  Auxiliary  President 

Mrs.  Gleckler:  According  to  our  By-Laws,  the  Auxiliary 
was  organized  to  aid  the  medical  profession  in  its  program 
for  the  advancement  of  medicine  and  public  health,  and 
it  was  created  to  promote  friendship  and  mutual  under- 
standing among  doctors’  families.  My  theme  this  year  em- 
braced both  of  these  objectives  and  extended  our  thoughts 
beyond  the  medicine  of  the  present  day  into  the  stress  of 
the  possible  conflict,  and  therefore,  I chose  as  my  subject, 
"Guided  effort  to  serve,  and  to  survive.” 

While  this  has  been  a year  of  fear  and  uncertainty  in 
our  world  as  a whole,  we  feel  that  our  organization  has 
worked  loyally  and  faithfully  together  in  our  many  projects 
with  a spirit  of  unity.  We  have  tried  to  emphasize  those 
projects  which  are  directly  beneficial  to  the  doctors,  and  for 
that  reason  we  have  promoted  the  American  Medical  Edu- 
cation Foundation,  the  recruitment  program,  and  public 
relations  in  all  of  its  phases. 

It  was  not  casual  good  fortune  that  enabled  the  doctors’ 
wives  of  Texas  to  raise  $16,938  for  the  American  Medical 
Education  Foundation.  As  a state  project,  over  38,500  of 
the  Christmas  cards,  designed  by  one  of  our  members,  were 
sold  by  the  Auxiliary. 

Our  next  guided  effort  was  recruitment.  There  are  now 
more  than  11,750  girls  in  the  310  Texas  Future  Nurse 
Clubs.  We  organized  95  new  clubs  this  year,  and  our  film 
library  reports  190  films  on  health  careers  were  shown.  At 
the  convention  of  the  Texas  Association  of  Future  Nurses 
held  in  March  in  Galveston,  more  than  1,200  girls  reg- 
istered from  all  parts  of  Texas.  Scholarships  worth  $11,000 
were  available.  All  of  this  is  a tremendous  effort  on  the 
part  of  the  Auxiliary  to  interest  youth  in  health  careers. 

To  provide  authentic  health  and  medical  information  to 
the  public,  we  have  promoted  the  sale  of  Today’s  Health, 
published  by  the  American  Medical  Association. 

The  auxiliaries  assisted  with  science  fairs  at  340  schools 
and  a total  of  5,904  exhibits.  They  also  helped  raise  $8,943 
for  expenses  to  the  National  Science,  Fair,  in  addition  to 
prizes  and  a scholarship  to  T.  C.  U. 

Safety  at  home,  on  the  highway,  and  as  a school  pro- 
gram of  driver  education,  has  been  a project  undertaken. 
Governor  Price  Daniel  is  extremely  interested  in  highway 
safety,  and  it  was  my  privilege  to  be  invited  to  his  safety 
breakfast  in  Houston. 

Programs  on  legislation  were  held  throughout  the  year 
to  keep  members  informed,  some  of  which  were  meetings 
with  the  medical  societies  to  hear  national  or  state  legisla- 
tors speak.  To  stress  the  awareness  of  the  privileges  of 
voting,  several  thousand  poll  taxes  were  sold. 

Beginning  last  fall  with  our  School  of  Instmaion  we 
stressed  visual  education  as  a means  of  illustrating  our 
projects.  We  utilized  the  Association’s  Memorial  Library 
and  are  pleased  to  report  1,094  films  were  shown  during 
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the  year  and  $700.25  has  been  raised  for  the  Library  Fund. 
This  money  will  purchase  more  films  and  library  material. 

To  dramatize  our  project,  civil  defense,  the  film,  "The 
H Bomb”  was  shown,  and  the  auxiliaries  provided  273 
hour  courses  on  survival  and  helped  chart  escape  routes 
along  the  Gulf  Coast. 

Mental  health,  another  project,  was  brought  into  focus 
by  films  such  as  "Preface  to  a Life”  and  "Mr.  Finley’s 
Feelings.” 

The  Smdent  Loan  Funds  received  donations  throughout 
the  year  and  are  available  to  junior  and  senior  medical 
students,  interns,  and  residents. 

From  the  $878.40  contributed  to  our  Memorial  Fund 
this  year,  doctors’  widows  have  been  given  $435,  and  we 
have  a reserve  fund  of  $909  which  can  be  drawn  upon  for 
emergencies. 

As  President  of  the  Woman’s  Auxiliary  to  the  Texas 
Medical  Association,  this  has  been  a year  of  giving  and 
of  receiving  for  me.  It  might  be  an  interesting  footnote  to 
add  here  that  I have  traveled  over  20,000  miles  in  the 
past  12  months,  in  Texas,  and  that  I have  personally  writ- 
ten more  than  1,800  letters  in  longhand. 

In  summary,  the  efforts  of  our  more  than  5,500  mem- 
bers have  but  one  purpose:  to  render  service  in  our  com- 
munity by  extending  and  complementing  the  excellent 
work  which  you  do  in  public  relations  and  be  a favorable 
link  between  the  doctors  and  those  of  the  public  who  may 
not  have  had  the  occasion  to  call  upon  you  professionally. 
(Standing  applause.) 

Speaker  Hardwicke:  Every  year  I am  more  impressed 
with  the  work  you  ladies  are  doing. 


Reports,  Resolutions,  and  Action 

[Speaker  Hardwicke  then  called  on  the  officers,  councils, 
standing  committees,  special  committees,  and  special  dele- 
gates and  appointees  individually  for  their  reports.  Resolu- 
tions also  were  accepted  at  this  time.  These  reports  and 
resolutions  were  received  and  referred  to  reference  commit- 
tees for  study  and  recommendation.  The  reference  commit- 
tees submitted  reports  at  the  second  meeting  of  the  House 
— Sunday  night,  April  19 — at  which  time  the  House  con- 
sidered the  various  items  of  business  and  voted  on  them. 
The  original  report  or  resolution,  the  report  of  the  refer- 
ence committee  relating  to  it,  and  the  action  of  the  House 
on  it  are  grouped  together  in  the  following  portion  of  the 
transactions,  although  the  chronological  order  acmally  fol- 
lowed is  broken  thereby.] 


8.  REPORT  OF  EXECUTIVE  SECRETARY 

'The  increased  tempo  of  activities  of  the  Texas  Medical 
Association  is  particularly  evident  to  the  headquarters  staff, 
which  has  been  called  upon  even  more  frequently  during 
the  past  year  to  assist  boards,  councils,  and  committees  in 
carrying  out  their  objectives  and  responsibilities. 

The  role  of  implementing  these  activities,  under  the 
direction  and  guidance  of  officers  and  committee  members, 
rightly  remains  the  primary  preoccupation  of  the  head- 
quarters staff.  However,  inasmuch  as  each  board,  council, 
and  committee  will  report  independently  to  the  House  of 
Delegates,  the  Executive  Secretary  does  not  believe  it  is 
necessary  to  comment  upon  the  administrative  aspects  of 
each  program. 

The  responsibility  for  some  phases  of  Association  activity, 
particularly  in  the  realm  of  services  to  the  profession  and 


to  the  public,  has  been  delegated  to  the  Executive  Secretary 
by  the  Board  of  Trustees,  officers,  and  committees.  This  re- 
port, therefore,  will  be  limited  for  the  most  part  to  those 
services  and  programs  which  the  headquarters  staff  has 
been  asked  to  administer. 

1.  "The  Best  Medical  Care  for  All  Texans" 

One  of  the  most  enjoyable  and  rewarding  aspects  of 
the  assignments  of  the  headquarters  staff  has  been  the 
oppormnity  to  appear  before  county  and  district  medical 
societies,  other  professional  organizations,  and  many  lay 
groups.  The  rapidly  expanding  demand  for  speaking  en- 
gagements before  civic  clubs  (Rotary,  Lions,  Kiwanis)  is 
particularly  significant. 

A total  of  114  out-of-town  visitations  were  accomplished 
in  1958.  These  included  county  society  and  district  visits  as 
well  as  presentations  before  civic  clubs.  Seventy  speaking 
engagements  were  handled  by  the  Executive  Secretary  and 
the  Assistant  Executive  Secretary. 

We  believe  it  is  particularly  significant  that  our  civic 
club  presentation,  "The  Best  Medical  Care  for  All  Texans,” 
has  been  placed  before  a total  of  more  than  3,500  com- 
munity leaders  throughout  the  state.  It  has  been  carried 
from  the  Panhandle  to  the  Valley,  and  from  Marshall  to 
El  Paso,  and  nearly  two  score  points  in  between.  The 
presentation,  22-24  minutes  in  length  and  illustrated  by 
flip  cards,  embraces  (a)  medicine’s  positive  programs  de- 
signed to  produce  a high  quality  of  medical  care;  ( b ) 
references  to  the  great  scientific  accomplishments  of  medi- 
cine; (c)  a favorable  comparison  and  report  on  the  cost 
of  medical  care  in  relation  to  other  goods  and  services; 
(d)  illustrations  of  continued  federal  encroachment  into 
medicine  and  their  implications  to  the  patient;  and  (e) 
the  advantages  of  preserving  the  private  practice  of  medi- 
cine in  a free  economy. 

The  Executive  Secretary  believes  that  this  program  is 
paying  good  dividends.  We  expect  to  place  even  greater 
emphasis  upon  it  in  the  year  ahead  with  purpose  of  at- 
tracting a broader  basis  of  support  for  American  medicine. 

2.  Membership 

a.  TMA  Membership  Approaches  8,000. — ^Membership 


in  the  Texas  Medical 

Association 

seems  certain 

to  pass 

the  8,000  mark  in  1959. 

The  Business  Office 

processed 

7,917  memberships  in 

1958.  The  following  is 

a comparison  by  type  of  member- 

ship  for  the  past  2 years: 

1957 

1958 

Regular  members  .... 

7,003 

7,183 

Interns  and  residents  . . 

288 

254 

Military  members  .... 

138 

153 

Honorary  members  . . . 

271 

252 

Inaaive  members  .... 

56 

68 

Emeritus  members  .... 

8 

7 

7,764 

7,917 

The  net  increase  of  membership  amounted  to  153  over 
the  previous  year.  This  increase  has  not  matched  several 
previous  years.  One  significant  factor,  perhaps,  is  that  in- 
tern and  resident  membership  has  dropped  from  301  in 
1956  to  254  in  1958.  In  the  months  ahead,  the  head- 
quarters staff  will  smdy  the  reasons  for  this  decline,  and 
will  report  findings,  if  significant,  to  the  Board  of  Coun- 
cilors. The  study  may  show  the  need  to  initiate  a special 
program  in  several  communities  designed  to  encourage  all 
qualified  interns  and  residents  to  join  their  county,  state, 
and  national  medical  societies. 
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b.  Milestone  in  AMA  Membership. — ^The  Texas  Medi- 
cal Association  reached  another  significant  milestone  in 
membership  during  the  year.  The  Business  Office  processed 
more  than  7,000  dues-paying  and  dues-exempt  memberships 
in  the  American  Medical  Association.  This  will  entitle 
Texas  to  an  eighth  seat  in  the  AMA  House  of  Delegates 
in  1959.  Only  four  states — New  York,  California,  Pennsyl- 
vania, and  Illinois — have  more  seats  in  the  AMA  House. 

c.  Certificates  for  Honorary  Membership. — An  attractive 
certificate,  suitable  for  framing,  now  is  being  presented  to 
those  physicians  who  are  elected  to  honorary  membership 
in  the  Texas  Medical  Association  by  the  House  of  Dele- 
gates. 

Certificates  will  be  forwarded  with  a personal  letter  to 
all  physicians  elected  to  honorary  membership  by  the 
House  of  Delegates.  Format,  design,  and  wording  of  the 
certificates  have  been  approved  by  the  Board  of  Councilors. 

Upon  authorization  of  the  Board  of  Trustees,  the  head- 
quarters staff  also  is  sending  honorary  members  a compli- 
mentary copy  of  the  book,  "A  History  of  the  Texas  Medi- 
cal Association,  1853-1953,”  by  Dr.  Pat  1.  Nixon. 

3.  Memorial  Library 

a.  Increase  in  Library  Services. — The  Memorial  Library 
experienced  a most  remarkable  increase  in  services  during 
1958. 

The  four  members  of  the  Library  staff  processed  3,048 
reference  requests,  during  the  past  year.  This  represents  an 
increase  of  more  than  22  per  cent  over  the  preceding  year, 
and  it  is  91  per  cent  greater  than  the  1,584  reference 
requests  which  were  processed  in  1953. 

As  evidence  of  the  quality  of  service  as  well,  the  Library 
circulated  24,826  items  in  1958  (15,114  reprints,  7,523 
single  journals,  946  bound  journals,  and  1,243  books). 
Items  circulated  amounted  to  an  impressive  68  per  cent 
more  than  for  the  preceding  12  months. 

The  Library  also  reported  good  utilization  of  films.  Re- 
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quests  for  993  films  were  honored  in  1958,  an  increase 
of  6 per  cent  over  1957. 

b.  827  Books  Donated  to  Library. — Gifts  of  books  to 
the  Library  for  1958  amounted  to  827,  almost  doubling 
the  number  for  the  year  before.  The  Library  also  has 
reported  the  following  gifts,  most  of  them  from  members 
of  the  Association: 


Journals  10,919 

Bound  journals 171 

Pamphlets 556 


Nineteen  films  were  purchased  during  the  year:  12  lay 
and  7 scientific.  The  Woman’s  Auxiliary  provided  a gift 
of  $250  to  be  used  for  the  purchase  of  films. 

The  Library  collection  was  enhanced  appreciably  with 
the  acquisition  of  the  entire  package  library  of  the  Ameri- 
can College  of  Surgeons.  These  materials,  comprising  more 
than  650,000  reprints,  now  have  been  incorporated  into  our 
own  library  collection. 

In  order  to  provide  adequate  housing  for  these  acquisi- 
tions and  others,  the  Board  of  Trustees  authorized  an 
appropriation  of  $2,900  for  the  purchase  of  10  additional 
ranges  of  shelving  which  have  been  placed  in  the  basement 
of  the  headquarters  building.  This  is  the  second  major 
library  installation  in  2 years;  15  seaions  of  shelving  were 
purchased  by  the  Board  of  Trustees  a year  ago. 

c.  Recognition  gf  Donors. — Permanent  recognition  has 
been  given  to  physicians,  their  wives,  and  friends  of  the 
Texas  Medical  Association  who  have  established  endow- 
ment funds  in  the  Memorial  Library. 

An  attractive  plaque  containing  the  names  of  those  who 
have  established  endowments  has  been  placed  in  the 
Library  Reading  Room  of  the  headquarters  building.  The 
base  of  the  plaque  is  of  walnut  paneling;  names  of  con- 
tributors are  engraved  on  copper  plates.  Adequate  room 
has  been  provided  to  recognize  those  who  establish  future 
endowments. 

Endowments  have  been  a vital  factor  in  the  growth  of 
the  Memorial  Library.  It  is  only  fitting  that  permanent 
recognition  should  be  given  to  those  individuals. 

4.  Texas  State  Journal  of  Medicine 

a.  Two  More  Editorial  Awards. — For  the  second  suc- 
cessive year,  the  Texas  State  Journal  of  Medicine  won  two 
awards  in  competition  sponsored  by  the  Mid-Continent  Re- 
gional Conference  of  the  International  Council  of  Industrial 
Editors. 

In  the  trade  or  association  publications  division,  the 
Journal  placed  second  for  its  promotion  of  its  organization 
and  tied  for  third  place  for  the  best  written  article.  The 
staff-prepared  article,  "Come  Hell  or  High  Water,”  re- 
viewing contributions  by  physicians  in  instances  of  natural 
disaster,  appeared  in  the  September,  1957,  issue. 

The  awards  were  presented  to  the  Managing  Editor  of 
the  Journal  on  September  30,  1958. 

b.  Readership  Survey. — Approximately  one-half  of  the 
physician  subscribers  spend  approximately  1 hour  or  more 
reading  each  issue  of  the  Texas  State  Journal  of  Medicine. 
The  remainder  have  indicated  that  they  spend  less  than 
an  hour. 

This  information  has  been  obtained  from  a question- 
naire which  was  mailed  in  July  to  500  doctors  who  were 
selected  at  random  from  the  mailing  list.  Objective  of  the 
survey  conducted  by  the  staff  was  to  determine  whether 
the  likes  and  dislikes  revealed  in  a much  more  compre- 
hensive survey  2 years  ago  remain  about  the  same  or  have 
changed  appreciably. 

With  the  many  demands  a physician  has  on  his  time, 
and  the  number  of  journals  and  other  literature  which  he 
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is  invited  to  read,  it  is  significant  that  approximately  half 
of  the  respondees  to  the  questionnaire  spent  at  least  an  • 
hour  reading  each  issue  of  our  Journal.  In  that  time,  the 
reader  should  be  able  to  pick  up  the  most  important  articles 
and  items.  Specialists,  for  whom  the  Journal  is  not  espe- 
cially designed,  since  a majority  of  members  of  the  As- 
sociation are  in  general  practice,  indicated  in  a number 
of  instances  that  the  Journal  seems  to  be  at  least  holding 
its  own,  or  perhaps  gaining,  in  readership  time. 

The  table  of  contents,  editorials.  President’s  Page,  and 
medicolegal  articles  appear  to  be  well  read  and  well  liked. 

It  is  evident  once  more  that  the  Woman’s  Auxiliary  ma- 
terial is  poorly  read  and  of  little  interest  to  the  Journal- 
reading  doctors. 

The  questionnaire  seems  to  document  once  again  that 
most  of  our  physician  readers  desire  scientific  material  of 
practical  value  in  daily  practice  as  well  as  news  and  views 
of  Texas  medicine. 

c.  Editorial  Developments. — The  staff  of  the  Texas  State 
Journal  of  Medicine  continually  is  endeavoring  to  improve 
that  publication  and  to  make  it  of  even  greater  interest  and 
value  to  its  8,000  subscribers.  Several  developments  deserve 
brief  mention. 

During  the  past  year,  the  Journal  has  carried  a section, 
"Drug  Notes,”  containing  information  of  current  interest 
on  new  preparations.  The  material  has  been  supplied  by 
Herbert  Schwartz  of  the  University  of  Texas  College  of 
Pharmacy. 

Each  of  the  three  medical  schools  in  the  state  has  been 
invited  once  again  to  contribute  sufficient  scientific  articles 
to  fill  an  issue  of  the  Journal.  The  University  of  Texas 
Medical  Branch  and  Baylor  University  College  of  Medicine 
have  provided  two  issues  each  since  the  schools  were  en- 
couraged to  supply  contributions  for  special  issues.  South- 
western Medical  School  now  is  preparing  its  first  series. 
We  believe  that  these  issues  have  been  well  received  by 
our  readers. 

The  School  of  Aviation  Medicine,  upon  invitation,  has 
contributed  several  scientific  articles,  and  has  submitted 
manuscripts  for  several  more.  Brooke  Army  Medical  Center 
has  expressed  interest  in  making  similar  contributions. 

Contributors  to  the  programs  of  numerous  medical 
groups  in  the  state  (Texas  Academy  of  General  Practice 
and  Texas  Surgical  Society,  for  example)  with  topics  of 
wide  interest  are  encouraged  to  submit  manuscripts  for 
consideration. 

d.  Signed  Editorials  by  Physicians. — During  the  past 
year,  the  staff  of  the  Texas  State  Journal  of  Medicine  has 
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placed  increased  emphasis  upon  Association  members  to 
express  themselves  in  our  editorial  columns.  We  particular- 
ly have  invited  editorials  on  scientific  topics. 

Personal  letters  were  sent  during  the  fall  and  early 
winter  to  officers  of  the  Association’s  scientific  sections  and 
to  officers  of  related  specialty  societies  which  meet  with 
the  Association.  Others,  so  spaced  as  to  bring  replies  at 
advantageous  intervals,  went  to  chairmen  of  approximately 
one-third  of  the  departments  at  each  Texas  medical  school. 
Later,  other  departmental  chairmen  will  receive  invitations. 
Invitations  also  were  sent  to  the  presidents  of  the  Texas 
Hospital  Association  and  the  Texas  Pharmaceutical  Associa- 
tion, and  to  other  professional  groups. 

The  response  has  been  good.  Not  too  many  years  ago, 
all  editorials  in  the  Journal  were  prepared  by  the  staff. 
In  a recent  issue,  for  example,  all  three  editorials  were 
prepared  and  signed  by  physicians. 

e.  Acceptance  of  Scientific  Articles. — Scientific  articles 
submitted  for  publication  in  the  Texas  State  Journal  of 
Medicine  during  the  past  year  (from  May,  1957,  to  May, 
1958)  numbered  162.  Almost  one-half  of  these  scientific 
articles  originate  at  the  annual  session.  Articles  which  are 
accepted  are  used  throughout  the  year,  according  to  season- 
al or  subject  interest,  interspersed  with  other  contributions. 

One  hundred  four  articles  (62  per  cent)  were  accepted 
for  publication.  Articles  were  rejected  for  the  following 
reasons  (percentages  are  approximate)  : 

(1)  Subject  matter  not  suitable  (usually  tcx)  special- 
ized), 35  per  cent. 

(2)  Unsound  scientifically,  20  per  cent. 

(3)  Poorly  written,  15  per  cent. 

(4)  Insufficient  data,  7 per  cent. 

(5)  No  experimental  controls,  7 per  cent. 

(6)  None  or  improper  statistical  workup,  7 per  cent. 

(7)  Not  submitted  in  proper  form,  1 per  cent. 

Authors  generally  are  advised  of  the  reasons  why  theii 
manuscripts  were  rejected.  In  those  instances  in  which  the 
subject  matter  is  too  specialized,  it  is  suggested  that  the 
author  submit  the  article  to  another  journal.  Authors  oc- 
casionally (5  per  cent)  are  asked  to  revise  the  manuscript 
and  to  re-submit  it.  In  those  instances,  most  of  them  (4  out 
of  5 ) subsequently  are  accepted. 

Perhaps  it  should  be  noted  that  unfortunately  a larger 
percentage  of  papers  than  is  suggested  by  the  rejection 
figures  are  submitted  poorly  written  and  ill  prepared  for 
publication.  Careful  editing  salvages  many  of  these. 

f.  "Tear-Out”  Membership  Roster. — With  the  purpose 
of  providing  Association  members  with  a handy,  separate 
list  of  fellow  doctors  to  serve  as  a desk  directory,  a new 
feature  has  been  initiated  in  the  Texas  State  Journal  of 
Medicine. 

The  membership  roster  of  the  Texas  Medical  Association 
recently  has  been  published  in  the  July  issue  of  the  Jour- 
nal. It  serves  as  a permanent  reference  to  the  current 
membership  of  the  Texas  Medical  Association.  However, 
the  directory  is  comparatively  limited  in  its  usefulness, 
unless  the  physician  chooses  to  keep  that  issue  handy 
throughout  the  year  for  ascertaining  locations  and  addresses 
of  doctors  in  this  state. 

This  past  year,  for  the  first  time,  the  membership  list 
published  in  the  July  Journal  was  arranged  as  a unit, 
stapled  separately  and  perforated  so  that  it  might  be  kept 
as  a part  of  the  Journal  or  torn  out  as  a booklet. 

The  extra  expense  of  perforating,  stapling,  and  binding 
into  the  Journal,  thus  making  possible  the  removal  of  the 
1958  membership  roster,  amounted  to  $147.50.  This  addi- 
tional figure  is  comparatively  small  in  view  of  the  expendi- 
ture of  $1,378  which  was  made  for  paper  stock,  for  print- 
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ing,  and  binding  of  the  8,500  copies  of  the  membership 
list  in  the  Journal. 

In  view  of  its  usefulness  to  Association  members,  and 
the  comparatively  small  cost  involved,  the  Board  of 
Trustees  has  authori2ed  that  this  feature  be  included  again 
in  the  July,  1959,  issue  of  the  Journal. 

g.  Most  Difficult  Problem. — Perhaps  the  most  difficult 
problem  confronting  the  Journal  editorial  staff  is  the  chal- 
lenge to  maintain  a favorable  ratio  between  advertising 
and  editorial  pages. 

As  a result  of  appreciable  increases  in  advertising,  it  has 
been  extremely  difficult  to  maintain  a 50-50  ratio.  It  is 
generally  conceded  that  50-50  is  a fairly  good  ratio  with 
60-40  (advertising-editorial)  the  minimum  acceptable  pro- 
portion. 

During  1958,  902  pages  were  devoted  to  editorial  mat- 
ter, 1,192  to  advertising.  With  a total  of  2,094  pages, 
advertising  thus  claimed  a percentage  of  59  as  compared 
with  41  for  editorial. 

During  the  coming  year,  the  Executive  Secretary  and  the 
Journal  staff  will  devote  continued  attention  to  such  ques- 
tions as  the  future  size  of  the  Journal,  the  ratio  between 
advertising  and  reading  matter  which  should  be  maintained, 
the  type  of  subject  matter  which  is  appropriate  for  use  in 
achieving  the  preceding  objectives,  and  proposals  for  carry- 
ing out  stated  goals. 

h.  Advertising  Revenue  Doubles. — Four  years  ago,  a 
comprehensive  study  and  review  of  advertising  in  the  Texas 
State  Journal  of  Medicine  was  undertaken.  Subsequently, 
upon  approval  of  the  Board  of  Trustees,  an  ambitious  four- 
point  promotional  program  was  developed  and  placed  into 
operation. 

As  a result,  it  is  encouraging  to  note  that  net  advertising 
revenue  has  doubled.  Gross  advertising  revenue  for  1958 
amounted  to  $93,414.  Deducting  $6,980  for  commissions 
and  discounts,  net  advertising  revenue  was  $86,434.  This 
doubles  advertising  revenue  for  1954,  and  is  11  per  cent 
greater  than  a year  ago. 

Net  advertising  revenue  for  the  past  5 years  has  been 
as  follows: 


Year  Net  Revenue 

1954  $43,095 

1955  51,714 

1956  65,276 

1957  77,821 

1958  86,434 


An  average  of  110  pages  of  advertising,  not  counting 
special  inserts,  appeared  monthly  in  the  Journal  last  year. 
This  is  an  increase  of  3 pages  per  issue  over  1957. 

The  Executive  Secretary  believes  that  the  volume  of 
advertising  has  just  about  reached  its  peak.  However,  a 
continued  increase  in  net  advertising  revenue  can  be  an- 
ticipated for  1959.  The  Board  of  Trustees  approved  a 20 
per  cent  increase  in  rates  a year  ago,  effective  July  1,  1958, 
for  new  advertising,  and  on  January  1,  1959,  for  most 
advertisers  on  contract.  With  this  increase,  net  advertising 
revenue  should  approach  $100,000  for  the  current  year. 

i.  Regional  Journal  Conference. — The  Texas  State  Jour- 
nal of  Medicine  was  host  October  18-19,  1958,  to  a re- 
gional state  medical  journal  conference.  Representatives  of 
state  journals  from  as  far  away  as  Delaware,  Florida,  and 
Colorado,  as  well  as  several  county  bulletin  editors  and 
editors  from  other  Texas  publications,  attended  the  pro- 
gram in  the  headquarters  building  in  Austin.  Speakers 
included  James  M.  Liston,  Chicago,  editor  of  Today’s 
Health',  DeWin  C.  Reddick,  Ph.D.,  Austin,  acting  director 
of  the  University  of  Texas  School  of  Journalism;  and  Jack 
Woodside,  Cleveland,  Ohio,  director  of  production  for 
Fuller  & Smith  & Ross,  Inc.  (publications  counselor  for  Eli 


-Lilly  and  Company ) . The  conference  was  a valuable  ex- 
• perience  for  members  of  the  Journal  staff  and  a prestige 
builder  for  the  Texas  Medical  Association. 

5.  Physicians  Plocement  Service 

a.  Results  of  1958  Activities. — The  past  year  was  an 
active  one  for  the  Physicians  Placement  Service  in  assisting 
physicians  in  finding  good  locations  and  in  helping  de- 
serving communities  to  secure  physicians. 

A total  of  418  physicians  sought  the  aid  of  the  Physi- 
cians Placement  Service  in  exploring  locations.  Personal 
interviews  were  held  with  91,  and  the  remaining  327  were 
served  through  correspondence. 

In  addition,  83  Association  members  availed  themselves 
of  this  service  in  seeking  associates.  Reports  indicate  that 
we  were  able  to  assist  at  least  19  of  this  latter  group  in 
successfully  locating  associates. 

Judging  from  the  many  letters  of  appreciation  which 
have  been  received,  it  is  evident  that  the  Physicians  Place- 
ment Service  ranks  high  in  terms  of  Association  services 
which  are  available. 

In  addition  to  physicians  seeking  locations,  and  members 
in  search  of  associates,  it  also  is  significant  that  68  com- 
munities sought  our  help  during  the  past  year.  Thirty-one 
communities  sent  representatives  to  Austin.  In  addition,  23 
telephone  interviews  were  held  with  community  representa- 
tives. 

In  further  support  of  our  efforts  to  assist  small  towns, 
and  to  encourage  physicians  to  consider  oppormnities  in 
rural  areas,  16  communities  were  surveyed  and  rated  during 
the  past  year.  Communities  surveyed  were  Littlefield,  Mor- 
ton, Plains,  Denver  City,  Cleveland,  Rising  Star,  Cross 
Plains,  Roby,  Grand  Falls,  Sanderson,  Tenaha,  Timpson, 
Corrigan,  Asherton,  Rio  Hondo,  and  Savoy. 

Physicians  were  obtained  for  13  communities,  directly  as 
a result  of  our  efforts.  There  are  many  other  benefits  of 
this  program.  Residents  of  91  communities  have  learned 
that  the  Texas  Medical  Association  is  concerned  about  their 
medical  care,  and  is  sympathetic  and  helpful  to  them  in 
solving  their  problems. 

b.  Advantages  of  Rural  Practice. — The  headquarters  staff, 
working  under  the  direction  of  the  Committee  on  Rural 
Health  and  Doctor  Distribution,  has  undertaken  a pro- 
gram to  acquaint  medical  students  with  the  advantages  of 
general  practice. 

A special  effort  is  being  made  to  inform  medical  sm- 
dents  in  the  three  Texas  schools  of  the  advantages  of  rural 
practice.  Information  pertinent  to  the  subject  is  included 
in  an  address  by  the  Assistant  Executive  Secretary  as  part 
of  the  Medical  Smdents  Day  program.  A brochure  for 
smdents,  and  for  those  who  have  registered  with  the  Physi- 
cians Placement  Service,  has  been  prepared.  In  addition, 
a questionnaire  has  been  prepared  for  senior  medical  sm- 
dents seeking  information  on  their  attimde  towards  gen- 
eral practice  and  their  future  practice  plans. 

6.  Appointment  of  Jon  Hornaday 

The  Executive  Secretary  is  pleased  to  report  the  appoint- 
ment of  Jon  R.  Hornaday,  a 1958  graduate  of  the  Uni- 
versity of  Texas,  as  Advertising  and  Exhibit  Manager. 

Mr.  Hornaday  is  the  lone  addition  to  the  departmental 
head  ranks  of  the  headquarters  staff  during  the  past  year. 
He  joined  the  staff  on  July  28,  1958,  filling  a vacancy 
created  when  Dan  Lehman  joined  the  Charles  O.  Finley 
Company  as  Texas  representative. 

Mr.  Hornaday ’s  primary  responsibilities  are  (a)  the 
handling  of  advertising  for  the  Texas  State  Journal  of 
Medicine  and  (b)  coordinating  arrangements  for  technical 
and  scientific  exhibits  at  the  annual  session. 
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7.  Literature  Exceeds  Half  Million 

The  increased  activity  at  the  headquarters  building  dur- 
ing 1959  is  reflected  by  production  in  the  Association’s 
Print  Shop. 

More  than  577,000  pieces  of  literature,  including  pam- 
phlets and  letters,  were  produced  by  Multilith  equipment 
in  our  Print  Shop  during  the  past  year.  Some  of  these 
involved  two  and  three-color  work.  Obviously,  this  printing 
operation  resulted  in  a great  savings  to  the  Association. 
The  quality  of  several  pieces  of  literamre  was  particularly 
outstanding. 

It  is  significant  that  310,243  pieces  of  outgoing  mail 
were  processed  last  year,  compared  to  139,928  in  1957. 
The  Elliott  equipment  was  used  to  address  658,193  items 
to  members  of  the  Texas  Medical  Association  in  1958. 
Almost  half  of  this  addressing  was  undertaken  for  non- 
Association  accounts  (medical  schools,  hospitals,  voluntary 
health  agencies,  and  physician  members)  as  a service.  These 
accounts  were  billed  for  labor,  overhead,  and  services  ren- 
dered. 

8.  Automation  in  Office  Equipment 

With  the  purpose  of  controlling  costs  and  reducing  the 
need  for  additional  staff  personnel,  the  Texas  Medical  As- 
sociation has  turned  to  "automation”  in  office  equipment 
at  the  headquarters  building  in  recent  years. 


Machines  help  the  Texas  Medical  Association  staff. 

Thanks  to  the  Board  of  Trustees  which  has  been  gen- 
erous in  authori2ing  necessary  purchases,  the  Association 
can  boast  of  outstanding  equipment  which  has  proved 
effective  in  meeting  the  continually  increasing  administra- 
tive responsibilities. 

Major  equipment  purchases  during  the  past  year  include 
(a)  a Pitney-Bowes  new  combined  folding  and  inserting 
machine  which  can  fold  and  insert  a single  enclosure  in 
1,000  envelopes  in  a period  of  approximately  15  minutes, 
eight  times  faster  than  by  hand,  and  (b)  a versatile  ac- 
counting machine — one  which  will  provide  greater  effici- 
ency and  control  in  all  business  transactions. 

9.  Annual  Sessions 

a.  Revenue  from  Technical  Exhibits. — For  the  fifth  con- 
secutive year,  all  space  for  technical  exhibits  at  annual 
session  is  entirely  committed. 

Ninety-two  technical  exhibits  will  fill  the  new  Exhibit 
Hall  of  the  Hilton  Hotel  in  San  Antonio.  In  order  to  meet 


the  heavy  demand,  an  additional  eight  booths  have  been 
placed  on  the  mezzanine  of  the  hotel  proper,  at  the  en- 
trance to  the  area  where  scientific  exhibits  will  be  shown. 
Four  other  commercial  exhibits  feamring  specialty  products 
may  be  found  on  the  mezzanine  of  the  Gunter  Hotel. 

Exhibits  have  been  sold  for  $175  each.  This  should  pro- 
duce a gross  income  of  approximately  $17,500.  Net  in- 
come, following  payment  for  rental  space  in  the  hotel 
and  charges  for  booth  construction  and  services,  should 
amount  to  approximately  $14,500,  representing  an  increase 
of  approximately  $1,500  over  a year  ago.  Thus,  net  reve- 
nue should  more  than  double  that  obtained  at  our  last 
meeting  in  San  Antonio  in  1954  when  66  commercial 
booths  were  sold  and  income  amounted  to  $6,258. 

b.  Significant  Contributions. — Several  exhibirors  and 
friends  of  the  Texas  Medical  Association  have  agreed  to 
provide  valuable  services  to  physicians  and  their  wives 
during  the  ninety-second  annual  session  in  San  Antonio. 

Mission  Pharmacal  Company,  San  Antonio,  will  provide 
transportation  for  physicians  and  wives  between  hotels. 
The  company  has  rented  the  American  Legion’s  "train” 
for  Sunday  afternoon,  Monday,  and  Tuesday.  The  four-car 
"train”  will  make  scheduled  runs  between  the  Hilton, 
Gunter,  and  St.  Anthony  Hotels,  completing  a round  trip 
approximately  every  half  hour.  This  will  be  a significant 
contribution  considering  that  the  rental  of  buses  in  Gal- 
veston two  years  ago  cost  the  Association  $600. 

The  Great  American  Reserve  Insurance  Company  of  Dal- 
las will  underwrite  the  cost  of  a daily  bulletin  for  the 
annual  session.  The  bulletin  will  contain  information  on 
meetings  scheduled  that  day,  and  pertinent  news  events, 
such  as  actions  by  the  House  of  Delegates.  Editorial  con- 
tent will  be  prepared  by  the  staff  of  the  Texas  Medical 
Association.  The  preparation  of  a daily  bulletin  has  been 
considered  by  the  Council  on  Scientific  Work  in  recent 
years.  However,  it  has  declined  to  present  this  proposal  ro 
the  Board  of  Trustees  because  of  the  cost  involved. 

In  a further  effort  to  keep  physicians  posted  on  activities 
at  the  annual  session,  the  Charles  O.  Finley  Company  will 
distribute  attractive,  plastic,  pocket  handkerchiefs.  The 
"backside”  of  the  handkerchief  will  contain  a condensed 
schedule  of  meetings  for  the  annual  session,  along  with  a 
note  pad  for  recording  messages  and  information. 

These  contributions  to  the  annual  session  have  been 
approved  by  the  Council  on  Scientific  Work. 

c.  Selection  of  Galveston  for  1961. — Fort  Worth  previ- 
ously was  selected  as  the  site  for  the  ninety-third  annual 
session  of  the  Texas  Medical  Association,  which  will  be 
held  April  9-12,  1960.  The  Hotel  Texas  will  be  headquar- 
ters for  the  Association.  The  Woman’s  Auxiliary  has  select- 
ed the  Hilton  Hotel. 

May  we  also  report  that  the  ninety-fourth  annual  session 
will  be  held  in  Galveston  April  22-25,  1961.  Most  meet- 
ings will  be  held  in  the  new  Moody  Auditorium,  which  is 
one  of  the  finest  in  the  state  for  conventions.  The  Buc- 
caneer and  the  Galvez,  located  adjacent  to  the  Moody 
Auditorium,  have  been  designated  jointly  as  headquarters 
hotels.  Meetings  of  the  Woman’s  Auxiliary  will  be  held 
at  the  Jack  Tar  Hotel. 

Selection  of  the  city,  dates,  and  headquarters  hotels  was 
approved  at  the  September,  1958,  meeting  of  the  Executive 
Council,  upon  recommendation  of  the  Board  of  Trustees 
and  the  Council  on  Scientific  Work.  The  House  of  Dele- 
gates has  charged  the  Executive  Council  with  that  responsi- 
bility. 

At  the  time  the  Texas  Medical  Association  met  in  Gal- 
veston in  1956,  housing  was  an  extremely  difficult  prob- 
lem. It  is  with  pleasure  that  we  can  report  that  at  least 
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200  additional,  first-class  rooms  now  are  available  in  Gal- 
veston, with  prospects  of  more  at  the  time  of  our  1961 
meeting. 

10.  Association  Sponsored  Meetings 

a.  Conferences. — The  largest  attendance  of  all  time — 
507 — was  registered  for  the  Conference  of  County  Medical 
Society  Officials,  committee  meetings,  and  the  orientation 
program  at  the  headquarters  building  in  Austin  on  Janu- 
ary 24. 

An  outstanding  program,  featuring  six  prominent,  out- 
of-state  guest  speakers  was  primarily  responsible  for  the 
record  registration.  Guest  speakers  included  Edwin  Ven- 
nard.  New  York,  managing  director,  Edison  Electric  Insti- 
tute; George  Bugbee,  New  York,  president.  Health  In- 
formation Foundation;  the  Honorable  Frank  Ikard,  Wichita 
Falls,  representative.  Thirteenth  Congressional  District  of 
Texas:  and  three  representatives  of  the  American  Medical 
Association,  Dr.  Ernest  B.  Howard,  Chicago,  Assistant  Exec- 
utive Vice  President;  Dr.  John  E.  McDonald,  Tulsa,  Okla., 
Committee  on  Legislation;  and  Dr.  Russell  B.  Roth,  Erie, 
Pa.,  chairman.  Committee  on  Federal  Medical  Service. 

The  conference  also  feamred  two  panel  sessions,  "We 
Need  Your  Help”  and  "What’s  Ahead  for  Medicine  in 
1959.” 

The  Association’s  1958  Public  Relations  Conference,  held 
in  Austin  on  September  6,  attracted  a good  attendance  of 
349,  despite  inclement  weather  and  hurricanes  along  the 
Gulf  Coast. 

Featured  guest  speakers  were  Frank  Rockwell  Barnett, 
New  York,  director  of  research.  The  Richardson  Founda- 
tion; Dr.  Theodore  G.  Klumpp,  New  York,  president, 
Winthrop  Laboratories,  Inc.;  and  John  L.  Bach,  Chicago, 
director  of  press  relations,  American  Medical  Association. 
The  conference  also  was  highlighted  by  a series  of  case 
reports,  "1958  PR  Projects  for  County  Medical  Societies,” 
and  "Jury  Panel — Problems  of  Grievance  Committees.” 

b.  Orientation  Program. — The  Texas  Medical  Association 
has  offered  three  orientation  programs  during  the  past 
year.  One  hundred  ninety-four  attended  the  session  which 
was  offered  in  April,  1958,  during  the  annual  session  in 
Houston;  103  were  present  in  Austin  in  September,  1958; 
while  145  registered  and  received  credit  for  the  program 
in  Austin  in  January,  1959. 

The  objectives  of  the  orientation  program  are  to  provide 
information  which  will  be  of  value  to  the  physician  in 
his  practice,  and  to  appraise  members  of  their  responsibili- 
ties and  obligations  to  the  profession  and  to  the  public. 
Sessions  are  devoted  to  medical  ethics,  medical  etiquette, 
public  relations,  socio-economic  and  legislative  issues  con- 
fronting medicine,  voluntary  health  insurance,  workmen’s 
compensation  laws,  and  legal  medicine  and  how  to  avoid 
malpractice.  The  Committee  on  Orientation  also  would  like 
for  each  member  to  know  how  his  $50  state  dues  are 
spent,  and  to  encourage  him  to  utilize  the  many  services 
which  the  Association  offers. 

In  addition,  physicians  attending  the  orientation  pro- 
gram have  had  an  opportunity  to  hear  outstanding  guest 
speakers  from  out  of  state.  These  have  included  Dr.  David 
B.  Allman,  Dr.  Theodore  G.  Klumpp,  Frank  Rockwell 
Barnett,  Dr.  Ernest  B.  Howard,  George  Bugbee,  Edwin 
Vennard,  Dr.  Russell  B.  Roth,  and  Representative  Frank 
Ikard. 

On  the  basis  of  comments  and  letters,  it  is  evident  that 
these  programs  generally  have  been  well  received.  The 
quality  of  the  entire  program,  we  feel,  is  much  higher 
than  ever  before.  Under  the  guidance  of  the  Committee  on 
Orientation,  and  on  the  basis  of  questionnaires  returned 


by  physicians  who  have  attended,  the  program  has  featured 
presentations  which  have  consistently  been  rated  as  worth 
while. 

The  Association  now  has  offered  six  orientation  programs 
during  the  past  2 years.  The  first  was  presented  in  Janu- 
ary, 1957.  Our  records  reflect  that  764  provisional  mem- 
bers have  attended,  and  have  received  credit  for  the  orienta- 
tion program.  Many  other  physicians  who  had  no  obliga- 
tion to  discharge,  but  who  were  interested  in  the  program, 
also  have  attended. 

It  is  particularly  noteworthy  that  only  four  physicians 
have  failed  to  fulfill  the  orientation  program  requirements 
during  the  24-month  period  of  their  provisional  member- 
ship. The  House  of  Delegates  has  stipulated  that  all  new 
and  transfer  members  must  attend  an  orientation  program 
before  they  can  be  elevated  from  provisional  to  regular 
membership  in  the  county  and  state  s(xieties. 

An  orientation  program  will  be  given  on  Tuesday  morn- 
ing, April  21,  at  the  Hilton  Hotel  in  San  Antonio,  during 
the  ninety-second  annual  session.  Subsequent  programs  are 
scheduled  in  Austin  on  Samrday,  September  26,  1959; 
and  on  Saturday,  January  23,  I960. 

c.  Medical  Students  Day  Programs. — For  the  sixth  con- 
secutive year,  the  Texas  Medical  Association  presented 
Medical  Smdents  Day  programs  at  Southwestern  Medical 
School,  Dallas,  on  September  11,  1958,  at  Baylor  University 
College  of  Medicine,  Houston,  on  November  21,  1958, 
and  at  the  University  of  Texas  Medical  Branch,  Galveston, 
on  March  3,  1959. 

As  in  the  past,  the  programs  were  presented  in  coopera- 
tion with  the  local  county  medical  societies. 

The  objective  of  the  Medical  Smdents  Day  program  is 
to  present  worth-while  information  to  senior  smdents  which 
will  offer  an  introduction  into  the  practice  of  medicine.  It 
is  designed  to  acquaint  the  smdent  with  socio-economic 
aspects  of  medical  practice — ^particularly  those  phases  about 
which  he  receives  little  or  no  information  as  part  of  the 
scientific  curricula  at  the  school.  Officers  and  representatives 
of  the  Association  speak  on  such  topics  as  medical  ethics, 
medical  economics,  public  opinion  and  public  relations, 
legislation,  services  of  county  and  state  societies,  and  medi- 
colegal considerations.  The  President  of  the  Association 
generally  is  the  featured  guest  speaker  at  a luncheon  or 
dinner  following  the  program. 

The  programs  have  been  extremely  well  received  by  the 
senior  class  in  each  school. 


8.  SUPPLEMENTARY  REPORT  OF 
EXECUTIVE  SECRETARY 

Emeritus,  Honorary,  and  Inactive  Membership 

As  part  of  this  supplementary  report,  we  are  submitting 
a list  of  nominations  for  emerims,  honorary,  and  inactive 
membership.  The  Bexar  County  Medical  Society  has  pre- 
sented the  name  of  Dr.  Patrick  Ireland  Nixon,  Sr.,  for 
emerims  membership.  In  addition,  20  physicians  have  been 
nominated  by  county  societies  for  honorary  membership; 
14  others  have  been  proposed  for  inactive  stams.  In  order 
ro  conserve  time,  we  have  published  these  lists,  and  have 
made  them  a part  of  this  report: 

Emeritus  Membership 

District  5: 

Bexar — 

Dr.  Patrick  Ireland  Nixon,  Sr.,  San  Antonio;  born 
1883;  member  1911-1918,  1920,  1922-1959—47 
years. 
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Honorary  Membership 

District  1: 

El  Paso — 

Dr.  Frank  O.  Barrett,  El  Paso;  born  1885;  member 
1918-1925,  1928-1959 — 40  years. 

District  4: 

Kimble-Mason-Menard-McCulloch — 

Dr.  James  S.  Anderson,  Brady;  born  1877;  member 
1904  and  1905,  1907-1959—55  years. 

District  5: 

Guadalupe — 

Dr.  James  C.  B.  Douthett,  Seguin;  born  1882;  mem- 
ber 1940-1959 — 20  years. 

Dr.  Vivien  P.  Randolph,  Schertz;  born  1886;  member 
1915-1921,  1923-1959—44  years. 

District  6: 

Cameron- W illacy — 

Dr.  Oscar  V.  Lawrence,  Brownsville;  born  1876;  mem- 
ber 1911,  1914-1932;  1934-1959 — 44  years. 

Hidalgo-Starr — 

Dr.  Lawrence  Heidrick,  Mercedes;  born  1884;  member 
1921-1945,  1948-1959—36  years. 

District  8; 

Colorado-Fayette — 

Dr.  Leo  J.  Peters,  Schulenburg;  born  1886;  member 
1910-1921,  1923-1959 — 49  years. 

Galveston — 

Dr.  Willard  R.  Cooke,  Galveston;  born  1888;  member 

1915-1959 — 45  years. 

District  9: 

Harris — 

Dr.  John  Zell  Gaston,  Webster;  born  1895;  member 
1931-1959—29  years. 

District  11: 

Panola — 

Dr.  Charles  Davenport  Baker,  Carthage;  born  1882; 
member  1913-1921,  1940-1959 — 29  years. 

Smith — 

Dr.  Elbert  D.  Rice,  Tyler;  born  1881;  member  1916- 
1937,  1939-1959—41  years. 

District  12: 

Falls- 

Dr.  Roy  Giles,  Marlin;  born  1888;  member  1917- 
1923,  1927-1959 — 40  years. 

Dr.  R.  E.  L.  Mewshaw,  Waco;  born  1883;  member 
1926-1927,  1929-1933,  1941-1949,  1957-1959—19 
years. 

District  13: 

Baylor-Knox-Haskell — 

Dr.  W.  M.  Taylor,  Goree;  born  1877;  member  1917- 
1931,  1944-1959—29  years. 

Tarrant — 

Dr.  Atras  E.  Jackson,  Fort  Worth;  born  1897;  mem- 
ber 1926-1959 — 33  years. 

District  14: 

Collin — 

Dr.  Will  C.  Wright,  Farmersville;  born  1888;  mem- 
ber 1916-1917,  1922-1948,  1950-1959 — 40  years. 

Dallas — 

Dr.  U.  P.  Hackney,  Dallas;  born  1882;  member  1911- 
1959 — 48  years. 

Dr.  Dayton  C.  McBride,  Dallas;  born  1900;  member 
1925-1959 — 34  years. 

Dr.  Ernest  W.  Nitsche,  Dallas;  born  1892;  member 
1935-1959 — 24  years. 

Dr.  Jack  F.  Perkins,  Dallas;  born  1890;  member  1919- 
1959 — 40  years. 


Dr.  A.  R.  Thomasson,  Dallas;  born  1886;  member 
1921-1959—38  years. 

Inactive  Membership 

District  5: 

Bexar — 

Dr.  Max  A.  Blumer,  Miami  Beach,  Fla.;  born  1891; 
member  1947-1959 — 12  years. 

District  6: 

Nueces — 

Dr.  Archie  B.  Rinehart,  Corpus  Christi;  born  1881; 
member  1947-1959 — 12  years. 

District  8: 

Colorado-Fayette — 

Dr.  William  O.  Luedemann,  Schulenburg;  born  1876; 
member  1938-1959 — 21  years. 

Dr.  Paul  Shan  Williamson,  Dickinson;  born  1919; 
member  1957-1959 — 2 years. 

District  9: 

Harris — 

Dr.  Cullen  Haygood  Hendry,  Houston;  born  1891; 
member  1927-1959 — 32  years. 

Dr.  William  D.  Oliver,  Galena  Park;  born  1885;  mem- 
ber 1941-1959 — 18  years. 

District  10: 

Hardin-Tyler — 

Dr.  R.  A.  Tate,  Kountze;  born  1887;  member  1914, 
1917,  1919,  1921,  1923,  1925-1926,  1928,  1934- 
1936,  1938-1959—32  years. 

Jefferson — 

Dr.  H.  D.  Harlan,  Beaumont;  born  1886;  member 
1911-1915,  1917-1959 — 47  years. 

Dr.  John  Milton  White,  Sr.,  Port  Arthur;  born  1888, 
member  1924-1959 — 35  years. 

Dr.  1.  T.  Young,  Port  Arthur;  born  1885;  member 
1924-1948,  1950-1959—33  years. 

Nacogdoches — 

Dr.  George  F.  Middlebrook,  Nacogdoches;  born  1883; 
member  1928-1951,  1959 — 24  years. 

Orange — 

Dr.  Louis  O.  Thompson,  Biloxi,  Miss.;  born  1896; 
member  1925-1926,  1928,  1930-1959—32  years. 
District  12: 

Bell- 

Dr.  Harry  Frey,  Newport  Beach,  Calif.;  born  1891; 
member  1951-1959 — 8 years. 

District  14: 

Hunt-Rockwall-Rains — 

Dr.  John  M.  Cassidy,  Greenville;  born  1905;  member 
1939,  1941-1948,  1959—9  years. 

Factors  in  Association  Strength 

It  is  becoming  increasingly  evident  that  the  Texas  Medi- 
cal Association  is  assuming  a position  of  greater  leadership. 
This  Association  has  undergone  a remarkable  transition  in 
recent  years,  and  it  now  ranks  as  one  of  the  most  active 
state  societies.  Upon  reflection,  there  are  at  least  six  pri- 
mary factors  which  have  contributed  to  this  development. 
Permit  me  to  cite  them  briefly. 

1.  Perhaps  the  most  significant  has  been  the  evolution 
of  the  annual  session.  Just  5 years  ago  here  in  this  same 
city,  only  six  out-of-state  speakers  appeared  on  the  conven- 
tion program.  That  meeting  attracted  only  1,200  members 
and  a total  registration  of  2,100.  This  year,  in  contrast, 
our  program  features  25  prominent,  out-of-state  guest 
speakers,  40  special  speakers,  and  more  than  60  papers  by 
Texas  physicians.  We  anticipate  that  the  1959  annual  ses- 
sion will  attract  1,900  members  and  a total  registration  of 
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about  3,400.  In  building  for  the  future,  one  principle  ap- 
pears paramount.  The  heart  of  any  medical  society  is  its 
scientific  activities.  As  long  as  we  continue  to  present  an 
outstanding  scientific  program,  the  Association  should  re- 
main strong  and  it  should  prosper. 

2.  Second,  and  a companion  feature,  is  the  wholesome 
relationship  which  has  been  developed  between  the  Texas 
Medical  Association,  the  specialty  societies,  the  related  medi- 
cal organizations,  and  the  voluntary  health  agencies.  It  is 
somewhat  unformnate  that  medicine  has  diffused  its  en- 
ergies during  the  past  15  years,  thus  weakening  the  pro- 
fession’s over-all  strength.  In  some  areas,  our  national  and 
state  medical  societies  have  forfeited  leadership.  Neverthe- 
less, in  Texas,  the  State  Association  steadily  is  assuming 
this  responsibility  for  the  profession.  I feel  that  Dr.  F.  J.  L. 
Blasingame  deserves  great  credit  for  stimulating  this  devel- 
opment 5 years  ago,  and  it  has  paid  great  dividends.  Here 
in  San  Antonio,  23  societies  are  holding  meetings  concur- 
rently with  us.  Several  others  such  as  the  Texas  Pediatric 
Society  and  the  Texas  Division  of  the  American  Cancer 
Society,  while  not  meeting  with  us,  have  made  substantial 
contributions  to  our  program.  As  to  the  future,  I feel  that 
we  must  strengthen  liaison  with  our  specialty  and  related 
societies,  and  that  we  must  continue  to  exert  leadership 
that  is  expected  of  our  State  Association. 

3.  A third  factor  in  the  emerging  role  of  the  Association 
is  good  leadership.  In  recent  years,  we  have  been  blessed 
by  a succession  of  energetic  presidents  and  by  the  forceful 
leadership  of  the  Board  of  Trustees  and  the  Board  of 
Councilors.  The  pulse  of  our  expanding  organization  is 
dramatically  reflected,  I believe,  by  the  numerical  increase 
in  councils  and  committees.  In  1954,  the  Association  had 
28  councils  and  committees.  Now  that  figure  has  increased 
to  38,  and  there  are  354  physicians  who  hold  official  ap- 
pointments. Of  even  greater  significance,  the  Association’s 
councils  and  committees  are  far  more  productive  and  active 
than  ever  before.  Their  achievements  are  reflected  in  the 
reports  which  appear  in  the  1959  Handbook.  As  you  have 
noted,  these  committees  have  formulated  many  positive 
programs,  and  they  are  benefiting  not  only  members,  but 
the  entire  population  of  our  state. 

4.  Along  with  the  activities  of  our  boards,  our  councils, 
and  our  committees,  the  services  of  the  Association  have 
greatly  increased.  The  Library,  for  example,  is  handling 
more  than  3,000  reference  requests  each  year,  an  increase 
of  91  per  cent  since  1953.  The  Journal  has  developed  into 
an  outstanding  state  periodical,  and  it  has  earned  four 
awards  in  the  past  2 years.  More  than  500  physicians  and 
almost  100  communities  are  receiving  assistance  each  year 
from  the  Physicians  Placement  Service.  The  Association 
presently  is  sponsoring  three  insurance  programs.  Public 
relations  and  legislative  programs  have  been  intensified. 
These  are  merely  representative  of  some  of  our  efforts  to 
provide  a broad  base  of  services  to  our  8,000  members. 

5.  In  analyzing  factors  in  the  Association’s  development, 
the  field  service  most  certainly  ranks  as  one  of  the  most 
important.  The  need  for  liaison  between  the  Association  and 
its  members  was  dramatically  portrayed  in  a survey  cover- 
ing the  year  1953.  During  that  year,  our  officers  and  staff 
visited  only  14  county  societies.  The  Association  has  made 
a major  effort  since  that  time  to  establish  liaison  with  its 
115  component  county  societies  and  with  our  members.  The 
objective  has  been  to  develop  an  informed  and  active  mem- 
bership. This  past  year,  officers  and  staff  have  made  a 
total  of  114  visitations  throughout  the  state. 

6.  In  developing  a more  effective  organization,  the 
Association  has  devoted  greater  attention  to  the  new  mem- 
ber and  to  the  doctor  of  tomorrow.  One  of  the  most  sig- 
nificant actions  which  this  House  of  Delegates  has  taken 
in  recent  years  has  been  the  establishment  of  the  state 


orientation  program.  In  my  opinion,  it  has  contributed 
more  than  any  other  single  program  to  introducing  the 
purposes  and  programs  of  the  Association  to  our  new  and 
transfer  members.  As  a companion  feature,  we  have  been 
presenting  Medical  Student  Day  programs  at  each  of  our 
three  medical  schools  in  the  state.  The  good  effects  of  both 
the  orientation  program  and  the  Medical  Student  Day  pro- 
gram already  are  evident.  They  are  generating  greater  in- 
terest and  participation  in  our  county  and  state  societies. 

These  are  just  a few  of  the  factors  which  I feel  have  con- 
tributed to  the  Association’s  emerging  role  in  the  past  5 
years.  Although  considerable  progress  has  been  made,  much 
remains  to  be  done.  It  is  true  that  there  still  is  a relatively 
small  percentage  of  physicians  who  are  shouldering  the 
responsibility  for  the  entire  profession.  Our  greatest  chal- 
lenge, as  I see  it,  is  to  intensfiy  our  communications  efforts, 
and  to  develop  a well-informed,  alert,  and  jrarticipating 
membership.  I pledge  to  you  that  our  Headquarters  staff 
will  continue  to  do  everything  we  can  to  fulfill  this  ob- 
jective. 

C.  Lincoln  Williston. 

Reference  committee  to  which  referred:  Finance,  except 
paragraph  1 of  supplementary  report  and  list  of  nominees 
for  emerims,  honorary,  and  inactive  membership.  Board  of 
Councilors. 

REPORT  OF  REFERENCE  COMMITTEE  ON  FINANCE 

Dr.  J.  C.  Terrell,  Stephenville : The  first  item  of  busi- 
ness referred  to  the  Reference  Committee  on  Finance  was 
the  lengthy  and  thorough  report  of  the  Executive  Secretary, 
which  makes  us  aware  of  the  increased  activities  of  the 
Headquarters  Staff. 

Section  1.  The  speech  on  "Best  Medical  Care  for  All 
Texans”  was  presented  before  114  civic  club  groups  com- 
prising a total  of  about  3,500  members.  Members  of  the 
Committee  who  heard  this  presentation  and  others  who 
appeared  before  the  Committee  were  impressed  and  felt 
that  this  wins  friends  for  medicine.  We  hope  the  number 
of  people  hearing  this  speech  in  1959  will  be  increased. 
The  speakers  are  to  be  commended  on  this  presentation. 

Section  2.  This  section  concerns  the  numerical  member- 
ship of  Texas  Medical  Association  in  1958.  We  would  like 
for  each  member  of  the  Texas  Medical  Association  to  be  a 
"committee  of  one”  to  see  that  all  eligible  Texas  doctors 
are  members  of  the  Texas  Medical  Association.  We  recom- 
mend the  approval  of  this  portion  of  the  report. 

Sections  3 and  4.  These  are  thorough  reports  of  the 
activities  of  the  medical  library  and  the  TMA  Journal. 
There  were  no  controversial  issues  but  only  informational 
reports.  The  Journal  has  grown  in  popularity  and  has  re- 
ceived two  more  awards  making  a total  of  four  in  the  last 
2 years.  We  would  like  to  point  out  that  this  didn’t  just 
happen  and  that  our  Managing  Editor,  Miss  Harriet  Cun- 
ningham, and  the  Journal  staff  have  done  a wonderful  job. 
We  salute  them.  We  recommend  the  approval  and  adoption 
of  Sections  3 and  4. 

Sections  3,  6,  7,  8,  and  9.  These  are  informational  re- 
ports as  to  the  activities  of  the  Headquarters  Staff  and  we 
move  that  they  be  approved  as  printed. 

Section  10.  This  section  of  the  report  deals  with  Asso- 
ciation-sponsored meetings.  The  Reference  Committee  on 
Finance  noted  that  socioeconomic  and  legislative  issues  are 
included  in  the  orientation  program.  In  view  of  these  and 
other  topics  presented  to  the  orientees,  we  recommend  the 
inclusion  of  a report  of  the  military  and  veterans  affairs  on 
this  program.  We  move  the  approval  of  this  section  of  the 
report. 
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We  especially  want  to  commend  our  dynamic  Executive 
Secretary  and  his  staff  on  their  hard  work  and  interest  and 
the  evidence  of  their  successful  efforts.  We  move  the  ap- 
proval of  the  report  as  a whole. 

The  part  of  the  supplementary  report  of  the  Executive 
Secretary  referred  to  this  Gjmmittee  was  read  and  approved 
as  presented. 

[The  reference  committee  report  was  adopted.} 

REPORT  OF  BOARD  OF  COUNCILORS 
AS  REFERENCE  COMMITTEE 

Dr.  C.  E.  Oswalt,  Fort  Stockton:  That  portion  of  the 
report  of  the  Executive  Secretary  which  deals  with  the  elec- 
tion of  members  to  honorary  and  inactive  membership  in 
the  Texas  Medical  Association  was  smdied  and  the  Commit- 
tee recommends  approval  of  this  portion  of  the  report.  It 
wishes  to  point  out  that  Dr.  Lawrence  Heidrick  of  Mercedes, 
passed  away  recently,  and  he  is  to  be  elected  to  honorary 
membership  posthumously.  The  Reference  Committee  brings 
attention  to  the  fact  that  Dr.  John  Zell  Gaston  of  Webster 
has  already  been  elected  to  honorary  membership  by  the 
House  of  Delegates  in  previous  session.  The  Reference 
Committee  took  no  action  on  that  portion  of  the  Executive 
Secretary’s  report  which  concerns  emeritus  membership.  It 
would  point  out  that  according  to  the  Constimtion  and  By- 
Laws,  nomination  to  such  membership  originates  in  the 
Board  of  Councilors,  and  such  nomination  is  held  for  a 
period  of  1 year  before  recommendation  thereupon  is  made 
to  the  House  of  Delegates. 

[The  report  of  the  reference  committee  was  adopted.} 

[On  Tuesday,  the  Board  of  Councilors  announced  the 
nomination  to  emeritus  membership  of  Dr.  Pat  1.  Nixon  of 
San  Antonio  and  Dr.  Willard  R.  Cooke  of  Galveston,  these 
nominations  to  be  held  a year  before  action.} 


6.  REPORT  OF  PRESIDENT 

It  seems  such  a short  time  ago  that  we  were  all  together 
in  Houston.  Always  certain  questions  of  great  importance 
come  before  this  body,  and  it  is  not  so  much  what  we  say 
at  these  meetings,  but  what  we  have  done  before  and  what 
we  will  do  tonight  and  tomorrow  which  will  count  as  the 
years  go  by. 

It  is  with  true  humility  that,  reaching  the  end  of  my 
year  as  President,  I join  the  ranks  of  those  distinguished 
physicians — many  of  whom  are  sitting  in  this  room  today — 
preceding  me  who  have  led  the  Texas  Medical  Association. 
When  one  first  comes  into  this  office,  he  has  great  ambi- 
tions and  a feeling  that  he  will  do  great  things,  but  as  he 
reaches  the  end  of  his  term,  he  realizes  how  far  short  he 
has  fallen  of  his  goal  which  he  has  set  for  himself,  and 
my  friends  who  have  had  the  same  position  tell  me  they 
have  experienced  the  same  emotion. 

Now  our  program  outlined  a year  ago  has  been  carried 
out  as  aggressively  and  as  enthusiastically  as  possible.  The 
theme,  as  you  know,  has  been  "A  Better  Informed  Profes- 
sion.” The  home  office  staff,  the  legal  counsel,  your  elected 
officials,  and  I have  crossed  Texas  many  times  carrying  in- 
formation to  the  membership.  It  would  be  interesting  to 
know  the  entire  mileage  which  has  been  covered  by  air, 
train,  automobile,  and  even  occasionally  a boat  in  cement- 
ing ties  which  bind  this  Association  together.  I know  that 
my  mileage  was  kept  fairly  accurately  and  I drove,  up 
to  date,  some  27,000  miles. 

Voluntary  health  insurance  and  its  vital  role  in  provid- 
ing for  medical  care  has  been  stressed  wherever  possible. 


We  have  been  aided  appreciably  by  interested  officials  of 
Blue  Cross-Blue  Shield,  the  Health  Insurance  Council  of 
Texas,  and  commercial  carriers.  We  have  attempted  to  edu- 
cate the  doctors  in  the  value  of  insurance,  to  smdy  the 
policies  and  to  know  their  contents.  The  public  has  been 
given  every  opportunity  to  learn  about  insurance,  to  realize 
that  it  is  not  possible  to  achieve  total  coverage  because  of 
the  expense  involved,  but  that  protection  for  a portion  of 
the  illness  can  soften  the  blow,  simply,  as  you  will  hear 
later  on,  as  a deductible  type  of  insurance  or  as  a co-insur- 
ance. We  must  realize  that  the  success  of  this  program  is 
what  the  doctor  himself — with  his  patients  in  his  own 
office,  and  in  his  county  society — will  realize. 

1.  Committees 

I am  very  proud  of  our  Committee  on  Voluntary  Health 
Insurance  and  Health  Care  Costs,  which  has  done  outstand- 
ing work  in  the  field  and,  in  my  opinion,  should  be  con- 
tinued as  a permanent  committee.  As  you  may  know,  it 
was  a special  committee  appointed  during  this  past  year. 

Four  other  committees  have  been  established  for  the  first 
time  this  year  and  deserve  much  praise.  These  are  ( 1 ) the 
Committee  on  Medical  Aspects  of  Automobile  Injuries  and 
Deaths,  for  which  a new,  shorter  name  is  being  '’suggested 
(again,  I think  that  that  should  be  made  a permanent 
committee),  (2)  the  Committee  on  Spas,  which  is  attempt- 
ing to  bring  about  a true  evaluation  of  spa  therapy  along 
with  rehabilitation  and  physical  therapy.  (I  would  like  to 
see  a resolution  that  that  be  made  a permanent  committee) ; 
(3)  the  Committee  to  Encourage  and  Assist  Hospitals  in 
Securing  Accreditation,  which  is  serving  an  admirable  pur- 
pose, and  I believe  one  of  our  outstanding  committees  (this 
committee,  which  we  have  called  a dry-run  committee,  does 
its  work  in  collaboration  with  representatives  of  the  Texas 
Hospital  Association,  the  Private  Clinics  and  Hospitals  As- 
sociation of  Texas,  and  the  Texas  Association  of  Medical 
Record  Librarians);  and  (4)  the  Committee  on  Reorgan- 
ization, which  is  recommending  vital  realignment  in  Asso- 
ciation committee  structure.  That  committee,  headed  by  Dr. 
John  Thomas,  has  done  outstanding  work.  Another  com- 
mittee, first  appointed  by  the  preceding  president.  Dr. 
Denton  Kerr,  is  the  Committee  on  Nuclear  and  Atomic 
Medicine.  I certainly  recommend  that  that  also  be  made  a 
permanent  committee. 

2.  Cooperative  Efforts 

The  Texas  Medical  Association  by  its  thoughtful  evalua- 
tion of  various  legislative  procedures  during  the  year  has 
made  itself  felt  in  many  ways.  Members  of  your  councils 
and  committees  and  your  President,  along  with  the  ever- 
present and  active  counsel  of  the  Honorable  Phil  Overton 
and  Glevis  Cleveland,  have  tried  to  insure  a good  rapport 
with  our  legislators  and  congressmen,  taking  them  into  our 
confidence  and  giving  them  information  which  is  properly 
conceived,  and  not  simply  offered  in  heated  discussions.  The 
committee  has  Bob  Moreton  and  others  who  also  have 
worked  many  hours. 

Your  Association  has  had  wonderful  cooperation,  I think, 
with  the  Texas  State  Board  of  Medical  Examiner,  the  Texas 
Public  Health  Association,  the  Texas  Hospital  Association, 
the  Private  Clinics  and  Hospitals  Association  of  Texas,  the 
State  Bar  of  Texas,  and  the  Texas  State  Association  of 
Nursing  Homes,  the  state  nursing  associations — graduate 
nurses  and  also  the  LVN  association — and  many  other 
medical  and  paramedical  groups.  Your  Association  is  also 
developing  better  relations  all  the  time  with  the  press.  Our 
Texas  newsmen  and  newswomen  have  a commonsense  pro- 
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fessional  relationship  with  physicians,  and  they  expect  and 
want  us  to  show  them  the  same  faith  that  they  have  in  us. 

Your  President  has  appreciated  the  wonderful  cooperation 
from  everyone:  the  Central  Office  Staff,  the  Legal  Counsel, 
the  Trustees,  Councilors,  and  other  state  officers,  and  the 
many  members  of  councils  and  committees,  the  officers 
and  members  of  the  Woman’s  Auxiliary,  the  paramedical 
groups,  the  press,  the  members  of  the  Legislature.  And  I 
do  not  want  to  overlook  the  enthusiastic  support  of  the 
rank  and  file  members  of  this  Association  all  over  the  state. 
I am  also  grateful  for  the  spirit  of  my  partners  at  home — 
the  members  of  our  Clinic,  who  have  stood  by  me  loyally 
and  faithfully  at  all  times. 

3.  Insurance  for  Old  Age 

Now  let  us  turn  from  the  past  months  to  the  present 
and  the  future — in  other  words,  what  lies  ahead? 

It  seems  that  we  are  always  living  in  troublous  times; 
however,  momentous  decisions  await  this  group  and  other 
legislative  bodies  in  our  country  today,  and  these  will  have 
a far-reaching  effect  on  the  citizens  of  the  United  States 
and  our  patients.  Something  must  be  done  to  help  solve 
the  problem  of  those  individuals  who  are  unable  to  pay 
full  amounts  for  medical  and  hospital  attention  and  care. 
We  must  aid  them  in  being  able  to  select  insurance  most 
helpful  to  them.  We  do  have  the  rapport  of  the  insurance 
companies.  It  remains  for  us  to  continue  meeting  with  rep- 
resentatives of  these  companies  and  endeavoring  to  follow 
out  measures  which  will  help  them  to  survive  and  also  to 
take  care  of  our  own  patients. 

You  will  have  brought  before  you  during  this  session  some 
plan  which  has  been  presented  by  our  Committee  on  Vol- 
untary Health  Insurance  and  Health  Care  Costs — either  a 
service  plan  or  an  indemnity  plan,  we  feel,  is  imperative 
now.  Many  companies  are  bringing  out  some  such  plan, 
some  form  which  will  take  care  of  our  senior  citizens,  above 
65  years  of  age,  giving  them  something  that  will  make 
them  feel  they  are  still  needed,  that  they  can  take  care  of 
themselves,  that  they  are  not  dependent  upon  their  families 
or  upon  their  city,  county,  or  their  state.  It  is  up  to  us  to 
develop  a definitive  plan  so  we  can  take  the  offense  in  deal- 
ing with  this  issue  rather  than  always  being  on  the  de- 
fense. We  complain  about  the  Forand  bill  and  other  bills, 
and  yet  we  are  slow  in  arriving  at  a good  method  of  taking 
care  of  these  individuals  ourselves.  Studies  are  being  made 
to  determine  exactly  how  many  old  people  in  Texas  there 
are  who  have  an  income  of  less  than  $3,000  per  annum. 
All  of  this  must  be  done,  and  must  be  done  quickly  in 
association  with  the  plans  of  Governor  Price  Daniel  and 
of  the  American  Medical  Association.  This  is  one  of  my 
urgent  recommendations  to  the  House  of  Delegates,  and 
we  must  meet  this  question  head  on. 

4.  Good  Citizenship 

All  of  us  have  been  fighting  regimented  medicine  for  a 
considerable  part  of  our  lives,  and  we  often  wonder  when 
the  battle  will  end.  We  would  like  to  put  an  end  to  the 
menace,  but  in  this  respect,  we  must  apply  to  ourselves 
the  phrase  we  often  have  to  repeat  to  a patient  who  has  a 
bothersome  but  an  incurable  disease,  "You  will  just  have 
to  learn  to  live  with  it.”  I don’t  mean  you  have  to  learn 
to  live  with  socialized  medicine  in  toto,  but  I mean  we 
will  have  to  learn  to  live  with  the  problem  itself  and  learn 
how  to  combat  it. 

Socialized  medicine  in  its  various  forms  is^a  menace  that 
will  be  plaguing  us  all  of  our  lives,  and  we  have  no  re- 
course but  to  keep  fighting  it.  As  long  as  doctors  fight 
socialized  medicine  with  intelligence  and  determination,  it 


will  remain  pretty  much  a theory;  but  unfortunately,  we 
have  not  been  as  vigorous  in  the  fight  as  we  can  be.  We 
seem  to  think  that  because  we  give  our  support  to  organized 
professional  groups,  who  carry  on  the  frontline  battle, 
that’s  all  that  is  necessary.  We  tend  to  forget  the  battlelines 
are  not  only  in  Washington,  but  right  in  our  own  state  and 
town,  and  that  it  is  up  to  us  to  take  a personal  part  in  the 
campaign. 

I wonder  how  many  of  the  people  who  are  wont  to  com- 
plain about  so-called  high  costs  of  medical  care  and  hos- 
pitalization have  ever  been  told  exactly  how  much  the 
medical  profession  has  done  in  the  past  2 or  3 decades  to 
provide  the  very  best  medical  attention  to  the  greatest  num- 
ber at  the  very  lowest  possible  cost.  I wonder  how  many 
of  the  people  who  clamor  for  socialized  medicine  have  ever 
heard  their  family  doctor  explain  just  why  such  a system 
would  endanger  the  health  and  well-being  of  the  American 
people. 

You  and  I know  that  most  communities  are  full  of 
misconceptions  about  the  role  of  the  doctor  and  his  rela- 
tionship to  society.  The  only  way  to  eliminate  this  miscon- 
ception is  for  every  doctor,  as  an  individual,  and  for  the 
medical  profession  as  an  organized  body,  to  undertake  a 
vigorous  program  of  personal  and  public  relations. 

We  have  been  engaged,  as  I mentioned  before,  as  an 
organized  body  for  many  years,  but  particularly  so  for  the 
past  25  years,  in  a seemingly  endless  fight  to  prevent  the 
encroachments  of  the  state  in  medical  service.  We  have 
exerted  what  influence  we  have  by  national  publicity  and 
by  skillful  pressure  upon  an  argument  before  legislative 
bodies  and  public  administrators.  But  these  methods  are 
not  entirely  successful,  because  they  do  not  get  down  to 
where  the  ultimate  decision  is  to  be  made — to  the  mind 
and  conscience  of  the  people.  Regimented  medicine  is  a 
hydraheaded  evil,  and  as  fast  as  we  lop  off  one  pernicious 
project,  another  appears  to  take  its  place. 

Many  people  are  convinced  that  there  may  be  some 
aspects  of  socialized  medicine  which  would  not  be  too  dan- 
gerous. These  folks  are  letting  themselves  in  for  a lot  of 
trouble  later  on.  As  a matter  of  fact,  there  is  no  doubt 
that  we  are  plagued  by  a few  small  sins  of  socialized  medi- 
cine right  now,  and  other  phases  are  being  temptingly  pre- 
sented. In  socialized  medicine  as  in  sin,  people  seem  to 
feel  that  there  cannot  be  much  harm  in  taking  a chance 
on  just  a little  one. 

I repeat,  it  is  important  what  our  elected  legislators 
think,  but  it  is  far  more  important  what  our  neighbors  and 
our  patients  think.  We  need  not  be  apologetic  about  dis- 
cussing these  so-called  political  issues.  It  is  the  professional 
responsibility  of  this  generation  of  doctors  to  play  a more 
active  role  in  public  affairs,  for  at  least  three  reasons. 

First,  we  have  an  obligation  to  insure  our  future  as  doc- 
tors, to  safeguard  the  conditions  under  which  we  can  use 
to  best  advantage  our  knowledge  of  disease  and  our  skill 
in  helping  heal  the  sick.  What  we  are  permitted  to  do  as 
medical  men  may  very  well  depend  on  what  we  do  as 
citizens. 

Second,  we  have  an  obligation  to  work  toward  the  better- 
ment of  environmental  conditions  that  affect  our  patients. 
The  man  who  comes  to  us  with  anhritis  or  hypertension 
frequently  has  something  else  wrong  with  him.  He  may 
have  business  troubles,  inflation  may  be  eroding  his  life 
savings,  or  he  may  have  the  jitters  about  atomic  fall-out 
and  sputniks,  or  something  else  of  that  kind.  He  has  legiti- 
mate anxieties.  If  we  are  really  going  to  help  him  with  his 
ulcers  or  his  insomnia,  his  hyperthyroidism,  or  his  hyper- 
tension, we  have  got  to  pay  more  attention  to  his  environ- 
ment, and  put  ourselves  into  a position  where  we  can  influ- 
ence that  environment  in  the  direaion  of  conditions  more 
favorable  to  the  patient’s  well-being. 
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Third,  we  have  an  obligation  to  pay  more  attention  to 
public  affairs  in  order  to  insure  our  future  as  citizens. 
Remember  that  before  any  of  us  became  doctors,  we  were 
and  are  citizens.  What  we  know  as  doctors  about  the  prac- 
tice of  medicine  should  and  must  influence  our  thinking 
and  our  activities  as  citizens,  but  our  obligations  as  citizens 
must  also  influence  our  thinking  and  conduct  as  doctors. 
Here  is  where  we  must  come  in.  We  must  show  the  public 
that  it  is  not  because  we  are  doctors  that  we  oppose  social- 
ized medicine — doctors  always  think  that  it  will  cut  down 
on  some  of  our  income — but  we  know  that  it  is  because  of 
what  we  know  as  doctors  about  the  practice  of  medicine. 
We  must  explain  that  we  are  not  afraid  that  we  will  be 
hurt  financially,  but  that  we  know  an  organized  type  of 
socialistic  medicine  will  give  less  and  poorer  medical  care 
for  far  greater  cost. 

There  is  a famous  Biblical  passage  which  says,  "Ye  shall 
know  the  truth  and  the  truth  shall  make  you  free.”  I be- 
lieve that  the  American  people  can  be  trusted  to  make 
sensible  decisions  when  they  are  in  possession  of  all  of  the 
facts.  It  is  a part  of  our  responsibility  to  see  that  these 
facts  get  into  their  possession.  This  is  largely  a personal 
responsibility,  for  our  individual  service  to  public  welfare 
speaks  much  clearer  for  our  profession  than  any  amount 
of  words  spoken  or  written. 

I want  to  say  again  to  this  group,  which  I consider  one 
of  the  finest  groups  of  men  and  women  in  the  world,  if 
not  the  finest,  that  I pass  on  to  you  my  earnest  hope  that 
we  can  all  stay  together  and  not  be  ripped  by  dissent  which 
can’t  be  settled  and  that  we  can’t  walk  out  of  these  meet- 
ings willing  to  shake  hands  with  our  fellow  doctors.  And 
I also  want  to  tell  you  that  I will  be  retiring  in  a few 
days,  as  far  as  this  office  is  concerned,  but  that  you  will 
be  in  good  hands.  Dr.  Yeager,  your  President-Elect,  can 
certainly  carry  on  perhaps  far  better  than  I.  I again  want  to 
thank  you  one  and  all  for  your  splendid  cooperation,  for 
the  loyalty  and  friendship  which  has  been  extremely  heart- 
warming to  me.  (Applause.) 

Howard  O.  Smith. 

Reference  committee  to  which  referred:  Reports  of  Offi- 
cers and  Committees,  except  paragraph  1 of  "Committees” 
and  the  section  on  "Insurance  for  Old  Age,”  Medical  Serv- 
ice and  Public  Relations. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  Herbert  Donnell,  Waxahachie:  The  address  of  the 
President,  except  for  paragraph  1 of  the  section  on  "Com- 
mittees” and  Section  3 on  "Insurance  for  Old  Age”  was 
referred  to  the  Reference  Committee  on  Reports  of  Officers 
and  Committees.  ’This  Reference  Committee  feels  that  the 
four  special  committees  appointed  by  Dr.  Howard  O.  Smith 
should  be  continued. 

The  Reference  Committee  recommends  acceptance  of  this 
report  and  commends  the  President  on  his  work  during  the 
past  year  and  recommends  that  the  House  of  Delegates  give 
him  a rising  vote  of  thanks  for  the  fine  leadership  he  has 
given  Texas  Medical  Association. 

[The  report  of  the  reference  committee  was  adopted.] 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  PUBLIC  RELATIONS 

Dr.  Howard  Dudgeon,  Waco:  'The  recommendation  made 
by  Dr.  Howard  O.  Smith  [paragraph  1,  seaion  1]  that 
the  Committee  on  Voluntary  Health  Insurance  and  Health 


Care  Costs  be  continued  is  accepted  and  approved  by  this 
Reference  Committee. 

In  his  report  [section  3],  the  President  called  attention 
to  the  work  being  done  by  the  Committee  on  Voluntary 
Health  Insurance  and  Health  Care  Costs  in  regard  to  the 
problem  of  the  medical  care  of  the  aged.  He  recommended 
that  the  problem  be  met  head  on.  Inasmuch  as  no  definite 
plan  has  been  proposed  a motion  to  accept  the  recom- 
mendation of  the  President  as  stated  and  refer  it  to  the 
Committee  on  Voluntary  Health  Insurance  and  Health  Care 
Costs  was  made. 

[The  report  of  the  reference  committee  was  adopted.] 


9.  REPORT  OF  TREASURER 

The  Audit  Reports  which  will  be  submitted  to  the 
Board  of  Tmstees  contain  complete  information  on  the 
financial  positions  of  the  Texas  Medical  Association  and 
the  Texas  Memorial  Medical  Library  Association  as  of 
December  31,  1958,  and  the  operations  of  these  organiza- 
tions for  the  year  ended  December  31,  1958. 

The  following  is  a condensed  Statement  of  Cash  Receipts 
and  Disbursements  for  the  Calendar  Year  1958: 


Texas 

Texas  Memorial 

Medical 

Medical  Library 

Association 

Association 

Cash  Balances,  January  1,  1958 

$102,908.97 

$ 6,074.31 

Cash  Receipts 

533,817.88 

5,494.97 

$636,726.85 

$11,569.28 

CasH  Disbursements 

540,772.44 

2,843.87 

Cash  Balances,  December  31,  1958.  . 

$ 95,954.41 

$ 8,725.41 

Cash  on  hand  and  on  deposit 
is  accounted  for  as  follows: 

as  of  December  31,  1958, 

Texas 

Texas  Memorial 

Medical 

Medical  Library 

Austin  National  Bank — 

Association 

Association 

Regular  Account 

Austin  National  Bank — 

.$58,575.15 

$8,725.41 

Payroll  Account  

American  National  Bank — 

185.13 

-0- 

Regular  Account 

American  National  Bank — 

3.844.30 

-0- 

Building  Fund  Account 

American  National  Bank — 

. 32,047.94 

-0- 

Medical  Defense  Fund  Account.  . . 

551.89 

-0- 

Petty  Cash  and  Travel  Funds 

750.00 

-0- 

TOTAL  

$95,954.41 

$8,725.41 

T.  H.  Thomason,  Treasurer. 


The  information  contained  in  the  above  report  is  correct. 

SCHIEFFER  AND  LYDA, 
Certified  Public  Accountants. 

Reference  committee  to  which  referred:  Finance. 

REPORT  OF  REFERENCE  COMMITTEE  ON  FINANCE 

Dr.  J.  C.  Terrell:  The  report  of  the  treasurer  with  the 
auditors’  approval  was  read  and  we  recommend  its  adoption. 
[This  report  was  adopted.] 
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10.  REPORT  OF  BOARD  OF  TRUSTEES 

The  affairs  of  a rapidly  growing  Association  required 
the  constant  attention  of  the  Board  of  Trustees  during 
the  past  year.  The  broad  responsibilities  and  duties  made 
it  necessary  for  the  Trustees  to  convene  regularly,  and  to 
handle  important  business  affairs  by  telephone  and  letter  on 
numerous  other  occasions.  At  this  time,  the  Board  will  limit 
its  formal  report  to  fiscal  affairs  of  the  Association  and 
to  summaries  of  questions  which  prompted  policy  decisions. 

1.  Operating  Funds 

The  Board  of  Trustees  always  welcomes  an  opportunity 
to  present  an  accounting  of  stewardship  on  the  financial 
affairs  of  the  Texas  Medical  Association.  The  management 
of  our  rapidly  growing  Association  represents  a gteat  re- 
sponsibility which  has  been  invested  in  the  Board.  These 
fiscal  affairs  deserve  the  attention  of  the  House  of  Dele- 
gates. 

The  Board  of  Trustees  is  particularly  pleased  to  report 
that  the  Association’s  1958  financial  report  has  been  writ- 
ten in  black  ink.  Nevertheless,  the  margin  of  income  in 
our  general  operating  funds  was  a bare  $2,800  after  all 
bills  for  the  year  were  paid. 

After  preparing  the  1959  budget,  the  Board  once  again 
would  like  to  express  its  concern  to  the  House  of  Dele- 
gates. The  House  has  a right  to  expect  a favorable  financial 
report  each  year  showing  a balance  of  income  over  ex- 
penditures. The  Board  of  Trustees  has  been  formnate  to 
bring  forth  such  ref>orts  in  recent  years;  yet,  it  is  doubtful 
if  it  can  continue  to  do  so  in  the  fumre  on  the  basis  of 
present  financial  operations. 

The  Trustees  wish  to  point  out  that  $33  of  the  $50 
dues  paid  by  active  members  is  allocated  to  the  general 
operating  funds.  Fifteen  dollars  from  each  $50  dues  auto- 
matically is  placed  in  the  Building  Fund;  $1  is  allocated  to 
the  Medical  Defense  Fund,  while  the  remaining  $1  is  given 
to  the  Woman’s  Auxiliary.  Thus,  $17  is  not  available  for 
general  operating  expenses. 

These  operating  funds  are  being  expended  to  provide 
greater  services  to  our  8,000  members,  to  publish  the 
Texas  State  Journal  of  Medicine,  to  underwrite  the  expand- 
ing programs  of  councils  and  committees,  to  pay  the  sal- 
aries of  the  headquarters  staff,  and  to  maintain  the  beautiful 
headquarters  building  in  Austin.  In  allocating  these  operat- 
ing funds,  the  primary  objective  of  the  Board  of  Trustees 
is  to  make  it  possible  for  doctors  to  keep  abreast  of  cur- 
rent developments  in  medicine,  to  help  them  to  render 
better  medical  care  to  their  patients,  and  to  build  a strong, 
effective  state  medical  society  which  will  represent  the 
profession  well  in  all  phases  of  medical  endeavors. 

The  Association’s  major  expenditures  are  in  pursuit  of 
scientific  endeavor.  The  Board  of  Trustees  will  spend  at 
least  $100,000  this  year  to  publish  the  Texas  State  Journal 
of  Medicine.  This  is  the  largest  single  item  in  the  budget. 
Our  Journal  ranks  as  one  of  the  most  outstanding  state 
medical  publications  in  the  country,  and  it  now  is  circulated 
monthly  to  more  than  8,300. 

The  second  largest  expenditure  from  operating  funds  is 
for  the  Memorial  Library,  which  provides  reference  smdies 
and  package  services  to  doctors  throughout  the  state.  Dur- 
ing the  past  year,  the  Library  handled  more  than  3,000 
reference  requests  for  doctors,  and  loaned  almost  1,000 
films.  The  Trustees  presently  are  allocating  approximately 
$38,000  from  operating  funds  for  these  important  library 
services. 

The  third  largest  expenditure  from  the  operating  bud- 
get is  for  the  annual  session.  Once  again  this  year,  the 
roster  of  25  out-of-state  guest  speakers  is  particularly  im- 


pressive. In  order  to  insure  an  outstanding  program,  the 
Board  authorized  the  Council  on  Scientific  Work  to  expend 
$5,000  for  guest  speakers  alone.  Gross  expendimres  for 
all  phases  of  the  annual  session  will  amount  to  approxi- 
mately $34,000.  Unlike  all  other  major  medical  meetings 
in  the  state,  there  is  no  registration  fee  for  the  annual 
session.  The  physician’s  membership  card  entitles  him  to 
all  of  the  privileges  of  the  meeting.  In  allocating  $34,000, 
the  Trustees  believe  that  the  Association’s  annual  session 
now  ranks  as  the  most  outstanding  medical  meeting  in  the 
Southwest,  and  that  these  funds  are  well  spent. 

Other  major  expenditures  which  are  made  from  the 
General  Operating  Fund  include  approximately  $22,000  for 
office  expense,  postage,  and  telephone;  $14,700  for  taxes; 
and  $15,000  for  the  operation  and  maintenance  of  the 
headquarters  building.  Councils  and  committees  also  are 
receiving  substantial  appropriations  in  support  of  their 
programs  and  activities.  For  example,  three  Association 


Major  Annual  Operating  Expenditures 
of  Texas  Medical  Association 


Journal  $100,000 

Memorial  Library  38,000 

Annual  Session 34,000 

Office  Expense 22,000 

Building  Operation  15,000 

Taxes 14,700 


committees — Cancer,  Industrial  Health,  and  Nuclear  and 
Atomic  Medicine — will  present  special  symposiums  during 
the  annual  session. 

These  activities  reflect  the  increase  in  Association  serv- 
ices and  activities  in  recent  years.  Yet,  the  amount  of 
money  allocated  from  each  membership  for  operating  ex- 
penses has  remained  static  during  this  same  period.  Acm- 
ally,  the  portion  of  each  membership  dues  available  for 
general  expenditures  is  $1  less  today  than  in  1948.  Further 
complicating  this  budgetary  problem,  the  cost  of  goods, 
committees,  equipment,  and  salaries  has  increased  appre- 
ciably in  the  past  1 1 years. 

Five  factors  have  been  instrumental  in  making  it  pos- 
sible for  the  Board  of  Trustees  to  balance  the  budget  dur- 
ing the  past  5 years:  (a)  the  increased  net  revenue  from 
Journal  advertising  has  more  than  doubled  and  now 
amounts  to  $93,000  annually;  (b)  net  revenue  from  the 
sale  of  technical  exhibit  space  at  the  annual  session  also 
has  doubled;  (c)  the  continued  growth  of  Association 
membership;  (d)  economy  in  Association  management; 
and  (e)  careful  evaluation  of  all  expendimres. 

The  Board  of  Trustees  wishes  to  reiterate  that  the 
Association’s  expanding  activities  and  programs  have  at- 
tained the  maximum  growth  which  is  possible  under  pres- 
ent operating  funds.  In  budgeting  for  1959,  the  margin  of 
revenue  over  expenditures  is  not  only  very  modest,  but 
frankly  inadequate.  The  current  budget  provides  the  Board 
with  little  latitude  for  further  implementing  present  pro- 
grams or  for  initiating  others.  The  Board  of  Trustees  will 
give  further  consideration  to  these  fiscal  problems  during 
the  annual  session  in  April  at  San  Antonio. 

2.  Investment  of  Funds 

After  thoughtful  study  over  a period  of  months,  the 
Board  of  Tmstees  has  made  an  important  decision  in 
regard  to  the  management  of  funds  which  are  placed  under 
its  direction  for  investment.  The  Trustees  voted  in  January 


476 


TEXAS  State  Journal  of  Medicine,  JUNE,  1959 


to  place  the  assets  of  five  funds  under  the  management  of 
Investors  Diversified  Services,  Inc. 

The  investment  and  financial  management  responsibili- 
ties of  the  Board  of  Trustees  have  grown  appreciably  in 
recent  years.  In  January,  1957,  stocks,  bonds,  and  cash 
assets  in  the  estate  of  the  late  Dr.  Sam  E.  Thompson  of 
Kerrville  were  turned  over  to  the  Trustees  of  the  Scholar- 
ship Fund.  At  that  time,  stocks  and  bonds  had  a current 
market  value  of  $524,000.  The  bequest  stipulated  the  estab- 
lishment of  the  Dr.  S.  E.  Thompson  Fund  for  use  in  as- 
sisting deserving  students  at  the  University  of  Texas  Medi- 
cal Branch.  The  fund  was  left  in  trust  to  the  Board  of 
Trustees  of  the  Texas  Medical  Association  and  to  the  Dean 
of  the  University  of  Texas  Medical  Branch. 

In  addition,  the  Board  of  Trustees  has  had  the  respon- 
sibility for  the  investment  of  four  other  funds:  (a)  Gen- 
eral Fund;  (b)  Building  Fund;  (c)  Medical  Defense  Fund; 
and  (d)  Texas  Memorial  Medical  Library  Association. 

With  sound  investment  and  periodic  review,  these  funds 
have  fared  well  over  the  years.  The  Board  of  Trustees  is 
particularly  pleased  to  report  that  the  market  value  of  the 
Dr.  S.  E.  Thompson  Fund  increased  to  more  than  $740,000 
as  of  January,  1959.  Selection  of  several  individual  issues 
by  the  Board  of  Trustees,  such  as  American  Telephone  and 
Telegraph  and  International  Business  Machines,  fared  ex- 
ceptionally well.  As  a result,  the  Dr.  S.  E.  Thompson 
Fund  has  enjoyed  a remarkable  appreciation. 

With  the  growth  in  the  amount  of  monies  in  these 
five  funds,  the  Board  of  Trustees  has  voted  unanimously 
to  place  its  investments  in  mutual  funds.  The  Board  was 
particularly  cognizant  of  the  many  advantages  of  mutual 
funds.  They  offer  a broad  diversification  of  investments,  as 
compared  with  holdings  in  individual  stocks  and  bonds. 
Mutual  funds  also  provide  a high  selection  of  securities,  con- 
stant supervision  and  management  of  monies,  a reasonably 
good  return  on  funds  invested,  and  a hedge  against  infla- 
tion. 

The  Board  of  Trustees  invited  the  interest  of  several 
prominent,  highly  regarded  mutual  funds.  Following  a 
thorough  review  of  the  various  funds,  including  a personal 
visit  to  the  home  office  in  Minneapolis  by  three  repre- 
sentatives of  the  Board,  Investors  Diversified  Services,  Inc., 
was  selected.  This  selection  was  based  upon  several  factors; 
IDS  boasts  a record  of  65  years  of  continuous  operation; 
it  is  the  largest  investment  company  in  America  with  more 
than  $2,500,000,000  under  management;  it  has  an  excep- 
tionally fine  research  department;  it  offered  the  Association 
a sales  charge  of  only  1.5  per  cent;  it  guaranteed  the  re- 
investment of  regular  dividend  income  and  capital  gain 
dividends  without  a sales  charge;  it  offered  free  transfer  of 
monies  from  one  fund  to  another  free  of  cost;  it  is  able 
to  provide  personal  services  through  an  office  force  in 
Austin;  and  it  agreed  to  provide  an  accounting  service  on 
all  transactions. 

The  Board  has  directed  that  all  monies  be  divided  evenly 
at  this  time  between  the  Investors  Stock  Fund  and  Investors 
Mutual  ( two  of  the  firm’s  five  funds ) . The  Stock  Fund 
consists  primarily  of  common  stocks  of  growing  American 
enterprises.  The  primary  objectives  are  long  term  apprecia- 
tion and  reasonable  income.  Its  assets  of  $385,000,000  are 
diversified  in  more  than  200  well-selected  common  stocks. 
Investors  Mutual  is  a balanced  fund  with  assets  in  excess 
of  $1,297,000,000.  These  assets  are  diversified  among  more 
than  613  selected  common  and  preferred  stocks  and  in- 
vestment quality  bonds.  Its  objectives  are  to  provide  share- 
holders with  a well-rounded  investment  portfolio  with  the 
aim  of  obtaining  reasonable  income,  preservation  of  cap- 
ital, and  long-term  appreciation. 

The  Board  of  Trustees  believes  that  investment  man- 
agement, like  medicine,  is  a profession.  Texas  Medical  As- 


sociation and  Thompson  funds  require  supervision  by 
those  who  are  highly  qualified.  The  Board  believes  it  has 
procured  outstanding  professional  management  by  placing 
the  funds  with  Investors  Diversified  Services,  Inc.,  and 
that  it  will  render  good,  sound  performance  in  the  man- 
agement of  monies  invested  in  the  years  ahead. 

3.  Library  Request  from  Laymen 

A formal  policy  has  been  set  forth  for  the  handling  of 
library  requests  from  lawyers  and  from  laymen  for  liter- 
ature on  scientific  aspects  of  medicine.  The  Executive  Sec- 
retary and  the  Librarian  have  reported  an  increased  number 
of  these  requests  during  the  past  year.  After  considering 
the  question,  the  Board  adopted  the  following  policy; 

"Library  services  involving  scientific  literature  and  medi- 
cal information  should  be  provided  only  to  physicians.  Even 
when  requested  by  physician  members  for  others,  library 
materials  must  be  sent  directly  to  the  doctor.  The  physician 
himself  must  assume  the  responsibility  for  loaning  those 
materials.” 

4.  Request  for  Library  Services 

The  Board  of  Trustees  has  agreed  to  honor  periodic  re- 
quests for  package  library  services  for  members  of  the  Pan- 
American  Association  of  Ophthalmologists.  This  action  was 
taken  as  a gesture  of  good  will  to  our  professional  col- 
leagues in  South  America. 

The  Pan-American  Association  of  Ophthalmology  former- 
ly was  affiliated  with  the  library  of  the  American  College 
of  Surgeons  before  the  latter  awarded  its  entire  package 
library  to  the  Texas  Medical  Association. 

The  Board  of  Trustees  has  agreed  that  the  Association’s 
Memorial  Library  will  honor  requests  from  members  of 
the  Pan-American  organization  in  those  instances  when 
they  are  unable  to  secure  desired  materials  from  other 
affiliated  libraries.  In  these  instances,  materials  will  be 
provided  by  the  Texas  Medical  Association  at  a service 
charge  of  $5  per  package.  Recipients  also  would  be  ex- 
pected to  pay  the  return  postage,  and  they  would  be  re- 
quired to  deposit  $25  in  American  currency  pending  re- 
turn of  the  library  materials.  Thus,  the  Texas  Medical 
Association  would  be  fully  reimbursed  for  services  rendered. 

5.  Policy  on  Mailinq  Services 

The  Board  of  Trustees  has  reaffirmed  its  policies  in  re- 
gard to  mailing  services  provided  by  the  Texas  Medical 
Association  and  the  utilization  of  mailing  plates  of  the 
Association’s  membership  roster. 

As  part  of  the  Association’s  comprehensive  services,  the 
headquarters  staff  has  been  authorized  to  address  or  mail 
envelopes  to  the  entire  membership,  provided  that  the  re- 
quest is  tendered  by  a physician  in  good  standing.  The 
Association  also  will  extend  the  use  of  its  mailing  plates 
to  related  medical  societies,  to  postgraduate  medical  as- 
semblies in  the  state,  to  medical  organizations,  voluntary 
health  agencies,  hospitals,  sanitariums,  clinics,  and  lab- 
oratories, if  the  request  is  received  from  a member  of  the 
Texas  Medical  Association. 

These  services  are  provided  on  a cost  basis.  The  Associa- 
tion also  makes  available  its  postage  meter  on  the  same 
basis,  provided  that  the  mailing  is  educational  in  nature. 
However,  utilization  of  the  postage  meter  has  not  been 
authorized  for  mailings  in  support  of  candidates  for  public 
office  or  for  personal  mailings.  In  those  instances,  con- 
tractors are  referred  to  commercial  mailing  shops  in  Austin 
which  will  stamp  and  mail  letters  for  a fee. 
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6.  Professional  Rate  for  Advertising 

The  Board  of  Trustees  has  established  a definite  policy 
in  regard  to  the  application  of  a professional  rate  for  ad- 
vertising in  the  Texas  State  Journal  of  Medicine.  Hospitals, 
sanitariums,  medical  schools,  voluntary  health  agencies,  clin- 
ics, and  laboratories  may  qualify  for  a special  rate  which 
will  be  15  per  cent  less  than  the  regular  commercial  rate. 
The  professional  rate  may  be  applied  only  when  the  ac- 
count is  not  placed  through  an  advertising  agency. 


Advertising  Revenue 

Texas 

State  Journal  of  Medicine 

Year 

Net  Revenue 

1954 

$43,095 

1955 

51,714 

1956 

65,276 

1957 

77,821 

1958 

86,434 

7.  Minutes  of  House  Actions 

Last  year  in  Houston,  the  House  of  Delegates  acknowl- 
edged the  retirement  of  Henry  Beck,  court  reporter,  and 
referred  future  policy  regarding  verbatim  minutes  of  House 
action  to  the  Board  of  Trustees  for  study  and  decision. 

Verbatim  minutes  of  the  House  have  been  prepared  and 
published  with  minor  deletions  in  the  Texas  State  Journal 
of  Medicine  for  many  years.  Publication  of  transactions 
from  the  1958  meetings  in  Houston  required  84  pages. 
Mr.  Beck  was  compensated  $688.98  for  his  services. 

It  is  the  consensus  of  the  Board  of  Trustees  that  the 
taking  of  verbatim  minutes  is  not  necessary,  nor  is  it  de- 
sirable to  publish  them  in  entirety  in  the  Journal.  There 
probably  are  few  members  of  the  Texas  Medical  Associa- 
tion who  read  the  complete  transactions  in  the  June  Jour- 
nal. Nevertheless,  there  is  a very  definite  interest  in  the 
summary  of  House  transactions,  as  evidenced  by  the  special 
news  report  which  is  published  after  the  second  session  of 
the  House. 

The  Board  of  Trustees  has  authorized  the  publication  of 
a more  streamlined  version  of  action  in  the  Journal  in  the 
future.  The  Journal  will  publish  the  reports  of  committees 
and  officers  as  well  as  resolutions,  action  taken  on  them, 
and  a summary  of  pertinent  debate,  together  with  a sum- 
mary of  other  important  actions  and  decisions,  such  as  the 
election  of  officers.  Verbose  and  repetitive  argument  and 
oratory  will  be  eliminated,  or  reduced  to  a minimum.  For 
those  who  might  want  to  review  lengthy  statements,  ver- 
batim or  near-verbatim  reports  will  be  available  at  the  head- 
quarters building. 

8.  Immediate  and  Long-Range  Building  Needs 

The  Board  of  Trustees  and  the  headquarters  staff  have 
devoted  thoughtful  study  in  recent  weeks  to  the  immediate 
and  long-range  building  needs  of  the  Association. 

The  headquarters  building  presently  is  being  taxed  to 
full  capacity.  Although  our  magnificent  building  is  only 
6 years  old,  it  is  evident  that  a program  of  remodeling 
must  be  undertaken  to  gain  greater  utilization  of  existing 
facilities.  The  changes  have  been  prompted  by  a growing, 
dynamic  Association  of  some  45  active  committees  and  a 
broad  portfolio  of  service  programs. 

As  evidence,  it  presently  is  difficult  to  accommodate 
physicians  at  our  January  and  September  conferences.  A 


record  registration  of  507  was  present  for  the  1959  Con- 
ference of  County  Medical  Society  Officials  and  committee 
meetings  on  January  24  in  Austin.  Committee  meetings  and 
the  Public  Relations  Conference  on  September  6,  1958, 
attracted  375  physicians,  in  spite  of  inclement  weather  and 
a hurricane  along  the  Gulf  Coast. 

The  Board  of  Trustees  has  employed  the  Austin  archi- 
tectural firm  of  Jessen,  Jessen,  Millhouse,  and  Greeven  for 
a survey  of  the  Association’s  existing  facilities,  current 
needs,  and  future  building  requirements.  The  firm  present- 
ly is  serving  as  architect  for  the  Texas  College  of  Arts  and 
Industries  at  Kingsville,  and  as  consulting  architect  for  the 
University  System  of  Texas. 

Jessen,  Jessen,  Millhouse,  and  Greeven  has  completed  its 
initial  survey.  Initial  consideration  has  been  given  at  this 
time  to  ( 1 ) additional  space  for  a rapidly  growing  Library; 
(2)  provisions  for  a second  large  meeting  room  so  that 
a major  conference  and  an  orientation  program  may  be 
conducted  simultaneously;  (3)  greater  utilization  of  office 
facilities  on  the  second  floor;  and  (4)  more  adequate  fa- 
cilities for  printing  and  mailing  services. 

It  is  anticipated  that  the  basement  as  well  as  the  first 
and  second  floors  can  be  employed  more  fully.  The  Board 
of  Trustees  has  asked  for  specific  recommendations,  with 
prospect  that  the  first  phase  of  the  remodeling  program 
will  be  undertaken  this  spring. 

The  Board  of  Trustees,  the  headquarters  staff,  and  the 
architect  also  have  devoted  preliminary  consideration  to 
the  Association’s  long-range  building  needs.  It  is  signifi- 
cant that  Association  membership  has  increased  from  6,000 
in  1950  to  almost  8,000.  Activities  and  services  have  in- 
creased many  fold  during  that  period.  With  future  growth 
assured,  and  membership  likely  to  reach  14,000  or  more 
by  1975,  the  Association  should  endeavor  to  enhance  its 
programs  in  the  years  ahead,  and  to  provide  leadership  and 
services  which  can  be  expected  of  it.  This  could  very  well 
necessitate  the  erection  of  an  office  building  at  some  time 
in  the  future  on  adjoining  property  facing  on  Nineteenth 
Street  which  is  owned  by  the  Association. 

ADDENDUM  TO  REPORT  OF  BOARD  OF  TRUSTEES 

Report  of  Auditor  to  Texas  Medical  Association 

Austin,  Texas 
February  19,  1959 

The  Board  of  Trustees 
Texas  Medical  Association 
Austin,  Texas 

Gentlemen : 

In  accordance  with  the  terms  of  our  engagement,  we 
have  made  an  examination  of  the  Statement  of  Financial 
Position  of  the  Texas  Medical  Association  as  of  December 
31,  1958,  the  Statement  of  Cash  Receipts  and  Disburse- 
ments for  the  year  ended  December  31,  1958,  and  the 
Statement  of  Revenues  and  Expenditures  for  the  year  ended 
December  31,  1958.  Our  examination  was  made  in  ac- 
cordance with  generally  accepted  auditing  standards,  and 
accordingly  included  such  tests  of  the  accounting  records 
and  such  other  auditing  procedures  as  we  considered  neces- 
sary in  the  circumstances. 

In  our  accompanying  report  we  submit  the  following 
statements  and  schedules: 

Statement  of  Financial  Position,  December  31,  1958 

Statement  of  Cash  Receipts  and  Disbursements  for  the 
Year  Ended  December  31,  1958 

Statement  of  Revenues  and  Expenditures  for  the  Year 
Ended  December  31,  1958 
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Departmental  Breakdown  of  General  Fund  Expenditures 
for  the  Year  Ended  December  31,  1958 

Gsmparative  Statement  of  Budgeted  and  Actual  Revenues 
and  Expenditures  for  the  Year  Ended  December  31, 
1958 

In  our  opinion,  the  accompanying  Statement  of  Financial 
Position,  Statement  of  Cash  Receipts  and  Disbursements, 
and  Statement  of  Revenues  and  Expenditures  fairly  present 
the  financial  position  of  the  Texas  Medical  Association  as 
of  December  31,  1958,  and  the  results  of  operations  for 
the  year  then  ended,  in  conformity  with  generally  accepted 
accounting  principles  applied  on  a basis  consistent  with  that 
of  the  preceding  year. 

Respectfully  submitted, 
SCHIEFFER  AND  LYDA, 
Certified  Public  Accountants. 

[Editor’s  Note:  Only  the  Statement  of  Financial  Posi- 
tion and  Statement  of  Revenues  and  Expenditures  for  the 
Journal  Fund  are  reproduced  here.  The  other  statements 
and  schedules  are  available  in  the  Association  headquarters 
office  upon  request  by  members.} 


Texas  Medical  Association 
Journal  Fund 

Statement  of  Revenues  and  Expenditures 
For  the  Year  Ended  December  31,  1958 

Revenues 


Membership  Dues  $ 22,254.00 

Journal  Advertising  93,247.87 

Subscriptions  1,391-50 

Miscellaneous  105.45 

Total  Revenues  $116,998.82 

Expenditures 

Printing  Journals  $ 59.973.84 

Engraving  2,137.98 

Mailing  Journals  2,250.00 

Advertising  Commissions  and  Discounts 6.980.15 

Copyright  48.00 

Salaries  26,686.24 

Retirement  917.08 

Payroll  Taxes  592.29 

Travel  175.90 

Disability  Insurance  (120.00) 

Christmas  Gift  73.34 

Miscellaneous  Personnel  Expense  101.40 


Texas  Medical  Association 
Statement  of  Financial  Position 


December  31.  1958 


Medical 

Fixed  Assets 

General 

Journal 

Building 

Defense 

and  Fixed 

Assets 

Total 

Fund 

Fund 

Fund 

Fund 

Liabilities 

Cash  on  Hand  and  on  Deposit 

. .$  95,954.41 

$ 63.354.58 

$ -0- 

$ 32,047.94 

$ 551.89 

$ 

-0- 

Accounts  Receivable : 

Advertising  

13,402.65 

-0- 

13.402.65 

-0- 

-0- 

-0- 

Employees  

147.31 

147.31 

-0- 

-0- 

-0- 

-0- 

Reimbursable  Expenditures  

700.51 

700.51 

-0- 

-0- 

-0- 

-0- 

Dr.  S.  E.  Thompson  Scholarship  Fund . . 

462.50 

462.50 

-0- 

-0- 

-0- 

-0- 

Due  from  General  Fund  

103.961.62 

-0- 

84,937.12 

18,515.00 

509.50 

-0- 

Due  from  Building  Fund 

35.674.77 

-0- 

-0- 

-0- 

35.674.77 

-0- 

Accrued  Interest  Receivable 

3.181.16 

1,855.55 

-0- 

883.74 

441.87 

-0- 

Prepaid  Expenses  

4,665.23 

4,665.23 

-0- 

-0- 

-0- 

-0- 

Prepaid  1959  Annual  Session  Expense 

947.37 

947.37 

-0- 

-0- 

-0- 

-0- 

Investments  (At  Cost) 

344,954.82 

231.746.75 

-0- 

48,710.25 

64,497.82 

-0- 

Land  

42,817.10 

-0- 

-0- 

-0- 

-0- 

42,817.10 

Building  

. . 670,430.67 

-0- 

-0- 

-0- 

-0- 

670,430.67 

Other  Improvements 

18.542.30 

-0- 

-0- 

-0- 

-0- 

18,542.30 

Furniture  and  Equipment 

129,521.20 

-0- 

-0- 

-0- 

-0- 

129,521.20 

Reference  Library  (Estimated  Value) 

173.277.50 

-0- 

-0- 

-0- 

-0- 

173,277.50 

Deposits — Utility  and  Copyright 

55.40 

23.40 

32.00 

-0- 

-0- 

-0- 

Total  Assets 

. . . $1,638,696.52 

$303,903.20 

$98,371.77 

$100,156.93 

$101,675.85 

$1,034,588.77 

Liabilities 

Accounts  Payable; 

Association  Expense  

. . $ 13,919.10 

$ 8,184.72 

$ 5,734.38 

$ -0- 

$ -0- 

$ 

-0- 

Woman’s  Auxiliary  

1.00 

1.00 

-0- 

-0- 

-0- 

-0- 

Due  to  Building  Fund 

18,515.00 

18.515.00 

-0- 

-0- 

-0- 

-0- 

Due  to  Journal  Fund 

84,937.12 

84,937.12 

-0- 

-0- 

-0- 

-0- 

Due  to  Medical  Defense  Fund 

36.184.27 

509.50 

-0- 

35.674.77 

-0- 

-0- 

Accrued  Payroll  Taxes 

596.40 

596.40 

-0- 

-0- 

-0- 

-0- 

Deferred  Revenues: 

-0- 

-0- 

-0- 

Exhibit  Space — 1959  Annual  Session  . 

8.901.00 

8,901.00 

-0- 

-0- 

-0- 

-0- 

Membership  Dues — 1959 

22,115.00 

13,530.00 

1.365.00 

6,765.00 

455.00 

-0- 

Unearned  Advertising  Revenue 

4,050.20 

-0- 

4,050.20 

-0- 

-0- 

-0- 

Unearned  Subscription  Revenue 

521.16 

-0- 

521.16 

-0- 

-0- 

-0- 

Mortgage  Payable  on  Building  

100,531.55 

-0- 

-0- 

-0- 

-0~ 

100,531.55 

Total  Liabilities 

. . $ 290,271.80 

$135,174.74 

$11,670.74 

$ 42,439.77 

$ 455.00 

$ 

100,531.55 

Fund  Balances 

Balances,  January  1.  1958 

. . . $1,216,336.76 

$181,628.59 

$70,971.02 

$(21,136.68) 

$ 92,964.03 

$ 

891,909.80 

Add: 

Excess  of  Revenues  over  Expenditures . 

89,940.54 

(12,900.13) 

15,730.01 

78,853.84 

8.256.82 

-0- 

Net  Additions  to  Fixed  Assets; 

Furniture  and  Equipment 

6,413.09 

-0- 

-0- 

-0- 

-0- 

6,413.09 

Reference  Library 

10,134.83 

-0- 

-0- 

-0- 

-0- 

10,134.83 

Mortgage  Principal  Paid 

25.599.50 

-0- 

-0- 

-0- 

-0- 

25.599.50 

Balances,  December  31,  1958 

. . $1,348,424.72 

$168,728.46 

$86,701.03 

$ 57,717.16 

$101,220.85 

$ 

934,057.22 

Total  Liabilities  and 

Fund  Balances 

. . $1,638,696.52 

$303,903.20 

$98,371.77 

$100,156.93 

$101,675.85 

$1,034,588.77 
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Expenditures  ( continued ) 

Office  Supplies  71.57 

Telephone  and  Telegraph  277.60 

Postage  477.69 

Printing  39.51 

Publications  8.70 

Multilithing  and  Mimeo  Paper 18.00 

Envelopes  145.95 

Typography  and  Lithography  62.00 

Art  Work  3.00 

Photography  9.51 

Stencils  and  Machine  Supplies  .90 

Maintenance  and  Repairs — Equipment 30.00 

Air  Conditioning  Contract  48.00 

Utilities  232.31 

Miscellaneous  General  Expense 27.85 


Total  Expenditures  $101,268.81 


Excess  of  Revenues  Over  Expenditures $ 15,730.01 


Report  of  Auditor  to  Texas  Memorial 
Medical  Library  Association 

Austin,  Texas 
February  19,  1959 

Dr.  R.  W.  Kimbro,  President 

Texas  Memorial  Medical  Library  Association 

Cleburne,  Texas 

Dear  Sir: 

We  have  examined  the  Statement  of  Financial  Position 
of  the  Texas  Memorial  Medical  Library  Association  as  of 
December  31,  1958,  and  the  Statement  of  Cash  Receipts 
and  Disbursements  for  the  year  then  ended.  Our  examina- 
tion was  made  in  accordance  with  generally  accepted  audit- 
ing standards,  and  accordingly  included  such  tests  of  the 
accounting  records  and  such  other  auditing  procedures  as 
we  considered  necessary  in  the  circumstances. 

In  our  opinion,  the  accompanying  Statement  of  Financial 
Position  and  Statement  of  Cash  Receipts  and  Disbursements 
present  fairly  the  financial  position  of  the  Texas  Memorial 
Medical  Library  Association  at  December  31,  1958,  and 
its  cash  receipts  and  disbursements  for  the  year  then  ended, 
in  conformity  with  generally  accepted  accounting  principles 
applied  on  a basis  consistent  with  that  of  the  preceding 
year. 

Sincerely, 

SCHIEFFER  AND  LyDA, 

Certified  Public  Accountants. 


Texas  Memorial 
Medical  Library  Association 
Statement  of  Financial  Position 
AS  OF  December  31,  1958 


Assets 

Cash  on  Deposit — Austin  National  Bank $ 8,725.41 

Investments  ( At  Cost ) : 

Equitable  Building  and  Loan  Association 

Shares  $ 1,000.00 

Mutual  Building  and  Loan  Association 

Shares  1,000.00 

Tarrant  County  Building  and  Loan 

Association  Shares  1,000.00 

Investors  Mutual,  Inc,,  Shares  8,000.00 

American  Telephone  and  Telegraph 

Shares  6, 775. 35 

U.  S.  Savings  Bonds — Series  "F”  1,480.00 

U.  S.  Savings  Bonds — Series  "G”  . . 5,000.00 

U.  S.  Savings  Bonds — Series  "J”  • 594.00 

U.  S.  Treasury  b%  Bonds — Series  1995  47,532.56  72,381.91 


Total  Assets $81,107.32 


Fund  Balances 

Dr.  and  Mrs.  N.  D.  Buie $ 1,000.00 

Dr.  Martin  Junius  Taylor 1,000.00 

Dr.  and  Mrs.  William  Thomas  Carter  Memorial 1,000.00 

Woman's  Auxiliary  to  the  Texas  Medical  Association: 

G.  A.  Ray  Memorial  $ 1,000.00 

Romayne  Ray  Memorial  1,000.00 

Mrs.  S.  H.  Watson  Memorial 100.00 

Presidents’  Library  Endowment  1,000.00 

Woman’s  Auxiliary  Library  Endowment  5,246.15  8,346.15 


County  Medical  Society  Library  Endowment 1,688.00 

Mary  Carter  Owen  and  Mattie  Hanes  Brindley  Memorial  1,000.00 

Dr.  and  Mrs.  V.  R.  Hurst  1,000.00 

Dr.  J.  C.  Terrell 1,000.00 

Dr.  Karl  John  Karnaky 209.00 

Dr.  W.  B.  Weary  13.10 

Texas  Pediatric  Society  Library  Endowment 1,000.00 

Dr.  and  Mrs.  Sam  E.  Thompson  Memorial 51,030.00 

Warner  E.  Williams  Memorial 1,000.00 

Hattie  Hunt  Memorial 1,000.00 

Inez  Anthony  Hudgins  Endowment 740.00 

Dr.  Sterling  E.  Russ  Memorial 740.00 

Percy  R.  Fayle 10.00 

Dr.  William  Everitt  Payne 5.00 

J.  M.  Coleman  Endowment 700.00 

Dr.  Frederick  C.  Coleman  Memorial 10.00 

Dr.  J.  Arch  Stephens  Memorial 5.00 

Dr.  Sam  E.  Thompson  Memorial  for  Rare  Books  . 250.00 

Dr.  Sam  N.  Key,  Sr.,  Memorial 1,060.00 

Anonymous  Donor  125.00 

Arthur  T.  Talley  Memorial  4.50 

Mrs.  Berenice  Williston  Memorial 20.00 

Mrs.  Alice  Ann  Kimbro  Memorial  Fund 15.00 

Dr.  H.  H.  Gallatin  Memorial  Fund  25.00 

Mrs.  Clara  Eidson  Buchanan  Memorial  Fund 25.00 

Undistributed  Income: 

Restricted  to  Pediatric  Service $ 235.19 

Unrestricted  6,851.38  7,086.57 


Total  Fund  Balances $81,107.32 


Texas  Memorial 
Medical  Library  Association 
Statement  of  Cash  Receipts  and  Disbursements 
For  the  Year  Ended  December  31,  1958 


Cash  on  Deposit — January  1,  1958 $ 6,074.31 

Receipts 

Income  from  Investments: 

American  Telephone  and  Telegraph, 

Dividends  $ 391.50 

Investors  Mutual,  Inc.,  Dividends.  . 433.82 

Equitable  Building  and  Loan,  Dividends  17.50 

Mutual  Building  and  Loan,  Dividends  17.50 

Tarrant  County  Building  and  Loan, 

Dividends 17.50 

U.  S.  Government  Bonds,  Interest.  . 1,525.00 

Donations : 

Mrs.  Clara  Eidson  Buchanan 

Memorial  Fund  25.00 

J.  M.  Coleman  Endowment  Fund.  . . , 250.00 

Dr.  H.  H.  Gallatin  Memorial  Fund.  . 25.00 

Mrs.  Alice  Ann  Kimbro 

Memorial  Fund  15.00 

Woman's  Auxiliary  Library  Endowment  647.15 

Dr.  James  Murphy — For  Book 

Replacement  10.00 

Deposits  Belonging  to  Texas  Medical 

Association  (See  Disbursement  Below)  2,120.00 


Total  Cash  Receipts 5,494.97 


Total  Cash  Available $11,569.28 

Disbursements 

Purchase  of  American  Telephone  and 

Telegraph  Debentures $ 512.16 

Cost  of  Converting  American  Telephone 
and  Telegraph  Debentures  to 

Shares  of  Stock  211.71 

Payment  of  Amounts  Belonging  to 

Texas  Medical  Association 2,120.00 


Total  Cash  Disbursements 2,843.87 


Cash  on  Deposit — December  31,  1958  $ 8,725.41 
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10.  SUPPLEMENTARY  REPORT  OF 
BOARD  OF  TRUSTEES 

The  House  of  Delegates  this  year  will  have  the  respon- 
sibility of  making  several  major  decisions  which  will  affect 
medical  practice  in  this  state,  and  most  certainly  the  affairs 
of  rhe  Texas  Medical  Association.  At  this  time,  the  Board 
of  Trustees  believes  that  the  fiscal  affairs  of  the  Associa- 
tion merit  your  attention  and  consideration. 

For  many  years,  the  Board  of  Trustees  has  been  pleased 
to  report  that  the  fiscal  affairs  of  the  Association  have 
been  in  very  good  order.  There  have  been  no  critical  issues 
or  problems  that  the  Board  has  not  been  able  to  resolve. 
The  Trustees  have  been  able  to  provide  adequate  funds  for 
worth-while  programs  during  a period  of  remarkable  prog- 
ress and  development.  For  your  part,  as  delegates,  I am 
sure  that  you  appreciate  that  the  Association  has  not  been 
confronted  with  some  financial  crisis  or  problem,  year 
after  year.  We  are  all  grateful  that  it  has  not  been  neces- 
sary for  each  of  us  to  return  to  our  county  medical  societies 
and  to  sell  our  colleagues  on  the  need  for  an  increase  in 
dues.  Once  again  this  year,  there  is  no  reason  for  apprehen- 
sion. This  supplementary  report  is  not  an  appeal  for  dues 
increase.  Let  me  assure  you  that  your  Board  of  Trustees  does 
not  feel  that  there  is  a need,  nor  does  it  favor  a dues 
assessment  beyond  the  present  $50. 

Nevertheless,  it  will  be  necessary  for  this  House  of  Dele- 
gates to  make  an  important  decision  in  the  near  future  in 
regard  to  operating  funds.  Permit  me  to  outline  the  issue 
which  presently  confronts  the  Board  of  Trustees. 

Those  of  you  who  have  been  active  in  this  House  for 
many  years  will  recall  that  the  last  increase  in  dues  was 
voted  upon  in  1948.  The  delegates  also  recognized  the  need 
to  establish  a building  fund,  which  later  made  possible  our 
beautiful  headquarters  in  Austin.  Despite  the  dues  increase, 
the  Association  was  still  having  some  financial  difficulties 
as  late  as  1953  when  a deficit  for  the  year  was  reported. 
The  present  Board  of  Trustees,  most  fortunately,  has  been 
able  to  avoid  red  ink  since  that  time. 

Recent  annual  reports  showing  a balance  of  revenue  over 
expenditures  are  particularly  significant  in  view  of  the  Asso- 
ciation’s growth.  Most  of  you  appreciate  the  Association’s 
expanding  services  and  programs  for  the  doctors  and  the 
people  of  this  state.  I am  sure,  too,  that  you  recognize  that 
these  new  programs  and  activities  do  cost  money.  Allow  me 
to  offer  a few  illustrations: 

The  Texas  State  Journal  of  Medicine  has  developed  into 
one  of  the  most  outstanding  periodicals  published  by  any 
state  society.  In  1948,  the  cost  of  printing  and  mailing  the 
Journal  was  about  $32,000.  Last  year,  the  cost  for  printing 
and  mailing  alone  rose  to  nearly  $67,000.  For  all  items, 
including  staff  salaries  and  advertising  commissions,  the 
Board  of  Trustees  will  spend  approximately  $100,000  this 
year  to  publish  the  Journal.  This  is  the  largest  single  item 
in  the  budget.  You  can  see  by  our  little  cards  here  the 
approximate  increase  and  the  expenditures. 

The  growth  of  the  Memorial  Library  offers  another  illus- 
tration. Library  reference  requests  by  physicians  have  in- 
creased six-fold  from  540  in  1948  to  3,048  in  1958.  As  you 
might  expect,  the  Board  of  Trustees  is  allocating  five  times 
as  much  money  now  for  acquisition  of  books  and  journals 
and  for  binding  as  it  did  in  1948.  For  all  aspects  of  the 
library  operation,  the  Board  presently  is  budgeting  approxi- 
mately $38,000  annually.  This  is  the  second  largest  ex- 
pendimre  in  our  operating  funds. 

The  annual  session  is  another  activity  which  has  under- 
gone a remarkable  change  in  a comparatively  short  period 
of  time.  Just  5 years  ago  here  in  San  Antonio,  only  six 
out-of-state  speakers  appeared  on  the  convention  program. 
That  meeting  attracted  1,200  members  and  a total  regis- 


tration of  2,100.  The  .cost  of  that  meeting  was  $11,700. 
This  year,  in  contrast,  our  program  features  25  prominent, 
out-of-state  guest  speakers  and  40  special  speakers.  We 
anticipate  that  the  1959  annual  session  will  attract  1,900 
members  and  a total  registration  of  3,400.  Expenditures  for 
all  phases  of  this  year’s  meeting  will  cost  at  least  $30,000. 
This  is  the  third  largest  item  in  the  budget. 

Many  other  illustrations  of  increased  expenditures  are 
equally  evident.  In  1954,  the  Board  of  Trustees,  working  in 
cooperation  with  the  Board  of  Councilors,  established  a 
field  service,  and  employed  the  present  Executive  Secretary 
to  initiate  that  activity.  The  Association  presently  is  spend- 
ing approximately  $20,000  annually  for  its  field  program 
to  develop  a better  informed  profession,  and  to  improve 
liaison  with  county  societies  and  the  general  public. 

In  1948,  the  Association  made  no  expenditures  in  behalf 
of  the  Woman’s  Auxiliary.  Now,  we  are  contributing  more 
than  $18,000  annually  to  support  the  many  worthy  activi- 
ties of  our  Auxiliary. 

In  analyzing  new  services  and  activities,  and  resulting 
increases  in  expenditures,  may  we  call  your  attention  to  sev- 
eral Association  sponsored  conferences  which  have  been 
initiated  since  the  last  increase  in  dues  in  1948.  These  in- 
clude the  Conference  of  County  Medical  Society  Officials, 
the  Public  Relations  Conference,  the  Orientation  Program, 
and  Medical  Student  Day  programs.  These  programs  are 
budgeted  at  $7,500  annually.  This  amount  does  not  include 
special  symposiums  and  conferences  sponsored  by  our  38 
councils  and  committees,  such  as  symposiums  on  Cancer, 
Industrial  Health,  and  Radiation  Overexposure  and  Acci- 
dents which  are  being  offered  during  this  year’s  annual 
session. 

If  time  would  permit,  many  other  citations  could  be 
made.  May  I merely  add  one  other  factor  which  has  added 
appreciably  to  our  present  expenditures.  The  cost  of  living 
index  has  increased  by  21  per  cent  during  the  past  10  years. 
Thus,  the  Association,  like  the  rest  of  us,  is  not  receiving 
as  many  goods  and  services  for  its  dollars  as  it  did  in  1948. 

Despite  expenditures  which  have  been  increasing  more 
rapidly  than  revenue,  five  factors  have  enabled  the  Board 
of  Trustees  to  balance  the  budget  in  every  year  since  1953. 
First,  and  most  significant,  the  net  revenue  from  Journal 
advertising  has  more  than  doubled  in  5 years  and  this 
year  it  will  amount  to  approximately  $100,000.  Had  it  not 
been  for  this  increase  in  advertising  revenue,  our  annual 
operating  statements  would  not  have  been  written  in  black, 
and  many  worth-while  Association  activities  would  have  had 
to  be  curtailed  or  eliminated.  Second,  net  revenue  from  the 
sale  of  exhibit  space  at  the  annual  sessions  has  doubled.  A 
third  factor  has  been  the  continued  growth  of  Association 
membership.  Although  membership  income  is  most  signifi- 
cant, I would  like  to  point  out  that  the  Association  now 
relies  on  sources  other  than  dues  for  one-third  of  its  operat- 
ing revenue.  Two  other  important  factors  in  balancing  the 
budget  have  been  economy  in  Association  management  and 
the  careful  evaluation  of  all  expenditures. 

This  background  leads  us  to  the  main  point  of  this  sup- 
plementary report.  The  Association’s  expanding  activities 
and  programs  have  attained  the  maximum  growth  which  is 
possible  under  present  operating  funds.  Last  year,  for  ex- 
ample, the  margin  of  income  in  our  general  operating  funds 
was  a bare  $2,800  after  all  bills  were  paid.  Our  operating 
funds  for  1959  are  fully  pledged  and  budgeted,  but  with 
caution  and  restraint,  we  should  just  about  break  even  this 
year. 

This  then  is  the  financial  picture  of  the  Association. 
Action  clearly  is  indicated  in  order  to  protect  our  future 
operations.  And  it  will  be  the  responsibility  of  the  House 
of  Delegates  to  decide  the  course  of  action.  The  choice  is 
to  continue  to  develop  an  energetic,  effective  Association 
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which  will  provide  leadership  in  medicine  and  health,  or 
merely  to  tread  water,  or  perhaps  even  to  fall  back  and 
forfeit  responsibility.  Obviously,  the  choice  is  clear.  The 
private  practice  of  medicine  presently  is  fighting  for  its 
very  existence,  and  we  must  intensify  our  efforts  to  pre- 
serve a mechanism  embracing  the  philosophy  of  free  enter- 
prise. 

In  closing,  let  me  reiterate  that  your  Board  of  Trustees 
does  not  favor  a dues  increase  beyond  the  present  $50 
assessment.  And,  we  are  optimistic  that  we  can  find  a 
mechanism  for  providing  additional  operating  funds  for 
our  expanding  Association.  And  the  Board  of  Trustees  will 
devote  its  major  attention  to  this  fiscal  problem  during  this 
year  ahead.  The  Board  of  Trustees  will  bring  to  the  House 
of  Delegates  a definite  recommendation  for  your  considera- 
tion in  I960. 

R.  W.  Kimbro,  Chairman, 

G.  V.  Brindley, 

Byron  P.  York, 

J.  B.  Copeland, 

Troy  A.  Shafer. 

Reference  committee  to  which  referred;  Finance. 

REPORT  OF  REFERENCE  COMMITTEE  ON  FINANCE 

Dr.  J.  C.  Terrell;  Section  1,  Operating  Funds.  This  is  a 
facmal  report  of  operations,  and  we  recommend  that  this 
section  of  the  report  be  approved  as  published. 

Section  2,  Investment  of  Funds.  The  thrifty  and  wise 
judgment  of  Dr.  Sam  Thompson  has  been  carried  on  by 
the  Board  of  Trustees  as  evidenced  by  the  increase  from 
$524,000  in  January,  1957,  to  $740,000  in  January,  1959. 
We  wish  to  recommend  the  adoption  of  this  section  of  the 
report. 

Sections  3,  4,  5,  6,  and  7.  These  five  sections  concern 
other  expenditures  of  the  Association,  and  the  Reference 
Committee  wishes  to  commend  the  Board  of  Trustees  for 
keeping  the  expenses  within  the  income  and  recommends 
the  approval  of  the  sections. 

[The  preceding  portions  of  the  reference  committee  re- 
port were  adopted.] 

Dr.  Terrell:  Section  8.  The  Reference  Committee  on  Fi- 
nance devoted  considerable  attention  to  the  very  informative 
supplementary  report  presented  by  the  Board  of  Trustees. 
The  Reference  Committee  was  much  impressed  with  an 
analysis  of  the  Association’s  services  and  activities  in  recent 
years.  The  report  also  cited  the  effects  of  these  stepped  up 
programs  upon  the  operating  budget  of  the  Association.  We 
fully  concur  that  there  is  reason  for  concern,  and  that  action 
is  clearly  indicated  in  order  to  protect  our  present  and 
future  operations. 

During  the  hearing  on  this  subject,  the  Reference  Com- 
mittee was  particularly  pleased  that  the  Board  of  Trustees 
brought  forth  a definite,  positive  recommendation.  In 
essence,  the  Board  reported  that  it  feels  that  it  is  now  pos- 
sible to  pay  off  fully  the  mortgage  on  the  headquarters 
building  in  Austin,  and  to  discharge  other  obligations  of 
the  Building  Fund.  With  this  contemplated  action,  and  the 
retiring  of  the  mortgage,  the  Association  can  relinquish 
the  $15  annual  building  dues  which  was  added  to  regular 
dues  of  $35  in  1948.  As  part  of  its  same  recommendation, 
the  Board  of  Trustees  indicated  the  necessity  of  raising 
regular  dues  from  $35  to  $45  per  year  for  each  member. 
This  increase  would  provide  the  Association  with  additional 
revenues  which  will  be  needed  for  expanding  programs, 
to  maintain  the  headquarters  building,  and  to  allow  the 
Trustees  to  set  aside  reserve  funds  for  emergency  purposes. 
This  recommendation  by  the  Board  of  Trustees  was  enthu- 


siastically received  not  only  by  the  Reference  Committee  on 
Finance,  but  by  all  other  members  who  appeared  before 
us.  We  also  believe  that  it  will  be  well  received  by  all 
members  of  the  Association.  If  this  recommendation  is  en- 
acted by  this  House  of  Delegates,  all  Association  mem- 
bers will  pay  an  annual  dues  of  $45,  instead  of  $50,  start- 
ing January  1,  I960.  Because  of  the  significance  of  this 
recommendation,  we  would  like  to  call  upon  Dr.  R.  W. 
Kimbro,  chairman  of  the  Board  of  Trustees,  to  comment 
upon  it,  and  perhaps  to  outline  it  more  fully. 

Vice-Speaker  Murphy:  Since  our  finances  are  in  such 
good  position  and  since  the  building  will  soon  be  paid  off 
completely,  I think  it  would  be  in  order  if  we  give  the 
Board  of  Trustees  a good,  big  hand.  (Applause.) 

Dr.  R.  W.  Kimbro,  Cleburne:  At  the  request  of  Dr. 
Terrell  and  the  Reference  Committee  on  Finance,  I will  be 
pleased  to  outline  the  recommendation  of  the  Board  of  Trus- 
tees pertaining  to  the  dues  strucmre  of  the  Association. 
The  Board  is  grateful  that  the  Reference  Committee  on 
Finance  has  concurred  that  fiscal  action  is  indicated  at  this 
time  to  permit  the  Association  to  move  ahead,  and  to  exert 
energetic  leadership  in  matters  of  health.  We  are  pleased, 
too,  that  our  recommendation  was  so  well  received  by  the 
Reference  Committee  and  those  who  attended  the  hearing. 

Inasmuch  as  this  recommendation  centers  around  the 
Building  Fund,  may  I call  your  attention  to  the  present 
dues  structure  which  was  outlined  by  the  Board  of  Trus- 
tees in  the  Handbook.  Of  the  $50  dues  paid  each  year  by 
active  members,  $33  presently  is  available  for  general  oper- 
ating funds.  One  dollar  is  allocated  to  the  Medical  Defense 
Fund,  and  $1  is  given  to  the  Woman’s  Auxiliary.  The  re- 
maining $15  is  allocated  to  the  Building  Fund. 

The  Board  of  Trustees  feels  that  it  will  be  in  position 
this  year  to  pay  off  fully  the  mortgage  on  the  headquarters 
building,  and  to  discharge  other  obligations.  A balance  of 
$93,500  remains  on  the  mortgage.  In  addition,  the  Build- 
ing Fund  owes  $35,600  to  the  Medical  Defense  Fund. 
Expenditures  amounting  to  $15,000  presently  are  being 
incurred  for  the  remodeling  of  the  headquarters  building. 

This  indebtedness  can  be  discharged  by  utilizing  cash 
on  hand  in  the  Building  Fund,  and  by  additional  dues 
which  will  be  received  between  now  and  the  end  of  the 
year. 

According  to  the  loan  agreement,  the  mortgage  was 
scheduled  to  continue  until  July,  1962.  By  paying  off  the 
mortgage  at  this  time,  and  satisfying  other  obligations, 
the  annual  dues  of  $15  for  the  building  will  automatically 
expire.  This  action  will  return  the  annual  dues  to  $35. 

As  part  of  this  recommendation,  the  Board  of  Trustees 
feels  that  it  is  imperative  that  $10  additional  dues  be  made 
available  for  operating  expendimres  at  this  time.  Even 
though  the  building  will  be  paid  off,  expenditures  will 
continue.  For  example,  taxes  on  the  building  last  year 
amounted  to  $14,700.  Maintenance  and  operation  of  the 
building  cost  approximately  $15,000  annually.  Periodic  re- 
modeling also  may  be  necessary,  and  we  recognize  that  the 
Board  undoubtedly  should  set  aside  some  funds  for  future 
building  needs.  As  we  have  reported  in  recent  years,  the 
Association  is  undergoing  a period  of  dynamic  growth. 
Two  thousand  additional  doctors  have  joined  the  state 
society  since  1950,  and  membership  should  surpass  8,000 
this  year.  On  the  basis  of  predicted  growth,  we  are  antici- 
pating a membership  of  approximately  14,000  by  1975. 

The  Board  also  recognizes  the  necessity  for  setting  aside 
some  reserves  for  emergencies. 

Acmally,  the  primary  use  of  the  $10  increase  in  dues 
would  be  devoted  to  the  Association’s  expanding  activities 
and  programs.  These  were  outlined  to  you  yesterday  in 
the  reports  of  both  the  Board  of  Trustees  and  the  Execu- 
tive Secretary.  You  also  will  recall  that  we  reported  that 
our  general  funds  are  fully  budgeted  for  the  year,  and  the 
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Association’s  programs  have  attained  the  maximum  growth 
which  is  possible  under  present  operating  funds.  On  many 
occasions  during  the  past  2 years,  it  has  been  necessary  for 
the  Board  to  trim  and  reject  requests  for  many  worth-while 
programs  from  our  committees  and  staff. 

This,  then,  is  the  recommendation  of  the  Board  of 
Trustees  which  we  presented  to  the  Reference  Committee 
on  Finance.  We  would  hope  that  it  will  merit  the  same 
enthusiasm  from  this  House  of  Delegates.  We  feel  that  it 
will  resolve  our  financial  problems,  and  that  it  will  permit 
us  to  move  forth  with  effective,  energetic  leadership. 
Equally  important,  we  feel  that  this  recommendation,  if 
enacted  by  the  House  of  Delegates,  will  be  welcomed  by 
our  entire  membership.  It  will  mean  that  starting  January 
1,  1960,  each  physician  will  pay  only  $45  dues,  not  $50, 
to  the  Texas  Medical  Association. 

I appreciate  the  opportunity  to  comment  on  this  proposal 
which  has  been  adopted  by  the  Reference  Committee  on 
Finance. 

Dr.  Terrell:  In  order  to  implement  the  recommendation 
of  the  Reference  Committee  on  Finance,  we  offer  the  fol- 
lowing amendment  to  the  By-Laws: 

Amend  Chapter  XIII  of  the  By-Laws  of  the  Texas  Medi- 
cal Association  by  striking  out  all  of  said  chapter  and  Sub- 
stituting in  lieu  thereof  the  following: 

"Chapter  XIII.  Membership  Dues. 

"Sec.  1.  Dues  of  $45  per  capita  on  the  membership  of 
component  county  societies  shall  be  levied  each  year,  and 
shall  constitute  the  State  Association  dues.  These  dues  shall 
be  collected  by  the  component  county  society  secretaries  or 
treasurers,  and  forwarded  without  delay  to  the  State  As- 
sociation office,  and  the  Executive  Secretary  shall  duly  re- 
ceipt therefor.  These  dues,  when  so  collected  and  forwarded, 
shall  be  divided  by  the  Trustees  as  follows:  Subscription  to 
the  Texas  State  Journal  of  Medicine,  $3;  and  to  the  Gen- 
eral Fund,  $42.  Members  joining  component  county  soci- 
eties after  July  1 shall  pay  only  one-half  of  the  state  dues 
for  that  year,  this  amount  to  be  allocated  in  the  same  pro- 
portion as  designated  for  annual  dues. 

"Sec.  2.  Members  of  county  medical  societies  who  are 
serving  internships  and  residencies  in  hospitals,  as  a part 
of  their  education  qualifications,  and  who’  are  not  in 
private  practice,  shall  pay  dues  of  $3  per  annum,  which 
amount  shall  be  for  subscription  to  the  Texas  State  Journal 
of  Medicine. 

"Sec.  3.  Military  members,  as  provided  for  in  the  Con- 
stitution and  these  By-Laws  of  the  Texas  Medical  Associa- 
tion, shall  pay  no  dues,  but  may  subscribe  to  the  Texas 
State  Journal  of  Medicine. 

"Sec.  4.  Honorary  members,  as  provided  for  in  the 
Constitution  and  these  By-Laws  of  the  Texas  Medical  As- 
sociation, shall  pay  no  dues,  but  may  subscribe  to  the  Texas 
State  Journal  of  Medicine. 

"Sec.  5.  Inactive  members,  as  provided  for  in  the  Consti- 
tution and  these  By-Laws,  shall  pay  no  dues,  but  may  sub- 
scribe to  the  Texas  State  Journal  of  Medicine. 

"Sec.  6.  That  portion  of  the  dues  provided  herein  for 
subscription  to  the  Texas  State  Journal  of  Medicine,  shall 
be  set  aside  by  the  Trustees  for  that  purpose,  and  it  shall 
be  considered  and  accepted  as  would  subscription  fees  col- 
lected for  a publication  not  under  the  control  of  the  State 
Association  provided  nothing  herein  may  serve  to  inhibit 
the  Trustees  in  the  control  and  expendimre  of  the  fund 
thus  accumulated. 

"Sec.  7.  The  Trustees  may  divide  the  General  Fund, 
herein  provided  for,  into  such  funds  as  may  be  for  the 
best  interests  of  the  Association,  and  may  make  appropria- 
tions therefrom  to  meet  the  requirements  of  the  Association. 


The  Trustees  shall  maintain  a Contingency  Fund  to  be  used 
to  meet  such  emergencies  as  might  develop  in  an  amount 
of  not  less  than  one  hundred  thousand  dollars.” 

Mr.  Speaker,  inasmuch  as  this  is  an  amendment  to  the 
By-Laws,  it  must  remain  over  for  at  least  one  day.  There- 
fore, rather  than  to  move  its  adoption  at  this  time,  we 
respectfully  submit  this  portion  of  the  report. 

Vice-Speaker  Murphy:  What  has  just  been  given  is  a 
change  in  the  By-Laws  and  must  lay  over  one  day  before 
any  action  is  taken.  So,  there  will  be  no  action  taken  on 
this  section  of  the  committee’s  report  now.  Dr.  Sibley. 

Dr.  D.  J.  Sibley,  Fort  Stockton:  Am  I in  order  request- 
ing a word  here?  This  has  to  do  with  the  thing  being  pre- 
sented. 

Vice-Speaker  Murphy:  Proceed. 

Dr.  Sibley:  Last  year,  for  the  first  time,  the  money  that 
was  collected  in  this  state  for  AMEF  exceeded  monies  that 
came  into  the  state.  I would  like  to  point  out  that  the 
average  giving  in  the  state  of  Texas  was  $5.50  per  physi- 
cian. That  is  the  best  support  we  have  been  able  to  get 
for  medical  education  from  the  doctors  in  this  state.  The 
total  last  year  was  $44,000,  approximately.  California  last 
year  gave  $171,600,  and  that  represented  in  their  state  a 
giving  of  about  $12.  California  is  one  of  the  states  that 
has  a dues  increase,  which  dues  increase  is  for  the  purpose 
of  AMEF.  Giving  in  the  state  of  Illinois  depends  on  dues 
increase,  that’s  the  best  in  the  nation,  and  that  was  $200,- 
000.  Indiana’s  total  in  ’58  was  two  and  one-half  times 
that  of  previous  years  and  that  reflects  that  state’s  entry 
into  the  ranks  of  the  "dues  increase.” 

As  state  chairman  of  the  AMEF  which  deals  with  some- 
thing which  to  me  seems  to  be  extremely  important  I 
could  not  see  five  free  dollars  floating  around  without 
making  some  comment  on  it.  And  I would  like  for  you  to 
give  this  your  very  careful  consideration  and  thought  before 
final  action  is  taken  on  what  is  to  be  done  with  the  differ- 
ence between  $45  and  $50  in  our  annual  state  dues. 

[On  Tuesday  upon  motion  by  Dr.  B.  E.  Pickett,  Carrizo 
Springs,  the  House  adopted  the  amendments  to  Chapter 
XIII  of  the  By-L’aws.] 

Dr.  Terrell:  Addendum  and  Supplementary  Report  of 
Board  of  Trustees.  The  Reference  Committee  has  also  read 
the  addendum  to  the  report  of  the  Board  of  Trustees  and 
the  supplementary  report  of  the  Board  of  Trustees.  We 
would  like  to  recommend  the  adoption  of  these  except  for 
the  recommendation  pertaining  to  section  8. 

[This  portion  of  the  report  was  adopted.] 


11.  REPORT  OF  BOARD  OF  COUNCILORS 

The  Board  of  Councilors  in  reporting  to  the  House  of 
Delegates  on  the  state  of  the  profession  in  Texas  is  grati- 
fied to  be  able  to  inform  the  delegates  that  in  general  the 
condition  of  the  profession  is  good,  and  that  the  progress 
and  development  of  the  Association  continues  at  an  en- 
couraging rate.  This  over-all  progress  the  Board  hopes  will 
be  kept  in  mind  while  the  Board  indicates  to  the  mem- 
bers of  the  House  of  Delegates  some  areas  of  ethical  and 
professional  development  which  yet  require  more  effort 
and  work  by  the  membership. 

1.  County  Medical  Societies 

Most  of  our  component  county  medical  societies  are 
active  bodies  conducting  regular  business  in  an  orderly 
fashion  and  undertaking  constructive  programs.  The  so- 
cieties number  115  and  there  has  been  no  change  in  this 
total  since  1957.  However,  there  are  about  20  societies 
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which  operate  on  a limited  basis,  meeting  only  to  elect 
officers  or  to  act  upon  some  local  emergency.  It  is  the 
goal  of  the  Board  of  Councilors,  with  the  support  of  the 
members  of  the  House  of  Delegates  and  the  general  mem- 
bership, to  bring  these  quiescent  societies  into  more  active 
participation  in  Association  affairs. 

2.  District  Societies 

Several  of  the  district  societies  are  quite  active  and  hold 
excellent  annual  district  meetings,  but  too  many  have  come 
to  reg'ard  this  meeting  casually  and  to  give  it  insufficient 
thought  and  attention.  The  Board  of  Councilors  urges  the 
members  of  this  House  of  Delegates  to  lend  support  to  the 
district  meetings  by  promoting  attention  and  interest  in 
this  meeting  among  the  members  of  their  respective  county 
medical  societies. 

3.  Orientation  Program 

The  Board  of  Councilors  is  pleased  with  the  progress 
and  development  of  the  orientation  program.  It  is  having 
the  beneficial  effect  anticipated.  The  Board  would  like  to 
call  to  the  attention  of  the  members  of  the  House  of 
Delegates  the  continuing  survey-study  of  attitudes  of 
transferee-orientees  conducted  by  R.  Mayo  Tenery,  M.D., 
Councilor  for  the  Fourteenth  District.  Among  the  many 
interesting  opinions  and  suggestions  presented,  is  the  belief 
by  a large  majority  of  these  transferee-orientees  that  the 
orientation  program  was  worth  while  for  them,  and  should 
be  continued  for  transferee  as  well  as  new  members. 

4.  Grievance  Committees 

There  remain  still  a few  county  medical  societies  which 
fail  to  appoint  grievance  committees.  The  Board  of  Coun- 
cilors reminds  the  delegates  that  such  committees  are  man- 
datory under  the  By-Laws  of  the  Texas  Medical  Association, 
and  asks  the  delegates  to  help  call  this  to  the  attention  of 
the  members  of  societies  which  have  npt  complied  with 
this  By-Law  passed  by  the  House. 

5.  Procedures  for  Resolving  Grievances 

The  Board  of  Councilors  wishes  to  emphasize  that  in 
many  instances  proper  procedures  are  not  being  followed 
for  resolving  grievances  between  physicians  or  between 
physicians  and  county  medical  societies  other  than  their 
own.  The  correct  procedure  is  outlined  in  the  Constitution 
and  By-Laws  of  the  Texas  Medical  Association,  Chapter  X, 
Sections  17,  21,  and  22,  and  should  be  followed  by  the 
boards  of  censors  of  the  societies.  It  is  further  emphasized 
that  the  board  of  censors  is  not  a summary  court,  but 
rather  it  is  a fact-finding  body. 

6.  Activities  of  Board  of  Councilors 

A liaison  subcommittee  of  the  Board  of  Councilors  has 
been  established  to  meet  regularly  with  a similar  committee 
of  the  Board  of  Councilors  of  the  Texas  Pharmaceutical 
Association  to  discuss  ethical  relationships  between  the  pro- 
fessions of  medicine  and  pharmacy.  Regular  fall  and  spring 
meetings  are  held,  and  a report  is  made  to  each  board  for 
action  by  the  full  bodies. 

An  agreement  has  been  reached  with  the  Southwestern 
Bell  Telephone  Company  on  a uniform  method  of  listing 
of  clinics  in  the  telephone  directory  yellow  pages.  Previ- 
ously all  clinics  have  been  listed  together  under  the  general 
heading  of  clinics.  Henceforth  clinics  will  be  listed  as 
follows ; 


Clinics — Chiropractic 

Clinics — Dental 

Clinics — Health  and  Welfare 

Clinics — Medical 

Q i n ics — Osteopath  ic 

Negotiations  are  under  way  with  the  more  than  600 
independent  telephone  companies  to  adopt  the  same  method 
of  listing. 

7.  Rulings 

A ruling  and  reminder  was  communicated  to  all  county 
medical  societies  regarding  the  association,  collaboration,  or 
consultation  by  doctors  of  medicine  with  cultists  or  prac- 
titioners of  sectarian  medicine.  Reference  was  made  to  the 
unethical  nature  of  such  association,  collaboration,  or  con- 
sultation as  is  set  forth  in  Section  3,  of  the  Principles  of 
Medical  Ethics,  Opinions  and  Reports  of  the  Judicial  Coun- 
cil, Journal  of  the  American  Medical  Association,  June  7, 
1958.  It  was  also  called  to  the  attention  of  the  county 
medical  societies,  the  authority  of  the  Board  of  Councilors 
of  the  Texas  Medical  Association  to  revoke  the  charter  of 
a county  medical  society  for  the  failure  or  refusal  to  exaa 
of  its  members  conformity  with  the  Principles  of  Medical 
Ethics  of  the  American  Medical  Association. 

8.  Hearings  and  Trials 

One  hearing  has  been  held  to  resolve  a dispute  between 
physicians  of  one  county  medical  society  and  the  officers  of 
another  county  medical  society  which  dispute  resulted  from 
a grievance  complaint  by  the  physicians  of  the  first  society 
made  against  a physician  of  the  second  society. 

9.  Proposed  Amendments  to  By-Laws 

In  order  to  specify  the  procedure  to  follow  when  a pro- 
visional member  is  denied  regular  membership,  the  fol- 
lowing amendment  is  recommended: 

Add  the  following  paragraph  at  the  end  of  Section  4 of 
Chapter  X of  the  By-Laws: 

"If,  at  the  end  of  the  provisional  period,  the  provisional 
member  fails  to  be  elected  to  regular  membership,  the 
Board  of  Censors  of  said  component  county  medical  society 
will  provide  counsel  directed  toward  rehabilitation  of  the 
rejected  physician.  The  rejected  physician  may  also  request 
the  Board  of  Censors  for  a further  period  of  provisional 
membership;  and  it  may  be  granted,  the  time  at  which  it 
may  begin  and  the  duration  of  the  additional  provisional 
period  to  be  stipulated  by  the  Board  of  Censors  in  each 
individual  case;  though  it  may  not  exceed  a period  of  one 
year  from  the  date  of  rejection  by  the  county  society.  At 
the  end  of  this  additional  period  of  provisional  member- 
ship, the  candidate  will  again  be  considered  by  the  Board 
of  Censors  who  will  place  his  name  before  the  county 
society  again  with  recommendation  as  to  acceptance  or 
rejection.  If  the  provisional  member  fails  to  be  elected  to 
regular  membership  after  the  second  provisional  period,  he 
may  not  again  apply  for  provisional  membership  in  any 
county  society  until  2 years  have  elapsed  after  the  second 
rejection  by  the  society,  or  upon  appeal  to  the  Board  of 
Councilors  as  provided  in  Section  9,  Chapter  10,  of  the 
By-Laws." 

In  order  to  clarify  the  means  whereby  a physician  may 
apply  for  membership  in  an  adjoining  county  society,  and 
in  order  to  specify  that  a physician  may  belong  to  only 
one  county  society  at  a time,  the  following  amendment  is 
recommended : 

Change  Sections  9 and  10  of  Chapter  X of  the  By-Laws 
to  read  as  follows: 
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"Section  9-  (a)  A component  county  medical  society 
may  grant  permission  for  a physician  who  resides  under 
its  jurisdiction  to  apply  for  membership  in  another  com- 
ponent county  medical  society,  providing  the  territorial  lim- 
its of  the  two  societies  join. 

"(h)  Any  physician  who  may  feel  aggrieved  by  the  ac- 
tion of  the  society  of  his  county  in  refusing  him  member- 
ship shall  have  the  right  to  request  said  county  society  for 
permission  to  apply  for  membership  in  an  adjoining  com- 
ponent county  medical  society.  Should  this  request  be  de- 
nied, he  shall  have  the  right  of  appeal  to  the  Board  of 
Councilors,  which,  on  a majority  vote,  may  permit  him 
to  apply  for  membership  in  a component  county  society 
whose  territorial  limits  join  those  of  the  component  county 
society  under  whose  jurisdiction  he  resides. 

"Section  10.  (a)  Any  physician  who  becomes  a member 
of  another  component  county  medical  society  by  the  means 
provided  in  Section  9,  this  chapter,  of  these  By-Laws,  shall 
have  the  same  privileges  as  any  other  member. 

"{b)  A physician  may  not  be  a member  of  more  than 
one  component  county  medical  society  at  the  same  time." 


11.  SUPPLEMENTARY  REPORT  OF  BOARD 
OF  COUNCILORS 

The  Report  of  the  Board  of  Councilors  as  it  appears  in 
the  Handbook,  will  have  the  following  changes:  Under 
section  9 in  paragraph  3,  change  sentence  2 to  read  as 
follows : 

"The  rejected  physician  may  also  request  the  Board  of 
Censors  to  recommend  to  the  society  a further  period  of 
provisional  membership;  and  it  may  be  granted,  the  time 
at  which  it  may  begin  and  the  duration  of  the  additional 
provisional  period  to  be  stipulated  by  the  Board  of  Censors 
in  its  recommendation  in  each  individual  case;  . . .” 

Board  of  Censors 

In  order  to  further  clarify  the  functions  of  the  Board  of 
Censors  and  of  the  County  Public  Grievance  Committee, 
the  following  changes  in  the  By-Laws  are  recommended: 
Chapter  X,  Section  17,  sentence  3,  to  read  as  follows: 

"They  shall  also  receive  and  investigate  charges  of  un- 
ethical conduct  made  against  members  of  their  respective 
societies  by  another  member;  . . .” 

County  Public  Grievance  Committee 

Also  in  the  Constimtion  and  By-Laws  change  Chapter 
X,  Section  18,  in  place  of  paragraphs  (a),  (b),  and  (c) 
to  the  following: 

"(a)  Each  component  county  society  shall  set  up  a 
standing  committee  to  be  known  as  the  County  Public 
Grievance  Committee.  This  committee  shall  have  the  duty 
of  investigating  and  supervising  the  ethical  deportment  of 
the  membership  of  the  component  county  society  for  which 
it  serves,  and  shall  receive  complaints  from  the  general 
public  against  members  of  the  society.  Complaints  made 
by  one  physician  against  another  shall  not  be  considered 
by  this  committee,  but  shall  be  referred  to  the  Board  of 
Censors.  The  Grievance  Committee  shall  consist  of  three 
or  more  members  appointed  by  the  president  of  the  county 
society,  each  with  a term  of  office  of  three  years,  with 
their  appointments  so  arranged  that  one-third,  as  nearly  as 
possible,  shall  be  named  each  year. 

"(b)  The  Grievance  Committee  shall  receive  complaints 
in  writing  from  any  person  (other  than  another  member 
physician)  and  shall  investigate  the  charges  [see  par.  (d)]. 


In  cases  of  disagreement,  where  the  differences  may  be 
resolved  to  the  satisfaction  of  both  parties  concerned,  such 
solution  may  be  made.  However,  in  all  cases  where  this  is 
not  possible,  the  function  of  the  committee  shall  be  solely 
to  receive  and  investigate  charges;  and  after  summing  up 
the  facts,  present  the  matter  to  the  Board  of  Censors,  with 
the  recommendation  that  it  be,  or  not  be,  prosecuted.  In 
cases  in  which  charges  are  prosecuted  before  the  Board 
of  Censors,  the  committee  (after  having  once  received  such 
charges,  accusations,  and  complaints,  and  having  thoroughly 
investigated  them)  shall  represent  the  complaining  party 
before  the  Board  of  Censors,  and  prosecute  the  charges  just 
as  would  a prosecuting  attorney’s  office.  The  committee  may 
also  prefer  and  prosecute  charges  on  its  own  initiative 
before  the  Board  of  Censors  where  circumstances  warrant 
such  action.  It  is  to  be  understood  that  this  committee 
shall  have  no  final  jurisdiction  in  a judicial  way,  and  shall 
not  assume  the  authority  to  either  discipline  or  release 
physicians  from  charges.  The  committee  may,  however,  at 
any  time  express  its  advice  to  a physician  on  a matter  of 
professional  conduct.  The  committee  shall  be  guided  in 
all  matters  by  the  Principles  of  Medical  Ethics  of  the 
American  Medical  Association. 

"(c)  The  committee  shall  have  authority  at  its  discre- 
tion to  take  verbatim  testimony.  A qualified  court  reporter 
may  be  employed  to  take  a transcript  of  the  proceedings. 
No  person  other  than  committee  members  and  witnesses 
being  heard  shall  be  present  at  any  hearing.  It  will  respect 
the  completely  confidential  nature  of  any  complaint,  pro- 
vided that  any  complainant  unwilling  to  appear  personally 
before  the  committee  will  be  given  to  understand  that  such 
unwillingness  prejudices  against  the  possibility  of  the  com- 
mittee being  able  to  make  a complete  investigation.  Com- 
plainants shall  be  assured  that  appearance  before  the  com- 
mittee, both  as  to  the  appearance  itself  and  the  information 
divulged,  will  be  kept  confidential;  except  that  if  any  form 
of  prosecution  results,  the  committee  will  of  necessity  re- 
veal the  names  of  prospective  witnesses,  including  the 
complainant.” 

(d)  Paragraph  (c)  will  become  paragraph  (d). 

General  Practitioner  of  the  Year 

The  Board  of  Councilors  is  of  the  opinion  that  the  Gen- 
eral Practitioner  of  the  Year  should  be  selected  by  means 
other  than  those  now  being  employed.  We  therefore  submit 
the  following  in  place  of  the  present  Chapter  VI,  Section 
13,  of  the  By-Laws: 

"Sec.  13.  The  House  of  Delegates  on  the  first  day  of  its 
annual  session  meeting  shall  elect  a General  Practitioner  of 
the  Year  who  has  been  nominated  by  the  Board  of  Coun- 
cilors. Nominations  for  this  honor  may  be  made  by  the 
county  medical  societies.  The  name  of  the  nominee,  bio- 
graphical material,  and  other  pertinent  data  shall  be  sub- 
mitted to  the  Executive  Secretary  of  the  Texas  Medical 
Association  who  shall  maintain  a file  of  such  nominees  for 
the  Board  of  Councilors.  A suitable  award  and  presentation 
shall  be  made  to  the  duly  elected  General  Practitioner  by 
the  chairman  of  the  Board  of  Councilors  at  the  last  meeting 
of  the  House  of  Delegates,  and  this  person  shall  be  cer- 
tified to  the  American  Medical  Association  as  the  Texas 
nominee  for  the  National  General  Practitioner’s  Award.” 

C.  E.  Oswalt,  Jr.,  Chairman, 

Travis  Smith,  Vice-Chairman, 

H.  O.  Padgett,  Secretary. 

Reference  committee  to  which  referred:  sections  1 through 
8 and  all  of  supplementary  report  except  paragraph  1, 
Reports  of  Officers  and  Committees;  section  9 and  supple- 
mentary report  paragraph  1,  Constimtion  and  By-Laws. 
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REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  Herbert  Donnell;  The  Reference  GDmmittee  on  Re- 
ports of  Officers  and  Committees  has  smdied  the  report  of 
the  Board  of  Councilors. 

1.  The  Reference  Committee  recommends  approval  of 
the  section  on  county  medical  societies. 

2.  The  Reference  Committee  strongly  supports  the  Board 
of  Councilors’  promotion  of  district  meetings. 

3.  The  orientation  program  is  reported  as  very  success- 
ful. The  Reference  Committee  commends  Dr.  R.  Mayo 
Tenery  for  his  survey-study  of  attitudes  of  transferee-ori- 
entees.  We  think  that  is  gaining  in  popularity  right  along. 

4.  The  Board  of  Councilors  is  concerned  that  a few 
societies  still  do  not  have  a grievance  committee  and  calls 
upon  the  delegates  to  remind  the  county  medical  societies 
of  the  By-Law  regarding  this. 

5.  The  Board  of  Councilors  calls  attention  to  the  pro- 
cedures for  resolving  grievances  and  emphasizes  that  the 
board  of  censors  is  not  a summary  court,  but  a fact-finding 
body. 

6.  Additional  activities  of  the  Board  of  Councilors  in- 
clude the  establishment  of  a liaison  committee  with  the 
Texas  Pharmaceutical  Association  and  efforts  to  establish  a 
uniform  listing  of  clinics  in  telephone  directory  yellow 
pages.  This  Reference  Committee  strongly  encourages  the 
Board  in  these  activities. 

7.  The  Board  of  Councilors  restates  the  position  of  the 
Texas  Medical  Association  and  the  American  Medical  As- 
sociation regarding  cultists  and  practitioners  of  sectarian 
medicine. 

8.  The  Board  of  Councilors  has  held  one  hearing  during 
the  year  on  this. 

The  Reference  Committee  moves  adoption  of  this  report 
as  a whole.  « 

All  but  the  first  paragraph  of  the  supplementary  report 
of  the  Board  of  Councilors  was  referred  to  this  Reference 
Committee. 

In  order  to  further  clarify  the  functions  of  the  Board  of 
Censors  and  of  the  County  Public  Grievance  Committee, 
the  Board  of  Councilors  recommends  certain  changes  in 
Chapter  X,  Section  17,  sentence  3 of  the  By-Laws.  Your 
Reference  Committee  approves  this  recommendation. 

The  Board  of  Councilors  has  re-written  paragraphs  (a), 
(b),  and  (c)  of  Chapter  X,  Section  18,  of  the  Constim- 
tion  and  By-Laws  which  is  concerned  with  county  public 
grievance  committees.  The  revisions  were  published  in  the 
supplementary  report  of  the  Board  of  Councilors.  This 
Reference  Committee  recommends  adoption  of  these 
changes. 

The  Board  of  Councilors  has  revised  the  procedures  for 
electing  the  General  Practitioner  of  the  Year.  Reasons  for 
this  change  and  the  suggested  procedure  are  printed  in  the 
Supplementary  Report.  The  Reference  Committee  on  Re- 
ports of  Officers  and  Committees  approves  these  changes. 

I move  adoption  of  the  supplementary  report  of  the 
Board  of  Councilors  as  a whole. 

[The  report  of  the  reference  committee  was  adopted.} 

REPORT  OF  REFERENCE  COMMITTEE 
ON  CONSTITUTION  AND  BY-LAWS 

Dr.  John  F.  Thomas:  The  portion  of  the  report  of  the 
Board  of  Councilors  referred  to  the  Reference  Committee 
on  Constimtion  and  By-Laws  [section  9 and  supplementary 
report,  paragraph  1}  dealt  with  two  amendments  to  the 
By-Laws. 

The  Councilors  proposed  that  the  following  paragraph 
be  added  at  the  end  of  Section  4 of  Chapter  X of  the 


By-Laws  (including  the  modifications  noted  in  the  sup- 
plementary report)  : 

"If,  at  the  end  of  the  provisional  period,  the  provisional 
member  fails  to  be  elected  to  regular  membership,  the 
Board  of  Censors  of  said  component  county  medical  society 
will  provide  counsel  directed  toward  rehabilitation  of  the 
rejected  physician.  The  rejected  physician  may  also  request 
the  Board  of  Censors  to  recommend  to  the  society  a further 
period  of  provisional  membership;  and  it  may  be  granted, 
the  time  at  which  it  may  begin  and  the  duration  of  the 
additional  provisional  period  to  be  stipulated  by  the  Board 
of  Censors  in  its  recommendation  in  each  individual  case, 
though  it  may  not  exceed  a period  of  one  year  from  the 
date  of  rejection  by  the  county  society.  At  the  end  of  this 
additional  period  of  provisional  membership,  the  candidate 
will  again  be  considered  by  the  Board  of  Censors,  who 
will  place  his  name  before  the  county  society  again  with 
recommendation  as  to  acceptance  or  rejection.  If  the  pro- 
visional member  fails  to  be  elected  to  regular  membership 
after  the  second  provisional  period,  he  may  not  again  apply 
for  provisional  membership  in  any  county  society  until  2 
years  have  elapsed  after  the  second  rejection  by  the  society, 
or  upon  appeal  to  the  Board  of  Councilors  as  provided  in 
Section  9,  Chapter  10,  of  the  By-Laws.” 

The  Reference  Committee  approved  this  recommendation. 

The  Councilors  proposed  changes  in  Sections  9 and  10 
of  Chapter  X of  the  By-Laws  relating  to  permission  for 
a physician  to  apply  for  membership  in  a county  society 
other  than  that  under  whose  jurisdiction  he  resides.  These 
changes  were  approved  by  the  Reference  Committee. 

[This  report  was  adopted.} 


12.  REPORT  OF  DELEGATES  TO 

AMERICAN  MEDICAL  ASSOCIATION 

Your  Delegates  and  Alternate  Delegates  to  the  Ameri- 
can Medical  Association  House  of  Delegates  served  faith- 
fully at  the  San  Francisco  meeting  in  June  and  the  Min- 
neapolis meeting  in  December.  Fairly  comprehensive  sum- 
maries of  the  actions  of  the  AMA  House  were  given  on 
page  512  of  the  July  Texas  State  Journal  of  Medicine  and 
on  page  872  of  the  December  Journal,  so  further  details 
will  not  be  given  in  this  report. 

Medical  Care  Plans 

Probably  the  item  of  most  importance  at  the  Minneapolis 
meeting  was  the  report  of  the  Commission  on  Medical 
Care  Plans.  After  extensive  discussion,  the  reference  com- 
mittee recommended,  and  the  House  approved,  that  this 
report  be  tabled  until  the  June,  1959,  session  of  the 
House.  In  its  report,  the  reference  committee  made  the 
following  comment  and  requests; 

We  respectfully  suggest  to  the  constiment  as- 
sociations reviewing  the  report  in  the  interim,  that 
their  attitude  regarding  the  report  will  be  clarified 
if  they  arrive  at  some  decision  in  regard  to  the 
following  basic  points: 

1.  Vree  choice  of  physician. 

Acknowledging  the  importance  of  free  choice  of 
physician,  is  this  concept  to  be  considered  a funda- 
mental principle,  incontrovertible,  unalterable,  and 
essential  to  good  medical  care  without  qualification? 

2.  Closed  panel  systems. 

What  is  or  will  be  your  attitude  regarding  physi- 
cian participation  in  those  systems  of  medical  care 
which  restrict  free  choice  of  physician? 
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"Yo'all  mean  to  stand  there  son,  and  tell  me  you  never  heard  of  Texas!" 


These  suggestions  acknowledge  that  the  policy  of 
the  American  Medical  Association  to  encourage  and 
support  the  highest  quality  of  medical  care  for  all 
patients  remains  unchanged.  They  question,  however, 
whether  attimdes  toward  the  free  choice  of  physician 
and  the  closed  panel  system  may  be  undergoing 
evolutionary  change. 

A special  edition  of  the  Journal  of  the  American  Medical 
Association  on  January  17,  1959,  contained  the  full  repon 
of  the  Commission  on  Medical  Care  Plans.  Your  AMA 
Delegates  earnestly  request  every  member  of  the  Texas 
House,  and  every  Texas  physician,  to  study  this  report 
carefully  and  be  prepared  to  pass  on  suggestions  and  com- 
ments to  the  Texas  Medical  Association  House  at  the  San 
Antonio  meeting,  with  a composite  suggestion  then  in  order 
to  the  Board  of  Trustees  and  to  the  AMA  House  of 
Delegates. 

Texas  has  always  been  known  for  its  sober,  practical 
conservatism,  and  herein  lies  an  opportunity  for  real  con- 
structive suggestions  to  come  from  Texas. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  PUBLIC  RELATIONS 

Dr.  Howard  Dudgeon:  1.  In  dealing  with  the  AMA 
Delegates’  question  concerning  the  free  choice  of  physician, 
this  Committee  passed  a resolution  in  support  of  the  free- 
dom of  choice  of  physicians  by  patients.  The  Committee 
recommends  to  the  AMA  Delegates  that  all  patients  have 
free  choice  of  physician,  and  this  concept  is  to  be  con- 
sidered a fundamental  principle,  incontrovertible,  unalter- 
able, and  essential  to  good  medical  care  without  qualifica- 
tion. 

2.  In  regards  to  physician  participation  in  systems  of 
medical  care  which  restrict  free  choice  of  physician,  this 
Committee  is  opposed  to  closed  panel  systems  and  disap- 
proves of  physician  participation  in  these  systems  which 
restricts  the  patient  in  his  choice  of  physician. 

[This  report  was  adopted.] 


13b.  REPORT  OF  COUNCIL 
ON  MEDICAL  DEFENSE 

During  the  past  year,  the  Council  on  Medical  Defense 
has  continued  its  educational  program  through  visitations 
to  our  county  medical  societies  discussing  the  question  of 
malpractice  and  how  to  avoid  it.  The  Council  is  of  the 
opinion  that  much  benefit  is  being  derived  from  this 
program. 

The  Council  has  kept  informed  as  to  the  threatened 
suits  and  suits  actually  filed.  Though  the  trend  nationally 
indicates  an  increase  in  malpractice  cases,  this  is  not  true 
at  the  present  time  in  Texas. 

The  Council  has  continued  its  interest  rates  for  profes- 
sional liability  coverage  as  well  as  limits.  It  was  gratifying 
to  see  one  of  the  major  companies  offer  the  following 
coverage : 


Future  AMA  Meetings 

Every  Texas  physician  who  attends  the  meeting  of  the 
American  Medical  Association  in  Atlantic  City,  June  8-12, 
1959,  is  cordially  invited  to  attend  some  of  the  sessions 
of  the  AMA  House  of  Delegates  and  reference  committees, 
as  well  as  to  visit  in  the  Texas  hospitality  suite  at  the  Tray- 
more  Hotel. 

And  every  Texas  physician  should  be  planning  now  to 
attend  the  clinical  session  of  the  AMA  in  Dallas,  December 
1-4,  1959.  Since  this  will  probably  be  the  only  full  AMA 
meeting  in  Texas  for  many  years,  we  would  like  to  set  a 
record  attendance  of  5,000  physicians  at  the  Dallas  meet- 
ing, and  so  we  advise  you  to  make  your  hotel  reservation 
early. 


Appreciation 

Your  Delegates  wish  to  express  their  deep  appreciation 
of  the  faithful  work  of  the  Alternate  Delegates  and  of 
several  other  willing  Texas  physicians  who  are  always  on 
hand  to  aid  in  any  practical  way  at  the  AMA  meetings. 

M.  O.  Rouse,  Chairman, 
Troy  A.  Shafer, 

John  K.  Glen, 

G.  W.  Cleveland, 

James  H.  Wooten, 

T.  C.  Terrell, 

J.  B.  Copeland, 

J.  C.  Terrell. 

Reference  committee  to  which  referred:  Medical  Service 
and  Public  Relations. 


5/15  $35. 

10/30 $50. 

25/75  $70. 

50/150  $80. 

100/300  $90. 


It  will  be  noted  that  the  above  rates  make  no  distinction 
between  physicians  and  surgeons  and  are  considerably  low- 
er when  compared  with  rates  charged  in  other  states.  For 
example,  in  our  smdy  of  rates  charged  in  some  of  our 
neighboring  states,  we  found  the  following  in  Tennessee; 

"Policy  and  Rates  Approved  by  the  Tennessee 
State  Medical  Association 


Limits  Physicians  Surgeons 

No  X-Ray  Therapy 

5/15  $ 48.00  $ 72.00 

25/75  $ 82.08  123.12 

50/150  90.72  136.08 

75/225  96.00  144.00 

100/300  98.88  148.32 

With  X-Ray  Therapy 

5/15  120.00  144.00 

25/75  205.20  246.24 

50/150  226.80  272.16 

75/225  240.00  288.00 

100/300  247.20  296.64 

With  Shock  Therapy 

50/150  181.44  226.80 

100/300  197.76  247.20 
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1.  Partnership  liability,  increase  premium  for  each  partner 
by  33-1/3% 

2.  Radiologist  takes  x-ray  therapy  rates. 

3.  Obstetricians  and  gynecologists  take  surgeons  rates. 

4.  Therapeutic  radioactive  phosphorus  and  radium  use  x-ray 
therapy  rates. 

5.  Premises  liability  (bodily  injury  and  property  damage) 
minimum  premium  $12.48.” 

We  would  appreciate  physicians  continuing  to  inform 
the  Council  of  any  threats  and  suits  because  only  by  anal- 
ysis of  such  matters  can  this  Council  render  a greater  service 
to  the  members  of  the  Texas  Medical  Association. 

Charles  L.  McGehee,  Chairman, 

R.  G.  Baker, 

P.  M.  Kuykendall, 

Louis  W.  Breck, 

John  H.  Wootters, 

Howard  O.  Smith  (ex  officio), 

C.  Lincoln  Williston  (ex  officio). 

Reference  committee  to  which  referred:  Finance. 

REPORT  OF  REFERENCE  COMMITTEE  ON  FINANCE 

Dr.  J.  C.  Terrell:  The  Committee  has  read  the  Report  of 
the  Council  on  Medical  Defense,  and  we  would  like  to 
recommend  its  approval. 

[The  report  was  adopted.] 


13c.  REPORT  OF  COUNCIL  ON 
MEDICAL  JURISPRUDENCE 

With  the  Legislature  presently  in  session,  the  Council  on 
Medical  Jurisprudence  has  been  very  active  in  carefully  re- 
viewing each  bill  introduced  which  would  affect  the 
health  of  our  citizens,  hospitals,  drugs,  and  medicine. 

Bills  Approved 

Approval  was  given  to  the  following  legislation; 

S.  B.  28,  medical  examiner  bill,  will  create  a state  medi- 
cal examiner  commission  and  provide  for  a chief  medical 
examiner  and  appointed  regional  medical  examiners  upon 
request  of  Commissioners  Courts.  Certain  specified  duties 
heretofore  vested  in  the  justices  of  peace  as  to  death  investi- 
gations would  be  vested  in  the  commission,  chief  medical 
examiner,  and  regional  medical  examiners. 

S.  B.  121  and  H.  B.  204,  hospital  licensing  bill,  will 
provide  for  the  licensing  of  all  hospitals  in  the  state  with 
exception  of  nursing  homes,  private  mental  hospitals,  and 
certain  federal  and  state  hospitals.  The  emphasis  of  the  bill 
is  placed  on  safety,  fire  prevention,  and  sanitation  in  hos- 
pitals. 

S.  B.  124,  to  be  known  as  the  "Dangerous  Drug  Act,” 
will  regulate  the  possession,  handling,  sale,  obtaining,  and 
distribution  of  "dangerous  drugs”  but  will  allow  the  public 
to  receive  the  therapeutic  benefits  of  these  drugs  under 
medical  supervision. 

S.  B.  151,  amendments  to  the  narcotic  law,  will  bring 
certain  drugs,  including  paregoric,  under  the  professional 
control  of  pharmacists  and  physicians,  and  is  intended  to 
eliminate  unauthorized  outlets. 

S.  B.  123,  amendments  to  the  present  pharmacy  law, 
relate  to  the  regulation  and  practice  of  pharmacy  for  better 
enforcement  of  existing  laws. 


S.  B.  125  will  revamp  our  antiquated  Texas  food,  drug, 
and  cosmetic  act  and  is  intended  to  be  a form  of  uniform 
law  which  38  states  have  already  adopted.  The  act  is  in- 
tended to  give  Texas  consumers  the  same  protection  against 
adulterated  and  misbranded  food,  drugs,  and  cosmetics  as 
is  afforded  by  the  federal  law  against  such  goods  in  inter- 
state commerce. 

H.  B.  264  provides  for  the  donation  and  bequest  of 
human  bodies  and  organs,  members,  and  parts  thereof,  for 
the  purpose  of  advancing  medical  science  or  for  the  replace- 
ment or  rehabilitation  of  diseased  or  worn-out  organs  of 
living  humans. 

H.  B.  421,  the  Texas  Tuberculosis  Code,  will  recodify 
existing  statutes  pertaining  to  the  care  and  treatment  of 
persons  afflicted  with  tuberculosis.  Provision  is  also  made 
for  the  care  of  indigent  persons  suffering  from  tubercu- 
losis, as  well  as  those  patients  refusing  care  and  treatment. 

S.  B.  163  pertains  to  the  filing  of  applications  for  de- 
layed registrations  of  birth  and  is  intended  to  eliminate 
fraudulent  registrations.  Also  it  would  give  reasonable  as- 
surance to  individuals  filing  delayed  records  that  certified 
copies  will  be  accepted  as  proof  of  birth  facts. 

S.  B.  162,  providing  for  a registration  of  marriages  and 
divorces,  would  be  of  value  in  establishing  the  proof  often 
needed  in  qualifying  for  insurance  payments  or  other  bene- 
fits. In  effect,  this  bill  would  provide  statistics  on  the 
"birth  and  death  of  families”  in  Texas.  Both  this  bill  and 
S.  B.  163  are  self-supporting  by  fees. 

S.  B.  88  and  H.  B.  298,  amendments  to  the  nurse  prac- 
tice act  relating  to  the  accreditation  of  nursing  schools  and 
programs,  are  intended  to  provide  a greater  number  of 
professional  registered  nurses  to  care  for  the  growing  pop- 
ulation of  Texas. 

H.  J.  R.  25  calls  for  a constitutional  amendment  to  al- 
low permissive  legislation  in  the  area  of  mosquito  control 
permitting  local  areas  to  levy  additional  taxes  to  combat 
this  problem. 

S.  B.  73  and  H.  B.  240  amends  the  basic  science  law 
pertaining  to  organization  of  the  board. 

S.  B.  74  and  H.  B.  239  also  amends  the  basic  science 
law  as  to  fees  to  be  charged  for  basic  science  certificates. 

Contemplated  legislation  would  regulate  the  sale  of 
shellfish  which  would  allow  the  commissioner  of  health  to 
declare  polluted  areas  from  which  shellfish  may  not  be 
taken  for  the  purpose  of  sale,  and  the  establishing  of  rules 
and  regulations  fixing  standards  of  sanitation  in  the  handl- 
ing of  shellfish. 


Medical  legislation  makes  the  news. 
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Proposed  legislation  would  create  a Texas  air  pollution 
advisory  council  in  the  Texas  State  Department  of  Health. 

Contemplated  coordinated  health  program  legislation 
would  be  permissive,  locally  controlled,  and  locally  operated 
and  would  permit  cities  and  counties  to  coordinate  their 
efforts  to  prevent  duplications  and  conflicts  of  efforts  in 
improving  public  health  if  they  wished  to  do  so. 

Bills  Opposed 

H.  B.  42  provides  for  the  certification  of  psychologists, 
qualification  of  applicants,  establishment  of  state  board  of 
examiners  of  psychologists,  revocation  or  suspension  of 
certifications,  and  other  matters.  The  Council  opposed  this 
bill  on  the  same  basis  as  one  submitted  at  the  last  regular 
session  of  the  Legislamre  in  that  it  represents  another  in- 
road into  the  private  practice  of  medicine. 

H.  B.  213  amends  the  medical  practice  act.  The  Council 
opposed  this  bill  on  the  basis  that  it  would  allow  corpora- 
tions to  practice  medicine. 

Other  Bills 

Other  bills  on  which  action  will  be  taken  by  the  Council 
include  the  following: 

S.  B.  77  pertains  to  the  regulation  of  radiation  exposure 
to  radioactive  materials  and  radiation  producing  equipment. 

H.  B.  37  is  enabling  legislation  for  the  constimtional 
amendment  approved  by  the  voters  of  Texas  last  November 
pertaining  to  needy  recipients  of  old  age  assistance,  aid  to 
the  blind,  aid  to  dependent  children,  and  aid  to  the  per- 
manently and  totally  disabled. 

S.  B.  164  is  an  amendment  which  would  revise  the 
standard  certificate  of  birth  presently  used  and  certifications 
issued  therefrom  so  as  to  serve  better  the  best  interests  of 
an  illegitimate  child. 

The  Council’s  supplemental  report  will  present  the  status 
of  each  of  the  aforementioned  bills  plus  additional  bills 
that  may  be  introduced  in  the  meantime. 


13c.  SUPPLEMENTARY  REPORT  OF  COUNCIL 
ON  MEDICAL  JURISPRUDENCE 

In  order  to  conserve  time,  I would  like  to  ask  you  to 
turn  to  our  original  report  in  the  Handbook,  and  I will 
briefly  report  the  statqs  of  the  bills  listed  in  that  report. 

Bills  Approved 

The  following  bills  were  approved  by  the  Council  and 
supported  by  the  Texas  Medical  Association: 

S.  B.  28,  the  medical  examiner  system,  still  in  subcom- 
mittee. 

S.  B.  121-H.  B.  204,  hospital  licensing  bill,  has  passed 
the  Senate  and  is  in  the  Public  Health  Committee  of  the 
House. 

S.  B.  124-H.  B.  556,  dangerous  drug,  has  been  reported 
favorably  by  the  House  committee. 

S.  B.  151,  narcotic  amendments,  has  been  reported  favor- 
ably by  committees  of  House  and  Senate. 

S.  B.  125,  Texas  Food  and  Drug,  is  in  the  Public  Health 
Committee  of  the  Senate. 

H.  B.  264,  the  "tissue  bill,”  has  passed  and  was  signed 
by  the  Governor  on  April  8,  1959. 

H.  B.  421,  the  T.  B.  Code,  was  favorably  reported  by 
the  House  Public  Health  Committee  and  is  to  come  up  on 
the  floor  next  Monday. 


S.  B.  163,  delayed  birth  registrations,  passed  in  the 
Senate  and  is  pending  in  the  House. 

S.  B.  162,  marriage  and  divorce  registration,  reported 
favorably  by  Senate  committee. 

S.  B.  88,  nursing  bill,  has  passed  both  Houses  and  been 
signed  by  the  Governor. 

S.  B.  73,  basic  science,  passed  the  Senate  and  is  pending 
in  the  House. 

S.  B.  74,  also  basic  science,  reported  favorably  by  Public 
Health  Committee  of  House  and  Senate. 

The  following  bills  have  been  approved  by  the  Council 
since  the  publication  of  the  report  in  the  Handbook: 

Birth  Certificates:  S.  B.  164,  which  would  better  serve 
the  interests  of  illegitimate  children,  has  passed  the  Senate 
and  has  been  reported  favorably  by  the  House  Judiciary 
Committee. 

Local  Health  Problems:  S.  B.  206  would,  in  effect,  per- 
mit counties  and  cities  to  coordinate  their  effons  to  pre- 
vent duplications  and  conflicts  of  efforts  in  improving 
public  health,  if  they  wished  to  do  so.  It  has  passed  the 
Senate  and  is  in  State  Affairs  Committee  of  House. 

Pharmacy:  H.  B.  488,  pharmacy  law  amendments,  would, 
among  other  things,  make  the  substitution  of  a drug  a 
ground  for  cancellation,  revocation,  or  suspension  of  license 
if  consent  is  not  secured.  It  has  passed  the  House  and  is 
pending  in  Public  Health  Committee  of  Senate. 

Education:  S.  B.  250,  authorizing  school  districts  to  in- 
sure smdents  training  for  or  participating  in  interschool 
athletic  competition  for  bodily  injuries,  has  passed  the 
House  and  Senate  and  is  awaiting  the  signamre  of  the 
Governor. 

H.  B.  612,  a special  program  for  preschool  children  who 
have  a hearing  loss,  has  been  reported  favorably  by  the 
House  Education  Committee. 

Mental  Health:  H.  B.  364,  pertaining  to  judicial  restora- 
tion of  persons  previously  adjudged  mentally  incompetent, 
has  been  reported  favorably  by  the  Judiciary  Committee  of 
the  House. 

Thallium  Compounds:  H.  B.  634,  relating  to  the  sale  of 
thallium  compounds  and  requiring  the  keeping  of  certain 
records,  including  the  signatures  of  purchasers  of  such 
compounds  containing  less  than  1 per  cent  of  thallium 
sulfate,  has  passed  the  House  and  is  pending  in  the  Juris- 
prudence Committee  of  the  Senate. 

Shellfish:  H.  B.  641,  regulating  the  sale  of  shellfish  and 
authorizing  the  State  Commissioner  of  Health  to  declare 
polluted  areas  from  which  shellfish  may  not  be  taken  for 
purpose  of  sale,  has  passed  the  House. 

Tuberculosis:  S.  B.  301,  creating  a State  Tuberculosis 
Control  Advisory  Council,  has  been  reported  favorably  by 
the  State  Affairs  Committee. 

Nonprofit  Medical  Corporations:  S.  B.  289,  authorizing 
certain  nonprofit  medical  corporations  to  exercise  power 
of  eminent  domain,  is  in  the  State  Affairs  Committee  of 
the  Senate. 

Hospital  Districts:  H.  J.  R.  48,  Brazoria  County,  was  re- 
ported favorably  by  committee. 

H.  B.  70,  allowing  Potter  County  to  transfer  land  to  the 
hospital  district,  has  been  passed  and  signed. 

S.  B.  236,  Hospital  District  of  Amarillo,  was  reported 
favorably  by  committee. 

H.  J.  R.  49,  Hospital  District  for  Comanche  County. 

S.  B.  410-H.  B.  920,  Hospital  District  of  Jefferson  Coun- 
ty, has  passed  the  House. 

H.  B.  512,  pertaining  to  investments  by  hospital  authori- 
ties is  in  the  State  Affairs  Committee. 

H.  B.  935,  authorizing  the  establishment  of  retirement 
programs  for  Hospital  Districts  of  Dallas  and  Bexar  Coun- 
ties, is  in  a committee  of  House. 
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H.  B.  858,  authorizing  the  creating  of  public  hospital 
districts  by  commissioners’  courts  in  certain  counties,  is  in 
a committee  of  House. 

Also  approved  were  Lamar  (H.  J.  R.  39-H.  B.  532)  and 
El  Paso  (H.  B.  302)  Counties. 

Narcotics:  H.  B.  882,  defining  the  term  "narcotic  drugs" 
as  to  habitual  violators  is  in  the  Jurisprudence  Committee 
of  the  House. 

Radiation:  S.  C.  R.  42  apoints  a committee  of  three 
members  of  the  Senate,  three  members  of  the  House,  and 
three  representing  medicine  and  industry  to  smdy  effects  of 
radiation.  It  has  passed  the  Senate  and  is  in  the  Public 
Health  Committee  of  the  House. 

Barbiturates:  H.  B.  770  provides  it  shall  be  unlawful  to 
make  any  false  or  forged  prescription  or  false  or  forged 
written  order  to  obtain  barbiturates.  The  bill  is  in  the 
Jurisprudence  Committee  of  the  House. 

Welfare  and  Aged:  S.  B.  17,  creating  Texas  Coordinating 
Commission  for  State  Welfare  Services,  is  in  the  State 
Affairs  Committee  of  the  Senate.  The  companion  bill,  H.  B. 
679,  is  in  committee  in  the  House.  A substitute  submitted 
for  S.  B.  17  has  been  reported  favorably  by  State  Affairs. 

S.  C.  R.  32,  asking  for  a continuance  of  the  Committee 
to  Study  Problems  of  the  Aged,  is  pending  in  the  State 
Affairs  Committee. 

H.  B.  Ill  prohibits  the  payment  by  the  Department  of 
Public  Welfare  to  unwed  mothers  for  the  support  of  a 
child  or  children  of  more  than  one  illegitimate  birth.  It  is 
pending  in  State  Affairs. 

H.  B.  849  provides  for  the  recovery  of  funds  paid  to 
any  recipient  of  Old  Age  Assistance  and  is  pending  in  the 
State  Affairs  Committee. 

Health  Control  in  Cities:  H.  B.  708,  pertaining  to  the 
location  of  sewers  and  wells,  is  in  a committee  of  the 
House. 

Injured  State  Employees:  S.  B.  409  pertains  to  the  pay- 
ment of  medical  and  funeral  expenses  of  state  employees 
engaged  in  certain  activities.  It  has  passed  the  Senate  and  is 
pending  in  the  House. 

Insurance:  S.  B.  158-H.  B.  395  amends  and  modernizes 
the  law  pertaining  to  nonprofit  corporations  such  as  Blue 
Cross.  It  has  passed  the  Senate  and  is  presently  pending  on 
the  House  calendar. 

Bills  Opposed 

The  following  is  the  status  of  bills  opposed  by  the 
Council; 

V accination:  A substitute  has  been  submitted  for  S.  B. 
63  and  now  provides  that  no  form  of  vaccination  or  inoc- 
ulation shall  be  required  for  admission  of  a person  to  any 
public  school  or  state  supported  institution  of  higher  learn- 
ing when  such  person  applying  for  admission  submits,  to 
the  admitting  official,  an  affidavit  signed  by  a doctor  who 
is  duly  registered  and  licensed  under  the  Medical  Practice 
Act  of  Texas,  stating  that,  in  the  doctor’s  opinion,  the 
vaccination  or  inoculation  required  would  be  injurious  to 
the  health  and  well-being  of  the  applicant. 

The  Council  voted  on  April  18,  1959,  to  withdraw  its 
opposition  to  S.  B.  63  if  an  amendment  is  added  which 
would  include  in  the  affidavit  the  physician’s  diagnosis  or 
reasons  for  not  administering  the  inoculation  or  vaccina- 
tion. 

Psychologists:  H.  B.  42,  the  certification  of  psychologists, 
on  hearing,  was  sent  to  a subcommittee  for  smdy.  On  April 
15,  the  committee  requested  an  opinion  from  the  Attorney 
General  as  to  its  constitutionality. 


Medical  Practice  Act:  H.  B.  213,  in  effect  the  corporate 
practice  of  medicine,  is  in  a subcommittee  of  the  Public 
Health  Committee  of  House. 

Radiation:  S.  B.  77,  opposed  by  the  Council  in  its  pres- 
ent form,  is  still  in  the  Senate  State  Affairs  Committee. 

Board  of  Medical  Examiners:  S.  B.  228,  directing  the 
board  to  issue  licenses  to  physicians  in  state  hospitals  when 
qualified  (which  is  presently  the  law  and  no  need  for 
this  legislation)  is  in  the  Public  Health  Committee  of 
Senate.  No  hearing  has  been  had  as  yet. 

Furnishing  Medical  Reports:  H.  B.  788  provides  that 
medical  reports  shall  not  be  furnished  to  any  person  other 
than  the  patient,  his  guardian,  personal  representative,  or 
attorney  except  upon  the  written  authorization  of  the  pa- 
tient. The  bill  is  in  Public  Health  Committee  of  House. 

Allergy  Tests:  H.  B.  797  provides  that  no  doctor,  dentist, 
or  other  person  who  is  lawfully  authorized  shall  administer 
to  or  inject  in  another  person  an  alkaloidal  drug  or  a dmg 
of  an  alkaloidal  character  or  an  antibiotic  drug  without 
first  determining  by  a test  accepted  by  the  medical  profes- 
sion whether  such  person  is  allergic.  A violation  carries  a 
$500  to  $2,000  fine. 

Sickness  Insurance:  S.  B.  231,  which  would  prohibit 
accident  or  sickness  insurance  carrying  a provision  where 
payment  of  claims  would  be  predicated  on  the  fact  that  the 
physician  be  a member  of  a county  medical  society,  is 
still  pending  in  the  Insurance  Committee  of  the  Senate. 

Central  Licensing:  H.  B.  76,  providing  for  the  creation  of 
a central  licensing  department  for  the  deposit  of  board  fund 
balances  (and  which  includes  nearly  all  state  boards  except 
the  Board  of  Medical  Examiners)  has  been  reported  favor- 
ably by  the  House  State  Affairs  Committee. 

Other  Bills 

Status  of  bills  considered  by  the  Council  and  on  which 
no  action  was  taken: 

Mental  Health:  H.  B.  500,  pertaining  to  hospitalization, 
commitment,  care,  observation,  and  treatment  of  mentally 
ill,  is  pending  in  the  House  Judiciary  Committee. 

H.  B.  294,  authorizing  the  State  of  Texas  to  enter  into 
an  Interstate  Compact  on  Mental  Health  with  other  states, 
is  pending  in  the  Interstate  Committee. 

H.  B.  535,  providing  for  the  construction,  establishment, 
and  maintenance  of  a state  mentally-retarded  school  in  the 
Gulf  Coast  area,  has  passed  the  House. 

Alcoholism:  S.  B.  215-H.  B.  464,  pertaining  to  the  fi- 
nancing of  the  Commission  on  Alcoholism,  has  passed  the 
House. 

Cerebral  Palsy:  H.  B.  461,  authorizing  the  establishment 
of  custodial  institutions  for  person  afflicted  with  cerebral 
palsy  and  related  diseases  under  jurisdiction  of  Board  for 
Texas  State  Hospitals  and  Special  Schools,  is  pending  in 
the  State  Affairs  Committee  of  the  House. 

County  Public  Health  Units:  H.  B.  473,  providing  for 
counties  having  more  than  100,000  population  to  construct 
or  otherwise  acquire  buildings  to  be  used  as  county  public 
health  units  or  public  health  centers  (intended  to  assist 
county  hospital  systems  in  the  more  populous  counties ) , 
has  passed  the  House. 

Board  for  Texas  State  Hospitals  and  Special  Schools: 
H.  B.  95,  defining  the  duties  of  the  board  and  so  forth, 
has  been  amended  and  reported  favorably  by  the  House 
committee. 

Medical  Schools:  H.  B.  406,  establishing  a South  Texas 
Medical  School  in  Bexar  County,  is  pending  in  the  Ap- 
propriations Committee. 
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H.  B.  9 (S.  B.  13),  also  establishing  the  medical  school 
in  Bexar  County,  was  passed  in  the  House  and  reported 
favorably  by  the  State  Affairs  Committee  of  the  Senate. 

H.  B.  63  (S.  B.  12),  establishing  the  medical  school  in 
Travis  County,  was  reported  favorably  by  the  State  Affairs 
Committee. 

S.  B.  135,  authorizing  the  University  of  Texas  to  acquire, 
construct,  and  so  forth,  additional  buildings  at  Galveston 
Medical  Branch,  is  pending  in  the  Finance  Committee  of 
the  Senate. 

H.  C.  R.  37,  providing  that  the  Commission  on  Higher 
Education  undertake  a study  of  those  problems  that  would 
be  encountered  in  making  Galveston  Medical  Branch  the 
finest  in  the  land,  has  been  reported  favorably  by  the 
House  State  Affairs  Committee. 

X-Ray  Radiation:  H.  B.  71,  extending  the  period  of 
liability  for  an  occupational  disease  caused  by  exposure  to 
x-rays  or  radioactive  substances,  has  passed  and  was  signed 
by  the  Governor  on  March  17,  1959. 

Welfare:  H.  B.  37-S.  B.  196  and  S.  B.  273  are  the 
enabling  legislation  bills  in  compliance  with  the  constitu- 
tional amendment  approved  by  the  voters  of  Texas  last 
November  pertaining  to  needy  recipients  of  old  age  assist- 
ance, aid  to  the  blind,  aid  to  dependent  children,  and  aid 
to  the  permanently  and  totally  disabled.  These  are  all  pend- 
ing in  committee. 

Miscellaneous:  If  you  are  interested  in  any  of  the  follow- 
ing bills  and  will  contact  me,  I will  be  happy  to  give  you 
the  status  of  the  bill  at  that  time:  dental  technician  and 
dental  laboratories  (S.  B.  268-H.  B.  636),  narcotics  (S.  B. 
244-H.  B.  646;  H.  B.  756;  S.  B.  245-H.  B.  645),  employ- 
ment of  children  (S.  B.  337);  prescriptions  by  dentists  for 
bridges  and  plates  (S.  B.  440);  extension  of  social  security 
coverage  for  certain  employees  of  political  subdivisions 
(H.  B.  864);  hospitalization  insurance  for  county  employees 
(H.  B.  838);  DWI  alcoholic  tests  (H.  B.  817);  Mental 
Health  Code  amendments  ( H.  B.  821). 

Concluding  the  supplementary  report,  I would  like  to 
pay  tribute  to  one  individual  who,  in  my  opinion,  has 
made  a contribution  to  Texas  medicine  that  is  unexcelled. 

I am  referring  to  our  General  Counsel,  Mr.  Philip  R.  Over- 
ton. 

He  has  served  the  Texas  Medical  Association  in  this  po- 
sition for  the  past  14  years,  and  his  advice  and  counsel 
are  invaluable.  As  a fitting  tribute  for  a job  well  done 
over  a period  of  years,  I would  ask  you  to  join  me  at  this 
time  for  a standing  round  of  applause  for  your  friend,  my 
friend,  and  a friend  of  medicine,  Philip  R.  Overton.  (Stand- 
ing applause.) 

G.  W.  Cleveland,  Chairman, 

J.  W.  Rainer, 

John  M.  Smith, 

Robert  D.  Moreton, 

A.  H.  Daniell, 

Howard  O.  Smith  (ex  officio), 

C.  Lincoln  Williston  (ex  officio). 

Reference  committee  to  which  referred:  Resolutions  and 
Memorials. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  RESOLUTIONS  AND  MEMORIALS 

Dr.  Thomas  L.  Royce:  The  Reference  Committee  on 
Resolutions  and  Memorials  recommends  the  approval  of 
the  entire  report  and  supplementary  report  of  the  Council 
on  Medical  Jurisprudence.  This  Committee  would  like  to 
commend  the  Council  and  Dr.  Cleveland  for  their  activities 


during  the  past  year.  There  is  no  council  or  committee  of 
the  Texas  Medical  Association  which  has  a more  important 
role  or  works  harder  in  preserving  the  free  enterprise  system 
of  medical  practice  than  does  the  Council  on  Medical 
Jurisprudence. 

[The  report  was  adopted.] 

RESOLUTION:  TRIBUTE  TO  DR.  G.  W.  CLEVELAND 

Speaker  Hardwicke:  Is  there  another  piece  of  business 
to  be  brought  up  at  this  time? 

Dr.  R.  D.  Moreton,  Fort  Worth:  I would  like  to  present 
a resolution  and  suspend  the  rules  to  have  it  acted  on. 

[The  motion  was  seconded  and  approved  unanimously.] 

Dr.  Moreton:  Whereas,  for  12  years.  Dr.  Cleveland  has 
given  devoted  service  to  the  work  of  the  Medical  Jurispru- 
dence Council  and  generously  donated  his  valuable  time  in 
an  effort  to  insure  the  success  of  the  policies  so  important 
to  the  welfare  of  the  public,  our  profession,  and  the  Texas 
Medical  Association;  and 

Whereas,  he  is  highly  respected  by  the  members  of  the 
Texas  Legislamre  because  of  his  willingness  at  any  time, 
day  or  night,  to  be  of  assistance;  and 

Whereas,  the  effort  he  has  expended  and  the  dedication 
he  has  shown  during  his  long  period  of  service  will  be 
missed  by  the  members  of  the  Association  who  have  seen 
him  cheerfully  carry  on  more  than  his  share  of  this  re- 
sponsibility in  instilling  an  active  interest  in  others  in 
order  that  a successful  program  of  medical  jurisprudence 
could  be  effected;  now,  therefore  be  it 

Resolved:  That  this  House  assembled  join  with  me  in 
expressing  our  gratitude  to  Glevis  for  a "job  well  done,” 
and  be  it  further 

Resolved:  That  a copy  of  this  resolution  be  sent  to 
Dr.  Cleveland. 

Mr.  Speaker,  I so  move.  [Seconded  by  numerous  dele- 
gates.] 

Speaker  Hardwicke:  This  will  not  be  referred  to  a ref- 
erence committee  but  will  be  voted  on  now.  Those  in 
favor  of  the  resolution,  make  it  known  by  standing.  (Stand- 
ing applause.) 


Next  Annual  Session 

April  9-12,  1960 
Fort  Worth,  Texas 

Headquarters:  Hotel  Texas 

Woman's  Auxiliary 
Headquarters: 

Hilton  Hotel 
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13d.  REPORT  OF  COUNCIL 
ON  SCIENTIFIC  WORK 

The  Council  on  Scientific  Work  has  coordinated  the 
work  of  various  groups  in  preparing  the  program  for  the 
ninety-second  annual  session.  The  program  will  include  25 
guest  speakers,  presentations  by  about  60  of  our  own 
members,  and  a number  of  special  speakers  who  are  in 
related  fields  and  are  not  eligible  for  membership  in  the 
Texas  Medical  Association.  This  program  has  been  pre- 
pared through  the  energy,  hard  work,  and  cooperative  ef- 
forts of  the  officers  of  the  nine  sections,  the  officers  of 
the  20  related  organizations,  and  the  state  Committees  on 
Public  Relations,  Cancer,  Nuclear  and  Atomic  Medicine, 
and  Industrial  Health. 

Dr.  J.  Edward  Johnson,  chairman  of  the  Committee  on 
Scientific  Exhibits,  has  worked  closely  with  the  Council 
and  has  attended  most  of  its  meetings.  The  scientific  ex- 
hibits constitute  an  integral  part  of  the  scientific  program. 

Under  the  leadership  of  Miss  Pauline  Duffield,  excellent 
motion  picmre  films  have  been  seleaed  for  the  scheduled 
periods.  Films  by  Texas  physicians  are  given  special  con- 
sideration. 

The  chairman  of  the  Committee  on  General  Arrange- 
ments, Dr.  A.  Fletcher  Clark,  Jr.,  has  met  regularly  with 
the  Council  and  has  been  of  tremendous  help  in  planning 
the  San  Antonio  meeting.  He  and  his  committee  have  di- 
rectly arranged  for  the  alumni  parties,  the  fraternity  par- 
ties, the  golf  tournament,  the  participation  in  Fiesta  week, 
and  have  helped  in  coordinating  the  Memorial  Services  in 
the  Alamo,  the  President’s  Party  in  the  Hilton  Grand  Ball- 
room, the  selection  of  guest  sponsors,  and  numerous  other 
activities  of  the  annual  session. 

An  excellent  program  has  been  arranged  for  Saturday, 
April  18,  by  the  state  Committees  on  Cancer,  Nuclear  and 
Atomic  Medicine,  and  Industrial  Health.  There  is  some  indi- 
cation that,  in  the  future,  Saturday  preceding  die  annual 
meeting  will  be  used  by  more  and  more  groups  for 
scientific  sessions,  due,  perhaps,  to  the  fact  that  Sunday, 
Monday,  and  Tuesday  are  so  fully  scheduled. 

It  is  expected  that  the  format  for  the  I960  annual  session 
will  be  similar  to  that  which  has  been  set  up  for  this 
year.  The  Council  on  Scientific  Work  appreciates  and 
solicits  the  opinions  and  advice  of  members  in  planning 
the  annual  session. 

L.  Bonham  Jones,  Chairman, 

B.  H.  Williams, 

Herman  C.  Sehested, 

E.  D.  McKay, 

John  C.  Kennedy, 

Howard  O.  Smith  (ex  officio), 

C.  Lincoln  Williston  (ex  officio). 

Reference  committee  to  which  referred:  Scientific  Work. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  J.  M.  Partain:  The  Council  on  Scientific  Work  has 
undertaken  to  streamline  the  annual  session  and  to  increase 
the  number  and  national  prominence  of  speakers,  and  this 
bore  fruit  in  Houston  last  year  when  1,920  Texas  Medical 
Association  members  registered.  The  excellence  of  this  year’s 
program  and  the  usefulness  of  the  scientific  exhibits  and 
the  interesting  social  and  entertainment  activities  which  are 


Annual 

Texas 

Session 

Medical 

Registrotion 

Association 

Year 

Place 

Members 

Total 

1949 

San  Antonio 

1,423 

2,280 

1950 

Fort  Worth 

1,343 

2,030 

1951 

Golveston 

1,219 

2,034 

1952 

Dallas  

1,267 

1,962 

1953 

Houston 

1,524 

2,554 

1954 

San  Antonio 

1,209 

2,114 

1955 

Fort  Worth 

1,643 

2,685 

1956 

Galveston 

1,473 

2,807 

1957 

Dallas  

1,536 

2,802 

1958 

Houston  . . . 

1,920 

3,426 

1959 

San  Antonio 

1,604 

2,931 

possible  in  San  Antonio  make  us  feel  that  we  probably  are 
attending  the  top  Texas  Medical  Association  meeting  of 
all  time.  The  members  of  the  Council  on  Scientific  Work 
work  12  months  each  year  and  are  to  be  especially  com- 
mended. 

This  Committee  recommends  adoption  of  this  section  as 
presented  in  the  Handbook. 

[The  report  was  adopted.} 


13e.  REPORT  OF  COUNCIL  ON 
MEDICAL  ECONOMICS 

The  Council  on  Medical  Economics  has  been  active 
throughout  the  year  with  the  establishment  of  liaison  be- 
tween the  insurance  fraternity  and  the  medical  profession. 
Much  has  been  accomplished  through  the  cooperation  of  the 
Council  on  Medical  Economics  with  the  Health  Insurance 
Council  of  Texas  and  the  National  Insurance  Council.  It  is 
the  general  consensus  of  the  Council  that  we  have  finally 
reached  the  position  where  the  insurance  fraternity  will  be 
able  to  cooperate  with  the  doctors  of  Texas  in  solving  all 
of  our  mutual  problems  to  the  distinct  advantage  of  both 
of  our  professions.  It  is  our  belief  that  the  Hospital-Insur- 
ance-Physicians  Committee  work  and  the  work  of  • the 
Health  Insurance  Council,  together  with  the  medical  pro- 
fession, will  place  us  in  a position  really  to  be  of  service 
to  the  mutual  clients  of  both  professions. 

The  Council  has  studied  the  Veterans  Administration 
contract  for  hometown  care  of  the  veterans  and  decided 
that  no  contract  should  be  attempted. 

The  Council  on  Medical  Economics  has  been  active  in 
checking  the  activity  of  our  two  group  insurance  programs, 
and  reports  from  both  of  these  companies  are  very  inter- 
esting. 

The  Great  American  of  Dallas  Insurance  Company  that 
has  managed  the  Texas  Medical  Association  Life  Plan  for 
the  past  10  months  is  doing  an  excellent  job.  The  partici- 
pation of  the  profession  is  excellent,  and  the  over-all  pic- 
ture appears  to  be  very  favorable. 

The  Group  Disability  program  of  the  Texas  Medical  As- 
sociation has  experienced  since  November  1,  1955,  when 
the  plan  was  instituted,  a loss  ratio  of  51.5  per  cent.  This 
is  more  than  has  been  hoped  for,  and  really  illustrates 
that  we  have  an  excellent  program  working  for  the  pro- 
fession and  that  the  management  of  it  is  above  reproach. 
The  membership  of  the  participating  doctors  will  certainly 
be  benefited  by  this  program. 
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13e.  SUPPLEMENTARY  REPORT  OF  COUNCIL 
ON  MEDICAL  ECONOMICS 

The  Council  on  Medical  Economics  began  its  session  at 
10  a.  m.  this  morning  and  would  like  to  report  that  after 
a conference  with  the  administrator,  Mr.  Charles  O.  Fin- 
ley, of  our  disability  insurance  program,  and  Mr.  Bob 
Miles,  vice-president  of  Lumbermen’s  Mutual  Insurance 
Company,  it  was  decided  to  offer  participating  members 
of  the  Texas  Medical  Association  a 15  per  cent  disability 
bonus  for  those  enrolled  in  the  3-year  sickness  program. 

This  is  extremely  significant  in  that  it  substantiates  the 
effective  management  of  our  disability  program,  and  this 
bonus  will  go  into  effect  November  1,  1959,  and  will  be  in 
existence  for  a year  when  the  program  will  be  reevaluated 
and  the  bonus  redeclared. 

Harvey  Renger,  Chairman, 

C.  D.  Bussey, 

A.  G.  Barsh, 

C.  Forrest  Jorns, 

Gail  Medford, 

Howard  O.  Smith  (ex  officio), 

C.  Lincoln  Williston  (ex  officio). 

Reference  committee  to  which  referred:  paragraph  2, 
Medical  Service  and  Public  Relations;  remainder  including 
supplementary  report.  Finance. 

Speaker  Hardwicke;  Dr.  Renger,  you’ve  got  to  get  sick 
to  get  the  15  per  cent,  is  that  right? 

Dr.  Renger:  Our  ratio  of  loss  has  been  so  good — it  was 
51.5  per  cent  on  the  over-all  program,  that  now  the  insur- 
ance company  is  ready  to  give  you  15  per  cent  above  your 
regular  contract  in  case  you  become  disabled. 

REPORT  OF  REFERENCE  COMMITTEE  ON  FINANCE 

Dr.  J.  C.  Terrell:  The  report  from  the  Council  on  Medi- 
cal Economics,  with  the  exception  of  paragraph  2,  and  the 
supplementary  report  were  read  and  we  recommend  ap- 
proval as  presented. 

[This  report  was  adopted.} 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  PUBLIC  RELATIONS 

Dr.  Howard  Dudgeon:  The  Council  on  Medical  Eco- 
nomics has  studied  the  Veterans  Administration  contract 
for  hometown  care  of  the  veterans  [paragraph  2 of  report} 
and  decided  that  no  contract  should  be  attempted.  This 
Reference  Committee  approves  this  recommendation. 

[This  report  was  adopted.} 


13f.  REPORT  OF  COUNCIL  ON 

MEDICAL  EDUCATION  AND  HOSPITALS 

The  Council  on  Medical  Education  and  Hospitals  met  on 
September  6,  1958,  and  again  on  January  24,  1959- 
At  both  of  these  meetings  the  Council  has  continued  to 
discuss  the  matter  of  medical  education  in  the  State  of 
Texas.  Out  of  its  discussion  and  smdy,  the  Council  wishes 
to  reaffirm  its  position  by  recommending  that  the  Legis- 
lature pass  appropriations  adequately  to  support  the  pres- 
ently existing  medical  educational  facilities  in  Texas  and 
that  the  Legislature  pass  the  bill  establishing  a third  medi- 


cal branch  of  the  University  of  Texas  to  be  located  in 
Bexar  County. 

In  connection  with  its  discussion  on  medical  education, 
the  Council  would  like  to  recommend  that  the  Texas 
Medical  Association  prevail  upon  the  Governor  of  Texas 
to  declare  Medical  Education  Week  in  the  state. 

Albert  W.  Hartman,  Jr.,  Chairman, 
M.  H.  ICrabb, 

Truman  G.  Blocker,  Jr., 

Olin  B.  Gober, 

William  V.  Leary, 

Howard  O.  Smith  (ex  officio), 

C.  Lincoln  Williston  (ex  officio). 

Reference  committee  to  which  referred:  Reports  of  Offi- 
cers and  Committees. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  Herbert  Donnell:  The  Reference  Committee  consid- 
ered the  Report  of  the  Council  on  Medical  Education  and 
Hospitals  which  dealt  with  legislative  appropriations  for 
medical  schools  and  which  recommended  the  legislature 
pass  the  bill  that  a third  medical  branch  be  located  in 
Bexar  County.  The  Council  also  asked  the  governor  to  de- 
clare a Medical  Education  Week  in  the  state.  This  Refer- 
ence Committee  recommends  adoption  of  this  report. 

[This  report  was  adopted.} 


13g.  REPORT  OF  COUNCIL  ON 

CONSTITUTION  AND  BY-LAWS 

1.  American  Citizenship  Requirement 

The  Council  on  Constitution  and  By-Laws  considered 
the  resolution  presented  by  the  Hidalgo-Starr  Counties 
Medical  Society  to  the  House  of  Delegates  in  1958  re- 
quiring American  citizenship  for  Texas  Medical  Associa- 
tion membership: 

Whereas,  the  oppormnities  to  live  in  the  United  States 
of  America  and  to  practice  medicine  therein  are  sacred 
privileges;  and 

Whereas,  those  privileges  imply  a moral  obligation  to 
uphold  the  Constitution  and  statutes  of  the  United  States 
of  America;  and 

Whereas,  the  Texas  Medical  Association  is  an  organiza- 
tion of  voluntary  membership  which  loves  and  is  proud  of 
the  United  States  of  America;  therefore  be  it 

Resolved:  First,  that  the  Hidalgo-Starr  Counties  Medi- 
cal Society  go  on  record  favoring  a requirement  that  Amer- 
ican citizenship  be  required  of  applicants  for  eligibility  for 
membership  in  the  Texas  Medical  Association;  and 

Second,  that  the  delegate  from  Hidalgo-Starr  Counties 
Medical  Society  be  directed  to  present  this  resolution  to 
the  House  of  Delegates  at  the  next  annual  meeting  of  the 
Texas  Medical  Association. 

The  Council  is  reporting  this  resolution  back  to  the 
House  of  Delegates  without  recommendation. 

2.  Special  Membership  Classification 

The  Travis  County  Medical  Society  presented  a resolu- 
tion establishing  a special  membership  classification  for 
state  and  federally  employed  physicians.  The  resolution 
reads  as  follows: 
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Whereas,  in  the  state  eleemosynary  system,  the  State 
Department  of  Health,  the  veterans  hospitals,  and  similar 
institutions,  there  is  a large  number  of  physicians  who  are 
members  of  state  and  local  medical  societies;  and 

Whereas,  then,  it  may  be  said  that  these  physicians  need 
organized  medicine  and  organized  medicine  needs  these 
physicians;  therefore  be  it 

Resolved:  That  the  Texas ‘Medical  Association  estab- 
lish a new  classification  of  membership  and  fix  the  amount 
of  the  state  dues  at  a figure  that  will  encourage  the  enroll- 
ment of  the  above  mentioned  physicians  and  that  appropri- 
ate changes  be  made  in  the  Constimtion  and  By-Laws  of 
the  Texas  Medical  Association  to  comply  with  the  princi- 
ples of  this  resolution. 

The  Council  recommends  that  this  resolution  be  disap- 
proved. 

3.  Fillings  of  Vacancies  in  Elective  Offices 

Dr.  E.  P.  Hall  of  Fort  Worth  proposed  a resolution 
providing  for  the  filling  of  vacancies  in  elective  offices: 

Whereas,  the  present  Constitution  and  By-Laws  of  the 
Texas  Medical  Association  specifically  states  the  manner  in 
which  certain  offices  of  the  Association  are  filled;  and 

Whereas,  some  of  the  officers  are  eleaed  by  the  House 
of  Delegates  and  others  are  appointed  by  the  President; 
therefore  be  it 

Resolved:  That  the  Constimtion  of  the  Texas  Medical 
Association  be  amended  as  follows;  "In  case  of  a vacancy 
in  any  elective  office  of  the  Texas  Medical  Association,  this 
vacancy  can  only  be  filled  by  vote  of  the  House  of  Dele- 
gates either  in  regular  or  special  session.” 

The  Council  recommends  that  this  resolution  be  reported 
to  the  House  of  Delegates  with  a recommendation  for  dis- 
approval. 

4.  Increasing  Number  of  Board  of  Trustees 

Another  resolution  introduced  by  Dr.  Hall  calls  for  in- 
creasing the  number  of  members  of  the  Board  of  Tmstees. 
The  resolution: 

Whereas,  the  growth  of  the  Texas  Medical  Association  to 
approximately  8,000  members  has  brought  a corresponding 
increase  in  the  volume  and  importance  in  the  business  af- 
fairs of  this  Association;  and 

Whereas,  the  members  of  the  Board  of  Trustees  should 
represent  the  membership  in  its  entirety  and  therefore 
should  be  elected  by  the  properly  constimted  delegates  of 
the  various  component  county  societies;  and 

Whereas,  in  case  of  a vacancy  on  the  Board,  there  should 
be  sufficient  members  to  carry  on  the  business  affairs  until 
the  vacancy  can  be  filled  by  vote  of  the  House  of  Dele- 
gates; therefore  be  it 

Resolved:  That  the  Constimtion  of  the  Texas  Medical 
Association  be  changed  to  read  that  the  Board  of  Tmstees 
shall  consist  of  nine  members;  and  be  it  further 

Resolved:  That  appropriate  changes  be  made  in  the 
Constitution  where  necessary  to  coincide  with  the  above 
resolution. 

The  Council  recommends  that  this  resolution  be  disap- 
proved. 

5.  Geographical  Limits  of  Intern  and  Resident  Members 

In  the  1958  supplementary  report  of  the  Board  of  Coun- 
cilors, the  following  changes  were  called  for  in  the  Con- 
stimtion and  By-Laws: 

Amend  paragraph  3,  Section  1,  Article  II  of  the  Con- 
stimtion to  read:  "It  is  also  provided  that  physicians  who 


are  serving  internships  and  residencies  in  hospitals,  as  a 
part  of  their  educational  qualifications,  and  who  are  not 
in  private  practice,  may  be  elected  by  county  societies  when 
the  hospital  is  located  within  the  geographical  boundaries 
of  said  county  society  or  societies  as  'intern  members’  or 
'resident  members,’  such  membership  to  terminate  with  the 
completion  of  the  internship  or  residency.  When  so  elected, 
intern  or  resident  members  shall  be  entitled  to  all  of  the 
privileges  of  membership  in  the  Association,  except  the 
right  to  vote,  hold  office,  endorse  applications  for  member- 
ship, or  serve  as  a delegate  or  alternate  delegate  to  the 
Texas  Medical  Association,  provided  that  they  pay  the  an- 
nual dues  as  required  in  the  By-Laws  and  that  their  names 
are  duly  reported  in  the  annual  reports  of  the  county 
societies.” 

Change  Section  6,  Chapter  X of  the  By-Laws  to;  "County 
medical  societies  may  elect  to  intern  or  resident  member- 
ship physicians  who  are  serving  internships  or  residencies 
in  hospitals  within  the  geographical  boundaries  of  said 
society,  provided  that  they  meet  the  other  requirements  for 
membership  as  established  in  Section  1 of  Article  11  of  the 
Constitution  of  the  Association  and  pay  annual  dues  as 
set  forth  in  Chapter  XIII  of  these  By-Laws.” 

Section  3,  Chapter  XIII  of  the  By-Laws:  "Intern  and 
resident  members,  when  elected  as  provided  in  Section  1 
of  Article  11  of  the  Constitution  of  the  Association,  shall 
pay  dues  of  $4  per  annum,  of  which  amount  $3  shall  be 
for  subscription  of  the  Texas  State  Journal  of  Medicine  and 
$1  for  medical  defense.” 

The  Council  recommends  adoption  of  these  changes. 


FOR  THE  TEXAS  MEDICAL 

ASSOCIATION: 

8,000  MEMBERS  JUST 

AHEAD 

1957 

1958 

Regular  Members  

7,003 

7,183 

Interns  and  Residents  

. , 288 

254 

Military  Members  

. . 138 

153 

Honorary  Members  

271 

252 

Inactive  Members  / 

...  56 

68 

Emeritus  Members  

8 

7 

7,764 

7,917 

Net  Increase  in  Membership  over 

Previous 

Year:  153. 

Over  7,000  Texas  AMA  Memberships  This  Year  Equal: 

8 Seats. 

b.  Inactive  Membership 

In  order  to  provide  a means  whereby  regular  members 
may  become  inactive  when  they  leave  the  private  practice 
of  medicine  for  further  training,  the  same  report  of  the 
Board  of  Councilors  called  for  the  addition  of  the  follow- 
ing paragraph  to  Section  1,  Article  II  of  the  Constitution: 
"It  is  also  provided  that  county  medical  societies  may 
elect  to  temporary  inactive  membership  those  physician 
members  who  leave  the  active  practice  of  medicine  for  fur- 
ther training  by  serving  internships  or  residencies  in  hos- 
pitals for  a proposed  period  of  one  year  or  more.  Such 
membership  will  terminate  with  the  completion  of  the 
training,  and  the  member  will  return  to  regular  member- 
ship.” 

This  change  also  would  call  for  adding  a paragraph  to 
Section  7,  Chapter  X of  the  By-Laws:  "County  medical 
societies  may  elect  to  temporary  inactive  membership  those 
members  who  leave  the  active  practice  of  medicine  for 
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further  training  under  the  terms  set  forth  in  Section  1 of 
Article  II  of  the  Gsnstitution  of  the  Association.  Physician 
members  who  have  paid  state  dues  to  cover  another  type 
of  membership  for  the  year  in  which  they  are  elected  to 
temporary  inactive  status  shall  be  refunded  one-half  of  the 
originally  paid  dues  provided  that  such  election  occurs  in 
the  first  six  months  of  the  membership  year.” 

The  following  paragraph  should  be  added  to  Section  6, 
Chapter  XIII  of  the  By-Laws;  "Temporary  inactive  mem- 
bers, as  provided  in  the  Constitution  and  these  By-Laws, 
shall  pay  no  dues  but  may  subscribe  to  the  Texas  State 
journal  of  Medicine." 

The  Council  recommends  disapproval  of  these  changes. 

7.  Honorary  Membership 

Another  item  presented  by  the  Board  of  Councilors  clar- 
ifies the  qualifications  for  honorary  membership.  In  Sec- 
tion 1,  Article  II  of  the  Constimtion,  paragraph  1 should 
end  with  line  10  with  the  word  "association.”  The  re- 
mainder of  the  paragraph  (as  paragraph  2)  should  be  re- 
written as  follows;  "It  is  provided  that  the  House  of  Dele- 
gates, upon  nomination  of  component  county  societies,  may 
elect  to  honorary  membership  those  physician  members  of 
honorable  standing  who,  because  of  age  or  other  laudable 
reasons,  have  reached  a point  of  comparative  inactivity  in 
the  practice  of  medicine,  and  who  have  been  members  of 
organized  medicine  for  a period  of  at  least  forty  years  or 
who  have  contributed  notably  to  the  advance  of  ethical 
medicine.  When  so  nominated  and  elected,  said  honorary 
members  shall  be  entitled  to  all  of  the  privileges  of  mem- 
bership as  set  out  in  this  Constitution  and  By-Laws;  pro- 
vided that  county  society  secretaries  shall  include  all  such 
honorary  members  in  their  respective  annual  reports,  with 
such  notation  thereon  as  will  at  once  declare  their  stams.” 

Section  5,  Chapter  X of  the  By-Laws  should  be  changed 
to  read;  "County  medical  societies  may  nominate  for  honor- 
ary membership  in  the  Texas  Medical  Association  those 
physician  members  of  good  professional  and  moral  standing 
in  their  respective  jurisdictions  who  fulfill  the  qualifications 
as  set  forth  in  Section  1 of  Article  II  of  the  Constitution 
of  the  Association;  and  when  elected  by  the  House  of  Dele- 
gates to  the  State  Association,  the  said  honorary  members 
shall  be  carried  on  the  rolls  of  their  respective  county  soci- 
eties and  reported  in  the  annual  reports  of  the  county  soci- 
eties as  provided  herein.  Physician  members  who  have  paid 
state  dues  to  cover  another  type  of  membership  for  the 
year  in  which  they  are  elected  to  honorary  status  shall  be 
refunded  the  originally  paid  dues  in  full.” 

The  Council  recommends  that  the  above  changes  be 
adopted. 

8.  Transfer  of  Honorary  and  Inactive  Members 

The  Board  of  Councilors,  feeling  that  a means  must  be 
provided  whereby  honorary  and  inactive  members  may 
transfer  from  the  jurisdiction  of  one  county  society  to  an- 
other, proposed  several  changes.  The  following  change 
should  be  added  as  paragraph  2 to  Section  2,  Chapter  X 
of  the  By-Laws;  "Any  honotary  or  inactive  member  of  a 
component  county  society  who  has  removed  from  the  juris- 
diction of  his  county  society,  shall,  upon  his  written  request, 
be  granted  the  right  to  transfer  to  another  component  coun- 
ty medical  society  within  this  state.  When  such  transfer  is 
presented  to  a component  county  society,  it  will  be  honored, 
and  the  physician  will  at  once  become  an  honorary  or  in- 
active member  thereof  without  serving  a period  of  provi- 
sional membership  and  without  attending  the  indoctrination 
program,  his  status  being  the  same  as  in  his  original  county 
society.  Thereafter,  the  secretary  of  his  new  county  society 


will  report  the  physician  on  the  annual  reports  as  an  in- 
active or  honorary  member.  Such  a member  may  remrn 
to  the  status  of  regular  membership  only  by  returning  to 
the  jurisdiction  of  the  county  society  by  whom  he  was 
nominated  for  honorary  or  inactive  membership  or  by  ap- 
plying for  provisional  membership  in  the  new  scxiety  and 
complying  with  all  requirements  for  new  membership.” 

The  Council  approves  these  changes. 

John  F.  Thomas,  Chairman, 
WicKLiFFE  R.  Curtis, 

J.  T.  Billups, 

William  R.  Klingensmith,  Jr., 
Charles  P.  Hardwicke, 

James  D.  Murphy, 

Howard  O.  Smith  (ex  officio), 

C.  Lincoln  Williston  (ex  officio). 


13g.  MINORITY  REPORT  OF  COUNCIL  ON 
CONSTITUTION  AND  BY-LAWS 

4.  Increasing  Number  of  Board  of  Trustees 

Whereas,  the  growth  of  the  Texas  Medical  Association 
to  approximately  8,000  members  has  brought  a correspond- 
ing increase  in  the  volume  and  importance  in  the  business 
affairs  of  this  Association;  and 

Whereas,  the  members  of  the  Board  of  Trustees  should 
represent  the  membership  in  its  entirety  and  therefore 
should  be  elected  by  the  properly  constituted  delegates  of 
the  various  component  county  societies;  and 

Whereas,  in  case  of  a vacancy  on  the  Board,  there  should 
be  sufficient  members  to  carry  on  the  business  affairs  until 
the  vacancy  can  be  filled  by  vote  of  the  House  of  Delegates; 
therefore  be  it 

Resolved;  That  the  Constitution  of  the  Texas  Medical 
Association  be  changed  to  read  that  the  Board  of  Trustees 
shall  consist  of  seven  members;  and  be  it  further 

Resolved;  That  appropriate  changes  be  made  in  the 
Constimtion  where  necessary  to  coincide  with  the  above 
resolution. 

5.  Geographical  Limits  of  Intern  and  Resident  Members 

Whereas,  recently  there  have  been  decreasing  numbers 
of  intern  and  resident  members  of  the  Texas  Medical  As- 
sociation; and 

Whereas,  it  is  highly  desirable  for  intern  and  resident 
physicians  to  become  affiliated  with  organized  medicine; 
and 

Whereas,  intern  and  resident  physicians  can  be  held 
legally  liable  but  cannot  have  liability  insurance  without 
affiliation  in  their  state  medical  associations;  and 

Whereas,  resident  members  of  the  Texas  Medical  As- 
sociation who  are  in  residency  training  outside  the  State 
of  Texas  may  be  ineligible  for  licensure  in  the  states  in 
which  they  have  obtained  their  residency  appointments;  and 

Whereas,  these  physicians  are  bona  fide  residents  of 
Texas  and  have  full  intention  of  returning  to  Texas  to 
practice  medicine  upon  completion  of  their  residency  train- 
ing; therefore  be  it 

Resolved;  That  to  avoid  poor  public  relations  with 
these  resident  physicians,  and  to  avoid  placing  additional 
barriers  to  their  continued  membership  in  organized  medi- 
cine, the  proposed  changes  in  the  Constitution  and  By-Laws 
as  recorded  in  the  Report  of  Council  on  Constitution  and 
By-Laws,  section  5,  be  not  adopted  by  the  House  of  Dele- 
gates of  the  Texas  Medical  Association. 
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7.  Honorary  Membership 

The  remainder  of  the  paragraph  ( as  paragraph  2 ) should 
be  rewritten  as  follows: 

"It  is  provided  that  the  House  of  Delegates,  upon  nomi- 
nation of  component  county  societies,  may  elect  to  honorary 
membership  those  physician  members  of  honorable  standing 
who,  because  of  age  or  other  laudable  reasons,  have  reached 
a point  of  comparative  inactivity  in  the  practice  of  medi- 
cine, and  who  have  been  members  of  organized  medicine 
for  a period  of  at  least  forty  years  or  who  have  contributed 
notably  to  the  advance  of  ethical  medicine,  as  determined 
by  the  component  county  medical  society.  When  so  nomi- 
nated and  elected,  said  honorary  members  shall  be  entitled 
to  all  of  the  privileges  of  membership  as  set  out  in  this 
Constitution  and  By-Laws;  provided  that  county  society 
secretaries  shall  include  all  such  honorary  members  in 
their  respective  annual  reports,  with  such  notation  thereon 
as  will  at  once  declare  their  status.” 

George  M.  Jones. 

[The  minority  report  was  read  on  behalf  of  Dr.  Jones  by 
Dr.  Ridings  E.  Lee,  Dallas.} 

Reference  committee  to  which  referred:  sections  1,  2, 
Board  of  Councilors;  section  3,  Constitution  and  By-Laws; 
sections  4,  5,  6,  7,  8,  including  minority  report.  Reports 
of  Officers  and  Committees. 

REPORT  OF  BOARD  OF  COUNCILORS 
AS  REFERENCE  COMMITTEE 

Dr.  C.  E.  Oswalt:  1.  American  Citizenship  Requirement. 
The  Board  of  Councilors  acting  as  a Reference  Committee 
considered  that  portion  of  the  report  of  the  Council  on 
Constimtion  and  By-Laws,  sections  1 and  2 only,  which 
were  referred  to  it.  Section  1 concerns  the  requirement  of 
American  citizenship  for  membership  in  the  Texas  Medical 
Association.  The  Committee  recommends  approval  of  the 
principle  of  the  resolution  presented  by  the  Hidalgo-Starr 
Counties  Medical  Society  and  recommends  that  this  resolu- 
tion be  referred  to  the  Board  of  Councilors  for  further 
study  of  the  legal  aspects  involved;  and  that  the  Board 
present  it  to  the  House  of  Delegates  at  the  next  regular 
session  for  action  as  a constitutional  change. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  J.  G.  Cigarroa,  Jr.,  Laredo:  I am  Dr.  Cigarroa  of 
Webb-Zapata-Jim  Hogg  Counties  Medical  Society.  We  are 
the  border  counties  on  the  Mexican  border  at  Laredo,  Texas. 
We  oppose  this  provision  that  requires  American  citizenship 
for  membership  in  the  Texas  Medical  Association  for  sev- 
eral reasons.  In  practicality,  it  destroys  the  ability  of  the 
immigrant  physician  to  practice  his  profession  with  dignity 
despite  his  having  been  licensed  and  judged  competent  by 
the  Texas  State  Board  of  Medical  Examiners.  It  discrimi- 
nates against  an  individual  who  immigrated  to  our  country 
in  the  hope  of  improving  his  lot  under  the  American  ideal 
of  equal  opportunity  to  work.  He  must  await  the  5 or  7 
years  necessary  to  obtain  citizenship  before  he  can  actually 
practice  what  he  worked  and  studied  for  so  arduously.  It 
discriminates  against  a class  of  immigrants  because  he  is 
a physician. 

We  have  worked  hard  in  our  area  to  improve  harmoni- 
ous relations  between  doctors  of  the  two  nations.  We  have 
annual  dinners  at  which  members  of  one  society  are  host 
to  those  of  the  other  society.  We  are  gradually  building 
up  mutual  respect  and  esteem  between  the  two  systems  of 
medicine.  There  has  been  cooperation  between  the  sister 
cities  in  common  border  problems  regarding  health  and 
sanitation.  I cannot  but  think  that  measures  of  this  type, 


regardless  of  which  nation  or  state  endorses  them,  creates 
resentment  at  a critical  time  of  world  history. 

If  this  measure  is  aimed  at  keeping  out  certain  undesir- 
ables, there  should  be  found  some  means  other  than  this 
which  involves  hurting  a group  that  can  develop  into  a very 
helpful  asset  to  a community  and  which  after  the  period  set 
out  by  law  can  become  citizens. 

We  in  Laredo  have  gained  considerably  to  the  better- 
ment of  good  medicine  and  betterment  of  medical  care 
for  our  people  in  our  area  by  recent  immigration  of  physi- 
cians. We  do  not  look  upon  them  as  competition  but  as 
needed  help  to  the  improved  health  standards  of  a com- 
munity which  is  indeed  poor.  We  recognize  that  the  area 
|is  unattractive  to  some  because  of  the  language  barrier. 

Many  of  us  have  parents  or  grandparents  who  came  to 
this  country  and  later  became  citizens.  They  were  helped 
by  our  American  system,  and  later  they,  in  turn,  helped  to 
make  our  country  greater. 

In  all  sincerity  and  loyalty,  I urge  you  to  vote  against 
this  measure,  and  I so  move. 

Speaker  Hardwicke:  Of  course,  you  realize  that  the  ac- 
tion is  merely  to  refer  this  matter  back  to  the  Board  of 
Councilors  for  further  study.  No  definite  action  will  be 
taken  on  it.  Your  remarks  are  acceptable  for  the  record. 
However,  nothing  definite  will  be  done  in  either  rejecting 
or  accepting  it  tonight. 

Dr.  R.  L.  Deter,  El  Paso:  I want  to  clarify  one  point. 
As  an  alien,  having  been  born  and  raised  in  South  America 
and  coming  to  this  country,  I am  very  proud  of  my  Ameri- 
can citizenship.  I am  from  El  Paso,  which  is  also  a border 
city.  I think  that  many  of  the  things  Dr.  Cigarroa  men- 
tioned are  valid,  and  I think  the  Board  of  Councilors 
should  take  into  consideration  that  someone  who  comes  to 
this  country  to  make  a living  should  be  given  ample  oppor- 
tunity to  become  a citizen.  This  has  been  discussed  in  our 
county  society  where  we  have  a large  population  of  Larin 
extraction  as  well  as  others,  and  I think  that  our  consensus 
of  opinion  is  that  we  are  all  proud  of  being  American 
citizens  and  that  we  think  anybody  making  a living  in  this 
country  should  at  least  show  good  faith  by  stating  intentions 
of  becoming  a citizen. 

Dr.  Marion  Lawler,  Mercedes:  This  resolution  was 
originally  presented  not  with  an  idea  of  any  selfish  or 
punitive  desires.  It  is  entirely  on  one  of  the  most  unselfish 
points,  and  that  is  that  any  country  which  has  extended  as 
much  money  as  is  necessary  to  educate  one  to  practice 
medicine  should  have  the  privilege  of  having  that  indi-- 
vidual  give  his  services  to  that  country  which  has  provided 
his  education,  and  particularly  any  country  where  it  is 
needed  even  more  than  in  the  United  States.  It  is  not 
given  with  the  idea  of  trying  to  deny  citizenship  to  anyone, 
or  the  privilege  of  becoming  a citizen.  The  appreciation  of 
citizenship,  or  the  privilege  of  practicing  medicine,  should 
not  conflict  with  becoming  a citizen  df  our  country. 

Dr.  John  S.  Chapman,  Dallas:  In  regard  to  the  medical 
schools  of  the  state,  this  raises  a particular  problem  in  re- 
gard to  certain  of  our  faculty  members  who  might  be 
denied  membership  in  the  county  and  state  societies  until 
they  had  completed  the  citizenship  requirements.  It  has 
been  objected  in  many  places  that  town  and  gown  are  a 
little  too  widely  separated  as  it  is,  and  this  merely  consti- 
tutes another  means  of  delaying  the  procedure  they  would 
like  to  have. 

Dr.  John  F.  Thomas,  Austin:  I don’t  know  the  ins  and 
outs  of  this  issue,  but  I don’t  think  it  has  been  expressed 
to  the  House  the  reasons  for  this  particular  resolution.  ’The 
point  has  been  brought  up  on  approving  the  principle, 
but  I don’t  think  the  members  of  the  House  are  in  a 
position  to  make  the  decision.  There  may  be  a very  good 
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reason,  but  unless  it  is  explained  to  the  House,  they  can’t 
read  it  in  the  resolution  as  presented. 

Dr.  F.  W.  Yeager,  Corpus  Christi:  I think  that  this 
thing  goes  back  quite  a ways  and  that  it  should  be  ex- 
plained to  the  House  just  what  the  basis  of  this  resolution 
was.  I certainly  respect  Dr.  Cigarroa’s  opinion.  I also  know 
from  our  section  of  the  country  how  the  majority  of  the 
doctors  of  Latin  extraction  feel  about  this. 

I believe  there  are  some  three  or  four  schools  in  Mexico 
and  only  graduates  of  those  schools  are  allowed  to  practice 
in  this  country  without  being  a citizen.  That  was  made 
possible  not  by  law  but  by  an  Attorney  General  ruling,  I 
believe  by  Gerald  Mann.  When  I was  on  the  Board  of 
Councilors,  we  requested  that  the  State  Board  of  Medical 
Examiners  refuse  to  issue  a license  to  an  applicant  that  was 
not  a citizen,  to  have  a court  trial  to  see  if  this  Attorney 
General  ruling  was  valid,  because  it  was  the  feeling  of 
many  that  that  ruling  could  be  defeated  in  court. 

Other  things  that  influenced  this  decision  were  that  a 
man  could  be  educated  in  Mexico,  say  at  an  eighth  or 
twelfth  of  the  cost  in  this  country,  to  be  a doctor,  and  then 
could  come  here  and  go  in  competition  with  the  men  who 
had  spent  their  money  for  an  education  in  this  country.  If 
they  were  not  a citizen,  they  could  accumulate  what  funds 
they  could  from  the  practice  of  medicine  and  then  return 
to  Mexico  and  live  rather  well,  much  better  than  they 
could  here,  on  the  funds  they  had  accumulated  working 
here.  At  the  same  time  while  they  were  working  here  they 
would  actually  have  no  allegiance  to  this  country  should  we 
be  involved  in  a war  or  anything  like  that.  They  could 
not  be  drafted  because  they  were  not  citizens. 

And  the  last  reason  is  that  I believe  that  Mexico  gives 
no  reciprocity  to  the  doctors  of  the  United  States.  Do  you 
know  about  that.  Dr.  Cigarroa? 

Dr.  Cigarroa:  I know  that  we  have  one  member  of  our 
own  county  medical  society  who  is  practicing  in  Mexico 
City  and  who  is  a member  of  our  medical  society. 

Dr.  Yeager:  It  is  my  understanding  that  a citizen  of  this 
country  cannot  get  reciprocity  in  Mexico,  that  he  can  go 
to  school  down  there,  or  do  certain  things  from  one  of 
the  universities  there,  and  then  be  allowed  to  practice.  Now 
that  is  the  basis  for  this  resolution,  and  that  is  the  feeling 
of  most  of  the  men  that  have  discussed  it  with  me  from 
our  border  section  of  the  country. 

Speaker  Hardwicke:  Are  you  ready  for  the  question,  that 
is,  that  the  committee  recommends  approval  of  the  prin- 
ciple of  the  resolution  and  that  it  be  referred  to  the  Board 
of  Councilors  for  further  study  of  the  legal  aspects  in- 
volved. Those  in  favor  of  accepting  the  motion  made  by 
the  reference  committee  make  it  known  by  saying  aye. 

[The  motion  carried.] 

Dr.  Oswalt:  2.  Special  Membership  Classification.  The 
Committee  considered  the  resolution  regarding  specified 
membership  classification  for  state  and  federally  employed 
physicians  as  submitted  by  the  Travis  County  Medical  So- 
ciety. The  Council  on  Constitution  and  By-Laws  recom- 
mends that  this  resolution  be  disapproved,  and  the  Refer- 
ence Committee  approved  this  action. 

[This  report  was  adopted.} 

REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  Herbert  Donnell:  Increasing  Number  of  Board  of 
Trustees.  The  Reference  Committee  on  Reports  of  Officers 
and  Committees  discussed  and  considered  at  length  section 
4 of  the  Report  of  the  Council  on  Constitution  and  By- 
Laws  along  with  the  minority  report  on  section  4.  Your . 
Reference  Committee  upholds  the  recommendation  of  the 


Council  on  Constitution  and  By-Laws  which  disapproves  the 
resolution  increasing  the  membership  of  the  Board  of 
Trustees  to  nine.  This  Reference  Committee  disapproves 
the  minority  report  of  the  Council  which  would  increase 
the  Board  of  Trustees  to  seven. 

[This  portion  of  the  report  was  adopted.] 

Dr.  Donnell:  Geographical  Limits  of  Intern  and  Resident 
Members.  Your  Reference  Committee  on  Reports  of  Offi- 
cers and  Committees  considered  section  5 of  the  Report  of 
the  Council  on  Constitution  and  By-Laws  and  the  minority 
report  on  section  5.  The  Reference  Committee  upholds  the 
recommendation  of  the  Council  to  adopt  these  changes. 
Your  Reference  Cornmittee  disapproves  the  minority  report 
of  the  Council  on  section  5;  the  Reference  Committee  feels 
the  proposed  changes  in  section  6 of  the  report,  regarding 
inactive  membership,  will  solve  the  problem  presented  in 
the  minority  report. 

I move  adoption  of  section  5 as  stated  in  the  majority 
report. 

[Questions  ensued,  and  Dr.  R.  Mayo  Tenery,  Waxa- 
hachie,  was  called  on  to  clarify  the  proposal  amendment.] 

Dr.  Tenery:  This  particular  amendment  is  one  which 
changes  nothing  that  has  not  already  been  in  practice  for 
a number  of  years.  The  Board  of  Councilors  and  legal  coun- 
sel have  always  interpreted  that  an  intern  member  should 
be  a member  within  the  geographical  limits  of  the  hospital 
where  he  is  working.  At  the  same  time,  it  has  always  been 
generally  understood  that  when  a man  finished  his  intern- 
ship, he  was  no  longer  an  intern  member.  This  merely 
spells  it  out  that  a man  to  be  an  intern  member  or  a 
resident  member  can  be  so  only  in  the  county  society  that 
has  jurisdiction  over  the  hospital  where  he  is  working. 

There  was  a minority  report  against  this  resolution  to 
the  effect  that  that  leaves  some  interns  hanging  in  mid-air, 
some  interns  leaving  the  state  and  not  being  attached  to 
Texas  any  more,  and  what  Dr.  Donnell  is  pointing  out  is 
that  the  recommendation  that  is  coming  in  section  6,  which 
at  the  time  it  was  originally  written  called  for  a "temporary 
inactive  membership,”  that  it,  as  rewritten  by  the  Refer- 
ence Committee  today,  will  give  a man  "leave  of  absence.” 
That  will  mean  that  an  intern  member,  or  a resident 
member,  or  a regular  member,  or  a provisional  member 
who  decides  to  leave  Texas  for  a year  of  training  can  be 
given  a "leave  of  absence”  without  loss  of  membership  in 
the  Texas  Medical  Association.  When  he  returns  after  his 
"leave  of  absence,”  he  will  revert  to  his  original  status. 
Now  that  we  have  provisional  membership,  it  means  some- 
thing to  a man  to  hold  on  to  his  membership  in  the  Texas 
Medical  Association. 

[This  portion  of  the  reference  committee  report  then 
was  adopted.] 

Dr.  Donnell:  Inactive  Membership.  The  Reference  Com- 
mittee considered  section  6 dealing  with  inactive  member- 
ship. 

Your  Reference  Committee  opposes  the  recommendation 
of  the  Council  on  Constitution  and  By-Laws  to  disapprove 
paragraph  1 of  section  6.  This  Reference  Committee  recom- 
mends adoption  of  the  first  paragraph  with  the  following 
changes : 

"In  order  to  provide  a means  whereby  regular  members 
may  become  inactive  when  they  leave  the  private  practice 
of  medicine  for  further  training,  the  same  report  of  the 
Board  of  Councilors  called  for  the  addition  of  the  following 
paragraph  to  Section  1,  Article  II  of  the  Constitution: 
'It  is  also  provided  that  county  medical  societies  may  grant 
a leave  of  absence  to  those  physician  members  who  leave 
the  active  practice  of  medicine  for  further  training  by  serv- 
ing internships  or  residencies  in  hospitals  for  a proposed 
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period  of  one  year  or  more.  Such  stams  will  terminate  with 
the  completion  of  the  training,  and  the  member  will  return 
to  his  previous  status.’  ” 

Your  Reference  Committee  upholds  the  Council  on  Con- 
stimtion  and  By-Laws’  recommendation  to  disapprove  para- 
graphs 2 and  3 of  section  6. 

As  this  involves  a change  in  the  Constitution  and  By- 
Laws,  no  action  can  be  taken  at  this  time. 

Dr.  Tenery:  Speaker  Hardwicke,  this  is  the  point  that 
I came  to  you  about  just  before  the  meeting  tonight.  You 
told  me  that  since  it  involved  merely  a change  of  terminol- 
ogy from  ’’temporary  inactive”  to  ’’leave  of  absence,”  it 
could  go  ahead  and  be  adopted  tonight  since  it  has  laid 
over  a year.  It’s  merely  a difference  -in  terminology.  Dr. 
Thomas,  chairman  of  the  Council  on  Constitution  and  By- 
Laws,  was  also  of  the  same  opinion.  That  would  mean  that 
the  lines  where  it  says  that  ”As  this  involves  a change  in  the 
Constitution  and  By-Laws,  no  action  can  be  taken  at  this 
time,”  would  not  be  in  effect. 

Speaker  Hardwicke;  The  ruling  of  the  Speaker  on  this 
is  that  it  is  not  a change  in  the  Constitution  and  we  can 
vote  on  it  tonight.  Does  anyone  want  to  disagree? 

[This  portion  of  the  reference  committee  report  was  then 
voted  on  and  the  revised  Section  1,  Article  II  of  the  Con- 
stitution adopted.} 

Dr.  Donnell:  Honorary  Membership.  After  consideration, 
the  Reference  Committee  approves  adoption  of  the  recom- 
mendation of  the  Council  on  Constitution  and  By-Laws 
regarding  honorary  membership.  The  Reference  Committee 
disapproves  the  minority  repon. 

Transfer  of  Honorary  and  Inactive  Members.  Your  Ref- 
erence Committee  on  Reports  of  Officers  and  Committees 
approves  the  recommendation  of  the  Council  on  Constitu- 
tion and  By-Laws  concerning  changes  in  Section  2,  Chapter 
X of  the  By-Laws  regarding  transfer  of  honorary  and  in- 
active members. 

[These  portions  of  the  reference  committee  report  were 
adopted.] 

REPORT  OF  REFERENCE  COMMITTEE 
ON  CONSTITUTION  AND  BY-LAWS 

Dr.  John  F.  Thomas;  Section  3 of  the  Report  of  the 
Council  on  Constitution  and  By-Laws,  relating  to  a resolu- 
tion offered  by  Dr.  E.  P.  Hall  of  Fort  Worth  last  year 
which  would  provide  that  ”in  case  of  a vacancy  in  any 
elective  office  of  the  Texas  Medical  Association,  this  va- 
cancy can  only  be  filled  by  vote  of  the  House  of  Delegates 
either  in  regular  or  special  session,”  was  considered  at 
some  length.  The  Reference  Committee  recommended 
amending  the  resolution  as  follows: 

”In  chapter  II,  section  2,  of  the  By-Laws,  which  relates 
to  the  duties  of  the  President,  insert  a new  sentence  fol- 
lowing '.  . . and  fill  all  vacancies  in  office  not  otherwise 
provided  for  in  this  Constitution  and  By-Laws’  (line  14) 
to  read;  'Vacancies  in  elective  offices  shall  be  filled  only 
until  the  next  meeting  of  the  House  of  Delegates.’  ” 

[This  report  was  adopted.] 


14a.  REPORT  OF  COMMITTEE  ON  CANCER 

The  Committee  on  Cancer  has  had  one  formal  meeting 
and  one  substitute  meeting  by  mail,  the  first  in  September 
in  Austin  to  plan  its  program  for  the  San  Antonio  session, 
the  other  to  report  progress  to  the  Executive  Council  in 
January.  The  chairman  under  authorization  has  prepared 


the  following  program  and  this  has  been  approved  by 
members. 

On  Saturday  morning,  April  18,  the  Committee  opens 
the  San  Antonio  session  with  a compaa  four  paper  sym- 
posium on  "Cancer  in  Texas  Today.”  This  will  cover  in 
some  detail  a report  on:  where  is  it,  what  is  it,  how  much 
is  there,  what  are  we  doing  about  it?  Data  are  drawn  from 
authoritative  sources.  This  will  be  followed  by  a paper  on 
cytology  by  Dr.  Douglas  H.  Sprunt,  professor  of  pathology, 
University  of  Tennessee,  invited  guest  of  the  Texas  Divi- 
sion, American  Cancer  Society. 

Since  the  program  of  the  Committee  on  Nuclear  and 
Atomic  Medicine  starts  early  that  afternoon  and  since  the 


CANCER  WILL  STRIKE 
1 IN  4 AMERICANS  NOW  ALIVE 

If  you  are  a man: 

Your  chances  of  developing  cancer 

are  1 in  5 (chances  decline  after  age  50). 

Your  chances  of  dying  from  cancer 

are  1 in  8 (chances  decline  after  age  55). 
if  you  are  a woman: 

Your  chances  of  developing  cancer  are 
1 in  4 (chances  decline  after  age  30). 

Your  chances  of  dying  from  cancer  are 
1 in  7 (chances  decline  after  age  35). 

— Patterns  of  Disease,  July,  1958. 


audiences  of  these  two  committees  have  common  interests, 
it  is  hoped  to  have  a joint  luncheon  with  Dr.  Sprunt  as 
speaker  at  noon  Saturday.  This  is  cooperative  committee 
activity  by  two  groups. 

A scientific  exhibit  on  "Cancer  in  Texas  Today”  will  be 
placed  in  proper  place  as  a matching  supplement  to  our 
four  paper  symposium. 

Representing  the  Committee,  the  chairman  participated 
in  a workshop  session  of  the  regional  conference  of  the 
American  College  of  Surgeons  in  Houston  in  February.  The 
day  was  spent  in  a study  of  tumor  clinic  activities  in  Texas. 
The  chairman  was  able  to  contribute  usefully  because  of 
long  activity  in  this  field  of  cancer  control  and  gave  as- 
surance to  those  attending  that  the  Texas  Medical  Associa- 
tion has  deep  interests  in  this  aaivity. 

The  chairman  has  also  represented  the  Texas  Medical 
Association  at  a regional  workshop  meeting  of  the  Com- 
mittee on  Schools  and  Colleges  of  the  Texas  Division, 
American  Cancer  Society  in  San  Angelo  in  February.  This 
participation  is  on  an  educational  level  for  high  schools 
and  colleges  in  helping  to  assure  that  health  education  in- 
cludes accurate  information  about  cancer.  A similar  pro- 
gram is  planned  for  Denton  in  April  with  Committee  rep>- 
resentation  requested. 

Charles  Phillips,  Chairman, 
Tom  B.  Bond, 

Howard  R.  Dudgeon,  Jr., 
Mack  F.  Bowyer, 

J.  L.  Goforth, 

David  H.  Allen, 

Richard  G.  Granbery, 

R.  Lee  Clark,  Jr., 

Samuel  J.  Merrill, 

John  D.  "Weaver. 

Reference  committee  to  which  referred:  Scientific  'Work. 
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REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  J.  M.  Partain:  The  Committee  on  Cancer  is  to  be 
congramlated  on  its  compact  symposium,  given  on  April 
18,  1959,  on  "Cancer  in  Texas  Today.”  This  was  received 
enthusiastically  by  an  appreciative  audience.  All  members 
of  the  Texas  Medical  Association  are  invited  to  view  the 
exhibit  on  "Cancer  in  Texas  Today”  because  you  will  find 
it  stimulating. 

This  Committee  recommends  adoption  of  this  report  as 
printed. 

[This  report  was  adopted.] 


14b.  REPORT  OF  COMMITTEE 
ON  MEDICAL  HISTORY 

The  Committee  on  Medical  History  is  very  proud  at  this 
meeting  to  have  an  exhibit  devoted  to  Texas  medical  his- 
tory and  particularly  Dr.  Anson  Jones.  This  exhibit  was 
prepared  for  us  by  the  Schering  Corporation  at  a cost  of 
$1  ,000.  The  Committee  wishes  to  thank  Ralph  Hagood  of 
the  Schering  Corporation;  C.  Lincoln  Williston,  Executive 
Secretary  of  the  Texas  Medical  Association;  and  Dr.  J.  M. 
Coleman  of  Austin  for  their  outstanding  work  in  preparing 
this  exhibit. 

Current  medical  history  is  constantly  being  written  up 
to  date.  It  has  been  agreed  unanimously  by  the  Committee 
and  passed  by  the  Executive  Council  that  our  group  include 
the  history  of  medicine  in  Texas  as  an  all  inclusive  subject 
rather  than  confine  its  activities  only  to  documenting  the 
history  of  the  Texas  Medical  Association.  It  is  hoped  that 
this  House  of  Delegates  will  see  fit  to  concur  with  this 
decision. 

Articles  for  publication  on  medical  history  are  contin- 
ually being  written  by  our  members.  We  were  very  happy 
with  the  response  given  to  the  recent  articles  on  the 
"Hippocratic  Oath,”  "Pope  John  XXI,”  "Ambrose  Pare,” 
and  "St.  Luke,  the  Beloved  Physician,”  which  the  Texas 
State  Journal  of  Medicine  was  so  kind  to  publish.  Many 
letters  were  received  from  outside  of  the  state  commenting 
upon  the  articles,  and  two  letters  were  received  from 
England. 

Articles  in  preparation  include  "William  Halsted,” 
"Moses  Matmonides,”  "The  History  of  the  Medicare  Pro- 
gram in  Texas,”  and  "The  Great  Medical  Men  of  Padua 
During  the  Sixteenth  Century.” 

The  members  of  the  Medical  History  Committee  would 
like  to  reemphasize  that  the  medical  emblem  of  our  pro- 
fession is  the  single  serpent  entwined 
about  the  staff  of  Aesculapius.  Most 
physicians  are  aware  that  the  caduceus 
of  Hermes  or  Mercury  with  the  double 
serpent  has  nothing  to  do  with  the 
medical  profession,  yet  organizations 
and  individuals  within  our  own  state 
are  continually  using  this  wrong  em- 
blem. It  is  not  a matter  of  usage  mak- 
ing correct  as  there  are  many  ancient 
Starnes  of  Aesculapius;  also  this  god 
is  on  many  contemporary  Roman  and 
Greek  coins,  and  it  always  has  the 
single  serpent  entwined  about  the 
knotted  staff.  The  word  "caducifer” 
is  French  in  origin  and  refers  only  to 
the  double  entwined  serpent  of  Hermes  or  Mercury  so  that 
this  word  is  incorrect  in  referring  to  our  emblem.  The 
United  States  Army  Medical  Corps  has  the  wrong  emblem. 


but  it  would  take  an  act  of  Congress  to  change  this  one. 
This  Committee  hopes  that  members  of  the  House  will 
help  stamp  out  this  error,  which  is  continually  being  made 
in  Texas  and  all  over  the  world. 

If  you  have  time,  please  come  to  see  our  exhibit.  A 
member  of  our  Committee  will  always  be  present.  Please 
tell  us  of  any  good  medical  history  concerning  Texas  of 
which  many  of  our  members  are  a part;  or  better,  write 
such  items  down  for  us  so  we  can  keep  them  for  our 
files  and  posterity. 

William  M.  Crawford,  Chairman, 
Pat  I.  Nixon, 

Morris  Polsky, 

R.  T.  Wilson, 

L.  H.  Reeves, 

Hall  Shannon, 

J.  M Coleman, 

W.  H.  Moursund,  Sr., 

W.  D.  Thames,  Jr., 

W.  B.  Russ. 

Dr.  Crawford;  I would  like  to  add  that  the  Rare  Book 
Room  at  the  Texas  Medical  Association  doesn’t  have  many 
rare  books,  and  we  are  informed  that  many  of  our  mem- 
bers do  have  rare  books  which  will  become  quite  valuable 
in  time.  If  any  of  you  feel  inclined  to  donate  those  to  the 
Rare  Book  Room,  I want  to  assure  you  that  the  Medical 
History  Committee  will  take  good  care  of  them  and  see 
that  they  are  kept  in  the  Medical  Association  Library. 

The  Medical  History  Committee  would  like  to  mention 
that  in  spite  of  having  gathered  so  much  glory  around  the 
medical  profession,  we  were  never  in  so  much  danger  as 
today.  There  are  several  reasons  for  this,  internal  as  well  as 
external.  A good  look  into  the  past  will  help  solve  many 
of  our  problems  in  the  present.  Our  forefathers  weathered 
worse  storms  and,  with  faith,  honesty,  and  purpose,  and 
organized  efforts,  have  won  glory  for  a profession  that  has 
ever  been  rising.  We  have  a place  of  pride  and  honor  in 
the  community  in  which  we  live.  I am  sure  we  will  con- 
tinue to  live  up  to  the  traditions  of  our  noble  profession. 

Reference  committee  to  which  referred:  Reports  of  Offi- 
cers and  Committees. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  Herbert  Donnell;  The  report  of  the  Committee  on 
Medical  History  was  well  summarized  at  the  first  session 
of  the  House  of  Delegates.  This  Reference  Committee 
would  like  to  commend  the  Committee  on  Medical  History 
for  its  work  and  research  and  would  like  to  draw  attention 
to  the  exhibit  being  presented  at  this  annual  session  by  the 
Committee. 

The  Reference  Committee  moves  the  adoption  of  this 
report. 

[This  report  was  adopted.] 

14c.  REPORT  OF  COMMITTEE  ON 
PUBLIC  RELATIONS 

The  Committee  on  Public  Relations  has  attempted  to 
maintain  a balanced  program  of  activities  which  would  be 
most  beneficial  to  medical  public  relations  in  Texas  from 
the  state  level.  In  so  doing,  most  of  the  projects  have 
involved  matters  with  which  the  county  medical  societies 
could  closely  associate  themselves  and  derive  public  rela- 
tions benefits  at  the  community  level. 


Rod  of 
Aesculapius. 
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Anson  Jones  Award 

The  Anson  Jones  Award  for  outstanding  lay  medical 
reporting  is  an  example  which  the  Committee  wishes  to 
cite  in  showing  the  relationship  of  the  Association  efforts 
to  those  in  which  the  county  society  may  participate.  The 
award,  presented  first  in  1956,  has  a cash  stipend  of  $250 
and  a bronze  plaque.  It  is  given  to  a Texas  newswriter  who, 
judged  by  the  Committee  on  Public  Relations,  has  done 
the  most  outstanding  medical  reporting  in  the  state.  The 
nominations  for  the  award  are  made  by  the  county  medi- 
cal societies  to  the  Association,  giving  a cooperative  effort 
toward  creating  good  physician-press  relationships  among 
all  groups  involved.  This  year,  $100  has  been  added  to 
second  place,  and  $50  to  third. 


Mrs.  Judy  Bonner,  second  place  Anson  Jones  Award 
winner  last  year,  won  first  this  year. 


Code  of  Cooperation 

Another  major  project  which  will  have  long-range  inter- 
est to  each  county  medical  society  is  the  creation  of  a 
Code  of  Cooperation  among  newspapers,  hospitals,  and 
physicians.  On  January  25,  1959,  a joint  meeting  of  rep- 
resentatives of  the  Texas  Press  Association,  Texas  Hospital 
Association,  and  Texas  Medical  Association  met  in  Austin 
to  discuss  first  steps  toward  preparation  of  the  code.  The 
meeting  was  hailed  as  exceedingly  productive  by  all  mem- 
bers who  participated.  The  executive  secretaries  of  each 
organization  were  instructed  to  draft  the  first  sample  of 
the  code  and  forward  to  all  members  who  had  sat  in  on 
the  meeting. 

The  Code  of  Cooperation  will  serve  merely  as  a guide  to 
county  medical  societies,  newspapers,  and  hospital  person- 
nel in  working  out  solutions  to  their  local  problems. 

Conference  on  Public  Relations 

Attendance  and  interest  in  the  Conference  on  Public 
Relations  held  in  September,  1959,  was  further  reason 
why  the  Committee  reports  its  approval  of  the  meeting 
and  desires  to  see  all  county  societies  participate  and  attend 
the  meeting. 

Medical  Students'  Day 

Medical  Students’  Day,  presented  at  the  medical  schools 
in  Texas,  is  still  considered  by  the  Committee  to  be  a high- 
ly worth-while  program  in  orienting  the  medical  student 
on  many  areas  of  problems  which  he  will  encounter  upon 
entering  practice.  It  is  hoped  that  a vigorous  program 
such  as  those  sponsored  previously  will  be  pursued  in  the 
future. 


Annual  Session 

The  promotion  of  Texas  Medical  Association’s  annual 
session  is  an  important  project.  The  Committee,  in  over- 
seeing this  function,  wishes  to  emphasize  that  the  meeting 
is  one  of  the  foremost  medical  programs  offered  in  the 
Southwest  annually  and  should  be  given  a quality-type 
promotion  and  publicity  campaign  within  reason.  The  Com- 
mittee desires  to  maintain  a satisfactory  program  in  this 
area  which  will  disseminate  to  the  membership  complete 
information  on  the  program  and  aid  in  the  future  contin- 
uance of  the  session  as  one  of  the  leading  medical  meetings 
presented  in  the  Southwest  annually. 

The  civic  luncheon,  sponsored  by  the  Committee  on 
Public  Relations  during  the  past  two  annual  sessions,  will 
be  continued  at  this  year’s  meeting.  This  group  of  visitors 
to  the  meeting  is  composed  of  lay  civic  leaders  who  are 
invited  to  attend  the  general  luncheon  on  Tuesday  and 
hear  the  President  of  the  American  Medical  Association 
and  to  visit  the  technical  and  scientific  exhibits  to  get  a 
picture  of  Texas  Medicine  at  work.  This  year,  the  civic 
group  will  be  selected  from  the  immediate  area  surround- 
ing San  Antonio,  rather  than  on  a statewide  basis.  The 
Committee  proposes  that  this  plan  be  utilized  in  fumre 
years  for  the  civic  groups. 

Liaison  with  Pharmacists 

Realizing  that  the  relationship  between  the  physician 
and  the  pharmacist  is  a very  close  professional  relationship 
which  entails  many  common  problems  in  the  area  of  pub- 
lic relations  with  the  external  publics  and  with  physicians 
and  pharmacists  themselves,  the  Committee  at  its  January 
meeting  in  Austin  met  with  representatives  of  the  Texas 
Pharmaceutical  Association.  From  this  meeting  several  stim- 
ulating ideas  were  developed,  one  of  which  is  the  request 
to  establish  a Texas  Medical  Association  Committee  for 
Liaison  with  the  Texas  Pharmaceutical  Association.  It  is 
believed  that  the  physician  and  the  pharmacist  can  work 
together  in  solving  many  of  their  common  problems  which 
will  in  turn  solve  many  public  relations  problems  for  the 
individual  organizations. 

Appreciation 

In  conclusion,  the  Committee  on  Public  Relations  wishes 
to  express  its  gratitude  to  each  physician  of  the  Associa- 
tion for  his  support  and  assistance  in  the  public  relations 
program  of  the  Association.  It  also  wishes  to  commend 
highly  the  Woman’s  Auxiliary  for  the  fine  assistance  and 
cooperation  offered  by  its  members  in  helping  the  goals  of 
organized  medicine. 

Joe  R.  Donaldson,  Chairman, 
A.  Fletcher  Clark,  Jr., 
Thomas  Royce, 

Van  D.  Goodall, 

James  Hallmark, 

Glenn  D.  Carlson, 

FoY  Moody. 

Dr.  Donaldson;  Mr.  Bill  Robertson  of  the  central  staff, 
who  has  been  working  with  us  as  our  public  relations  co- 
ordinator, has  resigned  and  has  accepted  the  position  as 
Executive  Secretary  of  the  Harris  County  Medical  Society. 
It  is  with  deep  regret  that  our  Committee  sees  him  leave, 
but  I am  sure  he  is  going  to  do  a good  job  in  Harris 
County  and  we  wish  him  well. 

Reference  committee  to  which  referred:  Medical  Service 
and  Public  Relations. 
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REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  PUBLIC  RELATIONS 

Dr.  Howard  Dudgeon:  The  report  of  the  Committee  on 
Public  Relations  dealing  chiefly  with  the  Code  of  Coopera- 
tion which  will  serve  merely  as  a guide  to  county  medical 
societies,  newspapers,  and  hospital  personnel  in  working  out 
solutions  to  their  local  problems  is  recommended  for  adop- 
tion as  presented  in  the  Handbook. 

[This  report  was  adopted.] 


14d.  REPORT  OF  COMMITTEE 
ON  TUBERCULOSIS 

The  Committee  on  Tuberculosis  is  spending  a good  deal 
of  time  in  cooperation  with  the  general  counsel  for  the 
Texas  Medical  Association  and  with  the  Texas  Tuberculosis 
Association  in  having  adopted  by  the  state  Legislature  a 
tuberculosis  code.  The  Committee  continues  its  program 
of  education  on  the  control  of  tuberculosis.  Such  media 
as  are  available  to  the  Committee  to  communicate  such  edu- 
cational material  to  the  profession  in  the  state  will  be  used. 
These  media  consist  of  the  Texas  State  Journal  of  Medicine, 
letters  and  pamphlets  to  local  tuberculosis  chairmen,  and 
programs  on  tuberculosis  before  county  medical  societies. 
A speakers’  bureau  is  available  for  those  who  wish  such 
services.  The  importance  of  reporting  cases  of  tuberculosis 
to  the  proper  authorities  will  be  stressed  again  to  the  pro- 
fession. 

The  Committee  has  been  represented  at  all  meetings 
of  the  Texas  Coordinating  Council  for  Tuberculosis. 

In  connection  with  case  finding  the  Committee  empha- 
sizes the  importance  of  skin  testing  and  proper  monitoring 
of  x-ray  equipment. 

A subcommittee  has  been  appointed  to  inquire  into  the 
mberculosis  control  program  for  animals  in  the  state. 

Elliott  Mendenhall,  Chairman, 
R.  B.  Morrison, 

J.  Walter  Park,  III, 

John  A.  Wiggins, 

C.  B.  Young, 

John  H.  Selby, 

O.  Edward  Egbert,  Jr. 

Daniel  E.  Jenkins, 

John  W.  Middleton, 

John  W.  Overstreet. 

Reference  committee  to  which  referred:  Scientific  Work. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  J.  M.  Partain:  The  Committee  on  Tuberculosis  is  to 
be  commended  on  its  program  on  the  education  of  the 
control  of  mberculosis,  using  the  media  of  the  Texas  State 
Journal  of  Medicine,  pamphlets,  and  programs  before  coun- 
ty medical  societies.  Please  note  that  a speakers’  bureau  is 
available  for  those  who  wish  such  services.  The  committee 
reiterates  its  plea  for  a 100  per  cent  reporting  of  cases  of 
mberculosis  to  the  proper  authorities  by  the  doctors  of 
Texas.  The  Committee  on  Tuberculosis  has  done  a fine  job. 

This  Committee  recommends  adoption  of  this  report  as 
printed. 

[This  report  was  adopted.] 


14e.  REPORT  OF  COMMITTEE 
ON  MENTAL  HEALTH 

In  order  to  cover  areas  of  special  interest,  the  Committee 
on  Mental  Health  has  four  active  subcommittees; 

1.  The  State  Mental  Hospitals:  Drs.  Pattillo  and  Gal- 
lagher. 

2.  Relationship  with  Psychology:  Drs.  Mitchell  and 
Schoonover. 

3.  Liaison  with  the  Texas  Academy  of  General  Practice: 
Drs.  Tomb,  Johnson,  and  Barcus. 

4.  Liaison  with  the  Committee  on  Mental  Health  of  the 
Woman’s  Auxiliary  to  the  Texas  Medical  Association;  Drs. 
Wyvell  and  Palasota. 

Drs.  Pattillo  and  Talkington,  in  November,  attended  the 
Fifth  Annual  Conference  of  Mental  Health  Representatives 
of  State  Medical  Associations  sponsored  by  the  Council  on 
Mental  Health  of  the  American  Medical  Association. 

Committee  Meetings 

Formal  meetings  were  held  on  September  6,  1958,  and 
January  24,  1959.  Because  of  their  highly  specialized  in- 
formation in  areas  of  interest  to  this  Committee,  guests 
included  Robert  Sutherland,  Ph.D.,  director  of  the  Hogg 
Foundation,  University  of  Texas;  Dr.  C.  J.  Ruilman,  di- 
rector of  State  Hospitals  and  Special  Schools;  Charles 
Mitchell,  and  Dr.  W.  L.  Wilson,  Division  of  Mental  Health, 
State  Department  of  Health;  Carl  Hereford,  Ph.D.,  presi- 
dent of  Texas  Psychological  Society;  and  Dr.  W.  W.  Harris, 
representing  the  Texas  Academy  of  General  Practice. 

Gerty  Plan  and  Regional  Mental  Health  Centers 

The  implementation  of  the  Gerty  plan  has  started  to 
the  extent  of  a clinic  in  Dallas  which  is  thus  far  limited 
to  diagnosis  and  treatment,  and  a Houston  unit  which  is 
primarily  involved  in  research.  This  plan,  which  was  intro- 
duced by  the  Committee  in  1957,  is  designed  ultimately, 
under  the  direction  of  the  state  hospital  system,  to  blanket 
the  state  with  key  out-patient  mental  hygiene  clinics,  50 
bed  units  for  the  treatment  of  acute  and  potentially  re- 
coverable psychiatric  patients,  and  500  bed  continuous 
treatment  units,  all  of  which  are  to  be  used  for  research 
and  the  training  of  sorely  needed  psychiatrists,  clinical 
psychologists,  psychiatric  social  workers,  and  other  adjunc- 
tive therapists. 

The  State  Department  of  Health  has  in  existence  eight 
community  mental  health  clinics  and  is  formulating  plans 
to  organize  regional  mental  health  centers  in  selected  com- 
munities throughout  the  more  sparsely  populated  areas  of 
the  state.  The  evidence  at  hand  indicates  no  conflict  be- 
tween these  plans.  This  Committee,  in  endorsing  both 
plans,  felt  that  the  regional  health  centers  should  remain 
under  the  State  Board  of  Health  rather  than  be  trans- 
ferred to  the  state  hospital  system.  At  the  same  time,  it 
was  clearly  recognized  that  chest  specialists  of  the  state 
had  backed  a similar  program  to  such  an  extent  that  the 
treatment  of  tuberculosis  has  become  a state  prerogative  to 
the  extent  that  a number  of  fine  private  hospitals  have 
closed.  Based  on  the  recommendation  of  this  Committee, 
the  Texas  Medical  Association  has  written  the  chairman 
of  the  Board  for  Texas  State  Hospitals  and  Special  Schools 
recommending  the  formation  of  a commission  for  the  con- 
tinued study,  planning,  and  implementation  of  the  Gerty 
plan  and  offering  the  assistance  of  the  Texas  Medical 
Association  in  developing  the  best  medical  practices  in 
the  hospital  system,  with  the  board's  assurance  that  this 
recommendation  will  receive  every  consideration. 
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Psychiatric  Education  for  General  Practitioners 

A program  for  psychiatric  education  for  general  prac- 
titioners, originated  by  Texas  general  practitioners,  has 
stimulated  the  interest  of  the  Southern  Regional  Educa- 
tional Board  and  the  National  Institute  of  Mental  Health. 
This  program  has  now  been  implemented  by  $1,300,000 
in  federal  funds.  It  provides  for  special  psychiatric  instruc- 
tion of  the  family  doctor  including  a residency  training 
program  with  salaries  up  to  $12,000  per  year. 

General 

Dr.  Sutherland  reported  on  the  stams  of  the  research 
project  having  to  do  with  the  acceptance  of  post  hospital- 
ized psychiatric  patients  on  remrn  to  their  communities. 
He  expressed  appreciation  for  the  cooperation  of  this 
Q)mmittee,  the  Texas  Medical  Association,  and  its  head- 
quaners  staff. 

The  Texas  Academy  of  General  Practice  and  the  Texas 
Neuropsychiatric  Association  reaffirmed  their  organizations’ 
interest  in  cooperation  with  the  plan  for  continuing  teams 
for  the  inspection  of  state  hospitals. 

The  American  Psychiatric  Association’s  manpower  project 
for  the  recruitment,  utilization,  and  distribution  of  psychi- 
atrists and  adjunctive  specialists  was  reviewed  and  ap- 
proved. 

The  Legislative  Budget  Board  requested  an  opinion  on 
the  rates  of  pay  recommended  for  full  time  research  psy- 
chiatrists. 

This  Committee’s  editorial  in  the  November,  1958,  issue 
of  the  Texas  State  journal  of  Medicine  and  the  State  De- 
panment  of  Health  publications  concerning  mental  health 
services,  private  and  public,  and  psychiatric  units  in  general 
hospitals  were  reviewed. 

Certification  of  Psychologists 

Dr.  Mitchell  pointed  out  that  the  American  Medical 
Association  and  the  American  Psychiatric  Association  have 
now  taken  a firm  stand  against  the  legal  licensure  or  certi- 
fication of  psychologists.  Excerpts  from  a 1958  statement 
of  the  Council  of  Representatives  of  the  American  Psycho- 
logical Association  were  read.  This  included  the  statements 
that  the  American  Psychological  Association  intends  to  at- 
tempt to  defeat  amendments  of  basic  science  or  medical 
practice  acts  which  would  restrict  the  role  and  practice  of 
psychologists;  its  intent  to  join  in  the  legal  defense  and 
costs  thereof  of  any  member  engaged  in  the  professional 
practice  who  is  charged  with  the  practice  of  medicine  in 
terms  of  psychotherapy;  of  being  in  favor  of  allowing  some 
present  state  laws  to  be  repealed  rather  than  accepting 
amendments  to  them  which  would  result  in  restricting  or 
narrowly  defining  the  role  of  psychologists.  It  was  reported 
that  in  one  state  where  psychologists  had  been  legally 
certified,  they  now  proposed  to  take  over  solely  the  practice 
of  psychotherapy.  The  Texas  Medical  Association  has 
previously  suggested  self-certification  of  psychologists  as 
physicians  and  surgeons  are  certified  by  their  respective 
boards. 

Dr.  Hereford  reported  that  the  Texas  Psychological  As- 
sociation is  again  introducing  to  the  current  Legislature  a 
bill  which  will  permit  legal  certification  of  psychologists. 

Recommendations 

It  is  recommended  that: 

1.  The  Texas  Medical  Association  go  on  record  as  ap- 
proving a $20,000  salary  for  research  psychiatrists  at  the 
state’s  new  Institute  of  Training  and  Research  at  Houston, 
and  that  the  Legislative  Budget  Board  be  so  notified. 


2.  The  Board  for  Texas  State  Hospitals  and  Special 
Schools  be  notified  of  the  Texas  Medical  Association’s  re- 
affirmed suggestion  of  a permanent  planning  and  advisory 
committee  for  the  implementation  of  the  Gerry  plan. 

3.  The  appointment  of  teams  consisting  of  general  prac- 
titioners and  psychiatrists  for  state  hospitals  be  continued. 

4.  The  regional  mental  health  centers,  being  primarily 
preventive  in  nature,  remain  under  the  State  Board  of 
Health. 

5.  The  following  resolution  relating  to  legal  cenification 
of  psychologists  be  adopted: 

Whereas,  the  independent  acceptance  of  the  responsibility 
for  diagnosis  and  treatment  of  a patient  for  a fee  consti- 
tutes the  practice  of  medicine;  and 

Whereas,  psychotherapy  is  an  inherent  part  of  the  prac- 
tice of  medicine;  and 

Whereas,  the  American  Psychology  Association  states 
clearly  its  intent  to  join  in  the  legal  defense  and  costs 
thereof  of  any  member  engaged  in  professional  practice 
who  is  charged  with  the  practicing  of  medicine  in  terms 
of  psychotherapy;  it  is  therefore 

Resolved:  That  the  Texas  Medical  Association  go  on 
record  as  being  opposed  to  the  legal  certification  or  li- 
censure of  psychologists. 


14e.  SUPPLEMENTARY  REPORT  OF 

COMMITTEE  ON  MENTAL  HEALTH 

The  Committee  on  Mental  Health  met  at  10:30  a.  m., 
Samrday,  April  18,  in  San  Antonio.  Members  present  were 
the  chairman.  Dr.  Perry  C.  Talkington,  Dallas;  Dr.  Dor- 
othy Wyvell,  Midland;  Dr.  P.  C.  Palasota,  Abilene;  Dr. 
Holland  C.  Mitchell,  Waco;  and  Dr.  Robert  W.  Johnson, 
Corpus  Christi.  Dr.  Johnson  was  welcomed  as  a new  mem- 
ber and  was  appointed  to  the  Subcommittee  on  Liaison 
with  the  Texas  Academy  of  General  Practice.  Also  present 
was  Fred  Crawford,  Ph.D.,  of  the  Hogg  Foundation  for 
Mental  Health. 

Dr.  Talkington  called  the  meeting  to  order  and  asked 
for  the  report  of  the  Subcommittee  on  Relationship  with 
Psychology.  Dr.  Talkington  reported  that  he  and  Dr.  Pat- 
tillo  appeared  before  the  State  Affairs  Committee  of  the 
State  Legislamre  to  speak  against  H.  B.  42  as  did  Dr. 
Martin  Towler  of  Galveston.  Mr.  Overton  reported  that 
this  bill  was  referred  to  subcommittee  and  is  now  in  the 
hands  of  the  Attorney  General. 

Dr.  Talkington  then  asked  for  the  report  of  the  Sub- 
committee on  Liaison  with  the  Texas  Academy  of  General 
Practice.  Dr.  Johnson  reported  that  by  invitation  of  this 
committee,  representatives  of  the  Texas  Medical  Association 
Committee  on  Mental  Health,  the  Texas  Neuropsychiatric 
Association,  and  the  Texas  Academy  of  General  Practice 
met  in  January  and  agreed  to  the  appointment  of  inspection 
teams  for  each  state  mental  hospital.  The  Neuropsychiatric 
Association  proposed  to  appoint  its  members  on  Samrday, 
April  18.  Each  inspection  team  is  to  include  a representa- 
tive of  the  Texas  Academy  of  General  Practice  and  Texas 
Neuropsychiatric  Association. 

There  was  no  report  from  the  Subcommittee  on  Liaison 
with  the  Committee  on  Mental  Health  of  the  Woman’s 
Auxiliary  to  the  Texas  Medical  Association. 

As  new  business.  Dr.  Talkington  reported  that  Dr.  Chap- 
man Isham  of  Lubbock  has  formulated  a plan  for  the 
establishment  of  mental  health  clinics  and  coops.  Dr.  Rich- 
ard J.  Plunkett,  AMA,  writes  that  the  AMA  Council  on 
Mental  Health  has  considered  the  material  and  felt  that  it 
should  be  referred  to  the  Texas  Medical  Association  Com- 
mittee. Dr.  Isham  forwarded  a copy  of  the  plan  to  this 
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Committee  and  it  was  on  hand  at  the  January  24  meeting. 
Dr.  Isham’s  report  including  correspondence  from  him  stat- 
ing that  this  required  no  action  and  is  simply  an  informa- 
tional copy  was  reviewed  by  a subcommittee  of  Dr.  P.  C. 
Palasota  and  Dr.  Dorothy  Wyvell.  The  AMA  Council  will 
be  informed. 

At  the  January  24  meeting  of  this  Committee,  it  was  felt 
that  the  regional  mental  health  centers  should  remain  un- 
der the  State  Board  of  Health  rather  than  be  referred  to 
the  state  hospital  system.  It  was  reported  that  the  Legislature 
has  agreed  to  this  procedure  without  appropriations  for  the 
expansion  of  this  operation. 

Dr.  Talkington  reported  that  the  Texas  Commission  on 
Alcoholism  has  invited  the  Texas  Medical  Association’s 
Committee  on  Mental  Health  to  join  with  the  University 
of  Texas  and  the  Hogg  Foundation  for  Mental  Health  in 
co-sponsoring  a 1-day  workshop  for  doctors  and  nurses  on 
Thursday,  June  25,  as  p>art  of  the  second  Annual  Institute 
on  Alcohol  Studies.  Some  of  the  Committee  members  be- 
long to  the  Texas  Commission  on  Alcoholism  but  felt  that 
because  of  lack  of  information  this  Committee  should  not 
co-sponsor  the  workshop. 

Dr.  Fred  Crawford  was  introduced  and  reported  on  the 
status  of  the  research  project  having  to  do  with  the  accept- 
ance of  post-hospitalized  psychiatric  patients  on  return  to 
their  communities.  The  Committee  had  asked  for  a formal 
report  on  the  research  project.  In  addition  to  this  report 
on  the  actual  project.  Dr.  Crawford  had  encountered  some 
interesting  political  problems. 

Dr.  Crawford  has  agreed  to  make  a final  report  to  this 
Committee  at  completion  of  the  2-year  study. 

The  Committee  took  formal  and  regretful  note  of  the 
death  of  Dr.  Rawley  E.  Chambers,  director  of  Mental 
Hospitals,  Board  of  Texas  State  Hospitals  and  Special 
Schools. 

Dr.  Mitchell  moved  that  the  meeting  be  adjourned  and 
Dr.  Palasota  seconded  the  motion  at  12:45  p.  m. 

P.  C.  Talkington,  Chairman, 
Joseph  C.  Gallagher, 

A.  D.  Pattillo, 

Dorothy  Wyvell, 

W.  S.  Barcus, 

Robert  L.  Johnson, 

P.  C.  Palasota, 

Holland  C.  Mitchell, 

Frank  S.  Schoonover, 

Andrew  S.  Tomb. 

Reference  committee  to  which  referred:  Reports  of  Offi- 
cers and  Committees. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  Herbert  Donnell:  The  Committee  on  Mental  Health 
reports  on  the  progress  of  the  Gerty  Plan  in  Texas,  a 
recommendation  by  the  Committee  to  the  Board  for  Texas 
State  Hospitals  and  Special  Schools  that  a commission  be 
formed  for  the  study  and  implementation  of  the  Gerty 
Plan,  psychiatric  education  for  general  practitioners,  inspec- 
tion teams  for  state  mental  hospitals,  and  made  recom- 
mendations with  regard  to  problems  of  mental  health  in  the 
state.  This  Reference  Committee  approves  adoption  of  the 
recommendations  of  the  Committee  on  Mental  Health  and 
reaffirms  the  position  of  the  Committee  in  its  opposition 
to  certification  or  licensure  of  psychologists. 

[This  report  was  adopted.] 


14f.  REPORT  OF  COMMITTEE 
ON  PUBLIC  HEALTH 

The  Committee  on  Public  Health  of  the  Texas  Medical 
Asscxiation  has  had  no  meetings  since  the  session  in  Hous- 
ton in  1958.  There  has  been  nothing  referred  to  this 
Committee  for  consideration. 

Thomas  P.  Kennerly,  Chairman, 
Morris  E.  Malakoff, 

William  E.  Lockhart,  Jr., 
Austin  Hill, 

James  E.  Ball, 

Ben  Primer, 

Thomas  H.  Diseker, 

H.  K.  Brask, 

Henry  A.  Holle, 

Sam  H.  Gainer. 

No  referral. 


14g.  REPORT  OF  COMMITTEE 
ON  BLOOD  BANKS 

The  Committee  on  Blood  Banks  feels  that  blood  banking, 
as  it  is  developing  in  this  country,  should  be  of  interest 
and  concern  to  all  medical  doctors.  It  represents  a segment 
of  the  practice  of  medicine  which  most  doaors,  whether 
generalists  or  specialists,  find  of  great  practical  value  in  the 
care  of  patients  and  which  also  touches  on  various  socio- 
economic and  public  relations  aspects  of  medicine.  Develop- 
ments can  transpire  in  this  area  of  medicine,  some  in  a 
subtle  way,  which  either  affect  medical  practice  or  establish 
trends  which  may  be  subsequently  of  effea  on  medical 
practice.  Accordingly,  the  Committee  considers  its  duty  to 
transmit  information  relative  to  general  developments  and 
to  attempt  to  offer  possible  interpretations  of  these. 

American  Association  of  Blood  Banks 

General  developments  in  blood  banking  during  the  past 
year  may  be  considered  from  the  view  of  an  organization 
of  national  scope,  namely,  the  American  Association  of 
Blood  Banks. 

The  AABB,  which  consists  of  institutional  (blood  bank) 
and  individual  members,  continues  to  show  signs  of  nu- 
merical growth  and  expansion  of  services.  Certain  esti- 
mates consider  that  the  membership  of  this  organization 
handles  approximately  50  per  cent  of  blood  transfusion  in 
this  country.  The  total  number  of  blood  transfusions  given 
in  this  country  is  now  estimated  at  over  5,000,000  per  an- 
num. It  is,  therefore,  of  interest  to  note  that  traditionally 
and  in  practice  this  organization  is  medically  oriented  and 
that  medical  doaors  in  good  standing  represent  the  greatest 
group  in  the  organization.  Through  its  aaivities  this  asso- 
ciation has  established  itself  for  the  principles  of  self- 
determination  and  local  control.  It  looks  to  organized 
medicine  primarily  for  its  energy  and  support.  Doctors  who 
are  interested  in  blood  banking  should  become  familiar 
with  this  organization  and  its  affiliates,  for  such  familiarity 
can  be  a means  of  assisting  in  the  problems  of  medicine 
as  these  occur  in  the  field  of  blood  banking. 

Five  developments  sponsored  by  the  AABB  may  be 
singled  out  in  this  rep>ort: 

1.  Clearing  House  for  the  exchange  of  blood  and  blood 
credits  between  blood  banks  through  the  country:  The  con- 
cept of  blood  reciprocity,  by  means  of  which  a donor  can 
give  blood  in  one  bl(X)d  bank  for  the  credit  of  recipients 
throughout  the  state,  country,  or  territory,  was  originated 
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and  developed  by  members  of  the  A ABB.  The  first  (pilot) 
operation  began  in  California  and  now  has  spread  to  all 
states  in  the  Union  and  the  territories.  A Guide  on  the 
Clearing  House  is  published  by  the  AABB  which  details 
the  operation  of  the  Clearing  House  offices.  This  year  a 
Directory  on  Clearing  Houses  has  been  published  which 
lists  and  describes  all  blood  banking  in  the  nationwide 
Clearing  House  system,  their  location  and  medical  direaors 
as  well  as  the  hospitals  they  serve.  This  document  indicates 
that  over  2,000  hospitals  in  this  country  are  served  by  the 
AABB  sponsored  Clearing  House  system.  This  list  con- 
tinues to  grow  as  interest  in  this  approach  increases. 

During  the  past  year  the  AABB  assumed  complete  re- 
sponsibility for  the  operation  of  one  of  the  five  distria 
Clearing  House  offices.  This  represents  a pilot  operation 
which  could  determine  whether  it  is  feasible  and  advan- 
tageous for  all  five  districts  covering  the  country  to  be 
operated  direaly  under  the  AABB.  It  happens  that  the 
district  now  directly  under  the  AABB  is  the  South  Central 
District,  which  covers  the  States  of  New  Mexico,  Texas, 
Oklahoma,  Louisiana,  and  Mississippi.  Supervision  of  the 
five  district  Clearing  Houses  by  the  AABB  has  been  con- 
sidered as  potentially  capable  of  improving  the  over-all 
operation  by  facilitating  inter-district  operations,  relation- 
ship with  other  organizations,  and  standardization  of  pro- 
cedures (partial  standardization  is  considered  necessary  in 
such  operations ) . 

The  operation  of  a blood  bank  Clearing  House  bears  not 
only  on  donor  procurement  but  also  on  the  distribution 
(and  the  availability)  of  blood  for  patient  care.  Doctors 
should  familiarize  themselves  with  this  activity.  Through 
lack  of  understanding  of  this  type  of  operation  doctors  can 
lose  another  area  of  responsibility  dealing  with  patient 
care. 

2.  Inspection  and  accreditation  of  blood  banks : It  has 
been  recommended,  on  good  authority,  that  the  operation 
of  a Clearing  House  system  carries  responsibility  of  standard 
practice  within  the  member  institutions  of  the  Clearing 
House.  Thus,  the  sponsorship  or  operation  of  a Clearing 
House  for  blood  banks  has  indicated  the  need  for  an  in- 
sp>ection  and  accreditation  program  by  the  sponsoring  or 
operating  agency.  The  AABB,  therefore,  has  developed  an 
inspection  and  accreditation  program  for  participants  in 
the  Clearing  House.  This  program  in  time  may  be  avail- 
able for  other  blood  banks. 

The  inspection  and  accreditation  program  assures  the 
use  of  sound  praaices  in  the  operation  of  the  blood  bank. 
It  includes  on  the  spot  inspertion  of  administrative  and 
technical  procedures  as  well  as  certain  medical  asperts.  It 
also  provides  for  a detailed  evaluation  of  blood  and  blood 
samples  which  are  shipped  from  bank  to  bank. 

3.  Standards  for  blood  transfusion  services:  The  AABB 
in  conjunaion  with  the  Joint  Blood  Council,  has  pub- 
lished a Standards  document  which  covers  all  aspects  of 
blood  banking — administrative,  technical,  and  certain  medi- 
cal aspects.  This  instrument  is  in  the  form  of  a Minimal 
Standards  document.  It  is,  however,  quite  detailed  and 
forms  the  basis  for  the  inspection  and  accreditation  pro- 
gram. 

4.  Reference  laboratories:  The  AABB  is  sponsoring  the 
development  of  12  reference  laboratories  over  the  country 
for  the  purpose  of  offering  highly  technical  assistance  in 
blood  bank  problems.  These  laboratories  are  in  reputable 
established  members  of  the  association.  They  are  not  for 
routine  studies  but  only  for  difficult  problems,  such  as  the 
identification  of  unusual  and  rare  antibodies  which  may 
be  the  cause  of  transfusion  reactions.  The  laboratories  will 
also  assist  in  the  procurement  of  unusual  and  rare  blood 
donors  for  very  special  cases. 


The  procedure  for  operation  of  these  reference  labora- 
tories includes  referral  of  material  from  the  medical  direc- 
tor of  a reputable  blood  bank.  Thus,  before  the  reference 
laboratory  considers  a sample  it  has  already  been  subjected 
to  study  by  an  established  laboratory  or  blood  bank. 

5.  Ethics:  The  AABB  has  adopted  a set  of  ethics  which 
incorporates  the  ethics  of  parent  organizations  such  as  the 
American  Medical  Association.  This  is  a good  document 
worthy  of  study  by  all  doctors.  It  forms  the  basis  for  con- 
sideration of  certain  potential  disputes  which  may  from 
time  to  time  be  referred  to  the  AABB. 

Blood  Procurement 

Blood  procurement  forms  the  very  basis  of  blood  bank- 
ing. Deficiencies  in  this  area  may  become  the  prime  cause 
for  a faulty  transfusion  service.  Although  blood  procure- 
ment embodies  intrinsic  administrative  logistics  and  public 
relations,  it,  nevertheless,  has  major  medical  practice  com- 
ponents, such  as  the  evaluation  of  the  health  of  a subject 
for  blood  donation  purposes.  Thus,  it  is  reasonable  to  con- 
sider that  blood  procurement  should  not  be  entirely  di- 
vorced from  the  doctor’s  approach  to  blood  banking. 

On  occasions  there  have  been  attempts  to  develop  cen- 
tralized schemes  for  blood  procurement.  These  have  had 
as  their  major  shortcoming  the  fact  that  in  the  ultimate 
analysis  blood  procurement  is  a local  function  and  respon- 
sibility of  a community,  localized  region,  or  instimtion. 

The  Committee  wishes  to  reaffirm  the  concept  that  blood 
procurement  is  primarily  a local  responsibility  and  to  urge 
all  doctors  to  be  wary  of  schemes  which  tend  to  bypass 
this  responsibility. 


Travis  County  Blood  Bank  collects  blood  from  a donor. 


Protection  from  Transfusion  Hepotitis 

The  Committee  has  considered  the  question  of  post- 
transfusion hepatitis  and  particularly  the  problem  of  safe- 
guarding the  recipient  from  hepatitis.  The  Committee 
recognizes  that  this  is  a problem  without  a ready  and  spe- 
cific answer.  However,  questions  are  being  raised  by  re- 
sponsible lay  groups,  such  as  administrators  and  liability 
insurance  carriers,  concerning  the  procedures  relative  to 
recipient  protection  and  protection  against  claims  of  medi- 
cal negligence  in  spite  of  the  pursuit  of  presently  accepted 
standard  procedures. 

In  view  of  the  magnitude  of  this  problem  the  Committee 
on  Blood  Banks  wishes  to  request  referral  of  this  question 
to  an  appropriate  committee  of  the  Texas  Medical  Associa- 
tion for  deliberation,  appropriate  legal  counsel,  and  a con- 
sidered recommendation  to  the  physicians  of  Texas  which 
will  effert  the  greatest  protection  for  all  concerned. 
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Composition  of  Committee  on  Blood  Banks 

At  present  this  Committee  consists  of  five  members.  If, 
in  the  judgment  of  the  officers  of  the  Association,  a com- 
mittee of  seven  members  is  not  considered  too  large  for 
this  general  area,  the  present  Committee  would  like  to 
suggest  such  an  enlargement  with  the  further  suggestion 
that  the  two  additional  members  be  drawn  from  physicians 
in  the  fields  of  surgery,  internal  medicine,  or  obstetrics  and 
gynecology. 

E.  E.  Muirhead,  Chairman, 
Charles  F.  Pelphrey, 

O.  J.  WOLLENMAN, 

K.  P.  WiTTSTRUCK, 

D.  A.  Todd. 

Reference  committee  to  which  referred:  Scientific  Work. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  J.  M.  Partain:  Each  member  of  the  Texas  Medical 
Association  is  recommended  to  read  this  report  of  the 
Committee  on  Blood  Banks  in  its  entirety,  because  it  mir- 
rors the  great  amount  of  work  done  by  this  active  and 
important  committee.  The  Committee  on  Blood  Banks 
recommends  that  every  doctor  familiarize  himself  with  the 
activities  of  their  blood  banks,  because  through  the  lack  of 
understanding  of  this  type  of  operation,  doctors  can  lose 
another  area  of  responsibility  dealing  with  patient  care. 
The  committee  reaffirms  the  concept  that  blood  procure- 
ment is  primarily  a local  responsibility  and  urges  all  doctors 
to  be  wary  of  schemes  which  tend  to  by-pass  this  responsi- 
bility. The  Committee  on  Blood  Banks  consists  of  five 
members,  and  they  recommend  increasing  the  size  of  their 
committee  to  seven  members  with  the  further  suggestion 
that  the  two  additional  members  be  drawn  from  physicians 
in  the  fields  of  surgery,  internal  medicine,  or  obstetrics 
and  gynecology.  This  Reference  Committee  recommends 
adoption  of  this  portion  of  the  report. 

The  Committee  on  Blood  Banks  considered  the  problem 
of  transfusion  hepatitis,  recognizing  that  this  is  a problem 
without  a ready  and  specific  answer;  however,  questions 
are  being  raised  by  responsible  lay  groups  such  as  admin- 
istrators and  liability  insurance  carriers  concerning  the  pro- 
cedures relative  to  recipient  protection  and  protection 
against  claims  on  medical  negligence.  The  Committee  on 
Blood  Banks  asks  that  this  question  be  referred  to  an  ap- 
propriate committee  of  the  Texas  Medical  Association  for 
deliberation.  The  Reference  Committee  on  Scientific  Work 
feels  that  there  is  no  committee  better  qualified  to  pursue 
this  problem  than  the  Committee  on  Blood  Banks.  This 
Reference  Committee  recommends  further  study  of  trans- 
fusion hepatitis  by  the  Committee  on  Blood  Banks  in  close 
cooperation  with  the  legal  counsel  of  the  Texas  Medical 
Association  and  such  new  members  of  their  own  committee 
as  recommended  in  the  previous  paragraph. 

The  Reference  Committee  on  Scientific  Work  recom- 
mends adoption  of  this  part  of  the  report  as  amended  by 
the  Reference  Committee. 

The  Reference  Committee  on  Scientific  Work  also  pre- 
sents the  following  resolution  to  this  House  of  Delegates; 

Whereas,  blood  collection  by  the  American  Association 
of  Blood  Banks  is  not  acceptable  to  the  Red  Cross  and 
vice-versa;  and 

Whereas,  there  are  no  standard  rules  of  procedure  and 
acceptability;  and 

Whereas,  this  works  a hardship  on  patients  in  many  lo- 
calities, chiefly  small  towns;  therefore,  be  it 


Resolved:  That  the  delegates  from  the  Texas  Medical 
Association  to  the  American  Medical  Association  be  in- 
structed to  seek  methods  for  closer  cooperation  between 
tbe  American  Association  of  Blood  Banks  and  the  Red 
Cross  regarding  the  collection  and  distribution  of  blood. 

The  Reference  Committee  on  Scientific  Work  moves 
acceptance  of  this  resolution. 

[The  repott  of  the  reference  committee  was  adopted.} 


14h.  REPORT  OF  COMMITTEE 
ON  INDUSTRIAL  HEALTH 

The  principal  activity  of  the  Committee  on  Industrial 
Health  has  been  the  arrangement  and  development  of  a 
strong  program  for  the  Industrial  Health  Conference  to  be 
held  April  18.  The  conference,  publicity  for  which  is  being 
presented  elsewhere,  is  part  of  the  annual  meeting  of  the 
Texas  Medical  Association  to  be  held  in  San  Antonio.  The 
Committee  is  proud  of  the  choice  time  given  it,  which 
is  a social-dinner  session  combined  with  an  unusual  pioneer 
educational  program  beginning  at  4 p.  m.  The  chairman  of 
the  program  committee.  Dr.  W.  L.  Wilson,  has  brought 
together  timely  components  of  an  occupational  health  ses- 
sion for  the  Association  members  and  their  wives  and 
guests. 

The  Committee  on  Industrial  Health  developed  this  con- 
ference over  several  months’  period  in  1958.  The  chair- 
man of  the  Committee  convened  the  group  June  5 and  6 
in  Austin  to  hold  a preliminary  conference  with  represent- 
atives on  this  subject  from  the  Texas  Hospital  Association, 
Texas  Graduate  Nurses  Association,  Texas  Industrial  Medi- 
cal Association,  Texas  Industrial  Nurses  Association,  and 
Texas  State  Department  of  Health.  The  consensus  of  this 
meeting  was  that  the  first  real  and  necessary  point  is  to 
inform  the  practicing  physician  as  to  the  components  of 
an  occupational  health  program  and  to  make  clear  to  him 
the  many  and  great  benefits  which  will  come  from  such 
a program  for  hospital  employee  groups.  One  of  the  an- 
ticipated objectives  of  this  conference  will  be  to  improve 
the  acceptance  of  the  AMA-AHA  recommendations  wher- 
ever they  are  proposed  by  hospital  boards  and  adminis- 
trators. 

The  Committee,  in  meeting  September  7,  agreed  to  eh- 
dorse  officially  the  principles  of  "Scope,  Objectives  and 
Funaions  of  Occupational  Health  Programs,”  which  is  pub- 
lished by  the  Council  on  Industrial  Health  of  the  AMA. 
Dr.  Max  E.  Johnson  of  San  Antonio  was  designated  the 
official  representative  of  the  Texas  Medical  Association’s 
Committee  on  Industrial  Health  to  the  Congress  on  In- 
dustrial Health,  February  16,  1959,  by  invitation  of  the 
Council  on  Industrial  Health  of  the  AMA. 

Dr.  W.  L.  Wilson  wrote  an  editorial  for  the  publication, 
Texas  Hospitals,  of  the  Texas  Hospital  Association. 

Val  C.  Baird,  Chairman, 

Ralph  G.  Greenlee, 

Carl  A.  Nau, 

S.  W.  Bradford, 

N.  B.  Daniel, 

G.  B.  Stephenson, 

R.  H.  Thomason, 

Robert  J.  Potts, 

Max  E.  Johnson, 

V.  M.  Payne,  Jr. 

Reference  committee  to  which  referred:  Reports  of  Of- 
ficers and  Committees. 
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REPORT  OF  REFERENCE  COMM5TTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  Herbert  Donnell:  The  Committee  on  Industrial 
Health  reports  on  its  activities  which  include  sponsoring  a 
Conference  on  Industrial  Health  which  was  held  yesterday, 
April  18,  here  in  San  Antonio.  This  Reference  Committee 
commends  the  Committee  on  Industrial  Health  for  its  ex- 
cellent work. 

[This  report  was  adopted.] 


14i.  REPORT  OF  COMMITTEE 
ON  PATIENT  CARE 

The  Committee  on  Patient  Care  of  the  Texas  Medical 
Association  has  not  had  an  occasion  to  meet.  However, 
members  of  the  Committee  serving  as  appointees  to  the 
Texas  Commission  on  Patient  Care  met  in  joint  session 
with  the  Board  of  Nurse  Examiners,  nurse  consultant  for 
the  board,  representatives  of  the  Texas  Graduate  Nurses  As- 
sociation, and  legal  advisers  of  the  participating  organiza- 
tions on  November  21.  The  purpose  of  the  meeting  was 
to  discuss  the  contemplated  nurse  practice  act.  The  act 
seemed  acceptable  with  the  exception  of  the  "definition  of 
nursing.”  It  was  agreed  that  further  study  might  clarify  this 
point.  Reports  were  heard  from  the  Texas  Chapter  of  the 
American  Physical  Therapy  Association  and  the  Texas  So- 
cial Welfare  Association  in  regard  to  the  needs  of  these 
groups. 


Patient  care  coils  for  teamwork. 


Again,  on  January  9,  the  same  group  of  nurses  and  the 
Commission  met  to  consider  the  nurse  practice  act.  No 
agreement  was  had  on  the  act,  and  the  Texas  Graduate 
Nurses  Association  withdrew  from  its  sponsorship  of  the 
act.  The  Board  of  Nurse  Examiners,  believing  that  the 
"fixation”  portion  (requiring  three  years  in  schools  of 
nursing)  of  the  present  law  was  the  only  important  change 
needed,  expressed  the  need  to  go  ahead  with  this  one  re- 
vision. The  Commission  reviewed  the  needs  of  all  para- 
medical groups,  and  after  the  reelection  of  the  present 
officers,  adjourned  to  meet  on  March  7,  at  which  time 
other  paramedical  groups  would  be  asked  to  attend. 


14i.  SUPPLEMENTARY  REPORT  OF 
COMMITTEE  ON  PATIENT  CARE 

The  Texas  Commission  on  Patient  Care  through  the 
Committee  on  Patient  Care  of  the  TMA  would  like  for  the 
Delegates  to  the  AMA  to  ask  for  a reconsideration  of  the 
approval  for  the  American  Society  of  Medical  Technologists 
to  elevate  their  course  of  study  from  3 to  4 years. 

The  Commission  finds  that  it  is  most  commendable  for 
this  group  to  wish  to  increase  its  standards,  but  feels  that 
this  will  force  a diminution  in  the  number  of  technologists 
available  and  rule  out  the  program  of  the  junior  colleges 
in  Texas.  On  inquiry,  it  is  evident  that  the  pathologists 
are  not  in  complete  accord  with  the  new  change.  It  will 
certainly  be  followed  by  the  use  of  a lesser  type  of  techni- 
cian to  fulfill  hospital  and  doctor  needs. 

Joseph  F.  McVeigh,  Chairman, 
Russell  D.  Holt,  Jr., 

G.  V.  Brindley,  Jr., 

Joe  a.  Shepperd, 

G.  E.  Brereton. 

Reference  committee  to  which  referred:  Reports  of  Of- 
ficers and  Committees. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTIES 

Dr.  Herbert  Donnell : The  ■ Committee  on  Patient  Care 
reports  its  many  activities  which  have  been  concerned  with 
problems  of  paramedical  groups  such  as  the  Board  of 
Nurse  Examiners  and  the  Texas  Graduate  Nurses  Associa- 
tion. In  its  supplementary  report,  the  Committee  requests 
the  AMA  Delegates  to  ask  for  a reconsideration  of  the 
approval  for  the  Medical  Technology  Association  to  elevate 
their  course  of  study  from  2 to  3 years. 

[This  report  was  adopted.} 


14j.  REPORT  OF  COMMITTEE  ON  NATIONAL 
EMERGENCY  MEDICAL  SERVICE 

The  Committee  on  National  Emergency  Medical  Service 
met  in  September  and  January.  Members  supported  three 
main  projects:  the  civil  defense  demonstration,  "Operation 
Recheck”;  the  civil  defense  booklet,  "Principles  of  Mass 
Medical  Care  in  Defense  and  Disasters:  Administration”; 
and  the  prepositioning  of  the  200-bed  FCDA  emergency 
hospitals. 

This  fail  was  devoted  to  cooperating  with  the  civil  de- 
fense demonstration,  "Operation  Recheck,”  which  was  held 
in  Dickinson,  September  19-  The  exercise  was  entirely  ad- 
ministered and  executed  by  medical  students  of  the  Uni- 
versity of  Texas  Medical  Branch  in  Galveston.  Letters  were 
sent  to  the  chairmen  of  the  civil  defense  committees  of 
the  component  county  societies  inviting  them  to  attend 
the  project;  several  came.  Bill  Robertson,  coordinator  of 
public  relations  for  the  Texas  Medical  Association,  covered 
the  demonstration  for  the  Texas  State  Journal  of  Medicine. 
An  article  appeared  in  the  October  Journal.  Approximately 
1,700  civilians  volunteered  their  services  for  the  project, 
which  was  supported  by  the  Galveston  County  Medical  So- 
ciety. Among  the  groups  participating  were  the  Galveston 
County  Civil  Defense  unit,  which  helped  with  the  com- 
munications, transportation,  security,  and  labor  pool,  and 
the  Red  Cross,  which  served  food  to  more  than  2,000 
persons. 
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Civil  defense  hospital  equipnnent  in  use  in  Operation 
Recheck. 


The  Committee  received  the  support  of  the  Board  of 
Trustees  at  its  September  meeting  to  publish  and  distribute 
the  civil  defense  brochure,  "Principles  of  Mass  Medical  Care 
in  Defense  and  Disasters:  Administration.”  The  booklet, 
which  was  composed  by  members  of  the  Committee,  was 
sent  in  February  to  presidents,  secretaries,  and  civil  defense 
chairmen  of  the  county  societies,  as  well  as  the  officers  and 
district  councilors  of  the  Association.  The  State  Department 
of  Health  purchased  500  copies  of  the  booklet  to  distribute 
to  those  desiring  information  abou,.  civil  defense. 

The  Committee  sent  a letter  to  each  local  county  medi- 
cal society  notifying  them  of  the  78  FCDA  200-bed  emer- 
gency hospitals  which  are  available  for  local  assignment  in 
this  state  through  the  Office  of  Civil  and  Defense  Mobili- 
2ation.  Along  with  the  letter  was  a complete  listing  of 
equipment  and  supplies  comprising  the  defense  hospital 
unit,  a statement  on  the  composition  of  the  hospital,  and  a 
brief  description  of  the  procedure  to  be  followed  in  making 
application  for  one  of  the  units. 

The  hospitals  can  be  procured  upon  application  of  the 
local  civil  defense  director,  mayor,  or  civic  leader  who  has 
been  given  this  responsibility.  The  letter  informed  the 
societies  of  the  16  Texas  cities  considered  probable  targets 
because  of  industrial  concentration;  14  because  of  nearby 
installations.  Replies  have  been  received  from  several  so- 
cieties. The  Committee  planned  to  send  a follow-up  letter 
discussing  the  emergency  hospitals  along  with  an  applica- 
tion blank  used  to  obtain  them  to  civil  defense  chairmen 
of  the  county  societies  during  February. 

Ralph  E.  Gray,  Chairman, 

Ben  J.  Wilson, 

Ralph  A.  Munslow, 

T.  E.  Dodd, 

W.  H.  Hamrick. 

Reference  committee  to  which  referred:  Reports  of  Of- 
ficers and  Committees. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  Herbert  Donnell:  The  Reference  Committee  on  Re- 
ports of  Officers  and  Committees  wishes  to  commend  the 
Committee  on  National  Emergency  Medical  Service  for 
its  excellent  work  in  the  field  of  civil  defense.  The  Ref- 
erence Committee  would  like  to  call  special  attention  to 


the  brochure  composed  by  members  of  the  Committee, 
"Principles  of  Mass  Medical  Care  in  Defense  and  Disasters: 
Administration,”  and  to  the  emergency  hospitals  which  are 
available  for  local  assignment  through  the  Office  of  Civil 
and  Defense  Mobilization  of  the  state. 

[This  report  was  adopted.] 

141.  REPORT  OF  COMMITTEE 
ON  SCIENTIFIC  EXHIBITS 

Interest  of  the  Texas  medical  profession  in  preparing 
scientific  exhibits  of  the  work  its  members  are  doing  in 
the  various  fields  of  practice  reached  a new  high  this  year 
with  56  applications  for  space.  With  this  record  breaking 
list  before  them,  members  of  the  Committee  on  Scientific 
Exhibits  found  that  the  area  assigned  to  us  would  accofn- 
modate  only  40  of  them.  In  the  selections  that  had  to  be 
made  preference  was  given  to  strictly  scientific  material 
produced  by  Texas  doctors  and  institutions.  And,  although, 
this  year  again,  in  spite  of  our  appeals,  some  fields  of 
practice  are  not  represented,  we  believe  the  scientific  level 
and  educational  value  of  the  exhibits  shown  are  equal  to 
the  best  and  that  they  may  now  take  their  place  as  one 
of  the  most  valuable  features  of  our  annual  meeting. 

The  so-called  popularity  poll  is  offered  this  year  in  order 
to  give  the  individual  member  an  opportunity  to  express 
his  preference  and  to  try  his  hand  at  judging  the  value  of 
the  exhibits.  The  results  should  be  of  great  value  to  the 
Committee  in  providing  grass  roots  advice  as  to  the  type 
of  exhibit  that  appeals  to  the  membership  in  general. 

Exhibits  representing  certain  fields  are  still  in  short 
supply.  Notably  among  them  are  obstetrics,  gynecology, 
orthopedics,  ophthalmology,  plastic  surgery,  neurology,  and 
pediatrics.  These  same  specialties  seem  to  have  been 
neglected  for  several  years.  Surely  there  are  advances  in 
each  of  them  that  are  not  well  understood  by  the  general 
profession  that  would  make  valuable  displays  that  would 
be  appreciated  by  the  membership.  The  Committee  would 
like  very  much  to  fill  in  these  gaps  next  year  and  will 
gladly  welcome  any  suggestions  for  achieving  this  objective. 
Possibly  the  section  chiefs  for  I960  will  stimulate  an  in- 
terest in  the  adequate  representation  of  their  specialty  in 
the  exhibit  hall. 

Summary 

Interest  in  scientific  exhibits  reached  a new  record  this 
year  with  56  applications  for  space. 

The  area  assigned  to  exhibits  could  accommodate  only  40 
of  these,  but  the  Committee  considers  their  scientific  level 
and  educational  value  to  be  outstanding. 

The  "popularity  poll”  is  intended  to  give  the  individual 
member  a voice  in  grading  exhibits  and  to  provide  grass 
roots  opinion  and  reaction  to  them. 

Some  fields  are  still  inadequately  represented  and  the 
Committee  appeals  once  again  for  material  to  fill  in  these 
gaps  for  next  year. 

J.  Edward  Johnson,  Chairman, 
Asher  R.  McComb, 

Herbert  Hipps, 

J.  E.  Miller, 

May  Owen, 

W.  S.  Fields, 

Jack  M.  Partain, 

Dennis  Voulgaris, 

R.  R.  White, 

Jasper  H.  Arnold. 

Reference  committee  to  which  referred;  Scientific  Work. 
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REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  J.  M.  Partain:  The  report  of  the  Committee  on 
Scientific  Exhibits  was  noted  and  the  excellence  of  the 
exhibits  speaks  for  itself.  Interest  is  growing  in  this  field 
in  Texas  as  evidenced  by  the  fact  that  56  or  more  applica- 
tions for  spaces  were  received  whereas  only  40  spaces  were 
available  here.  The  "popularity  poll’  should  stimulate  even 
more  interest  in  the  exhibits  and  the  committee  with  its 
hard-working  chairman,  Dr.  J.  Edward  Johnson,  is  to  be 
highly  commended. 

This  Reference  Committee  recommends  adoption  of  this 
report  as  printed  in  the  handbook. 

[This  report  was  adopted.] 


T4m.  REPORT  OF  COMMITTEE  ON 

SCHOOL-PHYSICIAN  RELATIONSHIPS 

During  the  past  year  the  Committee  on  School-Physician 
Relationships  has  distributed  three  leaflets,  ( 1 ) "Preparing 
for  School  Emergencies  of  Sickness  or  Accident,”  (2) 
"Suggested  Standing  Orders  for  School  Medical  Emergency 
Procedure,”  and  (3)  "The  Medical  Profession’s  Role  in 
School  Health  Programs,”  to  all  members  of  the  Texas 
Medical  Association.  It  has  distributed  to  conference  partici- 
pants, superintendents  of  schools,  and  others  requesting 
them  summaries  of  the  second  statewide  Conference  on 
Physicians  and  Schools  which  was  held  in  Austin  on  Jan- 
uary 7 and  8,  1958.  Plans  are  being  imde  to  hold  a 
larger  statewide  Conference  on  Physicians  and  Schools  in 
the  fall  of  1959  or  spring  of  I960.  It  is  anticipated  that 
the  format  will  be  changed  a little  from  the  first  two 
conferences  in  order  to  arrive  at  more  concrete  conclu- 
sions, so  stimulating  more  interest.  It  is  also  planned  to 
hold  the  next  few  conferences  in  cities  other  than  Austin 
in  order  to  interest  more  physicians  and  school  administra- 
tors in  various  sections  of  the  state.  It  is  felt  that  more 
members  of  Texas  Medical  Association  and  school  ad- 
ministrators will  be  reached  by  this  maneuver. 

Plans  are  being  made  for  one  or  more  members  of  this 
Committee  to  attend  the  seventh  National  Conference  on 
Physicians  and  Schools,  which  will  be  of  great  value  in 
improving  the  performance  of  this  Committee.  This  will 
be  held  near  Chicago  in  the  fall  of  1959. 


The  Committee  on  School-Physician  Relationships 
with  an  exhibit  shown  at  its  statewide  conference. 


The  Committee  wishes  to  express  its  appreciation  for 
the  fine  support  given  by  the  Board  of  Trustees  and  the 
entire  Association  headquarters  staff. 

Recommendotions 

The  Committee  on  School-Physician  Relationships  recom- 
mends : 

1.  Increasing  participation  of  all  members  of  the  Texas 
Medical  Association  in  trying  to  solve  local  school  health 
problems. 

2.  Participation  by  as  many  members  as  possible  in 
statewide  conferences  held  in  the  area  of  the  state  nearest 
the  members’  homes. 

3-  Amending  the  name  of  the  Committee  in  Chapter  II, 
Section  3 of  the  By-Laws  to  read  "Committee  on  School 
Health”  and  changing  the  name  elsewhere  in  the  By-Laws 
to  conform. 

R.  K.  Arnett,  Chairman, 

A.  R.  HAZZARD,  Vice-Chairman, 
Edwin  L.  Rippy, 

J.  Collier  Rucker, 

J.  J.  Johns, 

E.  E.  Addy,  Jr., 

M.  T.  Braswell, 

Paul  H.  Mitchell, 

Wallace  I.  Hess, 

L.  H.  Leberman. 

Reference  committee  to  which  referred:  all  except  recom- 
mendation 3,  Medical  Service  and  Public  Relations;  recom- 
mendation 3,  Constitution  and  By-Laws. 

REPORT  OF'  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  PUBLIC  RELATIONS 

Dr.  Howard  Dudgeon:  'The  report  of  the  Committee  on 
School-Physician  Relationships,  which  urges  participation 
by  members  in  solving  school  health  problems,  is  recom- 
mended for  adoption  by  this  Committee. 

[This  reference  committee  report  was  adopted.] 

REPORT  OF  REFERENCE  COMMITTEE 
ON  CONSTITUTION  AND  BY-LAWS 

Dr.  John  F.  Thomas:  Recommendation  3 in  the  report 
of  the  Committee  on  School-Physician  Relationships  relates 
to  a change  in  name  of  the  committee.  This  subject  is 
covered  in  the  recommendations  of  the  Reference  Com- 
mittee relative  to  the  report  of  the  Committee  on  Reorgani- 
zation. 


14n.  REPORT  OF  COMMITTEE  ON  RURAL 
HEALTH  AND  DOCTOR  DISTRIBUTION 

The  Committee  on  Rural  Health  and  Doctor  Distribu- 
tion was  represented  by  Dr.  T.  Charles  McCormick,  Jr.,  of 
Buda,  at  the  meeting  of  the  Texas  Farm  and  Ranch  Safety 
Council  at  Waco,  June  25,  1958.  The  Texas  Farm  and 
Ranch  Safety  Council  was  assured  that  this  Committee 
was  most  interested  in  the  work  that  the  council  was  doing. 

The  distribution  of  the  booklet  on  economic  poisons  has 
stimulated  much  interest  in  the  state  and  some  out  of  the 
state.  Since  this  time,  seven  poison  control  centers  have 
been  established  in  Texas.  This  should  make  information 
on  treatment  of  poison  cases  readily  available  to  all  doctors 
over  the  state.  The  Committee  feels  that  the  fraits  of  this 
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WHICH  DOCTOR  WILL  YOU  BE? 

Surplus  Numbers 

1.  Surgery — extreme  surplus  of  surgeons 

2.  Obstetrics  and  Gynecology — slight  surplus 

3.  Urology — slight  surplus 

Some  Demand 

1.  Internal  Medicine 

2.  Pediatrics 

3.  Radiology 

4.  Ophthalmology 

Greatest  Demand 

1.  General  Practice 

2.  Eye,  Ear,  Nose,  and  Throat 

3.  Pathology 

4.  Psychiatry 

(Selected  Comparative  Placement  Opportunities  as 
listed  by  the  Physicians  Placement  Service  of  the 
Texas  Medical  Association.) 


information  are  beginning  to  show  in  a lower  mortality 
rate  due  to  economic  poisons. 

The  Committee  on  Rural  Health  and  Doctor  Distribution 
recognizes  that  there  are  still  many  problems  in  doctor 
distribution.  The  demand  for  doctors  in  rural  areas  is  still 
greater  than  can  be  supplied  by  the  placement  service.  The 
larger  cities  continue  to  show  lowering  of  the  population 
to  physician  ratio.  For  example,  Houston  in  1930  had  a 
ratio  of  891  to  1 and  1955  had  a ratio  of  528  to  1 while 
towns  below  10,000  population  average  1,500  to  2,000  to  1 
physician. 

To  interest  more  doctors  in  rural  areas,  the  Committee 
prepared  a brochure  to  be  distributed  to  medical  students 
listing  the  advantages  of  rural  practice  for  the  doctor  and 
his  family.  This  brochure  was  distributed  to  the  students 
at  Baylor  University  College  of  Medicine  and  was  well 
received. 

The  Committee  would  like  to  recommend  that  a survey 
be  made  of  medical  smdents  in  the  three  medical  schools 
of  Texas,  ascertaining  the  kind  of  practice  and  location  of 
practice  preferred. 

Chester  U.  Callan,  Chairman,* 
R.  Henry  Harrison, 

T.  Charles  McCormick,  Jr., 
John  S.  Primomo, 

Roy  E.  Wilson, 

William  L.  Wilson, 

Curtis  Haley, 

E.  W.  Schmidt, 

George  D.  Bruce, 

G.  V.  Pazdral. 

Reference  committee  to  which  referred:  Medical  Service 
and  Public  Relations. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  PUBLIC  RELATIONS 

Dr.  Howard  Dudgeon:  A motion  was  passed  to  approve 
the  report  of  the  Committee  on  Rural  Health  and  Doctor 


* After  this  report  had  been  submitted  for  printing,  Dr. 
Callan  resigned  from  the  committee  (March  10,  1959)  and 
Dr.  McCormick  was  named  chairman. 


Distribution  in  which  it  was  asked  that  a survey  by  classes 
be  made  annually  by  the  medical  schools  of  Texas,  and  a 
report  be  sent  to  the  Committee  on  Rural  Health  annually. 

[This  report  was  adopted.] 

14o.  REPORT  OF  COMMITTEE  ON  LIAISON 
WITH  STATE  BAR  OF  TEXAS 

As  a result  of  several  meetings  of  the  Committee  on 
Liaison  with  the  State  Bar  of  Texas,  a proposed  code  for 
the  guidance  of  physicians  and  attorneys  in  their  inter- 
professional relations  was  drafted. 

On  January  24,  1959,  this  Committee  met  with  a like 
committee  from  the  State  Bar,  and  they  unanimously  ap- 
proved and  endorsed  this  code  for  adoption  by  their  re- 
spective state  organizations. 

Recommendation 

The  Committee  for  Liaison  with  the  State  Bar  of  Texas 
recommends  the  adoption  of  the  "Code  for  Physicians  and 
Attorneys  of  Texas”  which  follows: 

Preamble 

Doctors  of  medicine  and  attotneys  at  law  are  guided  by 
long-established  principles  of  ethics  which  are  powerful 
safeguards  for  those  they  serve. 

The  physician  is  bound  by  the  high  and  humane  prin- 
ciple of  the  Hippocratic  Oath.  His  first  responsibility  is 
to  the  welfare  of  his  patient.  This  physician-patient  rela- 
tionship is  an  intimate  one,  based  upon  the  patient’s  real- 
ization that  information  which  he  gives  his  physician  will 
be  held  in  strict  confidence. 

The  attorney,  as  an  officer  of  the  court,  is  sworn  to 
support  the  law  of  the  land.  Under  our  adversary  system 
of  law,  he  is  the  single-minded  advocate  of  his  client’s 
interests.  Like  the  physician,  the  attorney  has  pledged  him- 
self to  protect  and  guard  the  confidence  of  his  client. 

The  Code  set  forth  here  is  meant  as  a guide  for  at- 
torneys and  physicians  in  their  interprofessional  relations. 
Such  a guide  is  deemed  important  because,  more  now  than 
ever  before,  physicians  and  attorneys  find  their  professions 
serving  the  interests  of  the  same  individual.  This  Code 
recognizes  that  with  the  growing  inter-relationship  of 
medicine  and  law  it  is  inevitable  that  physicians  and  at- 
torneys will  be  drawn  into  steadily  increasing  association. 
It  will  achieve  its  purpose  if  it  promotes  the  public  wel- 
fare, improves  the  mutual  esteem  and  practical  working 
relationship  of  the  two  professions',  and  facilitates  the  ad- 
ministration of  justice. 

Medical  Reports 

'The  physician,  upon  proper  authorization  by  the  patient 
or  duly  authorized  representative,  should  promptly  furnish 
the  attorney  with  a complete  medical  report,  and  should 
realize  that  delays  in  providing  medical  information  may 
affect  the  oppormnity  of  the  patient  either  to  settle  his 
claim  or  suit,  delay  the  trial  of  a case,  cause  additional 
expense,  or  the  loss  of  important  testimony. 

Nothing  in  the  above  shall  be  construed  as  requiring 
the  patient’s  consent  for  the  physician  to  render  medical 
reports  concerning  a patient  treated  or  examined  to  the 
party  paying  for  such  examination  or  treatment,  provided 
that  the  patient  or  his  representative  shall  be  furnished  a 
copy  of  the  report  upon  written  request. 

'The  attorney  should  give  the  physician  reasonable  notice 
of  the  need  for  a report  and  clearly  specify  the  medical 
information  which  he  seeks. 
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Physicians  and  attorneys  meet  in  court. 


Conferences 

It  is  the  duty  of  each  profession  to  present  fairly  and 
adequately  the  medical  information  involved  io  legal  con- 
troversies. To  that  end  the  practice  of  discussion  between 
the  physician  and  the  attorney  is  encouraged  and  recom- 
mended. Such  a conference  is  of  the  utmost  importance 
to  the  cause  of  justice  and  should  take  place  at  the  earliest 
practical  opportunity  before  any  hearing  or  trial. 

Conferences  should  be  held  at  a mutually  convenient 
time  and  place.  The  attorney  and  the  physician  should  fully 
disclose  and  discuss  the  medical  and  legal  aspects  involved 
in  the  controversy. 

Arrangements  for  Court  Appearances 

Among  a physician’s  obligations  to  his  patient  is  included 
the  duty  to  appear  in  his  behalf  as  a witness,  if  such  is 
required.  While  it  is  recognized  that  the  conduct  of  the 
business  of  the  courts  cannot  depend  upon  the  convenience 
of  litigants,  lawyers,  or  witnesses,  arrangements  can  and 
should  be  made  for  the  attendance  of  the  physician  as  a 
witness  which  take  into  consideration  the  professional  de- 
mands upon  his  time.  Such  arrangements  should  provide 
reasonable  notice  to  the  physician  of  the  intention  to  call 
him  as  a witness  and  to  keep  him  currently  advised  of 
the  approximate  time  of  his  required  attendance.  The  at- 
torney should  immediately  notify  the  physician  if  his 
appearance  becomes  unnecessary.  The  physician  should  be 
conscious  of  his  obligation  to  the  court  to  appear  promptly 
at  the  designated  time. 

Subpoena  for  Medical  Witness 

Because  of  conditions  in  a particular  case  or  jurisdiction 
or  because  of  the  necessity  for  protecting  himself  or  his 
client,  the  attorney  is  on  rare  occasions  required  to  sub- 
poena the  physician  as  a witness.  The  physician  should 
not  take  offense  at  being  subpoenaed.  Usually,  the  attorney 
should  not  cause  the  subpoena  to  be  issued  without  prior 
notification  to  the  physician.  The  duty  of  the  physician  is 
the  same  as  that  of  any  other  person  to  respond  to  judicial 
process. 

Physician  as  Witness 

The  attorney  and  the  physician  should  treat  one  another 
with  dignity  and  respect  in  the  courtroom.  The  physician 
should  testify  solely  as  to  the  medical  facts  in  the  case  and 
should  frankly  state  his  medical  opinion  in  simple,  non- 
technical terms.  He  should  never  be  an  advocate  and  should 
realize  that  his  testimony  is  intended  to  enlighten  rather 
than  to  improperly  influence  or  prejudice  the  court  or  the 
jury. 


It  is  improper  for  the  attorney  to  abuse  a medical 
witness.  No  judge  or  other  presiding  official  will  tolerate 
such  tactics.  Established  rales  of  evidence  afford  ample 
opportunity  to  test  the  qualifications,  competence,  and 
credibility  of  a medical  witness,  and  it  is  always  improper 
and  unnecessary  for  the  attorney  to  embarrass  or  harass 
the  physician. 

One  of  the  most  common  criticisms  of  medical  testimony 
arises  from  conflicts  between  the  testimony  of  two  or  more 
physicians  with  reference  to  the  same  case.  Medicine  is  as 
much  an  art  as  it  is  a science  and  there  is  an  area  for  a 
legitimate  difference  of  opinion.  The  physician’s  profes- 
sional judgment  and  his  own  conscience  must  mark  the 
limits  of  his  testimony. 

Fees  for  Services  of  Physicians 

The  physician’s  opinions  are  not  for  sale  but  he  is  en- 
titled to  reasonable  compensation  for  time  spent  in  con- 
ferences, review  of  literature,  professional  knowledge, 
preparation  of  medical  reports,  and  for  court  or  other  ap- 
pearances. These  are  proper  and  necessary  items  of  expense 
in  litigation  involving  medical  questions.  The  attorney,  as 
an  advocate,  may  properly  base  his  fee  on  contingency  of 
results  but  as  an  impartial  witness  the  physician  cannot 
base  his  charges  on  the  outcome  of  the  case  or  the  amount 
of  damages  awarded.  The  attorney  should  do  everything 
possible  to  assure  payment  for  services  rendered  by  the 
physician  to  the  attorney  or  his  client.  When  the  physi- 
cian has  not  been  fully  paid,  the  attorney  should  request 
permission  of  his  client  to  pay  the  physician  from  any 
recovery  which  the  client  may  receive. 

Consideration  and  Disposition  of  Complaints 

The  public  airing  of  any  complaint  or  criticism  by  a 
member  of  one  profession  against  the  other  profession  or 
any  of  its  members  is  to  be  deplored.  Such  complaints  or 
criticisms,  including  complaints  of  the  violation  of  the 
principles  of  this  Code,  should  be  referred  by  the  com- 
plaining physician  or  attorney  to  the  appropriate  associa- 
tion of  the  other  profession.  All  such  complaints  or  criti- 
cisms should  be  promptly  and  adequately  processed  by  the 
association  receiving  them. 

Implementation  of  This  Code  at  Local  Levels 

This  Code  should,  in  the  public  interest,  be  appropriately 
expanded  and  implemented  at  local  levels  as  early  as  prac- 
ticable for  the  purpose’  of  improving  the  interprofessional 
relationship  between  the  legal  and  medical  professions. 

Interprofessional  Esteem 

Each  of  these  professions  is  vitally  essential  to  the  very 
preservation  of  society.  The  aims  of  the  two  professions  are 
essentially  parallel  and  this  necessitates  an  enlightened 
understanding  and  full  cooperation  at  all  times.  These  are 
obligations  which  each  profession  owes  to  the  other  in  the 
best  interests  of  the  public  as  well  as  in  the  best  interests 
of  the  separate  reputations  of  the  two  professions.  Each 
must  bear  in  mind  the  differences  in  the  capacities  and 
characteristics  of  the  practitioners  of  both  professions,  and 
never  forget  that  while  law  and  medicine  may  each  be 
termed  a science,  each  is  an  inexact  science  and  such  in- 
exactness is  and  always  will  be  accented  by  the  human 
limitations  of  its  practitioners. 

Frederick  C.  Lowry,  Chairman, 
John  J.  Andujar, 

Edward  T.  Driscoll, 

D.  W.  Carter,  Jr. 

Reference  committee  to  which  referred:  Reports  of  Offi- 
cers and  Committees. 
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REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  Herbert  Donnell:  The  Committee  on  Liaison  with 
the  State  Bar  of  Texas  has  done  a tremendous  amount  of 
work  on  and  deserves  a great  deal  of  credit  for  its  proposed 
"Code  for  Physicians  and  Attorneys  of  Texas.”  The  code 
is  printed  in  its  entirety.  This  Reference  Committee  strong- 
ly recommends  approval  of  this  report  and  adoption  of  this 
code. 

[This  report  was  adopted.} 


15a.  REPORT  OF  COMMITTEE  ON  BRACERO 
INSURANCE  AND  MEDICAL  CARE 

The  efforts  of  the  Committee  on  Bracero  Insurance  and 
Medical  Care  this  year  were  directed  towards  improving 
the  care  of  the  bracero  and  a better  understanding  of  the 
problems  which  exist  between  the  doaors,  insurance  com- 
panies, employers  of  braceros,  and  the  various  government 
agencies. 

It  is  contemplated  that  if  a fee  is  charged  the  bracero 
for  the  first  nonoccupational  illness  visit  to  the  doctor, 
the  insurance  coverage  could  be  increased  without  increas- 
ing the  insurance  premium. 

In  the  last  Committee  meeting  were  one  representative 
from  the  top  level  of  the  United  States  Public  Health  Serv- 
ice from  Washington,  D.C.;  the  chief  medical  officer  of 
the  entire  Mexican  Border  District,  Department  of  Health, 
Education,  and  Welfare;  three  representatives  from  the  De- 
jjartment  of  Labor,  Bureau  of  Employment  Security;  and 
representatives  of  all  but  one  of  the  insurance  companies 
writing  bracero  policies. 

All  the  bracero  difficulties  and  problems,  from  the  re- 
cruiting centers  in  Mexico  to  the  return  trip,  were  discussed 
thoroughly  by  all  present.  The  following  conclusions  were 
unanimously  agreed  on: 

1.  The  insurance  companies  agreed  to  have  a uniform, 
simplified  insurance  blank. 

2.  A better  understanding  and  closer  liaison  are  needed 
between  the  physicians,  employers,  and  insurance  companies. 
This  can  be  accomplished  by  the  parties  getting  together 
during  one  of  the  county  medical  meetings. 

3.  In  cases  of  complaints  by  the  insurance  representatives 
these  should  be  referred  to  the  grievance  committee  of  the 
county  society  and  not  to  the  state  office. 

4.  The  health  of  the  bracero  each  year  is  gradually  im- 
proving because  of  improved  physical  examinations  and 
laboratory  tests  at  the  reception  centers  and  the  fact  that 
80  per  cent  of  the  braceros  are  returnees. 

Too  many  unnecessary  visits  are  made  by  the  bracero 
with  nonoccupational  illnesses  to  the  doctors,  thus  creating 
a problem  which  can  be  solved  by  adopting  the  following 
resolution : 

Whereas,  it  is  desirable  to  facilitate  better  medical  care 
for  contracted  Mexican  national  workers  and  adequately 
to  reimburse  hospitals  and  physicians  for  their  services,  and 
to  reduce  the  number  of  unnecessary  medical  examinations 
by  the  physicians  on  such  workers;  be  it 

Resolved:  That  representatives  of  responsible  United 
States  federal  agencies  meet  with  the  proper  officials  of  the 
Mexican  government  to  amend  the  existing  Standard  Work 
Contract  as  amended  under  the  Migratory  Labor  Agreement 
of  1951  authorized  under  Public  Law  No.  78  to  stipulate 
that  a small  fee  be  paid  the  physician  by  the  worker  on 
the  initial  visit  for  each  nonoccupational  illness;  and  be  it 
further 


Resolved : That  a copy  of  this  resolution  with  supporting 
statistics  shall  be  forwarded  to  the  Secretary  of  Labor. 

J.  G.  RodARTE,  Chairman, 

J.  W.  Matthews, 

G.  A.  Hoffman, 

John  F.  Lubben,  Jr., 

H.  E.  Whigham, 

V.  L.  PuiG,  Jr., 

Jack  R.  Ellis. 

Reference  committee  to  which  referred:  Medical  Service 
and  Public  Relations. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  PUBLIC  RELATIONS 

Dr.  Howard  Dudgeon:  The  Committee  on  Bracero  In- 
surance and  Medical  Care  presented  a resolution  urging 
that  representatives  of  responsible  United  States  federal 
agencies  meet  with  the  proper  officials  of  the  Mexican  gov- 
ernment to  amend  the  existing  Standard  Work  Contract  as 
amended  under  the  Migratory  Labor  Agreement  of  1951 
authorized  by  Public  Law  No.  78  to  stipulate  that  a small 
fee  be  paid  the  physician  by  the  worker  on  the  initial 
visit  for  each  nonoccupational  illness'  and  that  a copy  of 
the  resolutipn  with  supporting  statistics  should  be  for- 
warded to  the  Secretary  of  Labor.  It  is  recommended  that 
this  resolution  be  accepted  as  written. 

[This  report  was  adopted.} 

15c.  REPORT  OF  COMMITTEE  ON  GENERAL 
ARRANGEMENTS  FOR  ANNUAL  SESSION 

Dr.  A.  F.  Clark,  Jr.,  San  Antonio:  The  Bexar  County 
Medical  Society  and  the  Fifth  District  welcome  you  to  San 
Antonio.  We  hope  you  enjoy  your  stay  for  the  ninety- 
second  annual  convention.  We  would  like  to  call  your 
attention  to  the  Memorial  Service  tomorrow  afternoon  in 
the  Alamo,  the  seat  of  Texas  Independence.  The  medical 
school  alumni  dinners  will  be  Monday  evening,  followed  by 
the  River  Parade.  Tickets  are  available  in  the  lobby.  Fra- 
ternity parties  are  Tuesday  evening,  7 to  8,  and  a gala 
President’s  Party  from  8:30  until  you  get  ready  to  leave. 
We  have  a wonderful  orchestra,  Larry  Herman  and  his 
Band  of  the  Southwest,  Eduardo  Martinez’  Mexican  Revue, 
and  we  want  you  all  to  have  a good  time. 

15d.  REPORT  OF  COMMITTEE 
ON  MATERNAL  MORTALITY 

The  Committee  on  Maternal  Mortality  of  the  Texas 
Medical  Association  has  been  unable  to  function  since 
September,  1958,  at  an  efficient  level  because  of  lack  of 
secretarial  help.  This  problem  was  overcome  about  March 
1,  1959,  and  the  Committee  plans  to  proceed  with  the 
previously  outlined  objectives. 

The  Committee  has  no  recommendations  to  the  House 
of  Delegates  at  this  time. 

Stewart  A.  Fish,  Chairman, 
Garth  L.  Jarvis, 

E.  K.  Blewett, 

Donald  M.  Gready, 

C.  P.  Hawkins, 

W.  H.  JONDAHL, 

R.  E.  Moon, 

William  R.  Knight,  III, 

Carl  F.  Moore,  Jr. 

No  referral. 
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15e.  REPORT  OF  COMMITTEE 
ON  MEMORIAL  SERVICES 

Since  the  primary  function  of  the  Committee  on  Memor- 
ial Services  has  been  to  provide  for  the  appropriate  services 
at  the  annual  session  of  the  Texas  Medical  Association  in 
memory  of  physicians  and  physicians’  wives  who  have  died 
during  the  past  year,  the  work  has  necessarily  been  pri- 
marily of  a local  nature.  Although  the  members  of  the 
Committee  have  been  kept  informed  of  the  projected 
program  and  plans,  it  was  not  felt  necessary  to  call  the 
Committee  into  active  session.  The  memorial  services  will 
be  as  indicated  in  the  printed  program  available  elsewhere. 
Dr.  Valin  R.  Woodward,  a member  of  the  Committee,  has 
consented  to  give  the  memorial  address  for  this  service. 
Since  the  service  was  planned  to  take  place  within  the 
historic  Alamo,  Dr.  Woodward  will  be  introduced  by  the 
well  known  medical  historian.  Dr.  P.  I.  Nixon  of  San 
Antonio. 

The  expected  expenses  for  producing  the  memorial  serv- 
ices this  year  are  $221.  This  will  cover  rental  of  chairs, 
floral  decorations,  delivery  charges  for  an  organ  (furnished 
by  Griffin  Piano  Company),  gratuities  to  the  chorus  of 
Our  Lady  of  the  Lake  College  and  to  the  Daughters  of 
the  Republic  of  Texas  for  use  of  the  Alamo,  and  a public 
address  system. 

The  Committee  anticipates  that  the  added  'attraction  of 
placing  the  memorial  service  in  the  historical  setting  of 
the  Alamo  will  provide  an  unusually  large  audience  this 
year. 

The  chairman  wishes  to  express  his  thanks  to  Dr.  Wood- 
ward, Dr.  Nixon,  and  Mrs.  Carlos  Hamilton  for  consenting 
to  provide  the  addresses  for  this  service.  Also,  he  wishes 
to  thank  Dr.  A.  F.  Clark,  Jr.  and  Mrs.  L.  Bonham  Jones 
for  their  invaluable  help  in  preparing  this  program. 

John  H.  Bohmfalk,  Chairman, 
G.  W.  Waldron, 

Valin  R.  Woodward, 

Paul  R.  Stalnaker, 

Howard  K.  Crutcher,  Sr., 
Oscar  N.  Mayo, 

Julius  McIver, 

L.  H.  Reeves. 

Reference  committee  to  which  referred:  Reports  of  Offi- 
cers and  Committees. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  Herbert  Donnell:  The  Reference  Committee  on  Re- 
ports of  Officers  and  Committees  has  noted  the  report  of 
the  Committee  on  Memorial  Services  and  commends  and 
thanks  this  committee  for  its  excellent  work. 

[This  report  was  adopted.] 


15g.  REPORT  OF  COMMITTEE  ON  MILITARY 
AND  VETERANS  AFFAIRS 

The  Committee  on  Military  and  Veterans  Affairs  offers 
the  following  review  of  its  aaivities  and  recommendations. 

1.  Veterans  Administration  Medical  Programs 

A.  VA  Hospitals. — In  terms  of  employment,  payrolls, 
funds  received  and  expended,  and  capital  plant,  the  opera- 
tion of  hospitals  represents  the  sixth  largest  "industry”  in  the 


United  States  of  America.  The  largest  single  hospital  system 
in  the  world  is  the  Veterans  Administration,  which  main- 
tains 173  hospitals  and  17  domiciliaries,  with  appropria- 
tions for  the  fiscal  year,  1957,  at  $663,000,000.  The  De- 
partment of  Medicine  and  Surgery  of  the  Veterans  Admin- 
istration employs  approximately  28,400  full  time  people 
including  4,600  physicians,  792  dentists,  and  approximately 
15,000  nurses.  VA  hospitals  are  located  in  48  states  and 
Puerto  Rico. 

In  the  past  it  was  the  policy  of  the  Veterans  Administra- 
tion to  take  in  any  veteran,  with  service-connected  illness 
or  not,  who  requested  admission,  if  he  stated  that  he  could 
not  pay  for  treatment  that  was  deemed  necessary  by  the 
admitting  authority  of  the  hospital.  More  recently,  ad- 
mission policies  have  been  altered  by  the  action  of  the 
United  States  House  of  Representatives  Committee  on  Vet- 
erans Affairs  (Olin  Teague,  chairman)  in  that  now  a 
veteran  who  is  applying  for  treatment  for  a nonservice- 
connected  condition  may  still  be  admitted  upon  his  state- 
ment that  he  cannot  pay  for  the  needed  care,  but  in  addi- 
tion to  the  usual  information  on  the  admitting  form  he  now 
has  to  supply  a statement  of  his  assets.  Our  Committee 
feels  that  this  proves  beyond  any  doubt  that  something 
can  be  done  about  this  problem. 

It  was  published  in  a transcript  of  the  House  Veterans 
Affairs  Committee  hearings  that  144  out  of  228  patients 
admitted  during  a given  period  to  the  Oklahoma  City  VA 
Hospital  had  admission  assisted  or  recommended  by  their 
private  doctors.  It  was  presumed  that  a similar  percentage 
probably  is  being  referred  by  Texas  doctors  to  the  Texas 
VA  hospitals,  and  the  Committee  set  out  to  try  to  gain 
factual  information  regarding  this.  All  of  the  VA  hospitals 
in  Texas  agreed  to  provide  the  Committee  with  figures 
regarding  the  source  of  their  patients,  but  the  chief  medical 
dirertor  of  the  VA  informed  the  Committee  that  budgetary 
limitations  would  not  permit  this  study.  The  Committee 
is  now  attempting  to  gain  this  information  through  Mr. 
Teague’s  committee. 

Published  figures  indicate  that  only  15  per  cent  of  pa- 
tients admitted  to  Veterans  Administration  hospitals  are 
admitted  for  treatment  of  service-connected  conditions.  The 
in-hospital  census  is  about  twice  this,  since  service-con- 
neaed  patients  usually  require  a longer  period  of  hospital- 
ization than  do  nonservice-conneaed. 

A bill  again  has  been  introduced  in  the  eighty-sixth  Con- 
gress by  the  Junior  Senator  from  Texas  requesting  con- 
struaion  of  a Veterans  Administration  hospital  in  South 
Texas.  Veterans  Administration  hospitals  previously  author- 
ized are  now  being  constructed  in  Palo  Alto,  Topeka,  Cleve- 
land, Jackson,  Nashville,  Oakland,  and  Washington,  D.C. 
This  construction  is  in  spite  of  information  offered  the 
Congress  annually  by  every  Veterans  Administrator  that 
there  is  a steady  decline  of  service-conneaed  patients. 

It  was  brought  to  the  attention  of  the  Committee  that  a 
VA  hospital  could  have  a very  significant  impaa  on  local 
communities  by  virtue  of  paying  higher  salaries  for  nurses 
and  all  ancillary  professional  personnel  as  well  as  quasi- 
professionals such  as  orderlies.  In  addition,  it  was  con- 
sidered that  15,000  nurses  working  for  the  Veterans  Ad- 
ministration system  represent  a sizable  proportion  of  the 
total  nurses  available  for  care  of  the  public.  The  Committee 
was  of  the  opinion  that  the  Association  would  profit  by  a 
facmal  smdy  regarding  the  impact  of  a VA  hospital  on  a 
local  community. 

B.  VA  Medical  Legislation. — The  Committee  reviewed 
H.R.  10028  introduced  in  the  eighty-fifth  Congress,  and 
the  Committee  is  reviewing  legislation  introduced  in  the 
eighty-sixth  Congress  regarding  VA  medical  matters. 

C.  Methods  of  Disseminating  Information.  — It  was 
thought  that  information  could  be  disseminated  to  physi- 
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' VA  Facts  and  Figures 
Per  diem  cost — 

VA  general  medical  and  surgical  hospitals:  67 
cents  higher  than  private  hospitals;  $5.20  higher 
than  local  government  hospitals. 

VA  tuberculosis  hospitals:  $3  higher  than  private 
or  local  government  hospitals. 

VA  neuropsychiatric  hospitals:  $4.60  to  $4.85 
higher  than  all  nonfederal  hospitals. 

Hospital  stay — 

VA  hospitals:  60  days  longer  than  nonfederal 
hospitals. 

— Council  on  Medical  Service, 
American  Medical  Association. 


cian  members  of  the  Texas  Medical  Association  through 
the  orientation  programs  held  in  Austin  and  in  conjunction 
with  the  annual  session,  through  editorials  and  articles  in 
the  Texas  State  Journal  of  Medicine,  and  through  properly 
constituted  county  society  committees.  It  is  considered  by 
the  Committee  of  the  utmost  importance  that  members  of 
the  Association  be  as  fully  informed  as  possible  about  the 
Veterans  Administration  medical  program. 

In  view  of  the  fact  that  representatives  of  the  Texas 
Medical  Association  are  becoming  more  and  more  fre- 
quently asked  to  speak  before  luncheon  clubs,  service  clubs, 
public  affairs  discussion  groups,  and  so  forth,  the  Com- 
mittee felt  that  a proper  subject  for  such  discussions  could 
well  be  factual  information  regarding  the  VA  medical  pro- 
gram, stressing  that  this  is  not  the  doctor’s  problem,  but 
it  is  the  public’s  problem. 

D.  Hometown  Care  Programs. — Interest  in  the  home- 
town care  program  for  veterans  with  service-connected  dis- 
abilities was  stimulated  by  the  meeting  held  by  the  Com- 
mittee on  Federal  Medical  Services  in  conjunaion  with 
the  interim  session  of  the  American  Medical  Association 
in  Minneapolis  last  December.  At  this  meeting  a whole 
portion  was  devoted  to  VA  hometown  care  programs.  A 
complete  report  of  that  meeting  appears  in  section  4 of 
this  report. 

E.  Alternate  Routes  of  Patient  Referral,  to  Other  than 
Federal  Hospitals. — The  Committee  considered  at  length  the 
problems  of  the  praaicing  physician  in  which  he  has,  for 
example,  a patient  who  is  indigent  or  semi-indigent  and 
for  whom  he  wishes  to  secure  proper  medical  care.  It  was 
believed  that  the  Association  should  urge  its  members  to 
refer  patients  to  other  than  federal  hospitals  whenever  pos- 
sible. Pursuing  this,  the  Committee  smdied  alternate  routes 
for  such  referrals.  One  such  route  is  the  Texas  Education 
Agency  and  its  Vocational  Rehabilitation  Division,  under 
which  a private  physician  may  examine  a patient  who  is 
unemployable  and  may  treat  a patient  if  such  treatment 
can  be  effected  by  standard  means  and  will  result  in  the 
patient’s  becoming  employable.  In  addition,  it  was  pointed 
out  that  all  of  the  larger  cities  in  Texas  have  teaching  hos- 
pitals with  residency  training  programs  some  of  which  are 
very  short  of  clinical  material  and  actively  seeking  addi- 
tional patients  for  teaching. 

2.  Doctor  Draft 

The  following  is  a transcript  of  a report  from  the  Com- 
mittee on  Military  and  Veterans  Affairs  presented  before 
the  Council  on  Medical  Jurisprudence  on  January  24, 
1959,  entered  here  for  information  only,  as  the  Committee 


feels  that  any  recommendations  should  come  from  the 
Council : 

"The  basic  Seleaive  Service  Act  (Universal  Military 
Training  and  Service  Aa)  will  expire  June  30,  1959.  The 
Department  of  Defense  has  indicated  that  it  will  recom- 
mend to  the  Congress  that  this  act  in  its  present  form  be 
renewed.  The  act  and  some  of  its  special  provisions  apply 
to  physicians,  dentists,  and  other  medical  specialists,  as 
follows : 

"1.  Only  such  physicians  or  other  medical  specialists  are 
liable  for  the  draft  who  have  a liability  under  the  basic 
Selective  Service  Act. 

“2.  Persons  who  have  reached  their  twenty-sixth  birth- 
day and  have  never  been  induned  or  appointed  or  deferred 
for  education  or  training  have  no  liability  under  the  basic 
art  whether  they  are  physicians,  dentists,  or  not. 

"3.  If  a person  (including  a physician)  is  deferred  for 
educational  purposes  between  the  age  of  18  and  26,  he  is 
liable  for  the  draft  up  to  the  age  of  35.  The  total  period 
of  obligatory  service  depends  on  the  age  of  the  person  when 
commissioned  or  enlisted.  Under  present  regulations,  24 
months  is  the  usual  active  duty  time,  with  an  additional 
4 years  in  the  reserve,  voluntarily  or  involuntarily,  for  those 
enlisted,  inducted,  or  appointed  prior  to  their  twenty-sixth 
birthday.  During  this  reserve  period  a physician  is  subject 
to  recall  even  though  it  is  not  the  present  policy  to  recall 
such  an  individual. 

"4.  The  Defense  Department  can  selectively  tall  up 
physicians,  dentists,  etc.,  as  needed,  out  of  proportion  to 
other  draftees,  but  within  limits  of  physician-to-troop  ratios 
(3.6  per  1,000  at  the  present  time). 

"A  person  who  is  inducted,  enlisted,  or  appointed  after 
his  twenty-sixth  birthday  is  obligated  to  serve  only  24 
months  (or  less  if  it  is  at  the  convenience  of  the  govern- 
ment) after  which  he  is  allowed  to  resign  his  commission 
and  does  not  have  to  spend  time  in  the  reserve  involun- 
tarily. The  involuntary  reserve  status  and  the  total  of  6 
years’  combined  active  duty  and  reserve  duty  applies  only 
to  people  who  are  inducted,  enlisted,  or  appointed  prior 
to  their  twenty-sixth  birthday. 

"Under  another  law  (a  career-incentives  law)  there  is 
special  additional  pay  for  medical  officers.  This  expires 
June  30,  1959,  unless  extended.  A reconsideration  of  this 
could  go  before  the  Ways  and  Means  Committee  of  the 
House  and  the  Finance  Committee  of  the  Senate  rather 
than  going  through  the  Armed  Services  Committees. 

"There  have  been  an  adequate  number  of  'volunteers’ 
until  fiscal  year  I960,  when  2,000  physicians  will  be  re- 
quired. Because  the  services  are  using  only  approximately 
50  per  cent  of  those  eligible  in  each  intern  class,  recently 
there  have  been  fewer  and  fewer  'volunteers.’  If  this  trend 
continues,  some  will  be  drafted. 

"There  is  a basic  inequity  and  a basic  danger  in  the 
present  law. 

"1.  The  Inequity.  Even  though  only  those  physicians  who 
have  a liability  under  the  basic  Selective  Service  Art  are 
called,  a far  greater  percentage  of  those  with  a liability 
who  happen  to  be  physicians  are  called  than  the  popula- 
tion at  large,  and  they  are  all  subject  to  call,  because  they 
are  physicians,  out  of  proportion  to  other  draftees  who  are 
called  by  lot.  This  is  discriminatory. 

"2.  The  Danger.  The  danger  is  thar  in  time  of  emer- 
gency a physician  who  is  in  the  period  of  involuntary  re- 
serve might  be  recalled  while  others  of  similar  qualifications 
who  had  never  served  could  see  him  off  a second  time. 

"Recommendations  : 

"1.  'The  Committee  on  Military  and  Veterans  Affairs 
feels  that  experience  has  dictated  that  there  will  not  be 
enough  doctors  volunteering  for  service  as  medical  corps 
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officers  unless  they  have  some  legal  liability  or  obligation  to 
serve.  Insofar  as  this  appears  to  be  true  and  insofar  as  under 
certain  conditions  some  physicians  will  either  have  to  be 
drafted  or  the  threat  of  the  draft  will  have  to  be  used,  this 
Committee  feels  that  only  those  physicians  who  have  a 
liability  under  the  basic  Selective  Service  Act  should  be 
called.  Further,  we  feel  that  a very  careful  and  continuous 
effort  should  be  made  to  evaluate  and  reevaluate  physician- 
to-troop  ratios  maintaining  an  effort  to  keep  these  ratios 
at  the  lowest  feasible  number.  As  far  as  the  Committee 
can  see  in  the  near  future,  there  is  no  reason  why  this 
ratio  should  be  raised. 

"2.  Because  of  the  wording  of  the  present  law  there  is 
a definite  possibility  that  in  the  event  of  an  emergency  a 
physician  who  is  serving  in  an  involuntary  reserve  period 
might  be  recalled  before  others  who  were  originally  liable 
for  service  under  the  law  are  called  at  all.  We  feel  that 
provisions  should  be  incorporated  into  the  law  which  would 
protect  against  involuntary  recall  physicians  who  are  serv- 
ing in  the  reserve  involuntarily  until  others  who  had  a 
similar  original  liability  have  had  an  opportunity  to  serve.” 

The  renewal  of  the  Selective  Service  Aa  passed  the 
House  February  5,  1959,  and  was  sent  to  the  Senate. 

3.  Medicare  in  Texas 

A very  brief  review  of  Medicare  in  Texas  revealed  that 
Mutual  of  Omaha  is  not  having  any  difficulty  with  Texas 
doctors. 

4.  Conference  on  Military  Dependents'  and  Veterans' 
Medical  Care 

The  chairman  attended  the  Minneapolis  Conference  on 
Military  Dependents’  and  Veterans’  Medical  Care  conducted 
by  the  Committee  on  Federal  Medical  Services  of  the  Amer- 
ican Medical  Association.  A complete  report  of  this  con- 
ference was  made  to  the  President  of  the  Texas  Medical 
Association  and  is  included  in  this  report  for  information; 

"The  morning  session  was  concerned  with  the  hometown 
care  program  for  outpatient  care  for  service-connected  vet- 
erans and  the  scope  of  education  and  research  programs  in 
veterans’  medical  installations. 

"Dr.  Roy  W.  Gifford  of  Gettysburg,  Pa.,  reported  that 
the  Pennsylvania  doctors  do  not  advocate  the  use  of  a 
third  party.  There  is  a fee  schedule  committee  of  the 
Pennsylvania  State  Medical  Association  whose  responsi- 
bilities include  the  negotiation  of  fee  schedules  with  United 
Mine  Workers,  Pension  Fund,  Medicare,  VA  care.  In  Penn- 
sylvania any  physician  may  apply  as  a designated  physician. 
The  VA  would  not  allow  Pennsylvania  to  use  Blue  Shield 
as  an  intermediary  even  though  the  State  Association  re- 
quested them  to  do  so. 

"Dr.  Charles  B.  Hudson  of  Oakland,  Calif.,  reported  that 
the  California  Physicians’  Service  (California  Blue  Shield) 
administers  and  aas  as  fiscal  agent  for  their  VA  service- 
connected  hometown  care  program.  Under  this  plan  as  it 
operates  in  California  there  is  very  limited  intervention  by 
the  federal  government.  The  plan  works  well  in  California 
and  operates  at  less  cost  for  similar  services  than  the  VA’s 
own  regional  offices’  outpatient  program. 

"Out  of  these  discussions  the  following  points  became 
dear : 

"1.  Hometown  care  for  the  service-connected  veteran  is 
authorized  by  law  and  can  be  used  where  the  Veterans 
Administration  considers  it  proper  to  use  it. 

"2.  The  cost  of  such  a plan  is  not  very  high,  and  al- 
though comparative  statistics  are  quite  difficult  to  obtain, 
it  would  appear  that  the  cost  is  lower  than  that  when  such 
care  is  provided  in  federal  government  installations. 


"3.  There  was  no  actual  opposition  voiced  by  anyone 
from  any  state  to  the  utilization  of  a hometown  care  pro- 
gram. This  program  as  it  is  now  authorized  and  admin- 
istered is  purely  an  outpatient  program  with  only  a very 
few  exceptions. 

"Panel  regarding  education  and  research  in  VA 

MEDICAL  CARE  SYSTEMS: 

"This  panel  is  quite  difficult  to  summarize.  We  heard 
from  Dr.  Ward  B.  Allen  of  Baltimore,  representing  the 
Council  on  Medical  Education  and  Hospitals  of  the  AMA. 
Dr.  Allen  pointed  out  that  nonfederal  teaching  hospitals 
such  as  university  hospitals  and  city-county  affiliated  hos- 
pitals are  losing  clinical  material  to  federal  teaching  hos- 
pitals. Dr.  Granville  Bennett  of  Chicago,  Chairman  of 
the  Committee  on  VA-Medical  School  Relationships  of  the 
Association  of  American  Medical  Colleges,  spoke  in  support 
of  research  and  education  in  VA  hospitals,  stressing  the 
necessity  for  research  and  education  in  a teaching  hospital 
program  and  stressing  the  increment  in  the  quality  of  pa- 
tient care  in  an  atmosphere  where  research  and  education 
is  conducted. 

"Dr.  Robert  S.  Green  of  Cincinnati,  Ohio,  stressed  the 
following  points: 

"1.  The  VA  hospital  teaching  programs  result  in  their 
selecting  cases  of  good  teaching  value  and  thus  depriving 
chronic  cases,  medical  and  mental,  of  admission. 

"2.  Actual  competition  of  the  VA  installations  for  pa- 
tients, interns,  residents,  nurses,  dietitians,  and  all  other 
ancillary  personnel,  competition,  by  the  government  with 
tax  funds  against  local  communities. 

"The  very  complex  problems  presented  on  this  panel 
were  not  quite  completely  explored  in  the  brief  period 
allotted  to  the  conference. 

"Afternoon  conference  on  Medicare: 

"Brigadier  General  Floyd  L.  Wergeland  (General  Rob- 
inson’s successor) ; Rear  Admiral  Edward  C.  Kenny  of 
the  Bureau  of  Medicine  and  Surgery  of  the  Navy;  Walter 
E.  Brown  of  Tulsa,  Okla.;  Charles  L.  Hudson  of  Cleveland, 
Ohio;  Milo  A.  Youel  of  San  Diego,  Calif.,  and  Mr.  J.  C. 
Ketcham  of  Detroit  were  on  the  panel. 

"The  scope  of  the  Medicare  program 'was  ably  outlined 
by  General  Wergeland.  Admiral  Kenny  defended  the  De- 
fense Department  and  in  reality  defended  the  Air  Force 
and  the  Navy  for  their  insistence  upon  the  cutback  in  that 
segment  of  Medicare  provided  by  private  physicians  and 
hospitals. 

"Dr.  Charles  L.  Hudson  made  it  dear  that  Ohio’s  ob- 
jection to  Medicare  was  predicated  upon  the  insistence  of 
the  negotiating  agency  for  the  government  that  no  type 
of  indemnity  plan  could  be  considered. 

"Dr.  Brown  of  Tulsa  voiced  the  basic  antipathy  of  the 
Oklahoma  Medical  Association  to  federal  medical  programs 
and  also  pointed  out  that  the  curtailment  of  the  private 
care  phase  of  the  program  was  objectionable  to  them  be- 
cause it  limited  free  choice. 

"Dr.  Youel  of  San  Diego  voiced  the  general  approval 
of  Medicare  by  California  physicians  and  expressed  regret 
at  the  cutbacks  in  the  civilian  phase  of  the  care,  stating 
that  this  defeated  the  whole  purpose  of  the  program.  He 
pointed  out  that  continued  use  of  Medicare  in  its  original 
form  would  decrease  the  need  for  drafting  physicians  and 
increase  quality  of  care  and  morale  in  the  uniformed 
forces. 

“My  over-all  impression  from  the  conference  was  that 
the  sentiment  over  the  country  is  in  favor  of  continuing 
Medicare  in  its  original  form  with  dissension  from  South 
Dakota,  Rhode  Island,  Ohio,  and  Oklahoma,  in  addition 
to  Texas.  The  objections  to  the  program  were  not  wholly 
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on  the  basis  of  disagreement  with  the  intent  of  the  pro- 
gram, but  also  because  of  administrative  restrictions  pro- 
hibiting the  signing  of  indemnity  contracts.  The  sentiment 
against  the  cutbacks  in  funds  came  from  both  opponents 
and  proponents  of  the  program  and  was  very  strong.” 

5.  Recommendations 

The  Committee  recommends: 

1.  That  the  House  of  Delegates  review  the  work  of  the 
Committee  and  the  work  in  progress  and  indicate  whether 
or  not  it  wishes  the  Committee  to  continue,  offering  sug- 
gestions, recommendations,  and  criticisms. 

2.  If  the  House  does  wish  the  Committee  to  continue, 
that  it  consider  authorizing  a study  of  the  relation  of 
Texas  medical  schools  to  Veterans  Administration  hospitals, 
with  special  reference  to  (a)  medical  education  and  re- 
search in  VA  hospitals,  (b)  selection  of  patients  as  a re- 
sult of  affiliations  with  medical  schools,  (c)  method  of 
procuring  full  time  Veterans  Administration  medical  staff 
and  interns,  residents,  and  fellows,  and  (d)  types  of  cases 
treated  in  VA  hospitals. 

3.  That  the  House  consider  including  talks  on  the  VA 
hospital  program  to  be  given  by  representatives  of  the 
Association  before  lay  groups. 

4.  That  the  House  consider  recommending  that  the  VA 
hospital  program  and  the  hometown  care  program  be  suit- 
able subjects  for  legislative  symposiums,  conferences  of 
county  medical  society  officials,  and  orientation  programs. 

Milton  V.  Davis,  Chairman, 
James  S.  Reitman, 

Joseph  N.  Bader, 

M.  D.  Thomas, 

Jack  F.  McKemie, 

Bert  E.  Davis, 

Charles  L.  Liggett, 

Norman  L.  West, 

Dickson  K.  Boyd, 

W.  H.  Hamrick. 

Reference  committee  to  which  referred:  Medical  Service 
and  Public  Relations. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  PUBLIC  RELATIONS 

Dr.  Howard  Dudgeon:  This  Reference  Committee  recom- 
mends that  the  report  of  the  Committee  on  Military  and 
Veterans  Affairs  as  printed  be  approved.  The  committee 
asked  that  the  House  of  Delegates  determine  whether  or 
not  the  committee  should  be  continued.  It  is  the  recom- 
mendation of  this  Reference  Committee  that  it  should  be 
continued.  It  is  recommended  that  a study  be  undertaken 
by  the  committee  of  the  relationship  of  Texas  medical 
schools  to  Veterans  Administration  hospitals  with  special 
reference  to  (a)  medical  education  and  research  in  VA 
hospitals,  (b)  selection  of  patients  as  a result  of  affiliations 
with  medical  schools,  (c)  method  of  procuring  full  time 
Veterans  Administration  medical  staff  and  interns,  residents, 
and  fellows,  and  (d)  types  of  cases  treated  in  VA  hos- 
pitals. It  is  also  recommended  that  talks  on  the  VA  hos- 
pital program  be  given  by  representatives  of  the  Association 
before  lay  groups.  It  is  further  recommended  that  the  VA 
hospital  program  and  the  hometown  care  program  be  con- 
sidered as  subjects  for  legislative  symposiums,  conference 
of  county  medical  society  officials,  and  orientation  programs. 

[This  report  was  adopted.} 


15h.  REPORT  OF  COMMITTEE  ON  NUCLEAR 
AND  ATOMIC  MEDICINE 

The  Committee  on  Nuclear  and  Atomic  Medicine  met  on 
three  occasions:  in  September,  1958,  January  and  April, 
1959.  The  interest  and  enthusiasm  of  the  members  of  this 
committee  was  exemplified  by  their  100  per  cent  attendance 
at  each  meeting. 

During  the  year  the  Committee  reviewed  the  radioactive 
legislation  proposed  by  the  Texas  State  Department  of 
Health  and  recommended  to  the  Council  on  Medical  Juris- 
prudence that  the  proposed  legislation  be  disapproved  in  its 
present  form,  and  that  introduction  of  restrictive  legislation 
should  be  considered  only  if  it  can  be  shown  that  existing 
state  regulatory  power  already  residing  within  the  Texas 
State  Department  of  Health  was  inadequate. 

The  second  annual  Symposium  on  Radioactive  Over- 
Exposures  and  Accidents  was  held  in  San  Antonio,  April 
18,  1959. 

National  and  international  authorities  from  the  U.  S. 
Atomic  Energy  Commission  and  the  U.  S.  Air  Force  pre- 
sented the  clinical  syndrome  observed  in  fatal  and  nonfatal 
accidents  of  the  first  decade  of  the  Atomic  Age.  A pre- 
liminary review  of  the  biologic  implication  of  the  radiation 
hazards  of  space  and  nuclear  powered  aircraft  was  presented. 
Introduced  for  the  first  time  were  scientific  exhibits  related 
to  nuclear  and  atomic  medicine  as  a part  of  the  program  of 
orientation  and  indoctrination  of  the  physicians  of  TMA 
of  their  medical  responsibilities  in  the  peaceful  application 
of  atomic  energy. 

The  Committee  recommends  that  the  annual  Symposium 
on  Atomic  Medicine  be  continued  at  the  next  annual  ses- 
sion of  the  TMA  in  Fort  Worth. 

Because  of  the  important  medical  and  legislative  prob- 
lems related  to  nuclear  medicine  and  atomic  energy  that 
the  TMA  has  been  and  will  be  confronted  with,  it  is  recom- 
mended that  the  best  interests  of  the  Association  could  be 
served  if  the  special  Committee  on  Nuclear  and  Atomic 
Medicine  were  placed  in  a more  permanent  status. 

The  Committee  recommends  that  the  best  interests  of 
the  TMA  could  also  be  better  served  if  funds  could  be 
made  available  to  the  Committee. 

The  first  and  second  annual  symposiums  were  partially 
financed  from  the  general  funds  of  the  Association.  The 
Committee  has  submitted  an  annual  budget  to  the  Board  of 
Trustees  for  consideration  and  approval  for  the  purpose  of 
conducting  the  third  annual  symposium  and  for  the  publica- 
tion of  a statewide  directory  of  physicians  with  experience 
in  radiation  problems  in  the  event  of  a nuclear  catastrophe. 

Herbert  C.  Allen,  Jr.,  Chairman, 
E.  E.  Anthony,  Jr., 

C.  C.  Shullenberger,  r 
J.  Allen  Chamberlin, 

Lloyd  R.  Hershberger, 

J.  E.  Miller, 

J.  R.  Maxfield,  Jr. 

Reference  committee  to  which  referred:  All  except  last  2 
paragraphs.  Scientific  Work;  last  2 paragraphs,  Trustees. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  J.  M.  Partain:  Report  of  Committee  on  Nuclear  and 
Atomic  Medicine,  except  last  two  paragraphs.  This  is  an- 
other field  that  was  not  present  a few  years  ago — a new 
horizon,  new  problems.  These  problems  are  growing  from 
day  to  day;  therefore,  the  Committee  on  Nuclear  and 
Atomic  Medicine  recommends  that  their  committee  be 


TEXAS  State  Journal  of  Medicine,  JUNE,  1959 


515 


changed  from  a special  committee  to  a permanent  commit- 
tee. This  Reference  Committee  recommends  adoption  of  this 
request. 

Dr.  J.  L.  Cochran,  San  Antonio:  For  information, 
shouldn’t  a permanent  committee  be  called  a standing  com- 
mittee? 

Vice-Speaker  Murphy:  Change  that  “permanent”  to 
"standing”  committee.  Is  that  amendment  agreeable? 

[The  amendment  was  approved  by  the  House.} 

The  Committee  on  Nuclear  and  Atomic  Medicine  recom- 
mends that  the  annual  symposium  on  atomic  medicine  be 
continued  at  the  next  annual  session  of  the  Texas  Medical 
Association  in  Fort  Worth.  The  excellence  of  the  program 
as  presented  here  on  April  18,  1959,  by  such  outstanding 
speakers  is  to  be  commended.  The  Reference  Committee  on 
Scientific  Work  recommends  to  the  Council  on  Scientific 
Work  that  such  a symposium  be  included  in  the  program 
at  Fort  Worth  in  I960. 

This  reference  committee  recommends  adoption  of  this 
report  as  presented. 

[This  report  was  adopted  as  amended.} 

REPORT  OF  BOARD  OF  TRUSTEES 
AS  REFERENCE  COMMITTEE 

Dr.  R.  W.  Kimbro:  The  Board  of  Trustees  considered 
the  last  two  paragraphs  of  the  report  of  the  Committee  on 
Nuclear  and  Atomic  Medicine.  The  chairman.  Dr.  Herbert 
C.  Allen,  Jr.,  presented  a request  for  $1,000  in  connection 
with  committee  programs  and  activities.  He  asked  for  funds 
for  (a)  two  guest  speakers  for  the  committee’s  third  annual 
symposium  next  year,  (b)  for  publication  of  a statewide 
directory  of  physicians  with  experience  in  radiation  prob- 
lems; and  (c)  for  office  and  administrative  expense. 

The  Board  wishes  to  commend  the  Committee  on  Nuclear 
and  Atomic  Medicine  for  conducting  a most  successful  con- 
ference here  Samrday.  We  also  cite  the  committee  for  its 
many  activities  throughout  the  year  and  for  its  alertness  in 
making  available  the  latest  information  in  this  field  to  the 
entire  profession. 

These  activities  are  typical  of  so  many  of  our  committees 
which  engaged  in  worthwhile  programs,  and  are  rendering 
valuable  services  to  physicians  and  to  the  public.  The  Board 
of  Trustees  believes  that  these  programs  deserve  our  en- 
thusiastic support. 

We  recommend  that  the  request  for  two  guest  speakers 
be  referred  to  the  Council  on  Annual  Session,  which  has 
the  responsibility  for  over-all  planning  for  the  annual  ses- 
sion. We  approve  the  recommendation  for  the  directory, 
and  request  the  Executive  Secretary  to  implement  this 
publication  at  the  time  the  committee  completes  its  compila- 
tion. The  Board  also  is  pleased  to  provide  $150  for  office 
and  administrative  expense. 

[This  report  was  adopted.} 


15i.  REPORT  OF  COMMITTEE 
ON  PROBLEMS  OF  AGING 

The  Committee  on  Problems  of  Aging  met  in  Houston 
at  the  Shamrock  Hilton  Hotel,  October  19,  1958,  and  in 
Austin  at  the  Texas  Medical  Association  central  office, 
January  24,  1959.  The  October  meeting  immediately  pre- 
ceded the  Southwestern  Regional  Conference  on  Aging 
held  by  the  National  Committee  on  Aging.  Some  of  our 
members  participated  in  the  conference  as  well  as  in  the 
postgraduate  course,  "Medical  Problems  of  the  Elderly,” 


in  Houston,  October  23-25.  The  proceedings  of  the  post- 
graduate course  are  in  the  process  of  being  published. 

The  American  Medical  Association  Planning  Conference 
on  Medical  Society  Action  in  the  Field  of  Aging,  meeting 
in  Chicago  in  September,  1958,  was  attended  by  two  of 
our  members.  A report  of  the  activities  of  this  conference 
was  given  and  the  proceedings  are  now  published  by  the 
AMA.  The  main  objective  of  the  conference  was  to  stimu- 
late regional  and  community  medical  societies  to  the 
study  of  problems  of  the  aging  and  the  assumption  of 
leadership  by  physicians  in  efforts  to  relieve  these  problems 
in  each  community.  Discussion  among  members  of  the 
Committee  revolved  about  various  means  of  bringing  the 
attention  of  these  objectives  to  each  county  medical  society. 
Personal  contacts  and  the  services  of  the  traveling  head- 
quarters staff  were  considered  valuable.  A circular  letter 
stating  the  urgency  of  the  situation  to  the  officers  of  each 
county  medical  society,  toegther  with  selected  literature,  was 
considered  advisable.  The  use  of  exhibits  for  promoting 
medical  society  interest  was  suggested.  In  this  connection 
the  editorial  on  aging  in  the  Texas  Stale  Journal  of  Medi- 
cine by  our  President  Howard  O.  Smith  was  particularly 
appreciated. 

The  AMA  exhibit  on  aging,  kindly  forwarded  by  the 
Chicago  headquarters,  was  displayed  at  the  TMA  central 
office  at  the  Conference  of  County  Medical  Society  Officials 
in  January.  There  were  packets  of  literature  available  for 
each  county  medical  society.  These  informative  selections 
should  be  of  considerable  assistance  for  our  members  in 
understanding  and  meeting  the  problems  of  the  aging.  The 
Committee  is  grateful  to  the  headquarters  staff  for  their 
able  assistance  in  collecting  and  distributing  the  material. 

The  Committee  has  been  interested  in  the  inquiries  and 
efforts  of  the  Texas  Medical  Association  Committee  on  Vol- 
untary Health  Insurance  and  Health  Care  Costs.  Our 


DECADES 

Increasing  percentages  of  persons  65  years  of  age 
and  older  in  the  populations  of  the  United  States  and 
Texas.  [After  Cady,  L.  D.:  Geriatric  and  Gerontologic 
Problems  Facing  Texas,  Texas  J.  Med.  54:645-647 
(Sept.)  1958.1 
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members  heartily  commend  its  recommendation  that  Blue 
Cross-Blue  Shield  prepare  a pilot  plan  for  providing  health 
care  services  to  Texas  citizens  over  the  age  of  65  years. 

The  medical  care  required  by  older  citizens  of  Texas  is 
an  elusive  statistic,  and  various  agencies  with  their  types 
of  information  available  do  not  at  present  state,  for  ex- 
ample, how  many  persons  over  65  years  of  age  were  hos- 
pitalized during  the  past  year.  It  is,  therefore,  recommended 
that  each  county  medical  society’s  committee  on  aging  try 
to  determine  this  figure  for  its  area  as  one  of  the  first 
efforts  to  meet  the  problems  of  the  aging. 

Recommendations 

It  is  recommended  that; 

1.  Each  county  medical  society  formulate  a committee 
on  aging  to  meet  the  numerous  problems  arising  from  the 
rapid  socio-economic  developments. 

2.  The  House  of  Delegates  support  and  commend  the 
Committee  on  Voluntary  Health  Insurance  and  Health  Care 
Costs  for  its  recommendation  that  Blue  Cross-Blue  Shield 
prepare  a pilot  plan  for  providing  health  care  services  to 
Texas  citizens  over  the  age  of  65  years. 

• Wendell  D.  Gingrich,  Chairman, 

Hugh  P.  Reveley, 

S.  W.  Thorn, 

Ernest  W.  Keil, 

Ben  B.  Hutchinson, 

Luther  W.  Ross, 

J.  O.  Armstrong, 

L.  C.  Carter, 

Edgar  P.  Hutchings. 

Reference  committee  to  which  referred:  Medical  Service 
and  Public  Relations. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  PUBLIC  RELATIONS 

Dr.  Howard  Dudgeon;  The  report  of  the  Committee  on 
Problems  of  the  Aging  recommending  that  each  county 
medical  society  establish  a committee  on  aging  and  that  the 
House  of  Delegates  support  and  commend  the  Committee 
on  Voluntary  Health  Insurance  and  Health  Care  Costs  for 
its  recommendation  that  Blue  Cross-Blue  Shield  prepare  a 
pilot  plan  for  providing  health  care  services  for  the  aged 
is  approved  by  this  Reference  Committee. 

[This  report  was  adopted.} 


15j.  REPORT  OF  COMMITTEE  ON  SPAS 

The  Committee  on  Spas  had  one  meeting  at  which  a 
general  discussion  was  held  on  the  different  problems  con- 
cerning spas.  From  this  discussion  came  the  following 
recommendations ; 

1.  That  the  Council  on  Physical  Medicine  of  the  Ameri- 
can Medical  Ass(xiation  be  asked  to  reactivate  its  sub- 
committee on  American  Health  Resorts,  which  would  begin 
a program  of  evaluation  and  accreditation  of  American 
spas  in  order  that  the  members  of  the  American  Medical 
Association  may  know  which  American  spas  are  being 
operated  under  adequate  medical  supervision. 

2.  That  a Committee  on  Rehabilitation  be  set  up  by 
Texas  Medical  Association,  the  purpose  of  which  will  be 
to  coordinate  and  explain  the  various  asperts  of  rehabili- 
tation and  the  roles  which  the  various  specialists  and  gen- 


eral practitioners  play  in  this  important  field.  It  is  sug- 
gested that  this  Committee  on  Rehabilitation  sponsor  an 
exhibit  at  the  1960  annual  session  of  the  Texas  Medical 
Association. 

3.  That  since  one  of  the  greatest  problems  facing  ethical 
spas  today  is  that  of  explaining  their  program  to  physicians, 
Texas  spas  be  urged  to  initiate  research  in  spa  therapy, 
prepare  articles  for  the  Texas  State  Journal  of  Medicine 
and  other  publications,  and  submit  exhibits  for  use  at 
Texas  Medical  Association  annual  sessions. 

4.  That  the  Committee  on  Spas  be  continued  for  the 
year  1959-1960. 

Neil  D.  Buie,  Chairman, 

John  B.  Barnett, 

Waldo  B.  Lasater, 

W.  K.  Logsdon, 

Edward  F.  Yeager. 

Reference  committee  to  which  referred:  Scientific  Work. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  J.  M.  Partain;  Report  of  Committee  on  Spas.  There 
was  some  bad  terminology  as  presented  by  the  committee, 
and  in  a letter  to  the  Reference  Committee  they  asked  that 
it  be  changed  and  the  change  has  been  made. 

The  Committee  on  Spas  recommends  that  the  Council 
on  Medical  Education  and  Hospitals  of  the  AMA  be  asked 
to  reactivate  its  subcommittee  on  American  Health  Re- 
sorts. This  reference  committee  recommends  adoption  of 
this  part  of  the  report. 

[This  portion  of  the  report  was  adopted.] 

Dr.  Partain;  The  Committee  on  Spas  recommends  that 
a new  committee  be  set  up  in  the  Texas  Medical  Associa- 
tion and  that  be  a Committee  on  Rehabilitation,  the  pur- 
pose of  which  will  be  to  coordinate  and  explain  the  various 
aspects  of  rehabilitation  and  the  roles  which  the  various 
specialists  and  general  practitioners  play  in  this  important 
field.  Rehabilitation  is  of  growing  interest  and  concern 
to  industry  and  to  each  of  us  doctors.  We  feel  that  this 
is  a field  which  is  ripe  and  in  which  we  must  take  the 
lead  or  else  the  doctors  will  lose  their  normal  responsibility. 

This  Reference  Committee  recommends  that  a permanent 
Committee  on  Rehabilitation  be  set  up  at  this  time.  I so 
move. 

Vice-Speaker  Murphy;  If  this  committee  is  set  up,  under 
what  council  would  this  committee  be? 

Dr.  Partain;  Council  on  Scientific  Advancement.  We 
discussed  it  that  way,  but  we  didn’t  put  it  in.  I suggest  that 
we  do. 

Vice-Speaker  Murphy;  Right.  A permanent  Committee 
on  Rehabilitation  under  the  Council  on  Scientific  Advance- 
ment. 

[This  section  of  the  report  was  adopted  as  amended.] 

Dr.  Partain;  The  Committee  on  Spas  recommends  that 
that  .committee  be  continued  for  the  year  1959-1960  for 
the  dissemination  of  information  relative  to  the  use  of 
spas,  and  the  excellence  or  lack  of  excellence  of  each  spa 
in  the  United  States.  This  Reference  Committee  recom- 
mends adoption  of  this  portion  of  this  report. 

[This  part  of  the  report  was  adopted.] 

Dr.  W.  H.  Hamrick,  Houston;  I was  napping  a little 
bit.  It  would  require  reconsideration,  I believe,  but  I don’t 
think  it’s  wise  for  us  to  instruct  this  Committee  on  Spas 
to  disseminate  information  on  the  lack  of  excellence  of 
spas  throughout  the  United  States. 
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Vice-Speaker  Murphy;  And  you  move  that  we  reconsider 
this  portion  of  the  report  and  delete  that  portion  which 
reads  "and  the  excellence  or  lack  of  excellence  of  each  spa 
in  the  United  States.” 

[The  motion  to  reconsider  previous  action  and  to  delete 
the  section  in  question  carried.} 


small  a problem  is  the  misconception  of  the  public  and 
the  profession,  in  some  instances,  that  one  can  get  some- 
thing for  nothing — an  unfortunate  trend  in  many  aspects 
of  American  thought  during  the  past  25  years.  We  are 
losing  sight  of  the  well  established  fact  that  "any  gov- 
ernment powerful  enough  to  give  us  everything  is  also 
powerful  enough  to  take  everything  away  from  us.” 


15k.  REPORT  OF  COMMITTEE  ON 

VOLUNTARY  HEALTH  INSURANCE 
AND  HEALTH  CARE  COSTS 

The  Committee  on  Voluntary  Health  Insurance  and 
Health  Care  Costs  met  in  Austin  on  September  6,  in 
Houston  on  November  9,  and  again  in  Austin  on  January 
24.  One  more  meeting  prior  to  the  House  of  Delegates 
meeting  is  contemplated  in  San  Antonio  on  April  18.  This 
meeting  will  be  held  at  10  a.m.  in  the  Hilton  Hotel  for 
anyone  wishing  to  attend. 

This  Committee  has  felt  that  the  subject  matter  covered 
is  of  a broad  nature  and  involves  not  only  the  doctors  in 
Texas,  but  the  hospitals,  the  general  public,  and  our  rela- 
tions with  the  federal  government. 

The  chairman  wishes  to  express  his  gratitude  to  all 
members  of  this  Committee  for  their  many  hours  of  par- 
ticipation, the  time  and  money  expended  by  them  in  the 
diverse  functions  of  this  Committee.  A matter  of  interest 
is  that  80  per  cent  of  its  members  attended  all  meetings 
of  the  Committee. 

This  Committee  has  met  with  Dr.  Howard  O.  Smith, 
President  of  the  Texas  Medical  Association;  C.  Lincoln 
Williston,  Executive  Secretary  of  the  Texas  Medical  Asso- 
ciation; Dr.  Milford  O.  Rouse,  chairman  of  delegates 
to  the  American  Medical  Association;  Health  Insurance 
Council  of  Texas;  O.  Ray  Hurst,  executive  director  of  Texas 
Hospital  Association;  W.  R.  McBee,  executive  direaor  of 
Texas  Blue  Cross  and  Blue  Shield;  Mrs.  Travis  Smith  and 
Mrs.  Haskell  D.  Hatfield  of  the  Woman’s  Auxiliary  (the 
latter  being  President-Elect);  and  many  other  members 
of  the  Texas  Medical  Association,  all  of  whom  were  of 
great  help  in  the  deliberations  and  formulating  the  recom- 
mendations of  this  Committee. 

Purpose  and  Problems  of  Prepaid  Health  Insurance 

The  purpose  of  prepaid  health  insurance  is  to  protect 
against  large  economic  loss,  rather  than  provide  for  minor 
day-to-day  health  costs. 

Among  the  problems  in  this  area  are  the  following; 

1.  Over-utilization  of  health  insurance. 

2.  Abuses  by  patients,  doaors,  and  hospitals — such  as 
Tve  got  insurance.  Doc,  shoot  the  works!”  or  "I  have 

insurance;  I would  like  to  stay  in  a few  extra  days.”  Drag- 
net diagnosis,  and  shotgun  treatment  (in  a few  cases)  ra- 
ther than  good  history,  physical  examination,  and  careful 
evaluation  of  findings. 

3.  Insurance  companies  writing  many  different  kinds  of 
coverage.  Patients  and  doctors  are  confused. 

4.  Inequities  in  fees — such  as  between  surgery  and  treat- 
ment by  internists. 

5.  Payment  for  services  outside  of  hospitals. 

6.  What  type  of  coverage  to  recommend. 

7.  Health  insurance  for  those  over  65  in  low  income 
groups. 

8.  Lack  of  clear  understanding  of  the  problems  of  health 
insurance  by  the  profession,  patients,  general  public,  and 
hospitals. 

These  are  only  a few  of  the  problems  which  face  the 
health  insurance  industry,  the  medical  profession,  and  the 
general  public  in  the  field  of  health  insurance.  Not  too 


Recommendations  * 

1.  This  Committee  strongly  recommends  a deductible 
(for  each  admission)  co-insurance  plan  as  the  most  satis- 
factory answer  to  over-utilization  of  insurance. 

2.  The  Committee  suggests  to  Texas  delegates  to  the 
American  Medical  Association  that  they  encourage  the 
national  organization  to  produce  a movie  for  use  on  a na- 
tional scale,  both  for  physicians  and  the  general  public,  on 
the  uses  and  misuses  of  health  insurance,  depiaing  the 
problems  and  some  of  the  solutions — for  through  education 
is  our  salvation. 

While  discussing  the  problem  of  various  types  of  in- 
surance and  how  confusing  it  is  to  doaors  and  patients 
alike,  this  Committee  was  informed  by  Dr.  Rouse  that  in 
the  near  future  a "buyers’  guide”  type  of  pamphlet  for 
doctors  and  for  patients  is  being  prepared  for  distribution 
by  the  American  Medical  Association. 

3.  It  is  recommended  that  an  exhibit  be  prepared  to  be 
shown  at  the  five  major  medical  meetings  in  Texas  during 
the  year,  telling  the  story  of  health  insurance  and  medical 
care  costs.  Blue  Cross-Blue  Shield  has  agreed  to  defray  the 
expenses  of  this  exhibit  up  to  $1,000. 

4.  It  is  recommended  that  much  effort  be  devoted  at 
the  county  society  level,  and  individual  member  level,  by; 

a.  Monthly  editorials  in  the  Journal,  or  pamphlets  to 
each  member  of  the  Texas  Medical  Association. 

b.  Panel  discussion  at  the  county  society  level  by  the 
Health  Insurance  Council  and  Blue  Cross-Blue  Shield. 

c.  Discussion  of  health  care  costs  at  staff  meetings  per- 
iodically, with  hospital  administrators  presenting  areas 
where  hospital  care  costs  are  higher  than  they  should  be. 

d.  Education  of  the  public  through  newspaper  ads,  service 
club  programs,  and  so  forth  provided  by  time,  effort,  and 
money  of  the  State  Association  and  county  medical  societies. 

5.  It  is  recommended  that  the  Woman’s  Auxiliary  par- 
ticipate in  the  education  program  as  follows; 

a.  Have  the  president  of  the  auxiliary  appoint  a com- 
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mittee,  or  a member  in  smaller  societies,  to  be  responsible 
for  a health  insurance  program. 

b.  Devote  efforts  toward  increasing  the  number  of  people 
covered  by  health  insurance; 

( 1 ) Approach  women’s  organizations  with  talks  on  this 
subject  and  reasons  coverage  should  be  obtained  (outline 
of  speech  to  be  furnished  from  Texas  Medical  Association 
headquarters  ) . 

(2)  Use  speakers  from  a panel  of  Health  Insurance 
Council,  Blue  Cross-Blue  Shield,  and  Speakers  Bureau,  Texas 
Medical  Association  headquarters. 

c.  Educate  auxiliary  members  on  problems  of  health  in- 
surance. 

6.  It  is  recommended  that  the  Blue  Cross-Blue  Shield 
present  as  a pilot  plan  (Blue  Cross-Blue  Shield  is  specified 
because  this  group  writes  something  over  45  per  cent  of 
all  health  insurance  in  the  state;  therefore,  it  was  easier  for 
this  Committee  to  deal  with  one  company  than  with  many) 
a program  for  providing  health  care  services  to  Texas  citi- 
zens over  the  age  of  65  of  low  income,  a prepaid  service 
plan  basis.  It  is  to  be  hoped  that  this  plan  will  be  a joint 
endeavor  of  the  Texas  Medical  Association,  Texas  Hospital 
Association,  Blue  Cross-Blue  Shield,  and  that  both  hospital 
and  medical  services  will  be  provided  on  a corresponding 
basis.  It  is  also  to  be  understood  that  the  service  or  full 
indemnity  features  would  apply  only  to  the  low  income 
group. 

An  analysis  of  this  plan  will,  of  necessity,  have  to  be 
submitted  to  the  House  of  Delegates  as  a supplemental  re- 
port, with  a specific  recommendation  for  action  by  the 
House  after  the  Committee  has  an  opportunity  to  go  over 
it  at  the  meeting  on  April  18. 

7.  The  following  resolutions  are  also  presented  for  con- 
sideration by  the  House  of  Delegates: 

a.  Whereas,  the  cost  of  care  for  illness  continues  to  rise; 
and 

Whereas,  this  cost  is  chiefly  in  the  field  of  increased 
hospital  services;  and 

■*  Whereas,  these  services  are  largely  supervised  by  phy- 
sicians; therefore,  be  it 

Resolved:  That  each  county  medical  society  make  a 
study  of  its  hospitals  and  recommend  to  the  respective  staffs 
how  medical  care  costs  may  be  reduced;  and  be  it  further 

Resolved:  That  conservatism  be  used  in  assessing  of 
fees. 

b.  Whereas,  the  cost  of  care  for  illness  continues  to  rise; 
and 

Whereas,  our  main  solution  to  cover  this  cost  is  through 
voluntary  health  insurance;  therefore  be  it 

Resolved;  That  this  House  of  Delegates,  through  its 
component  county  societies  and  individual  members,  make 
a concerted  effort  to  increase  the  number  of  people  covered 
by  health  insurance;  and  be  it  further 

Resolved:  That  all  members  of  this  Association  be  thor- 
oughly instructed  on  the  problems  of  health  insurance  via 
the  Texas  State  Journal  of  Medicine,  panel  discussions,  and 
visual  aids. 


15k.  SUPPLEMENTARY  REPORT  OF 

COMMITTEE  ON  VOLUNTARY  HEALTH 
INSURANCE  AND  HEALTH  CARE  COSTS 

Though  you  agree  in  general  with  the  proposed  plan 
which  this  Committee  on  Voluntary  Health  Insurance  and 
Health  Care  Costs  has  suggested — which  in  itself  was  most 
flattering  to  us — it  is  our  opinion  that,  basically,  you  do 
not  want  a service  plan — neither  do  we!  This  Committee 
has  pondered  the  problem  of  the  aged — and  their  medical 


care — and  it  is  our  opinion  that  there  is  a definite  need  for 
a concrete  program  in  this  field.  We  have  always  kept 
faith  with  the  aged  on  the  basis  of  their  ability  and  need, 
and  the  plan  which  we  suggest  is  giving  them  written 
assurance  of  our  continued  support  of  this  policy. 

This  Committee  recommends  a continuation  of  the  co- 
operation with  Blue  Cross-Blue  Shield  in  a further  study 
more  accurately  to  determine  the  needs  in  this  area  in  the 
State  of  Texas.  Following  this  study,  and  indicated  needs 
shown  in  the  survey,  we  ask  for  authorization  from  the 
House  of  Delegates  to  initiate  plans  and  programs  of 
coverage  for  the  aged  on  an  indemnity  basis.  We  have  no 
notion  of  what  the  needs  of  the  over  65  in  the  State  of 
Texas  are,  and  our  definite  program  is  to  establish  that 
need. 

To  be  a success,  this  suggested  program  must  be  imple- 
mented 100  per  cent  by  you,  and  through  you — your 
county  society.  The  time  has  come  when  we  of  the  medical 
profession  must  solve  our  own  problems  without  inter- 
ference from  the  outside.  We  cannot  do  this  without  clear 
thinking  by  most  of  the  members  of  the  profession,  and 
surveys  conducted  similar  to  the  one  recently  run  by  this 
Committee  so  that  we  are  able  to  get  the  opinion  of  a 
broad  segment  of  the  medical  population. 

In  our  letter  to  you  we  stated  that  we  were  confident 
that  amongst  all  of  us  we  could  come  up  with  the  right 
answer.  Your  response  to  this  questionnaire  has  been 
overwhelming,  and — certainly — our  recommendations  to- 
night represent  the  ideas  and  opinions  expressed  by  you. 
We  have  just  now  begun.  To  make  this  program  a success 
we  must  continue  with  this  same  enthusiasm. 

Russell  L.  Deter,  Chairman, 
John  H.  Wootters, 

George  M.  Hilliard, 

Roy  T.  Lester, 

Gerald  Ahern, 

Milton  Spark, 

A.  Rex  Kirkley, 

Rider  E.  Stockdale, 

H.  D.  Gilliam, 

L.  G.  CiGARROA. 

Reference  committee  to  which  referred:  Medical  Service 
and  Public  Relations. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  PUBLIC  RELATIONS 

Dr.  Howard  Dudgeon:  All  of  the  recommendations  of 
the  Committee  on  Voluntary  Health  Insurance  and  Health 
Care  Costs  were  carefully  read  and  approved  with  the 
exception  of  recommendation  6.  This  recommendation  is 
covered  in  the  supplemental  report  of  the  committee. 

The  resolution  of  the  committee  was  as  follows : 

"Resolved;  That  this  House  of  Delegates,  through  its 
component  county  societies  and  individual  members,  make  a 
concerted  effort  to  increase  the  number  of  people  coveted 
by  health  insurance;  and  be  it  further 

"Resolved;  That  all  members  of  this  Association  be 
thoroughly  instructed  on  the  problems  of  health  insurance 
via  the  Texas  State  Journal  of  Medicine,  panel  discussions, 
and  visual  aids.” 

This  resolution  is  recommended  for  approval. 

The  supplementary  report  of  the  Committee  on  Volun- 
tary Health  Insurance  and  Health  Care  Costs  replaces 
recommendation  6 of  the  original  report  and  recommends 
"a  continuation  of  the  cooperation  with  Blue  Cross-Blue 
Shield  in  a further  study  to  more  accurately  determine  the 
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needs  in  this  area  in  the  State  of  Texas.  Following  this 
study,  and  indicated  needs  shown  in  the  survey,  we  ask 
for  authorization  from  the  House  of  Delegates,  to  initiate 
plans  and  programs  of  coverage  for  the  aged  on  an  in- 
demnity basis.”  This  recommendation  is  approved. 

[This  report  was  adopted.] 

151.  REPORT  OF  COMMITTEE  TO 

ENCOURAGE  AND  ASSIST  HOSPITALS 
IN  SECURING  ACCREDITATION 

The  Committee  to  Encourage  and  Assist  Hospitals  in  Se- 
curing Accreditation  met  in  Austin  on  January  24,  with  Drs. 
Drue  O.  D.  Ware,  Charles  Durham,  Walter  Cook,  and  A. 
W.  Bronwell  attending.  O.  Ray  Hurst,  executive  director 
of  the  Texas  Hospital  Association,  attended  the  meeting  at 
the  request  of  the  Committee. 

This  is  a new  committee  and  is  to  work  with  a similar 
committee  from  the  Texas  Hospital  Association  and  an- 
other committee  from  the  Texas  Association  of  Medical 
Record  Librarians;  it  is  a subsidiary  committee  to  the 
Council  on  Medical  Education  and  Hospitals.  The  Com- 
mittee agreed  to  furnish  a member  to  each  "dry  run”  team 
composed  of  members  from  each  of  the  associations  named 
to  inspea  any  hospital  working  toward  accreditation  by  the 
Joint  Commission  on  Hospital  Accreditation  upon  formal 
request  by  that  hospital.  This  "dry  run”  inspection  must 
necessarily  be  only  in  an  advisory  capacity  and  must  reflect 
only  the  opinion  of  the  individual  members  of  the  team. 
The  petitioning  hospital  will  pay  the  actual  traveling  ex- 
penses of  the  members  of  the  team.  The  respective  parent 
organizations  will  not  be  responsible  for  the  expense  of 
this  work. 

By  way  of  explanation  the"  Committee  would  like  to 
state  that  most  of  its  members  have  had  some  experience 
with  such  "dry  run”  inspertions  on  a private  basis  and  have 
found  them  to  be  quite  helpful. 

The  members  of  the  Committee  were  invited  to  a semi- 
nar in  Waco  on  February  19  and  20,  sponsored  by  the  Texas 
Hospital  Association  for  the  purpose  of  going  over  the 
various  problems  encountered  in  securing  accreditation.  Dr. 
Babcock,  the  executive  secretary  of  the  Joint  Commission, 
was  to  be  present  at  this  seminar. 

One  formal  request  for  hospital  inspection  was  presented 
to  the  Committee  on  its  first  meeting,  and  it  was  under- 
stood that  three  or  four  more  could  be  expected  forthwith. 

R.  L.  Shepperd,  Chairman, 
Harvey  Renger, 

Walter  Ccx)k, 

Drue  O.  D.  Ware, 

Charles  Durham, 

C.  B Marcum, 

Paul  Murphy, 

A.  W.  Bronwell. 

Reference  committee  to  which  referred:  Reports  of  Of- 
ficers and  Committees. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  Herbert  Donnell:  This  is  a new  committee  which 
has  established  liaison  with  the  Texas  Hospital  Association 
and  the  Texas  Association  of  Medical  Record  Librarians  in 
"dry  run”  inspections.  The  Reference  Committee  commends 
this  committee  for  its  work  on  a difficult  problem. 

[This  report  was  adopted.] 


COMMITTEE  TO  STUDY  ASIAN  INFLUENZA 

Vice-Speaker  Murphy:  Next  would  be  Committee  to 
Study  Asian  Flu.  There  is  no  report  in  the  handbook.  Is 
there  any  report? 

Dr.  J.  M.  Coleman,  Austin:  Our  committee  recommended 
to  the  Executive  Council  that  the  Committee  on  Asian 
Influenza  be  dispensed  with  as  unnecessary;  therefore,  we 
consider  a report  unnecessary  at  this  time. 

Vice-Speaker  Murphy:  The  Speaker  informs  me  that  the 
action  of  the  Executive  Council  is  final  unless  the  House 
wishes  to  take  other  specific  action.  All  in  favor  of  uphold- 
ing the  Executive  Council’s  opinion,  say  aye.  Opposed,  no. 
The  motion  is  carried  and  the  committee  is  dropped. 

15o.  REPORT  OF  COMMITTEE  TO  STUDY 
HOSPITAL-STAFF  RELATIONSHIPS 

The  Committee  to  Study  Hospital-Staff  Relationships 
wishes  to  report  that  there  has  been  no  formal  meeting 
of  the  Committee  since  the  last  meeting  of  the  House  of 
Delegates  for  several  reasons: 

1.  A considerable  percentage  of  the  members  of  some 
of  the  specialty  groups  involved  is  not  yet  willing  to  have 
the  parent  organization,  the  Texas  Medical  Association,  de- 
termine the  policies  which  affea  their  practice  of  medicine. 
It  is  thought  that  it  is  better  to  await  a more  unified  and 
concerted  action  on  their  part  before  making  decisions  that 
may  be  unpopular  with  a sizable  group. 

2.  It  has  been  apparent  after  several  meetings  with  a 
similar  committee  from  the  Texas  Hospital  Association 
that  there  could  be  no  agreement  in  accepting  the  basic 
principles  (as  laid  down  by  the  Committee  of  the  Texas 
Medical  Association)  concerning  the  practice  of  medicine 
by  members  of  the  specialty  societies  involved.  Even  though 
it  is  generally  conceded  that  the  courts  would  probably  de- 
cide the  issues  in  our  favor,  it  was  deemed  unwise  to  pursue 
this  course  until  all  other  avenues  were  exhausted. 

3.  The  Committee  has  been  advised  that  in  certain  lo- 
cations and  in  some  rather  tense  situations  the  problems 
have  been  solved  along  the  lines  deemed  favorable  by  this 
Committee. 

RecommendaHons 

It  is  recommended: 

1.  That  educational  measures  direaed  toward  those  in- 
dividuals and  those  hospitals  primarily  involved  be  con- 
tinued. 

2.  'That  the  specialty  societies  involved  attempt  to  unify 
their  membership  in  their  concepts  of  the  praaice  of  medi- 
cine by  an  individual  as  opposed  to  a corporation  or  a hos- 
pital. 

J.  Layton  Cochran,  Chairman, 
Everett  C.  Fox, 

W.  Shelton  Barcus, 

E.  A.  Rowley, 

Franklin  W.  Yeager. 

Reference  committee  to  which  referred:  Reports  of  Of- 
ficers and  Committees. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  Herbert  Donnell:  The  Committee  on  Hospital-Staff 
Relationships  is  concerned  with  problems  between  hospital 
medical  staff  members.  The  Committee  has  made  the  fol- 
lowing recommendations : 
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"1.  That  educational  measures  directed  toward  those  in- 
dividuals and  those  hospitals  primarily  involved  be  con- 
tinued. 

"2.  That  the  specialty  societies  involved  attempt  to  unify 
their  membership  in  their  concepts  of  the  practice  of  medi- 
cine by  an  individual  as  opposed  to  a corporation  or  a 
hospital.” 

[This  report  was  adopted.] 


15p.  REPORT  OF  STATE  COMMITTEE 
FOR  AMERICAN  MEDICAL 
EDUCATION  FOUNDATION 

The  activities  of  the  1958-1959  State  Committee  for  the 
American  Medical  Education  Foundation  have  resulted  in 
a considerable  increase  in  donations  to  this  worthy  cause 
by  the  physicians  of  this  state  during  the  AMEF  year  1958. 
The  monies  collected  during  this  calendar  year  totalled 
$44,013.90,  an  increase  of  donations  of  $14,896.90  over 
the  previous  year.  This  represents  an  increase  in  donations 
of  48  per  cent.  This  compares  very  favorably  with  the 
national  average  of  15  per  cent  increase  accomplished  last 
year  over  the  previous  year. 

However,  the  Texas  doctors  cannot  rest  upon  their 
laurels.  For,  in  1957,  for  the  first  time  Texas  collected 
about  as  much  money  from  its  doctors  for  AMEF  as  came 
into  the  state  for  our  medical  schools  from  the  national 
AMEF.  Furthermore,  our  best  total  figure,  the  $44,000 
collected  in  1958,  compares  very  poorly  with  California’s 
total  figure  of  $171,611.20  collected  during  the  same  year. 
California  has  about  14,000  practicing  physicians.  They 
gave  therefore,  a little  better  than  $12  each  as  compared 
to  $5.50  each  for  practicing  physicians  in  this  state.  Cal- 
ifornia is,  of  course,  a "dues  increase  state,”  that  is,  a state 
that  has  voted  an  increase  in  its  dues  for  donation  to 
AMEF.  The  state  which  gave  best  last  year  was  Illinois; 


$200,191.59  was  collected  by  its  state  committee.  Likewise, 
Indiana’s  total  for  1958  was  214  times  that  of  previous 
years  and  reflects  that  state’s  entry  into  the  ranks  of  the 
"dues  increase”  states. 

National  AMEF  Executive  Secretary  John  W.  Hedback 
said,  ".  . . the  increases  demonstrate  a growing  awareness 
by  doctors  of  the  plight  of  their  schools  . . .”  Acmally  it 
is  the  opinion  of  this  Committee  that  the  crux  of  the 
problem  is  one  of  education  of  physicians  in  general  to 
the  fact  that  all  medical  schools  are  suffering  severely  from 
inflation.  Doctors  must  learn  that  this  financial  plight  is 
threatening  one  of  two  things,  either  ( 1 ) very  considerable 
deterioration  in  quality  of  medical  teaching,  which  means 
a deterioration  of  the  profession,  or  (2)  acceptance  by 
medical  schools  of  federal  funds  for  day-to-day  operational 
costs,  which  means  inevitable  federal  control,  which  in 
turn  means  socialization  of  the  practice  of  medicine. 


This  Committee  would  like  to  underscore  the  fact  that 
the  enormous  deficit  ($15,000,000  annually  across  the  na- 
tion and  increasing  rapidly)  cannot  be  met  by  the  physi- 
cians of  the  nation  alone.  It  can  be  met  every  year,  how- 
ever, by  private  sources  of  funds — the  alternative  to  fed- 
eral funds — chiefly  from  business  and  industry  and  other 
groups  and  organizations  with  a vested  interest  in  medi- 
cine. These  chief  sources,  it  is  plain  to  see,  most  assuredly 
will  have  little  interest  in  contributing  if  doctors  themselves 
evince  little  or  no  interest  in  the  problem,  which,  of 
course,  is  most  vital  to  them.  Why  should  an  industry 
such  as  "X  Oil  Company”  give  several  thousand  dollars 
to  medical  schools  in  this  state  each  year  when  John  Doe, 
M.D.,  has  given  $5.50? 

Such  is  the  state  of  the  problem  in  Texas.  The  Commit- 
tee has  made  progress  and  expects  to  continue  to  do  so. 
Education  and  organization  are  its  two  greatest  problems 
now.  The  Committee  is  actively  developing  its  plans. 

The  Woman’s  Auxiliary  has  made  a wonderful  contribu- 
tion each  year  to  this  cause.  The  Texas  Auxiliary  is  recog- 
nized on  the  national  level  as  being  the  nation’s  most 
effective  for  AMEF.  Its  Christmas  card  program  has  been 
especially  successful. 

D.  J.  Sibley,  Chairman, 

A.  L.  Delaney, 

S.  W.  Thorn, 

J.  C.  Terrell, 

Herbert  A.  Bailey, 

S.  D.  Coleman, 

James  S.  Bussell. 

Reference  committee  to  which  referred:  Scientific  Work. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  J.  M.  Partain:  The  Reference  Committee  received 
with  great  interest  this  report  in  which  we  find  that  $44,- 
013.90  has  been  collected  in  Texas  this  past  year,  which 
represents  a $14,000  plus  increase  over  any  previous  year. 
This  averages  $5.50  for  each  practicing  physician  in  Texas. 
California  doctors  have  contributed  $12  each.  It  is  esti- 
mated that  $15,000,000  is  the  deficit  in  medical  education 
at  the  present  time,  and  if  we  as  doctors  do  not  meet  the 
problem  more  adequately,  the  result  will  be  either  deteriora- 
tion in  quality  of  medical  teaching  or  acceptance  by  medi- 
cal schools  of  federal  funds  for  day-to-day  operational  costs 
which  means  inevitable  federal  control. 

The  work  of  this  committee  which  has  been  so  ably  led 
by  the'  distinguished,  hirsute  chairman,  coupled  with  the 
magnificent  work  of  the  Woman’s  Auxiliary,  has  resulted 
in  our  new  record  in  collections,  and  they  in  turn  recom- 
mend that  each  doctor  "dig  deeper.” 

This  committee  recommends  adoption  of  this  part  of  the 
report  as  printed. 

[This  report  was  adopted.} 


15s.  REPORT  OF  ADVISER  TO 

UNIVERSITY  OF  TEXAS  MEDICAL 
BRANCH  CHAPTER  OF  STUDENT 
AMERICAN  MEDICAL  ASSOCIATION 

News  from  the  University  of  Texas  Medical  Branch 
chapter  of  the  Student  American  Medical  Association,  Gal- 
veston, for  the  academic  year  1958-1959  brings  many 
items  of  interest  from  the  president,  Joseph  P.  Tupin. 

The  activities  for  the  year  began  in  the  spring  of  last 


TEXAS  State  Journal  of  Medicine,  JUNE,  1959 


521 


year  when  President  Tupin,  accompanied  by  Mrs.  Tupin, 
attended  the  American  Medical  Association  convention  in 
San  Francisco  as  an  invited  guest  of  the  Texas  Medical 
Association.  While  there  he  attended  the  delegates’  meet- 
ings and  caucus  plus  the  scientific  meetings  and  displays 
which  were  of  great  interest  to  him. 

September  brought  the  second  of  our  mock  bombings, 
"Operation  Recheck.”  The  SAMA  working  with  Dr.  Tru- 
man G.  Blocker,  director  of  the  project  and  of  the  Medical 
Education  in  National  Defense  Committee,  along  with  fac- 
ulty members,  the  local  Civil  Defense  organizations,  and 
the  American  Red  Cross,  all  cooperated  to  make  this  project 
a huge  success. 

The  long  waited  for,  and  badly  needed,  student  lockers 
have  been  obtained  for  the  students’  use  in  their  clinical 
years  at  the  Medical  Branch.  These  will  be  installed  in 
the  spring  according  to  President  Tupin. 

SAMA  Regional  Meeting 

The  first  SAMA  Regional  Meeting  of  the  year  was 
held  in  the  Faculty  House  on  campus  in  October.  These 
meeting  were  conducted  admirably  by  Lonnie  Leonard, 
regional  vice-president  from  the  University  of  Arkansas. 
There  were  also  delegates  present  from  the  University  of 
Oklahoma;  Baylor  University  College  of  Medicine,  Hous- 
ton; and  several  from  the  University  of  Texas  chapter. 
Two  of  the  wives  were  invited  to  sit  in  on  the  meetings, 
representing  the  newly  formed  Woman’s  Auxiliary  to  the 
SAMA.  Russ  Staudacher,  executive  secretary  for  the  SAMA, 
was  also  in  attendance  at  these  meetings.  He  gave  a re- 
port to  the  group  on  national  membership  in  SAMA.  We 
were  pleased  to  learn  that  our  Medical  Branch  in  Galveston 
was  the  only  medical  school  boasting  100  per  cent  member- 
ship. The  possibility  of  reorganizing  the  SAMA  in  Dallas 
was  discussed.  All  in  all,  the  meetings  were  a great  suc- 
cess with  a dinner  party  to  round  out  the  day’s  activities. 

President  Tupin  announced  that  lists  will  be  made 
available  to  students  very  soon  with  information  regarding 
externships  available  throughout  the  state  and  Galveston. 
He  also  announced  that  a series  of  movies  and  guest  speakers 
have  been  scheduled  to  present  topics  to  the  smdents  rang- 
ing from  medicine  to  insurance  and  economics.  These  will 
be  presented  either  at  the  noon  hour  or  in  the  evenings. 

We  feel  that  our  group  over  the  past  year,  has  accomp- 
lished many  worth-while  projects  to  aid  the  student  body 
at  the  University  of  Texas  Medical  Branch.  However,  with- 
out the  support  of  the  faculty  these  things  could  not  have 
been  done.  Dr.  John  B.  Truslow,  executive  director  and 
dean  of  the  Medical  Branch,  has  shown  much,  much  inter- 
est in  smdent  affairs.  His  attendance  at  each  monthly  meet- 
ing of  the  SAMA  has  been  greatly  appreciated  by  all. 

Senior  Week 

At  the  Medical  Branch  for  the  first  time  in  the  school’s 
history  one  week  has  been  set  aside  when  all  seniors  are 
on  campus.  This  week,  known  as  "Senior  Week,’’  has  been 
designed  to  prepare  the  senior  for  the  immediate  years 
ahead. 

The  Texas  Medical  Association  and  the  Galveston  Coun- 
ty Medical  Society  in  cooperation  with  Mead  Johnson  and 
Company  set  aside  one  full  day  of  this  week  to  present  a 
series  of  informative  lectures  and  film  strips.  The  Texas 
Medical  Association  Adviser  to  SAMA  was  the  originator 
of  this  idea  for  the  smdents’  benefit. 

A brief  resume  of  the  day’s  activities  follow:  The  wel- 
come address  was  presented  by  E.  Sinks  McLarty,  M.D., 
Galveston;  E.  Peter  Garber,  M.D.,  president  of  the  Gal- 
veston County  Medical  Society,  presided;  J.  D.  Parks, 


Houston,  district  sales  manager  for  Mead  Johnson,  pre- 
sented a film  strip  and  lecmre  on  "Where  Should  I Prac- 
tice?” Pat  Bailey,  Austin,  assistant  legal  counsel  to  the 
TMA,  gave  the  students  "Legal  Aspects  of  Medicine”;  Roy 
T.  Lester,  M.D.,  Dallas,  medical  director  for  Blue  Cross- 
Blue  Shield  of  Texas,  spoke  on  "Voluntary  Health  Insur- 
ance”; John  S.  Watkins,  Dallas,  regional  sales  manager  for 
Mead  Johnson  and  Company,  presented  "The  Role  of  the 
Professional  Service  Representative.”  Following  Mr.  Wat- 
kins’ talk  the  AMA  presented  a film  entitled  "Whitehall 
4-1500.”  The  meetings  were  then  adjourned  for  the 
morning. 

Luncheon  was  then  served  at  the  Jack  Tar  Hotel  courtesy 
of  the  Texas  Medical  Association  and  the  Galveston  County 
Medical  Society.  John  B.  Tmslow,  M.D.,  executive  direc- 
tor and  dean  of  the  Medical  Branch,  was  the  guest  speaker 
for  this  occasion,  his  topic  being  "Future  Plans  of  the  Uni- 
versity of  Texas  Medical  Branch.” 

For  the  afternoon,  Charles  T.  Stone,  M.D.,  Galveston, 
professor  of  internal  medicine,  was  the  moderator.  First 
M.  H.  Crabb,  M.D.,  Fort  Worth,  secretary  of  the  Texas  State 
Board  of  Medical  Examiners,  spoke  on  "Medical  Licensure 
and  the  Medical  Practice  Act.”  This  was  most  informative 
to  the  students.  Following  Dr.  Crabb,  Kenneth  M.  Earle, 
M.D.,  Galveston,  associate  professor  of  pathology  and 
assistant  dean  of  the  Medical  Branch,  spoke  on  "History 
of  Medical  Education  in  Texas.”  Hall  Shannon,  M.D., 
medical  director  of  Southland  Life  Insurance  Company  of 
Dallas,  followed  with  an  "Interpretation  of  the  Forand 
Bill — Attempted  Wedge  Between  the  American  Medical 
Profession  and  the  Insurance  Industry — What  Results  If 
Accomplished?”  H.  W.  Kilpatrick,  III,  M.D.  of  Baytown, 
treasurer  of  the  East  Harris  County  Medical  Society,  talked 
on  "How  to  Start  a Medical  Practice.” 

At  the  close  of  the  day  a cocktail  and  dinner  party, 
courtesy  of  Mead  Johnson  and  Company,  was  given  at  the 
Jack  Tar  Hotel.  Howard  O.  Smith,  M.D.,  Marlin,  President 
of  the  Texas  Medical  Association,  presided  for  the  evening 
The  student  response  was  given  by  Robert  Askew,  president 
of  the  senior  class,  followed  with  a response  from  the 
dean  of  medicine,  John  B.  Truslow,  M.D.  'The  dinner  ad- 
dress was  presented  by  Mr.  Melvin  Munn  of  Dallas.  Mr. 
Munn  is  director  of  public  relations  of  Blue  Cross-Blue 
Shield  of  Texas. 

This  all  day  session  was  a great  success,  and  thanks  are 
due  all  who  cooperated  in  making  it  so.  Special  thanks 
go  to  Donald  Anderson,  assistant  executive  secretary  of 
the  Texas  Medical  Association,  whose  untiring  efforts 
helped  make  this  program  a success.  Many,  many  compli- 
ments have  been  received  from  the  student  body  and  their 
wives.  We  hope  that  it  can  and  will  be  carried  on  in  the 
future  to  aid  these  young  doctors  on  the  threshold  of  their 
future. 

E.  Sinks  McLarty. 

Reference  committee  to  which  referred:  Reports  of  Offi- 
cers and  Committees. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  Herbert  Donnell:  This  very  complete  report  was  well 
received  by  the  Reference  Committee  on  Reports  of  Offi- 
cers and  Committees. 

This  Reference  Committee  feels  that  orientation  to  or- 
ganized medicine  should  be  begun  during  medical  school 
days  in  order  that  physicians,  upon  graduation,  will  be 
more  aware  of  their  responsibilities  thereto.  Therefore,  the 
Reference  Committee  suggests  that  thought  might  be  given 
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to  the  development  of  formal  committees  to  supervise  this 
activity. 

Medical  Student  Day  programs  are  considered  by  the 
Reference  Committee  to  be  an  excellent  activity. 

[This  report  was  adopted.} 


15w.  REPORT  OF  APPOINTEES  TO 
TEXAS  BOARD  OF  EXAMINERS 
FOR  OPHTHALMIC  TECHNICIANS 

The  Texas  Board  of  Examiners  for  Ophthalmic  Tech- 
nicians has  been  extremely  active  this  year,  having  organ- 
ized itself  into  a going  organization  and  prepared  and  con- 
ducted examinations  for  twenty-one  contact  lens  techni- 
cians in  Texas.  A written  examination  was  given  to  the 
applicants,  and  those  who  passed  the  examination  were 
then  conducted  through  an  oral  quiz  held  in  Houston  in 
Novernber,  1958.  Certificates  were  awarded  to  the  success- 
ful candidates. 

It  is  anticipated  that  another  group  of  men  will  be 
examined  next  year,  and  the  Board  is  looking  into  its 
other  spheres  of  responsibility. 

Richard  E.  Leigh,  Jr.,  Secretary. 

Reference  committee  to  which  referred:  Reports  of  Offi- 
cers and  Committees. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  Herbert  Donnell:  The  Texas  Board  of  Examiners  for 
Ophthalmic  Technicians  has  held  examinations  and  certifi- 
cates were  awarded  to  those  qualifying. 

[This  report  was  adopted.} 


FRATERNAL  DELEGATE  TO  LOUISIANA 
STATE  MEDICAL  SOCIETY 

Dr.  H.  O.  Padgett,  Marshall:  I attended  the  meeting  as 
instructed  by  our  President,  and  tried  to  carry  out  my 
duties  according  to  his  direction.  I had  a good  time. 


15z.  REPORT  OF  COMMITTEE 
ON  REORGANIZATION  . 

At  the  last  annual  session  it  was  pointed  out  to  the 
House  of  Delegates  that  committee  organization  of  the 
Association  was  becoming  top-heavy  and  unwieldy  because 
of  the  increasing  number  of  actively  working  committees. 
In  addition,  while  reappraisal  of  the  Constitution  and  By- 
Laws  from  this  standpoint  was  under  way,  oppormnity 
would  be  afforded  for  a complete  renovation  of  the  entire 
Constitution  and  By-Laws. 

Accordingly,  the  House  of  Delegates  authorized  a spe- 
cial committee  "to  proceed  with  a revision  of  the  Constim- 
tion  and  By-Laws.  The  revisions  are  to  be  submitted  to  the 
House  of  Delegates,  either  in  parts  or  as  a whole,  at  an 
unspecified  subsequent  meeting.” 

This  special  Committee  on  Reorganization  was  com- 
posed of  the  chairmen  of  the  existing  councils,  the  chair- 
man of  the  Board  of  Trustees,  the  chairman  of  the  Board 


of  Councilors,  together  with  the  Speaker,  the  Vice-Speaker, 
and  ex  officio,  the  President  and  the  Executive  Secretary. 

Throughout  the  year,  this  Committee  has  met  to  deal 
actively  with  the  problem  at  hand.  A decision  was  made  to 
confine  the  work  this  year  for  presentation  to  the  House 
of  Delegates  to  a reorganization  plan  for  the  council  and 
committee  structure  only.  Consequently,  the  revisions  herein 
presented  deal  almost  entirely  with  Chapter  VIII  of  the 
By-Laws.  Provisions  dealing  with  other  chapters  are  pre- 
sented in  order  to  obtain  conformity  throughout  the  By- 
Laws. 

The  basic  plan  is  to  have  all  committees  work  under 
the  direction  of  and  report  to  one  of  the  several  councils 
or  boards.  In  turn,  the  councils  and  boards  would  hear  the 
reports  of  all  the  committees  under  their  jurisdiction,  and 
the  councils  and  boards  only  would  report  to  the  House 
of  Delegates  such  items  concerning  policy  or  of  profound 
importance  as  may  require  the  attention  of  the  House  of 
Delegates.  With  this  arrangement,  the  House  of  Delegates 
would  have  to  concern  itself  only  with  the  more  important 
items  requiring  action  and  not  be  overloaded  with  a mass 
of  reports  which  may  obscure  underlying  important  indi- 
vidual problems. 

It  should  be  realized  that  the  work  of  the  councils  will 
be  tremendously  increased,  but  this  should  also  allow  the 
House  of  Delegates  to  be  more  deliberate  and  effective  in 
getting  its  own  work  done. 

In  effecting  this  program,  the  names  of  some  of  the 
councils  have  been  changed  to  a certain  extent.  One  coun- 
cil has  been  entirely  deleted  and  two  new  councils  have 
been  originated.  In  addition,  repetitious  phraseology  has 
been  deleted  and  the  description  of  committees  and  their 
functions  have  been  made  more  general  to  allow  for  wider 
latimde  within  the  structure  of  the  By-Laws. 

Since  the  revisions  herein  presented  deal  entirely  with 
the  By-Laws,  they  will  become  effective  immediately  upon 
their  adoption  should  they  be  approved. 

Revision  of  Chapter  VIII 

It  is  proposed  that  Chapter  VIII  of  the  By-Laws  read  as 
follows,  continuing  to  the  next  boldface  heading  (quota- 
tion marks  omitted)  : 

Sec.  1.  Committees.  In  addition  to  the  officers,  the  ac- 
tivities of  the  Association  shall  be  carried  on  by  such 
committees  as  may  be  established  by  the  House  of  Dele- 
gates or  the  President.  Committees  shall  be  classified  as 
follows:  a.  councils,  b.  standing  committees,  c.  special  com- 
mittees, d.  reference  committees,  e.  special  appointees. 

Sec.  2.  (a)  Councils  shall  consist  of  five,  seven,  or 
nine  members.  The  term  of  office  shall  be  for  three  years 
and  the  terms  shall  be  staggered.  Tenure  of  office  shall 
not  exceed  three  terms;  serving  as  much  as  two  years, 
whether  by  election  or  appointment,  shall  constimte  a full 
term.  Council  members  shall  be  elected  by  the  House  of 
Delegates  on  nomination  by  the  President-Elect  at  the  time 
of  election  of  officers. 

In  nominating  council  members,  the  President-Elect  shall 
endeavor,  whenever  feasible,  to  maintain  on  the  member- 
ship of  each  council  the  chairmen  of  the  committees  that 
are  subordinate  to  and  report  through  such  council.  The 
chairman  of  a council  shall  be  designated  by  the  President- 
Elect  when  such  position  becomes  vacant.  Interim  vacan- 
cies shall  be  filled  by  appointment  of  the  President.  The 
chairman  of  a council  shall  be  ex  officio  a member  of 
the  House  of  Delegates  and  the  Executive  Board.  The  Pres- 
ident and  Executive  Secretary  shall  be  ex  officio  members 
of  all  councils.  The  councils  shall  report  to  the  House  of 
Delegates  and/or  the  Executive  Board.  The  councils  of 
the  Association  shall  be  as  follows : ( 1 ) Council  on  Annual 
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Session,  (2)  Council  on  Medical  Jurisprudence,  (3) 
Council  on  Public  Relations  and  Public  Service,  (4) 
Council  on  Medical  Education  and  Hospitals,  (5)  Council 
on  Scientific  Advancement,  (6)  Council  on  Medical  Serv- 
ice and  Insurance,  and  (7)  Council  on  Constitution  and 
By-Laws. 

Sec.  2.  (b)  Standing  committees  shall  consist  of  three, 
five,  seven,  or  nine  members.  The  term  of  office  shall  be 
for  three  years  and  the  terms  shall  be  staggered.  Tenure  of 
office  shall  not  exceed  three  terms;  serving  as  much  as 
two  years  shall  be  considered  a full  term.  Appointments 
shall  be  made  by  the  President-Elect  at  the  time  of  election 
of  officers,  and  interim  vacancies  shall  be  filled  by  appoint- 
ment by  the  President.  All  standing  committees  shall  report 
to  a specific  council  or  board  as  herein  subsequently  desig- 
nated. The  membership  of  the  Committee  on  Orientation 
shall  be  determined  as  set  forth  in  Section  11  (a). 

Sec.  2.  (c)  Special  committees  shall  consist  of  three, 
five,  or  seven  members.  The  term  of  office  shall  be  for 
one  year.  The  function  of  special  committees  is  for  a 
specific  project  as  determined  by  the  President  or  as  di- 
rected by  the  House  of  Delegates.  Appointments  shall  be 
made  and  the  chairman  designated  by  the  President.  A 
special  committee  shall  report  to  a council  or  board  as 
herein  designated. 

Sec.  2.  (d)  Reference  committees  shall  consist  of  seven 
or  nine  members.  The  Speaker  of  the  House  of  Delegates 
shall  appoint  the  reference  committee  members  and  desig- 
nate the  chairmen,  and,  for  a regular  session  of  the  House, 
shall  make  these  appointments  at  least  30  days  in  advance. 
Reference  committees  shall  consider  and  report  finally  on 
all  matters  referred  to  them  on  or  before  the  final  meet- 
ing of  the  session  for  which  they  were  appointed.  Reference 
committees  shall  be  as  follows:  (1)  Credentials,  (2)  Re- 
ports of  Officers  and  Committees,  (3)  Scientific  Work, 
(4)  Legislation  and  Public  Relations,  (5)  Medical  Service 
and  Insurance,  (6)  Constitution  and  By-Laws,  and  (7) 
Miscellaneous  Business.  The  Reference  Committee  on  Con- 


stitution and  By-Laws  shall  include  a member  of  the  Coun- 
cil on  Constitution  and  By-Laws.  The  Board  of  Trustees 
and  the  Board  of  Councilors  also  may  act  as  reference 
committees. 

Sec.  2.  (e)  Special  appointees  may  be  designated  to 
other  organkations  as  herein  directed  or  at  the  discretion 
of  the  President.  The  purpose  of  these  appointees  may  be 
to  act  as  advisers  to  allied  organizations  or  to  establish  liai- 
son between  the  Association  and  allied  organizations.  Ap- 
pointments shall  be  made  by  the  President  for  one  year. 

Sec.  3.  Council  on  Annual  Session.  The  council  shall 
consist  of  five  members.  The  council  shall  establish  regu- 
lations for  the  guidance  of  the  scientific  sections  and  the 
related  organizations  in  the  preparation,  publication,  and 
presentation  of  the  scientific  program  at  the  annual  session. 
The  council  shall  advise  with  the  President  and  Executive 
Secretary  on  arrangements  for  the  annual  session.  The  vari- 
ous scientific  sections,  as  provided  in  Chapter  9,  shall  be 
under  the  jurisdiction  of  and  report  to  the  Council  on 
Annual  Session.  In  addition,  the  following  committees  will 
report  to  the  Council: 

Sec.  3.  (a)  Committee  on  Scientific  Exhibits  shall  be  a 
standing  committee.  This  committee  shall  develop  a sci- 
entific display  for  the  annual  session  that  will  enhance  the 
teaching  value  of  the  session  and  will  help  to  show  the 
research,  clinical,  and  educational  progress  being  made  in 
medicine.  The  committee  shall  encourage  members  of  the 
Association;  clinic,  hospital,  and  medical  school  staffs;  and 
other  selected  agencies  to  provide  exhibits  and  shall  select 
the  exhibits  to  be  shown.  A plan  of  awards  to  recognize 
meritorious  exhibits  may  be  formulated. 

Sec.  3.  (b)  Committee  on  General  Arrangements  for 
Annual  Session  shall  be  a special  committee  appointed  by 
the  President  upon  nomination  of  the  component  county 
society  in  the  area  where  the  annual  session  is  to  be  held. 
It  shall  be  the  duty  of  this  committee  to  provide,  through 
subcommittees  of  its  own  selection,  suitable  arrangements 
for  the  annual  session. 
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Sec.  3.  (c)  Committee  on  Memorial  Services  shall  be 
a special  committee  appointed  by  the  President  upon  nom- 
ination of  the  component  county  society  in  the  area  where 
the  annual  session  is  to  be  held.  It  shall  be  the  duty  of 
this  committee  in  cooperation  with  a similar  committee  of 
the  Woman’s  Auxiliary  to  prepare  and  conduct  appropriate 
services  in  memory  of  deceased  physicians  at  such  time 
during  the  annual  session  as  may  be  set  aside  for  this 
purpose. 

Sec.  4.  Council  on  Medical  Jurisprudence.  This  council 
shall  consist  of  five  members.  The  council  shall  concern 
itself  with  legislative  matters  on  both  the  state  and  national 
level.  The  council  shall  report  to  the  House  of  Delegates 
and/or  rhe  Executive  Board  and  shall  act  as  the  Associa- 
tion’s representative  in  carrying  out  the  legislative  policy 
as  established  by  those  bodies.  When  legislative  questions 
arise  between  sessions  of  the  House  of  Delegates  and/or 
the  Executive  Board,  the  Council  on  Medical  Jurisprudence 
shall  have  the  authority  to  establish  interim  policies  for 
the  Association.  The  council  shall  receive  all  reports  and 
recommendations  dealing  with  legislation  from  boards, 
councils,  and  committees  and  shall  have  the  responsibility 
of  implementing  those  recommendations  subsequently 
adopted  as  Association  policy.  The  following  committee 
shall  report  to  this  council: 

Sec.  4.  (a)  Committee  on  Military  and  Veterans  Affairs 
shall  be  a standing  committee.  This  committee  shall  con- 
cern itself  with  the  military  and  veterans  activities  as  per- 
tain to  medical  matters  on  the  county,  state,  and  national 
level. 

Sec.  5.  Council  on  Public  Relations  and  Public  Service. 
The  council  shall  consist  of  seven  members.  The  duries  of 
the  council  shall  be  to  conduct  such  programs  and  engage 
in  such  activities  as  may  result  in  a proper  evaluation  by 
the  public  of  the  services  of  the  medical  profession,  and  a 
proper  evaluation  by  the  medical  profession  of  its  obliga- 
tion to  the  public.  The  council  shall  supervise,  be  assisted 
in  its  work  by,  and  receive  reports  from  the  following 
committees : 

Sec.  5.  (a)  Committee  on  Public  Health  shall  be  a 
standing  committee.  The  committee  shall  study  and  make 
recommendations  in  the  field  of  over-all  public  health, 
preventive  medicine,  and  health  education,  and  it  shall 
cooperate  with  other  organizations  to  secure  the  best  under- 
standing and  advancement  in  these  problems. 

Sec.  5.  (b)  Committee  on  Industrial  Health  shall  be  a 
standing  committee.  It  shall  be  the  duty  of  this  committee 
to  investigate  the  health  needs  of  workers  and  the  medical 
requirements  of  industry  in  Texas;  to  adopt  guiding  prin- 
ciples to  govern  lawful  and  ethical  extension  of  medical 
services  to  employed  workers;  to  provide  a source  of  con- 
sultation on  subjects  of  medical  interest  to  such  groups  as 
labor,  management,  and  public  agencies;  and  to  improve 
teamwork  between  industrial  physicians  and  private  prac- 
titioners. 

Sec.  5.  (c)  Committee  on  Emergency  Medical  Service 
shall  be  a standing  committee.  It  shall  be  the  duty  of  this 
committee  to  coordinate  and  integrate  the  efforts  of  physi- 
cians with  other  organized  agencies  devoted  to  preparation 
and  execution  of  plans  in  the  event  of  any  occurrence  of 
catastrophic  proportions. 

Sec.  5.  (d)  Committee  on  School  Health  shall  be  a 
standing  committee.  It  shall  be  the  duty  of  this  committee 
to  cooperate  with  the  Texas  Education  Agency  and  the 
Texas  State  Department  of  Health  in  all  school  health 
work;  to  offer  leadership  in  planning  and  developing  a 
proper  school  health  program  by  conferences  between  physi- 
cians and  school  administrators;  and  to  explore  areas  of 
conflicr  or  misunderstanding  between  school  personnel  and 
private  physicians  and/or  medical  societies,  and  to  attempt 
to  eliminate  such  misunderstandings. 


Sec.  5.  (d)  (1)  Adviser  to  the  State  Board  of  Educa- 
tion shall  be  a physician  appointed  for  a one  year  term 
from  the  Committee  on  School  Health  to  confer  with  the 
State  Board  of  Education  about  matters  of  mumal  concern. 

Sec.  5.  (e)  Committee  on  Rural  Health  shall  be  a 
standing  committee.  It  shall  be  the  duty  of  this  committee 
to  strive  for  the  improvement  of  rural  healrh  through  smdy, 
survey,  research,  and  exchange  of  informarion;  to  maintain 
a liaison  with  other  rural  health  organizations  and  farm 
organizations;  to  keep  the  physicians  and  public  posted  on 
all  phases  of  physician  distribution  throughout  the  state; 
and  to  assist  physicians  desiring  locations  and  communities 
needing  physicians  to  get  together. 

Sec.  5.  (e)  (1)  Appointee  to  the  Texas  Farm  and 
Ranch  Safety  Council  shall  be  a physician  appointed  for 
a one  year  term  from  the  Committee  on  Rural  Health  to 
represent  the  Association  on  the  Texas  Farm  and  Ranch 
Safety  Council. 

Sec.  5.  (f)  Committee  on  Aging  shall  be  a standing 
committee.  It  shall  study  the  problems  of  aging  especially 
as  they  relate  to  physical  and  mental  health  and  to  the 
provision  of  medical  care  and  seek  to  find  means  of  im- 
provement in  this  area.  It  also  shall  represent  the  Associa- 
tion in  its  relationships  with  other  organizations  and  agen- 
cies concerned  with  the  problems  of  aging. 

Sec.  5.  (g)  Committee  on  Transportation  Safety  shall 
be  a standing  committee.  It  shall  study  methods  of  increas- 
ing the  safety  factor  involved  in  various  methods  of  trans- 
portation; and  it  will  make  recommendations,  when  indi- 
cated, to  physicians,  carriers,  and  the  public. 

Sec.  6.  Council  on  Medical  Education  and  Hospitals. 
This  council  shall  consist  of  seven  members.  It  shall  be 
the  duty  of  the  council  to  investigate  and  make  recom- 
mendations on  such  subjects  as  education  in  medical 
schools,  training  of  interns  and  residents,  and  postgraduate 
instruction  of  physicians;  the  hospital  care  of  the  sick; 
and  the  relation  of  physicians  to  hospitals  and  to  allied 
occupations.  The  council  shall  supervise  and  be  assisted 
by  the  following  committees: 

Sec.  6.  (a)  Committee  on  Patient  Care  shall  be  a stand- 
ing committee.  It  shall  be  the  duty  of  this  committee  to 
consider  problems  and  make  recommendations  relative  to 
improving  the  care  of  the  patient.  ’This  committee  shall 
maintain  liaison  between  physicians  and  various  allied 
paramedical  groups.  Such  paramedical  groups  include  pro- 
fessional nurses,  vocational  nurses,  nurse  anesthetists,  dieti- 
tians, medical  technologists,  x-ray  technicians,  medical  rec- 
ord librarians,  hospital  pharmacists,  physical  therapists,  oc- 
cupational therapists,  and  medical  social  workers.  The  four 
senior  members  of  the  committee  shall  be  the  Texas  Medi- 
cal Association’s  official  Appointees  to  the  Texas  Q)m- 
mission  on  Patient  Care. 

Sec.  6.  (b)  Committee  for  American  Medical  Education 
Foundation  shall  be  a standing  committee.  It  shall  be  the 
duty  of  this  committee  to  organize  and  carry  out  the  work 
of  the  national  foundation  on  the  state  level. 


The  Committee  on  Reorganization. 
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Sec.  6.  (c)  Advisers  to  Student  American  Medical  As- 
sociation in  Texas.  A special  appointee  shall  be  designated 
to  act  as  adviser  to  the  student  organization  in  each  medi- 
cal school  in  order  to  maintain  a liaison  between  the 
Association  and  these  smdent  organizations. 

Sec.  7.  Council  on  Scientific  Advancement.  This  council 
shall  consist  of  seven  members.  It  shall  be  the  duty  of 
this  council  to  supervise  and  coordinate  on  a state  level 
the  work  of  subcommittees  concerned  with  advancement  in 
certain  large  fields  of  medical  endeavor.  It  will  be  assisted 
in  its  work  by  the  following  committees: 

Sec.  7.  (a)  Committee  on  Cancer  shall  be  a standing 
committee.  It  shall  be  the  duty  of  this  committee  to  super- 
vise any  activities  of  the  Association  related  to  cancer  and 
to  inaugurate  and  promote  educational  movements  among 
physicians  and  the  public  for  the  control  of  cancer. 

Sec.  7.  (b)  Committee  on  Tuberculosis  shall  be  a stand- 
ing committee.  It  shall  be  the  duty  of  this  committee  to 
give  continued  study  and  consideration  to  the  problem  of 
tuberculosis  in  all  of  its  phases  and  to  cooperate  with  the 
State  Department  of  Health  and  constimted  health  author- 
ities throughout  the  state  in  the  campaign  of  prevention 
and  suppression  of  the  disease. 

Sec.  7.  (b)  (1)  Appointees  to  State  Coordinating  Coun- 
cil on  Tuberculosis  shall  be  two  physicians  appointed  for 
a one  year  term  from  the  Committee  on  Tuberculosis  to 
represent  the  Asscxziation  on  the  coordinating  council. 

Sec.  7.  (b)  (2)  Tuberculosis  Adviser  to  State  Board  for 
Hospitals  and  Special  Schools  shall  be  a physician  appoint- 
ed for  a one  year  term  from  the  membership  of  the  Com- 
mittee on  Tuberculosis  to  advise  with  the  state  board. 

Sec.  7.  (c)  Committee  on  Mental  Health  shall  be  a 
standing  committee.  It  shall  be  the  duty  of  this  committee 
to  keep  abreast  of  all  progress  in  the  field  of  nervous  and 
mental  diseases  so  that  such  knowledge  can  be  utilized 
properly  to  aid  in  the  prevention  of  or  to  improve  the 
methods  of  care  and  the  ideals  of  treatment  for  the  men- 
tally and  emotionally  ill,  and  to  cooperate  with  other 
recognized  agencies  and  organizations  having  to  do  with 
the  broad  fields  of  mental  hygiene  and  neuropsychiatry 
for  the  purpose  of  prevention  and  treatment. 

Sec.  7.  (c)  (1)  Mental  Health  Adviser  to  State  Board 
for  Hospitals  and  Special  Schools  shall  be  a physician  ap- 
pointed for  a one  year  term  from  the  membership  of  the 
Committee  on  Mental  Health  to  advise  with  the  state  board. 

Sec.  7.  (d)  Committee  on  Blood  Banks  shall  be  a 
standing  committee.  It  shall  be  the  duty  of  this  committee 
to  smdy  current  problems  of  blood  banking,  to  encourage 
the  establishment  of  blood  banks  where  needed,  to  formu- 
late minimum  standards  for  the  approval  of  blood  banks  in 
Texas  and  to  urge  the  adoption  of  such  standards  by  all 
blood  banks  in  the  state,  to  cooperate  in  the  development 
of  a system  of  exchanging  blood  with  appropriate  recipro- 
cal credit  among  the  blood  banks  meeting  the  minimum 
standards  throughout  the  state,  and  in  general  to  foster  an 
integrated  system  of  blood  banks  which  can  best  meet  the 
needs  for  blood  and  blood  products  within  the  state  and,  as 
feasible,  throughout  the  nation. 

Sec.  7.  (e)  Committee  on  Cardiovascular  Diseases  shall 
be  a standing  committee.  It  shall  be  the  duty  of  this  com- 
mittee to  keep  informed  on  the  various  aspects  of  cardio- 
vascular diseases  and  to  coordinate  measures  for  the  dis- 
semination of  this  knowledge  in  order  to  improve  methods 
of  prevention  and  treatment  of  conditions  within  this  field. 

Sec.  7.  (f)  Committee  on  Maternal  Mortality  shall  be 
a standing  committee.  It  shalTbe.the  duty  of  this  committee 
to  carry  on  continued  study  and  compilation  of  information 
regarding  maternal  deaths  within  the  state  in  order  to 
properly  advise  and  direct  methods  for  improvement  in 
this  sphere. 


Sec.  7.  (g)  Committee  on  Nuclear  Medicine  shall  be  a 
standing  committee.  It  shall  be  the  duty  of  this  committee 
to  follow  developments  in  this  field  and  advise  with  regard 
to  education,  research,  and  control  in  the  field  of  nuclear 
medicine.  This  committee  shall  cooperate  with  other  allied 
organizations  in  carrying  out  this  endeavor. 

Sec.  8.  Council  on  Medical  Service  and  Insurance.  This 
council  shall  consist  of  seven  members.  It  shall  be  con- 
cerned with  socioeconomic  aspects  of  medical  care,  but 
not  including  legislation.  In  addition,  it  shall  be  the  duty 
of  this  council  to  study,  coordinate,  and  make  recommenda- 
tions regarding  the  various  type  of  insurance  programs  in 
which  members  of  the  Association  may  participate  or  be 
involved.  The  council  will  be  assisted  in  its  work  by  the 
following  committees,  devoted  to  various  specific  fields  of 
insurance : 

Sec.  8.  (a)  Committee  on  Association  Insurance  Pro- 
grams shall  be  a standing  committee.  This  committee  shall 
study,  reevaluate,  and  advise  regarding  the  various  insur- 
ance programs  providing  coverage  for  members  and  per- 
sonnel of  the  Association,  with  the  exception  of  profes- 
sional insurance. 

Sec.  8.  (b)  Committee  on  Professional  Insurance  shall 
be  a standing  committee.  This  committee  shall  carry  out 
investigations  in  the  field  of  professional  liability  in  order 
to  follow  current  trends,  perform  indicated  educational 
campaigns,  and  cooperate  with  members  of  the  Association 
when  confronted  with  these  problems. 

Sec.  8.  (c)  Committee  on  Health  Insurance  shall  be  a 
standing  committee.  This  committee  shall  make  a continu- 
ing study  of  voluntary  health  insurance  programs  in  order 
that  it  may  better  inform  members  of  the  Association,  as 
well  as  insurance  carriers,  of  developments  and  changing 
aspects  in  this  field,  including  the  smdy  of  health  care  costs. 

Sec.  8.  (c)  (1)  Committee  on  Liaison  with  Blue  Shield 
shall  be  a standing  committee.  This  committee  shall  func- 
tion as  a liaison  group  between  the  Association  and  Blue 
Shield  and  Blue  Cross  of  Texas.  It  shall  be  composed  of 
the  members  of  the  Association  who  serve  on  the  board 
of  directors  of  Blue  Shield  and  Blue  Cross. 

Sec.  8.  (c)  (2)  Appointees  to  the  Hospitals-Insurance- 
Physicians  Joint  Advisory  Committee  of  Texas  shall  con- 
sist of  two  physicians  appointed  for  one  year  terms  as  rep- 
resentatives of  the  Association  on  this  joint  committee. 

Sec.  8.  (d)  Committee  on  Workmen’s  Compensation 
Insurance  shall  be  a standing  committee.  It  shall  be  the 
duty  of  this  committee  to  explore  the  physician’s  contribu- 
tion to  the  effectiveness  of  the  Workmen’s  Compensation 
Law  and  his  obligation  under  the  law.  Under  jurisdiction 
of  the  Board  of  Councilors  the  committee  shall  review 
workmen’s  compensation  cases  in  which  either  the  physician 
or  the  insurance  company  is  dissatisfied  with  decisions  of 
arbitration  committees  at  the  local  level.  The  committee 
shall  cooperate  with  the  Committee  on  Liaison  with  State 
Bar  of  Texas  in  reviewing  these  cases  at  the  state  level. 

Sec.  8.  (e)  Committee  on  Bracero  Insurance  and  Medi- 
cal Service  shall  be  a standing  committee.  This  committee 
shall  investigate  and  make  recommendations  regarding 
medical  care  and  insurance  coverage  of  braceros. 

Sec.  9.  Council  on  Constimtion  and  By-Laws.  The  coun- 
cil shall  consist  of  five  members.  The  Speaker  and  the 
Vice-Speaker  of  the  House  of  Delegates  shall  be  ex  officio 
members  of  the  council.  The  council  shall  be  a fact-finding 
and  advisory  body  on  matters  pertaining  to  the  Constitu- 
tion and  By-Laws.  Recommendations  may  be  made  on  the 
council’s  initiative.  Appropriate  matters  may  be  referred  to 
the  council  by  the  House  of  Delegates,  Executive  Board, 
the  President,  other  councils  and  committees,  or  individu- 
al county  s<xieties. 
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Sec.  10.  Board  of  Trustees.  The  duties  of  the  Board  of 
Trustees  are  set  forth  in  Chapter  III.  In  addition  the 
Board  of  Trustees  will  receive  the  reports  of  the  following 
committees : 

Sec.  10.  (a)  Committee  on  Medical  History  shall  be  a 
standing  committee.  This  committee  shall  smdy  and  record 
the  past  history  of  the  Association  and  its  members,  and 
carry  out  a continuing  program  for  tabulation  of  current 
events  which  ultimately  will  be  of  historical  significance. 

Sec.  10.  (b)  Advisory  Committee  to  the  Woman’s  Aux- 
iliary shall  be  a standing  committee.  This  committee  shall 
encourage  the  Auxiliary  to  carry  out  projects  recommended 
for  it  by  the  Association  and  shall  advise  on  such  projects, 
methods,  and  problems  as  may  be  brought  before  it  by 
members  of  the  Auxiliary. 

Sec.  11.  Board  of  Councilors.  The  duties  of  the  Board 
of  Councilors  are  outlined  in  Chapter  IV.  In  addition,  the 
Board  of  Councilors  will  receive  the  reports  of  the  fol- 
lowing committees; 

Sec.  11.  (a)  Committee  on  Orientation  shall  be  com- 
posed of  the  chairman  of  the  Board  of  Trustees,  the  chair- 
man of  the  Board  of  Councilors,  the  chairman  of  the 
Council  on  Medical  Service  and  Insurance,  the  chairman 
of  the  Council  on  Medical  Jurisprudence,  and  the  chairman 
of  the  Council  on  Public  Relations  and  Public  Service. 
It  shall  be  the  duty  of  the  Committee  on  Orientation  to 
provide  an  orientation  program  for  members  to  be  given 
in  conjunction  with  the  meetings  of  the  Executive  Board 
and  the  annual  session. 

Sec.  11.  (b)  Committee  on  Contraa  Medicine  shall  be 
a standing  committee.  It  shall  concern  itself  with  the  study 
of  various  types  of  contract  practice,  with  particular  refer- 
ence to  the  Medical  Practice  Act,  the  principle  of  free 
choice,  and  the  objective  of  good  medical  care  from  the 
standpoint  of  both  the  patient  and  the  physician. 

Sec.  11.  (c)  Committee  on  Liaison  with  the  State  Bar 
of  Texas  shall  be  a standing  committee.  It  shall  be  the 
duty  of  this  committee  to  study  and  promulgate  methods 
of  improving  mutual  understanding  and  cooperation  be- 
tween physicians  and  lawyers  on  local,  county,  and  state 
levels.  Various  facets  of  the  related  problems  involving  the 
medical  and  legal  professions  are  to  be  smdied  and  recom- 
mendations made.  Activities  of  the  committee  within  this 
sphere  shall  be  investigative  and  educational;  the  committee 
shall  have  no  disciplinary  powers. 

Sec.  12.  Officers,  boards,  councils,  standing  committees, 
and  upon  instructions  of  the  President,  special  committees 
and  special  delegates,  shall  be  required  to  file  duplicates 
of  their  respective  reports  with  the  Executive  Secretary  sixty 
days  prior  to  the  annual  session,  provided  that  the  data 
and  information  required  for  the  compilation  of  said  re- 
ports are  available  by  that  time,  and  the  Executive  Secre- 
tary shall  have  the  said  reports  published  in  pamphlet  form, 
for  the  convenience  of  the  House  of  Delegates. 

Revisions  to  Supplement  Chapter  VIII 

To  complete  the  committee  organization,  delete  section 
11  (War  Council)  of  chapter  VI  (House  of  Delegates), 
and  add  new  sections  15  and  16: 

"Sec.  15.  An  Executive  Board  (Executive  Council)  shall 
be  comprised  ex  officio  of  the  President,  Vice-President, 
President-Elect,  Secretary,  Treasurer,  Speaker  of  the  House 
of  Delegates,  Vice-Speaker  of  the  House,  the  Trustees,  the 
Councilors,  the  Texas  delegates  to  the  American  Medical 
Association,  and  the  chairmen  of  the  councils.  The  Execu- 
tive Board  shall  meet  either  in  January  or  February  and 
in  August  or  September,  the  date  to  be  set  by  the  Presi- 
dent, who  shall  be  the  chairman  of  the  board.  A special 
meeting  may  be  called  by  the  President  at  his  discretion. 
Twelve  members  shall  constimte  a quorum. 


"It  shall  be  the  duty  of  this  board  in  the  interim  between 
annual  sessions  to  advise  the  officers,  councils,  and  com- 
mittees of  the  Association  in  the  management  and  coordi- 
nation of  its  several  activities,  to  administer  the  affairs 
assigned  to  it  by  the  House  of  Delegates,  and  to  fix  the 
policy  of  the  Association  subject  to  the  affirmative  approval 
of  the  ensuing  House  of  Delegates;  provided  that  the  ap- 
proval of  a resolution  or  motion  in  contravention  with  a 
policy  adopted  by  the  House  of  Delegates  shall  require  a 
majority  of  three-fourths  of  those  present.  If  for  any  rea- 
son a member  of  the  Association  holding  any  office  may 
not  perform  the  duties  of  such  office,  the  Executive  Board 
shall  request  the  President  to  call  for  the  resignation  of 
said  member. 

"Within  ten  days  after  the  death,  disability,  or  removal 
of  both  the  President  and  Vice-President,  the  Executive 
Board  shall  assemble  on  call  of  the  President-Elect  for  the 
purpose  of  electing  a President  for  the  unexpired  term.  In 
the  interim  the  President-Elect  shall  serve  as  President  pro 
tempore.  In  event  of  the  death,  disability,  or  removal  of 
the  President-Elect,  the  President  shall  call  a meeting  of 
the  Executive  Board  for  the  election  of  a President-Elect. 

"In  the  event  a catastrophe  of  national  proportions  such 
as  war  may  prevent  the  House  of  Delegates  from  acting, 
the  Executive  Board  shall  have  the  further  authority  to 
receive  and  act  on  the  reports  of  officers,  boards,  councils, 
and  committees,  to  legislate,  to  elect  and  install  officers, 
and  to  elect  the  nominees  of  the  President-Elect  to  the 
councils  in  accordance  with  regulations  applying  to  the 
House  of  Delegates.  In  case  of  the  type  of  national  catastro- 
phe mentioned,  the  Executive  Board  shall  be  considered  a 
Disaster  Board  (War  Council)  and  called  into  session  as 
provided  in  Article  VII,  Section  3 of  the  Constitution. 

"Should  governmental  order  prohibit  the  assembling  of 
a group  the  size  of  the  Executive  Board,  the  membership 
of  the  board  shall  consist  of  the  President,  Vice-President, 
President-Elect,  and  chairmen  of  the  Board  of  Trustees, 
Board  of  Councilors,  and  councils. 

"Sec.  16.  An  Emergency  Policy  Board  shall  consist  of 
the  President,  Vice-President,  Speaker  of  the  House  of 
Delegates,  chairman  of  the  Board  of  Trustees,  and  chair- 
man of  the  Board  of  Councilors.  The  President  shall  be 
chairman.  This  board  shall  have  the  authority  to  act  in  lieu 
of  the  House  of  Delegates  or  the  Executive  Board  in  estab- 
lishing policy  between  meetings  of  these  bodies,  subject, 
however,  to  the  proviso  that  the  House  of  Delegates  or  the 
Executive  Board  may  override  a decision  of  the  Emergency 
Policy  Board  at  its  next  meeting  by  a two-thirds  majority.” 

Revisions  for  Conformity 

If  the  proposed  revision  of  Chapter  VIII  of  the  By-Laws 
is  adopted,  the  Committee  on  Reorganization  recommends 
the  following  additional  revisions  for  conformity: 

Chapter  II,  Section  2,  last  line.  Change  "War  Council” 
to  "Disaster  Board  (War  Council).” 

Chapter  II,  Sections  3,  4,  5,  7,  8;  Chapter  III,  Section  1; 
Chapter  IV,  Section  1.  Delete  "War  Council.” 

Chapter  II,  Sections  3,  4,  5,  7,  8,  9;  Chapter  III,  Section 
1;  Chapter  IV,  Section  1;  Chapter  V,  Section  1;  Chapter 
VI,  Section  9;  Chapter  X,  Sections  4,  19.  Change  "Execu- 
tive Council”  to  "Executive  Board.” 

Chapter  II,  Section  3.  Change  the  sentence,  "The  Presi- 
dent-Elect shall  nominate  to  the  House  of  Delegates  at 
the  time  of  elections  a member  of  the  following  councils: 
Council  on  Medical  Defense,  Council  on  Medical  Juris- 
prudence, Council  on  Scientific  Work,  Council  on  Medical 
Economics,  Council  on  Medical  Education  and  Hospitals, 
and  Council  on  Constitution  and  By-Laws;  shall  appoint  a 
member  of  the  following  standing  committees:  Committee 
on  Medical  History,  Committee  on  Blood  Banks,  Committee 


TEXAS  State  Journal  of  Medicine,  JUNE,  1959 


527 


on  Patient  Care,  Committee  on  National  Emergency  Medi- 
cal Service,  and  Committee  for  Liaison  with  Workmen’s 
Compensation  Insurance  Companies;  and  shall  appoint  two 
members  of  the  following  standing  committees;  Committee 
on  Cancer,  Committee  on  Tuberculosis,  Committee  on 
Mental  Health,  Committee  on  Public  Health,  Committee 
on  Industrial  Health,  Committee  on  Scientific  Exhibits, 
Committee  on  School-Physician  Relationships,  and  Com- 
mittee on  Rural  Health  and  Doctor  Distribution”  to  read: 
"The  President-Elect  shall  nominate  to  the  House  of  Dele- 
gates at  the  time  of  elections  members  of  councils  and 
shall  appoint  members  of  standing  committees  when  va- 
cancies occur.” 

Chapter  III,  Section  1.  Delete  the  sentence,  "The  Board 
of  Trustees  shall  appoint  the  Committee  on  Public  Rela- 
tions, determine  successions,  and  select  the  chairman.” 

Chapter  V,  Sections  3,  7;  Chapter  IX,  Sections  3,  5,  6. 
Change  "Council  on  Scientific  Work”  to  "Council  on  An- 
nual Session.” 

Chapter  VII,  Section  1.  Change  "The  House  of  Dele- 
gates in  regular  session  at  the  time  of  the  annual  session 
shall  elect  one  member  each  of  several  councils  . . .”  to 
".  . . members  of  councils  when  vacancies  occur  . . .” 

Chapter  X,  Section  19.  Change  "Committee  on  Public 
Relations”  to  "Council  on  Public  Relations  and  Public 
Service.” 

Chapter  XIII,  Section  1.  Delete  "To  the  Medical  Defense 
Fund,  $1,”  changing  General  Fund  from  $31  to  $32. 

Chapter  XIII,  Sertion  3.  Delete  "$1  for  Medical  De- 
fense,” changing  dues  for  intern  and  resident  members  to 
$3  instead  of  $4. 

If  the  revision  of  Chapter  VIII  relating  to  councils  and 
committees  is  adopted  as  recommended  by  the  Committee 
on  Reorganization,  the  Committee  recommends  further  that 
the  Board  of  Trustees  be  authorized  to  transfer  the  Medi- 
cal Defense  Fund  to  the  General  Fund  of  the  Association. 

John  F.  Thomas,  Chairman, 

R.  W.  Kimbro, 

C.  E.  Oswalt,  Jr., 

Charles  L.  McGehee, 

G.  W.  Cleveland, 

L.  Bonham  Jones, 

Harvey  Renges, 

Albert  W.  Hartman,  Jr., 

Charles  P.  Hardwicke, 

James  D.  Murphy, 

Howard  O.  Smith  (ex  officio), 

C.  Lincoln  Williston  (ex  officio). 

Reference  committee  to  which  referred:  Constitution  and 
By-Laws. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  CONSTITUTION  AND  BY-LAWS 

Dr.  John  F.  Thomas:  The  Reference  Committee  consid- 
ered the  report  of  the  Committee  on  Reorganization  in 
detail.  The  report  as  printed  was  approved  with  the  excep- 
tions indicated  in  the  remarks  that  follow.  For  action  by 
the  House,  the  report  will  be  considered  section  by  section 
but  with  explanations  for  only  those  sections  which  seem 
to  require  special  comment. 

[Editor’s  Note:  The  report  of  the  Committee  on  Re- 
organization was  gone  through  section  by  section  in  con- 
siderable detail.  The  report  of  the  reference  committee  and 
discussion  are  much  condensed.] 

Dr.  Thomas:  Revision  of  Chapter  Vlll.  Sec.  2 (a). 
"Councils  shall  consist  of  five,  seven,  or  nine  members.  The 
term  of  office  shall  be  for  three  years  and  the  term  shall 


be  staggered.  Tenure  of  office  shall  not  exceed  three  terms; 
serving  as  much  as  two  years,  whether  by  election  or  ap- 
pointment, shall  constimte  a full  term.”  Those  are  changes. 
Councils  were  all  previously  five  members  having  5 year 
terms  with  two  terms  of  tenure.  "Council  members  shall  be 
elected  by  the  House  of  Delegates  on  nomination  by  the 
President-Elect  at  the  time  of  election  of  officers. 

"In  nominating  council  members,  the  President-Elect 
shall  endeavor,  whenever  feasible,  to  maintain  on  the 
membership  of  each  council  the  chairmen  of  the  commit- 
tees that  are  subordinate  to  and  report  through  such  coun- 
cil. The  chairman  of  the  council  shall  be  designated  by 
tlie  President-Elect  when  such  position  becomes  vacant. 
Interim  vacancies  shall  be  filled  by  appointment  of  the 
President. 

"The  chairman  of  a council  shall  be  ex  officio  a mem- 
ber of  the  House  of  Delegates  and  the  Executive  Board.  In 
addition,  the  members  of  the  Council  on  Medical  Jurispra- 
dence  shall  be  ex  officio  members  of  the  House  of  Dele- 
gates and  the  Executive  Board.”  This  last  sentence  is  an 
addition  recommended  by  the  Reference  Committee;  the 
entire  council  will  be  ex  officio  members. 

"The  President  and  Executive  Secretary  shall  be  ex  of- 
ficio members  of  all  councils.  The  councils  shall  report  to 
the  House  of  Delegates  and/or  the  Executive  Board.  The 
councils  of  the  Association  shall  be  as  follows : ( 1 ) Coun- 
cil on  Annual  Session,  (2)  Council  on  Medical  Jurispru- 
dence, ( 3 ) Council  on  Public  Relations  and  Public  Service, 
(4)  Council  on  Medical  Education  and  Hospitals,  (5) 
Council  on  Scientific  Advancement,  (6)  Council  on  Medi- 
cal Service  and  Insurance,  and  (7)  Council  on  Constitution 
and  By-Laws.” 

Sec.  2 ( b ) . Standing  committees.  A committee  may  feel 
that  it  needs  more  or  less  members.  In  the  past,  tliat  has 
entailed  a change  in  the  By-Laws.  This  now  gives  the  num- 
ber of  members  as  "three,  five,  seven,  or  nine”  but  the 
number  is  not  stipulated  in  the  subsequent  paragraphs, 
feeling  that  the  standing  committees  can  change  the  num- 
ber as  they  see  fit  without  needing  to  come  before  the 
House  to  change  the  By-Laws. 

Sec.  2 (c).  "Special  committees  shall  consist  of  three, 
five,  or  seven  members.  The  term  of  office  shall  be  one 
year.  The  function  of  special  committees  is  for  a specific 
project  as  determined  by  the  President  or  as  directed  by 
the  House  of  Delegates.  Appointments  shall  be  made  and 
the  chairman  designated  by  the  President.  A special  com- 
mittee shall  report  to  a council  or  board  or  as  designated.” 
".  . . or  as  designated”  is  a change  from  the  original  report. 

Sec.  2 (d).  Reference  committees.  The  main  change  in 
this  section  is  that  the  reference  committees  are  to  be  ap- 
pointed by  the  Speaker  of  the  House  of  Delegates  instead 
of  the  President.  The  other  change  is  with  regard  to  the 
Reference  Committee  on  Constitution  and  By-Laws.  Now, 
the  chairman  of  the  Council  on  Constitution  and  By-Laws 
shall  be  chairman  of  the  reference  committee.  That  has 
been  changed  to  have  the  reference  committee  include  a 
member  of  the  council. 

[The  report  thus  far,  approving  the  report  of  the  Com- 
mittee on  Reorganization  through  Chapter  VIII,  Section 
7 (g)  of  the  By-Laws,  was  adopted.] 

Dr.  Thomas:  Sec.  8.  Council  on  Medical  Service  and 
Insurance.  When  this  Section  8 down  through  8 (e)  is 
adopted,  it  will  do  away  with  the  Medical  Defense  Fund. 

I move  its  adoption. 

Dr.  Dick  Cason,  Hillsboro:  The  doctors  in  our  county 
asked  that  I bring  up  the  fact  that  if  Texas  grows  as  we 
hope  and  have  every  reason  to  believe  it  will  (as  population 
grows  you  get  more  malpractice  suits  filed,  as  California 
and  New  York  have  discovered),  we  may  need  that  Medi- 
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cal  Defense  Fund.  Dr.  Speaker,  I would  like  to  amend 
this  section  so  that  we  retain  50  cents  from  the  annual 
dues  for  the  Medical  Defense  Fund. 

Dr.  Thomas:  That  will  come  up  in  a subsequent  part  of 
this  report.  If  you  will  refer  to  the  last  three  paragraphs 
of  the  report  of  the  Committee  on  Reorganization:  "Chap- 
ter XIII,  Section  1.  Delete  'To  the  Medical  Defense  Fund, 
$1,’  changing  General  Fund  from  $31  to  $32.”  The  next 
paragraph  is  concerned  with  the  same  item. 

This  was  discussed  to  considerable  extent  in  the  Reference 
Committee.  We  had  as  witnesses  Dr.  McGehee  of  the  Coun- 
cil on  Medical  Defense,  the  chairman  of  the  Board  of 
Trustees,  and  our  general  counsel.  The  system  of  the  Medi- 
cal Defense  Fund  as  it  is  now  written  in  the  Constitution 
goes  back  farther  than  the  recollection  of  most  members  of 
this  House.  Originally,  before  the  days  of  malpractice  insur- 
ance, the  money  that  went  into  this  fund  would  be  ex- 
pended to  pay  professional  counsel  for  members  who  were 
in  trouble.  It  did  not  pay  any  claims,  but  it  did  defend 
them.  That  goes  back  many  years,  it  is  explicitly  denoted 
in  the  dues,  and  the  Reorganization  Committee  felt  in 
January  that  it  was  obsolete.  Some  members  of  the  com- 
mittee today  changed  their  minds  in  that  they  felt  that  a 
contingency  fund  should  be  kept.  The  resolution  which  you 
have  heard  from  the  Finance  Committee  encompasses  these 
last  three  items  in  the  Reorganization  Committee  report.  It 
changes  the  name  to  a "contingency  fund.” 

Speaker  Hardwicke:  We  have  an  amendment  that  50 
cents  be  allocated  to  the  Medical  Defense  Fund.  Is  there  a 
second  to  that  amendment? 

Vice-Speaker  Murphy  (to  Speaker):  Dr.  Cason  wants 
to  withdraw  it. 

[The  report  of  the  reference  committee  relating  to  Sec- 
tion 8 was  adopted.} 

Dr.  Carlos  Fuste,  Alvin:  It  has  been  pointed  out  to  me 
that  the  special  Committee  on  Liaison  with  Blue  Shield 
[Section  8 (c)  (l)}isa  little  different  than  the  appoint- 
ment of  members  of  committees,  special  committees,  and 
so  on,  in  that  this  special  committee  is  to  be  composed  of 
the  members  of  the  Association  who  serve  on  the  board  of 
direaors  of  Blue  Shield  and  Blue  Cross,  whereas  the  mem- 


bership of  the  other  committees  is  appointed  by  the  Presi- 
dent and  elected  by  this  House.  It  would  seem  to  us  that 
if  this  is  a committee  of  the  House,  it  should  be  similarly 
appointed.  While  in  practice  it  would  probably  be  com- 
posed of  the  members  of  the  Association  who  served,  we 
still  feel  that  it  should  be  altered  to  be  included  as  other 
special  committees  are  appointed. 

Dr.  Kimbro  tells  me  that  a nominating  committee  selects 
the  nominees,  and  they  are  elected  by  the  board  of  Blue 
Cross  and  Blue  Shield.  The  nominating  committee  is  com- 
posed of  members,  former  members,  of  the  board  of  Blue 
Cross  and  Blue  Shield. 

Vice-Speaker  Murphy:  The  committees  are  appointed  by 
the  President.  If  the  President  wishes  to  appoint  those  that 
are  directors  of  Blue  Cross  and  Blue  Shield,  then  that  would 
be  his  prerogative. 

Dr.  Fuste:  That’s  right,  but  this  says  that  "it  shall  be” 
composed  of  those  members  of  the  Association  who  serve 
on  the  Board  of  Directors.  I move  that  the  last  sentence 
of  Section  8 (c)  (1),  "It  shall  be  composed  of  the  mem- 
bers of  the  Association  who  serve  on  the  board  of  directors 
of  Blue  Shield  and  Blue  Cross”  be  deleted.  (Seconded  by 
various  delegates.) 

Speaker  Hardwicke:  Any  further  discussion  on  that 
amendment?  Those  in  favor  of  it  say  aye.  Now  the  whole 
motion  has  been  adopted,  and  we  have  now  adopted  an 
amendment  to  the  motion  which  was  previously  adopted, 
but  the  intent  has  been  achieved,  so  let’s  go  on. 

[Upon  recommendation  of  the  reference  committee,  the 
report  of  the  Committee  on  Reorganization  from  Section  9 
to  the  end  of  Chapter  VIII  of  the  By-Laws  was  adopted.] 

Dr.  Thomas:  Revisions  to  Supplement  Chapter  VIII.  To 
complete  the  committee  organization,  delete  section  11 
(War  Council)  of  Chapter  VI  (House  of  Delegates),  and 
add  new  sections  15  and  16: 

"Sec.  15.  An  Executive  Board  (Executive  Council)  shall 
be  comprised  ex  officio  of  the  President,  Vice-President, 
President-Elect,  Secretary,  Treasurer,  Speaker  of  the  House 
of  Delegates,  Vice-Speaker  of  the  House,  the  Trustees,  the 
Councilors,  the  Texas  delegates  and  alternate  delegates  to 
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the  American  Medical  Association,  the  Council  on  Medical 
Jurisprudence,  and  the  chairmen  of  the  other  councils. 
The  Executive  Board  shall  meet  either  in  January  or  Febru- 
ary and  in  August  or  September,  the  date  to  be  set  by  the 
President,  who  shall  be  the  chairman  of  the  board.  A spe- 
cial meeting  may  be  called  by  the  President  at  his  discre- 
tion. Twelve  members  shall  constimte  a quorum. 

"It  shall  be  the  duty  of  this  board  in  the  interim  between 
annual  sessions  to  advise  the  officers,  councils,  and  com- 
mittees of  the  Association  in  the  management  and  co- 
ordination of  its  several  activities,  to  administer  the  affairs 
assigned  to  it  by  the  House  of  Delegates,  and  to  fix  the 
policy  of  the  Association  subject  to  the  affirmative  ap- 
proval of  the  ensuing  House  of  Delegates;  provided  that 
the  approval  of  a resolution  or  motion  in  contravention 
with  a policy  adopted  by  the  House  of  Delegates  shall  re- 
quire a majority  of  three-fourths  of  those  present. 

"If  for  any  reason  a member  of  the  Association  holding 
any  office  may  not  perform  the  duties  of  such  office,  the 
Executive  Board  shall  request  the  President  to  call  for  the 
resignation  of  said  member. 

"Within  ten  days  after  the  death,  disability,  or  removal 
of  both  the  President  and  Vice-President,  the  Executive 
Board  shall  assemble  on  call  of  the  President-Elect  for  the 
purpose  of  electing  a President  for  the  unexpired  term.  In 
the  interim  the  President-Elect  shall  serve  as  President 
pro  tempore.  In  event  of  the  death,  disability,  or  removal 
of  the  President-Elect,  the  President  shall  call  a meeting 
of  the  Executive  Board  for  the  election  of  a President- 
Elect. 

"In  the  event  a catastrophe  of  national  proportions  such 
as  war  may  prevent  the  House  of  Delegates  from  acting, 
the  Executive  Board  shall  have  the  further  authority  to 
receive  and  act  on  the  reports  of  officers,  boards,  councils, 
and  committees,  to  legislate,  to  elect  and  install  officers,  and 
to  elect  the  nominees  of  the  President-Elect  to  the  councils 
in  accordance  with  regulations  applying  to  the  House  of 
Delegates.  In  case  of  the  type  of  national  catastrophe  men- 
tioned, the  Executive  Board  shall  be  considered  a Disaster 
Board  (War  Council)  and  called  into  session  as  provided 
in  Article  VII,  Section  3 of  the  Constitution. 

"Should  governmental  order  prohibit  the  assembling  of 
a group  the  size  of  the  Executive  Board,  the  membership 
of  the  board  shall  consist  of  the  President,  Vice-President, 
President-Elect,  the  chairman  of  the  Board  of  Trustees,  the 
chairman  of  the  Board  of  Councilors,  and  chairmen  of  other 
councils. 

"Sec.  16.  An  Emergency  Policy  Board  shall  consist  of 
the  President,  Vice-President,  Speaker  of  the  House  of 
Delegates,  chairman  of  the  Board  of  Trustees,  and  chair- 
man of  the  Board  of  Councilors.  The  President  shall  be 
chairman.  This  board  shall  have  the  authority  to  act  in 
lieu  of  the  House  of  Delegates  or  the  Executive  Board  in 
establishing  policy  between  meetings  of  these  bodies,  sub- 
ject, however,  to  the  proviso  that  the  House  of  Delegates 
or  the  Executive  Board  may  override  a decision  of  the 
Emergency  Policy  Board  at  its  next  meeting  by  a majority.” 
This  section  is  actually  something  new.  There  may  be  oc- 
casions, though  not  very  often,  of  an  emergency  nature 
where  there  is  need  for  an  Emergency  Policy  Board  which 
perhaps  could  have  a conference  by  telephone.  Should  the 
need  arise,  it  is  provided  in  the  By-Laws  that  they  are  legal. 
The  original  report  ends  the  section  with  "...  a two-thirds 
majority”;  the  Reference  Committee  felt  that  the  House  of 
Delegates  could  do  it  by  a majority. 

Revisions  for  Conformity.  The  miscellaneous  revisions 
for  conformity  were  approved  by  the  Reference  Committee 
as  printed. 

[These  portions  of  the  reference  committee  report  were 
adopted,  and  the  entire  report  as  amended  was  adopted.} 


Speaker  Hardwicke:  Most  of  this  work  was  done  by 
Dr.  Thomas.  His  committee  has  worked  with  him  faithfully, 
but  the  real  working  this  out,  he  did.  I think  we  are 
indebted  to  him.  It  is  going  to  be  a very  helpful  procedure 
for  this  House.  Also,  as  a member  of  the  committee  I 
would  like  to  thank  you  for  the  way  you  have  accepted 
what  has  been  presented  to  you  tonight. 

Dr.  F.  W.  Yeager,  Corpus  Christi;  I think  Dr.  Thomas 
and  his  committee  have  done  a wonderful  job,  and  I 
think  it’s  a step  forward  for  the  entire  Association.  How- 
ever, when  you  get  back  home,  I would  appreciate  it  very 
much  if  you  would  explain  to  your  societies  what  has  taken 
place.  By  your  action  tonight,  you  have  completely  disrupted 
the  existing  committee  structure  of  the  Texas  Medical 
Association.  The  only  thing  I could  do  before  this  meeting 
was  to  get  together  my  recommendations  for  election  to 
the  elective  offices  and  to  appoint  men  to  vacancies  of 
existing  committees  because  we  had  no  idea  whether  this 
report  would  be  accepted  in  toto,  whether  various  sections 
would  be  stricken  out  entirely,  or  changed,  and  there  was 
no  way  that  we  could  prepare  appointments  for  this  new 
committee-council  set-up.  You  will  hear  rumblings  when 
you  get  home  probably  from  some  men  wondering  if  the 
Association  has  gone  completely  haywire  because  some  men 
that  have  been  appointed  to  committees  will  have  to  be 
informed  that  they  are  no  longer  on  those  committees, 
without  ever  having  served  a day.  Some  that  have  been 
appointed  to  committees  will  receive  notification  that  they 
will  not  be  on  that  committee  but  will  be  on  another  com- 
mittee. We  will  work  hard  on  this  problem  and  will  do 
our  best  to  bring  you  complete  recommendations  for 
election  and  appointments  in  the  Tuesday  afternoon  meet- 
ing. But  I may  have  to  ask  some  special  favor  of  this 
body  as  to  be  allowed  to  appoint  some  of  these  officers 
after  this  meeting  is  over,  due  to  the  lack  of  time,  and  due 
to  the  fact  that  we  want  to  know  who  we  were  appointing 
to  key  positions. 

[No  other  councils,  committees,  or  special  appointees  had 
reports  for  the  House,  and  there  were  no  communications. 
The  House  then  turned  Saturday  night  to  resolutions,  which 
like  committee  reports,  were  referred  to  reference  commit- 
tees, the  reports  of  which  were  presented  and  acted  upon 
Sunday  night.  Each  resolution  and  action  upon  it  follows.] 

RESOLUTIONS 

18a.  RESOLUTION:  REIMBURSEMENT  OF 
AMA  ALTERNATES 

(A  resolution  from  Hill  County  Medical  Society.) 

Whereas,  the  alternate  delegates  from  the  Texas  Medi- 
cal Association  to  the  American  Medical  Association  attend 
most  of  the  meetings  of  the  House  of  Delegates  of  the 
American  Medical  Association;  and 

Whereas,  the  alternate  delegates  represent  the  Texas  Med- 
ical Association  in  testimony  before  committees  and  in  the 
Texas  hospitality  suite;  therefore  be  it 
, Resolved:  That  the  House  of  Delegates  of  the  Texas 
Medical  Association  request  the  Board  of  Trustees  of  the 
Texas  Medical  Association  to  offer  the  same  reimbursement 
to  alternate  delegates  (who  attend  AMA  meetings)  as  it 
offers  to  delegates. 

Reference  committee  to  which  referred:  Board  of  Trus- 
tees. 
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Report  of  Board  of  Trustees  as  Reference  Committee 

Dr.  R.  W.  Kimbro:  The  Board  of  Trustees,  acting  as  a 
Reference  Committee,  considered  resolution  18a  introduced 
by  the  Hill  County  Medical  Society.  The  resolution  re- 
quested the  Board  of  Trustees  to  provide  the  same  reim- 
bursement to  AMA  alternate  delegates  as  it  does  to  dele- 
gates. 

At  this  hearing,  several  physicians  who  are  well  informed 
on  the  activities  of  the  Texas  delegation  appeared  before 
us.  They  testified  in  favor  of  this  resolution,  which  would 
enable  the  philosophies  and  views  of  Texas  physicians  to 
register  an  even  greater  impact  upon  the  policies  of  the 
American  Medical  Association.  They  pointed  out  that  re- 
imbursement would  stimulate  attendance  by  alternate  dele- 
gates, thus  contributing  to  the  strength  and  influence  of 
the  Texas  delegation. 

The  Board  of  Trustees  is  cognizant  of  the  significance 
of  the  activities  of  our  Texas  delegates  at  the  national  level. 
We  believe  that  Texas  should  be  represented  by  a strong, 
effective  delegation — one  that  will  asume  a major  role  in 
shaping  the  policies  of  American  medicine.  For  our  part, 
the  Trustees  would  like  to  contribute  in  any  way  we  can 
in  implementing  the  effectiveness  of  our  delegates. 

As  the  Board  reported  Saturday  night,  the  present  operat- 
ing funds  are  fully  budgeted.  This  proposal,  if  implemented, 
would  cost  $4,000  annually.  Nevertheless,  we  do  foresee 
additional  operating  funds  becoming  available  in  I960,  if 
the  recommendation  submitted  by  the  Board  of  Trustees 
to  the  Reference  Committee  on  Finance  is  approved. 

We  wish  to  report  that  funds  likely  will  be  available 
in  I960,  if  it  is  the  wish  of  this  House  of  Delegates  to 
reimburse  the  AMA  alternate  delegates.  However,  the  ques- 
tion as  to  whether  AMA  alternate  delegates  should  be  re- 
imbursed is  one  of  basic  policy,  and  not  for  the  Board 
of  Trustees  to  decide.  Therefore,  we  refer  this  resolution 
back  to  the  House  of  Delegates  without  recommendation. 

Dr.  Drue  O.  D.  Ware,  Fort  Worth:  I think  it  is  obvious 
from  the  Board  of  Trustees’  report  that  they  feel  this  is 
probably  a real  good  idea,  and  I personally  do  also.  I 
would  like  to  move  that  we  will  reimburse  the  alternate 
delegates  to  the  AMA  upon  the  discretion  of  the  Board  of 
Trustees  as  far  as  the  financial  affairs  of  the  Association 
are  concerned. 

[The  motion  was  seconded.] 

Dr.  Kimbro:  It  will  of  course  depend  on  the  funds  be- 
coming available  in  I960.  I believe  there  would  be  no 
funds  in  1959. 

Dr.  Ware:  Let’s  make  the  motion  I960  instead  of  discre- 
tion of  the  Trustees. 

[The  motion  carried.} 

18b.  AMENDMENT:  EXEMPTION  OF  SPECIFIED 

TRANSFERS  FROM  PROVISIONAL  MEMBERSHIP 

(A  resolution  from  Hill  County  Medical  Society.) 

Whereas,  the  board  of  censors  of  the  local  county  medi- 
cal society  in  Texas  is  instructed  to:  "1.  Examine  and  re- 
port on  the  qualifications  of  applicants  for  membership  in 
the  society,  and  ascertain  from  the  State  Secretary  what 
the  records  in  his  office  show  in  regard  to  the  past  conduct 
of  any  such  applicants,  before  making  report  to  the  so- 
ciety”; and 

Whereas,  the  board  of  censors  of  the  local  county  medical 
society  in  Texas  should:  ”2.  Receive  and  investigate  charges 
of  unethical  conduct  made  against  members  of  the  society”; 

and 


Whereas,  it  would  be  a better  principle  to  see  that  the 
board  of  censors  functioned  properly  rather  than  give  this 
charge  to  the  board  of  censors  and  Texas  Medical  Associa- 
tion through  its  orientation  program;  therefore  be  it 

Resolved:  That  an  active  member  who  transfers  from 
one  county  society  in  Texas  to  another  may  become  im- 
mediately a member  in  good  standing  in  the  society  to 
which  he  is  transferring  if  he  can  fulfill  the  following 
requirements : 

1.  Five  years  of  ethical  practice  and  membership  in  one 
or  more  component  societies  of  the  Texas  Medical  Associa- 
tion. 

2.  Majority  endorsement  by  the  county  society  from 
which  he  is  seeking  transfer. 

Reference  committee  to  which  referred:  Board  of  Coun- 
cilors. 

Report  of  Board  of  Councilors  as  Reference  Committee 

Dr.  C.  E.  Oswalt:  The  resolution  submitted  by  the  Hill 
County  Medical  Society  providing  for  exemption  from  pro- 
visional membership  of  certain  transfer  members  was  con- 
sidered. The  Board  of  Councilors  as  a Reference  Committee 
recommends  that  this  resolution  not  be  adopted. 

[This  report  was  adopted.} 

18c.  RESOLUTION:  SALE  OF  SOMINEX 

(A  resolution  from  Big  Bend  [Pecos-Jeff  Davis-Presidio- 
Brewster}  Counties  Medical  Society.) 

Whereas,  the  Big  Bend  Counties  Medical  Society  is  op- 
posed to  the  sale  of  Sominex,  a drug  sold  without  a pre- 
scription and  advertised  over  a national  TV  network  with 
the  following  claim,  "Safe,  natural  sleep  when  taken  as 
directed,”  because  this  product  contains  Scopalamine  gr. 
1/200  per  tablet  (Hyoscine),  a powerful  and  dangerous 
drug  that  should  be  administered  by  prescription  only;  and 

Whereas,  persons  who  take  sleeping  pills  are,  as  a rule, 
emotionally  disturbed,  and  therefore  their  judgment  is  not 
dependable;  therefore  be  it 

Resolved:  That  the  Texas  Medical  Association  be  di- 
rected to  adopt  a resolution  protesting  the  sale  of  Sominex 
without  a physician’s  prescription  and  so  notify  the  Food 
and  Drug  Administration,  Washington,  D.C. 

Reference  committee  to  which  referred:  Scientific  Work. 

Report  of  Reference  Committee  on  Scientific  Work 

The  Reference  Committee  discussed  the  resolution  on 
Sominex  and  recommends  acceptance  of  it. 

[This  report  was  adopted.} 

18d.  RESOLUTION:  SUPPORT  OF  KEOGH-SIMPSON  PLAN 

(A  resolution  from  Harris  County  Medical  Society.) 

Whereas,  the  self-employed  person  must  establish  his 
own  retirement  program  without  tax  deduction  and  with- 
out preferential  tax  treatment  for  the  monies  set  aside  for 
the  purpose;  and 

Whereas,  for  many  years  Congress  has  given  favored  tax 
treatment  to  pension  plans  established  by  employers  for 
their  employees;  and 
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Whereas,  the  Simpson-Keogh  plans  would  provide  a tax 
deferment  to  the  self-employed  on  a portion  of  their  in- 
come deposited  in  certain  restricted  and  regulated  retire- 
ment programs;  and 

Whereas,  taxes  that  discriminate  against  self-employed 
individuals  in  favor  of  employees,  discourage  self-employ- 
ment, self-reliance,  and  individual  initiative;  and 

Whereas,  it  is  in  the  national  interest  for  citizens  to 
provide  for  their  own  retirement  rather  than  look  to  gov- 
ernment agencies  for  old  age  or  retirement  assistance;  there- 
fore be  it 

Resolved:  That,  in  the  interest  of  fairness  and  equality 
to  the  10,000,000  self-employed  individuals,  the  Texas 
Medical  Association,  in  regular  business  session  assembled, 
endorses  the  principle  of  the  Keogh  Plan,  H.  R.  10,  and 
Simpson  Plan,  H.  R.  9;  and  be  it  further 

Resolved:  That  a copy  of  this  resolution  be  spread 
upon  the  minutes  of  this  meeting  and  that  copies  be  sent 
to  Senators  Lyndon  Johnson  and  Ralph  Yarborough,  to 
Representatives  Albert  Thomas  and  Bob  Casey,  to  all 
members  of  the  Senate  Small  Business  Committee,  and  to 
all  members  of  the  House  Ways  and  Means  Committee. 

Reference  committee  to  which  referred:  Resolutions  and 
Memorials. 

Report  of  Reference  Committee  on  Resolutions  and  Memorials 

Dr.  Thomas  L.  Royce:  The  resolution  in  support  of  the 
Keogh-Simpson  plan  was  approved  with  the  following  re- 
visions : 

Change  the  first  "whereas”  to  read  as  follows:  "Whereas, 
the  self-employed  person  establishes  his  own  retirement 
program  without  tax  deduction  and  without  preferential 
tax  treatment  for  the  monies  set  aside  for  the  purpose,” 

Change  the  last  "resolved”  to  read  as  follows:  "RE- 
SOLVED; That  a copy  of  this  resolution  be  spread  upon  the 
minutes  of  this  meeting  and  that  copies  be  sent  to  all 
Senators  and  Representatives  from  Texas  and  to  each  mem- 
ber of  the  appropriate  committees  of  the  United  States 
Congress  considering  this  plan.” 

[This  report  was  adopted.] 

18e.  RESOLUTION:  OPPOSITION  TO  LEGISLATION  SIMI- 
LAR TO  1958  FORAND  BILL 

(A  resolution  from  Harris  County  Medical  Society.) 

Whereas,  legislation  similar  to  the  1958  Forand  Bill 
(H.R.  9467)  would  provide  socialized  medical  care  for  a 
large  segment  of  the  population,  and  would  greatly  accel- 
erate the  intrusion  of  the  Federal  Government  into  the 
entire  area  of  health  care;  and 

Whereas,  the  Supreme  Court  of  the  United  States  has 
ruled  that  "it  is  hardly  lack  of  due  process  for  the  Govern- 
ment to  regulate  tliat  which  it  subsidizes”;  and 

Whereas,  such  regulatory  power  is  detailed  in  the  Forand 
Bill  with  said  power  vested  in  the  Secretary  of  Health, 
Education,  and  Welfare  and  a National  Advisory  Health 
Council;  and 

Whereas,  Forand  type  legislation  would  quickly  and  in- 
evitably lead  to  a comprehensive  compulsory  federal  medi- 
cal care  plan  and  complete  and  total  socialization  of  medi- 
cine in  this  country;  and 

Whereas,  medical  care  controlled  by  a centralized  gov- 
ernment inevitably  and  quickly  leads  to  a deterioration  of 
the  quality  of  medical  care  given;  and 

Whereas,  no  evidence  has  been  presented  that  the  per- 
sons whom  the  Forand  Bill  purports  to  benefit  are  not 
already  adequately  cared  for;  therefore  be  it 


Resolved:  That  the  Texas  Medical  Association,  in  regu- 
lar business  session  assembled,  does  emphatically  and  with- 
out reservation  oppose  the  enactment  of  legislation  similar 
in  philosophy  and  intent  to  the  Forand  Bill;  and  be  it 
further 

Resolved:  That  a copy  of  this  resolution  be  spread 
upon  the  minutes  of  this  meeting  and  that  copies  be  sent 
to  Senators  Lyndon  Johnson  and  Ralph  Yarborough,  to 
Representatives  Albert  Thomas  and  Bob  Casey,  and  to 
all  members  of  the  House  Ways  and  Means  Committee. 

Reference  committee  to  which  referred:  Resolutions  and 
Memorials. 

Report  of  Reference  CommiUee  on  Resolutions  and  Memorials 

Dr.  Thomas  L.  Royce;  The  Committee  recommends  that 
the  fourth  "whereas”  of  the  resolution  on  opposition  to 
legislation  similar  to  1958  Forand  bill  be  deleted  inasmuch 
as  the  intent  of  this  whereas  is  brought  forth  in  other 
portions  of  the  resolution. 

This  Reference  Committee  further  recommends  that  the 
sixth  "whereas”  relating  to  the  fact  that  there  is  no  evi- 
dence presented  that  persons  whom  the  Forand  bill  purports 
to  benefit  are  not  already  adequately  cared  for  be  deleted 
inasmuch  as  other  committees  of  the  Texas  Medical  Associa- 
tion are  considering  this  matter  in  great  detail  and  we 
feel  no  reference  should  be  made  to  this  matter  in  this 
resolution. 

It  is  recommended  that  the  final  "resolved”  portion  of 
this  resolution  be  revised  as  follows:  "RESOLVED;  That  a 
copy  of  this  resolution  be  spread  upon  the  minutes  of  this 
meeting  and  that  copies  be  sent  to  all  Texas  Senators  and 
Representatives  and  to  each  member  of  the  appropriate 
committees  of  the  United  States  Congress  considering  legis- 
lation of  this  type. 

Dr.  R.  L.  Deter,  El  Paso;  I think  it  is  time  for  the  medi- 
cal profession  to  quit  advertising  sponsors  of  bills  we  don’t 
approve  of.  I would  like  to  get  it  on  the  record  of  this 
House  that  from  now  on  we  refer  to  these  bills  by  the 
house  bill  numbers  rather  than  advertising  these  men. 
(Applause.) 

[The  reference  committee  report  was  adopted.] 

18f.  RESOLUTION:  OPPOSITION  TO  INCLUSION  OF  PHYSI- 
CIANS IN  SOCIAL  SECURITY 

(A  resolution  from  Harris  County  Medical  Society.) 

Whereas,  the  Social  Security  system  is  the  accepted 
mechanism  through  which  the  practice  of  medicine  in  this 
country  is  rapidly  becoming  socialized;  and 

Whereas,  every  nation  adopting  a comprehensive  plan 
of  Social  Security  has  regimented  physicians  and  their 
patients  under  socialistic  medicine;  and 

Whereas,  physicians  cannot  morally  or  ethically  partici- 
pate in  a system  which  is  the  major  vehicle  by  which  their 
profession,  and  they  themselves,  are  being  brought  under 
the  control  of  the  federal  government;  and 

Whereas,  under  the  original  Social  Security  Act  (Sec. 
1104),  there  is  no  contract,  no  guarantee,  no  cash  sur- 
render value,  the  law  specifically  stating  that  "the  right 
to  alter,  amend,  or  repeal  any  provisions  of  this  Act  is 
hereby  reserved  to  the  Congress”;  and 

Whereas,  monies  paid  as  Social  Security  taxes  are  cred- 
ited to  the  general  Treasury  of  the  United  States  Govern- 
ment and  the  so-called  "reserve  fund”  consists  only  of 
earmarked  government  bonds,  which  must  later  be  re- 
deemed by  further  taxation;  and 
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whereas,  the  Supreme  Court  of  the  United  States  has 
ruled  that  "Social  Security  benefits  are  gratuities  to  be  paid 
by  the  national  government  directly  to  individuals.  The  Act 
creates  no  contracmal  obligation  with  respect  to  the  pay- 
ment of  benefits”;  and 

Whereas,  the  self-employed  person  would  eventually  pay 
6 3/8  per  cent  on  the  first  $4,200  of  income,  or  $267.73; 
and 

Whereas,  even  these  exorbitant  taxes  will  be  appreciably 
higher  if  the  bills  now  pending  before  Congress  increasing 
the  tax  rate  and  higher  base  earnings  subject  to  tax  are 
passed;  and 

Whereas,  we  stand  firm  on  the  principle  of  security 
through  personal  initiative  and  will  not  yield  to  the 
temptation  of  personal  gain  at  the  expense  of  fumre 
generations,  or  political  expediency;  therefore  be  it 

Resolved:  That  the  Texas  Medical  Association,  in  regu- 
lar business  session,  unequivocally  opposes  the  inclusion 
of  the  self-employed  physician  in  the  Social  Security  sys- 
tem; and  be  it  further 

Resolved:  That  copy  of  this  resolution  be  spread  upon 
the  minutes  of  this  meeting  and  that  copies  be  sent  to 
Senators  Lyndon  Johnson  and  Ralph  Yarborough,  to  Rep- 
resentatives Albert  Thomas  and  Bob  Casey,  to  all  members 
of  the  House  Ways  and  Means  Committee  and  the  Senate 
Finance  Committee. 

Reference  committee  to  which  referred:  Resolutions  and 
Memorials. 

Report  of  Reference  Committee  on  Resolutions  and  Memorials 

Dr.  Thomas  L.  Royce:  Since  the  subject  of  opposition  to 
inclusion  of  physicians  in  social  security  has  received  unani- 
mous approval  from  the  House  of  Delegates  of  the  Texas 
Medical  Association  for  a number  of  years,  the  present 
resolution  was  shortened  in  order  to  emphasi2e  the  perti- 
nent data  and  intent  of  the  resolution.  In  order  for  Texas 
physicians  and  for  physicians  over  the  country  as  a whole 
to  continue  to  be  excluded  from  social  security  benefits, 
diligence  and  continued  interest  among  all  of  us  must  be 
maintained.  This  Reference  Committee  recommends  the 
approval  of  the  resolution  rewritten  as  follows: 

"Whereas,  the  Supreme  Court  of  the  United  States  has 
mled  that  'Social  Security  benefits  are  gratuities  to  be  paid 
by  the  national  government  directly  to  individuals.  The 
Act  creates  no  contractual  obligation  with  respect  to  the 
payment  of  benefits’;  and 

"Whereas,  under  the  original  Social  Security  Act  (Sec. 
1104),  there  is  no  contract,  no  guarantee,  no  cash  sur- 
render value,  the  law  specifically  stating  that  'the  right  to 
alter,  amend,  or  repeal  any  provisions  of  this  Act  is  hereby 
reserved  to  the  Congress’;  and 

"Whereas,  monies  paid  as  Social  Security  taxes  are  credit- 
ed to  the  general  Treasury  of  the  United  States  Government 
and  the  so-called  'reserve  fund’  consists  only  of  earmarked 
government  bonds,  which  must  later  be  redeemed  by  further 
taxation;  and 

"Whereas,  the  self-employed  person  would  eventually 
pay  (yY%  per  cent  on  the  first  $4,200  of  income,  or  $267.75, 
and  even  these  exorbitant  taxes  will  be  appreciably  higher 
if  the  bills  now  pending  before  Congress  increasing  the  tax 
rate  and  higher  base  earnings  subject  to  tax  are  passed;  and 

"Whereas,  we  stand  firm  on  the  principle  of  security 
through  personal  initiative  and  will  not  yield  to  the 
temptation  of  personal  gain  at  the  expense  of  future  gen- 
erations, or  political  expediency;  and 

"Whereas,  in  a survey  of  the  Texas  Medical  Association 
by  secret  ballot,  91  per  cent  of  Texas  physicians  voted 


against  the  inclusion  of  physicians  in  social  security;  there- 
fore be  it 

"Resolved;  That  the  Texas  Medical  Association,  in 
regular  business  session,  unequivocally  oppose  the  inclusion 
of  the  self-employed  physicians  in  the  Social  Security  Sys- 
tem; and  be  it  further 

"Resolved:  That  we  strongly  urge  the  Texas  delegates 
of  the  American  Medical  Association  to  continue  to  uphold 
the  overwhelming  opinion  of  Texas  physicians;  and  be  it 
further 

"Resolved:  That  a copy  of  this  resolution  be  spread 
upon  the  minutes  of  this  meeting  and  that  copies  be  sent 
to  all  Texas  members  of  the  Senate  and  House  of  Repre- 
sentatives and  to  members  of  the  appropriate  committees 
of  the  United  States  Qingress  considering  such  matters.” 

[This  report  was  adopted.} 

18g.  RESOLUTION:  OPPOSITION  TO  PANEL  MEDICINE 

(A  resolution  from  Harris  County  Medical  Society.) 

Whereas,  the  basic  principles  of  Medical  Ethics  did  not 
change  when  their  printed  form  was  shonened;  and 

Whereas,  free  choice  of  physician  by  patient  is  a basic 
principle  by  which  the  present  high  standard  of  American 
medical  practice  has  been  attained;  and 

Whereas,  exploitation  of  physicians  by  a third  party  or 
by  a corporation  is  incompatible  with  the  practice  of  the 
highest  form  of  medicine  for  the  patient’s  good;  and 

Whereas,  economic  and  other  conditions  vary  widely 
among  County  Societies  and  State  Constiments  of  the 
American  Medical  Association;  and 

Whereas,  approval  of  reports  of  Committees  and  Boards 
by  the  Board  of  Trustees  or  the  House  of  Delegates  of 
AMA  carries  with  it  the  implication  that  such  approval 
becomes  a rule  or  guide  for  the  practice  of  medicine 
throughout  the  country;  and 

Whereas,  such  approval  of  a report  or  smdy  may  be  used 
by  promoters  of  a Health  Plan  or  other  third-party  enter- 
prise to  coerce  or  influence  physicians  and  the  public  to 
accept  a Plan  which  may  ultimately  cause  deterioration  of 
the  quality  of  medical  care;  therefore  be  it 

Resolved:  That  the  House  of  Delegates  of  Texas  Medi- 
cal Association  instruct  its  delegates  to  American  Medical 
Association  to  urge  AMA  House  of  Delegates  and  Board 
of  Trustees  to  refrain  from  accepting  or  approving  any 
report  which  might  be  interpreted  to  imply  national-level 
approval  for  a mode  of  medical  practice  that  does  not  con- 
form with  the  letter  and  spirit  of  our  principles  of  ethics. 

Reference  committee  to  which  referred:  Medical  Service 
and  Public  Relations. 

Report  of  Reference  Committee 
on  Medical  Service  and  Public  Relations 

Dr.  Howard  Dudgeon:  This  Reference  Committee  ap- 
proved the  resolution  presented  by  the  Harris  County 
Medical  Society  that  the  House  of  Delegates  of  the  Texas 
Medical  Association  instruct  its  delegates  to  the  American 
Medical  Association  to  urge  the  AMA  House  of  Delegates 
and  Board  of  Trustees  to  refrain  from  accepting  or  approv- 
ing any  report  which  might  be  interpreted  to  imply  nation- 
al-level approval  for  a mode  of  medical  practice  that  does 
not  conform  with  the  letter  and  spirit  of  our  principles  of 
ethics. 

[This  report  was  adopted.} 
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18h.  RESOLUTION:  CONTRACT  BY 
TEXAS  MEDICAL  ASSOCIATION 

(A  resolution  from  Brazoria  County  Medical  Society.) 

Whereas,  it  is  the  privilege  and  right  of  every  indi- 
vidual doctor  of  medicine,  after  meeting  the  obligations 
imposed  on  him  by  state  licensing  law  and  the  Principles 
of  Medical  Ethics,  to  decide  for  himself  how  he  will 
practice  his  profession;  and 

Whereas,  it  is  the  privilege  and  right  of  every  individual 
doctor  of  medicine  to  decide  for  himself  whether  or  not 
to  accept  a fee  offered  as  payment  for  his  professional 
services;  therefore  be  it 

Resolved:  That  the  Texas  Medical  Association,  as  such, 
shall  not  contract  with  any  person,  firm,  or  agency  of 
any  kind,  either  with  respect  to  the  practice  of  medicine 
or  to  the  fees  for  such  practice,  for  its  members  or  any 
member  of  said  association;  and  be  it  further 

Resolved:  That  the  By-Laws  of  the  Texas  Medical 
Association  be  revised  accordingly. 

Reference  committee  to  tvhich  referred:  Medical  Service 
and  Public  Relations. 

Report  of  Reference  Committee 
on  Medical  Service  and  Public  Relations 

Dr.  Howard  Dudgeon:  The  resolution  presented  by  the 
Brazoria  County  Medical  Society  resolving  that  the  Texas 
Medical  Association  not  contract  with  any  firm,  person,  or 
agency  either  with  respect  to  the  practice  of  medicine  or 
to  the  fees  for  such  practice,  for  its  member  or  any  member 
of  said  Association,  and  that  the  By-Laws  of  the  Texas 
Medical  Association  be  revised  accordingly,  was  approved 
by  this  Committee. 

[This  report  was  adopted.] 

18i.  AMENDMENT:  CONTRACT  BY 
TEXAS  MEDICAL  ASSOCIATION 

(A  resolution  from  Brazoria  County  Medical  Society.) 

Resolved:  Amend  the  Constitution  of  the  Texas  Medi- 
cal Association  as  follows:  Article  I,  Section  2,  add,  "The 
Association  shall  not  have  the  right  to  enter  into  a contract 
with  any  person,  firm,  or  agency  of  any  kind  with  respect 
to  the  practice  of  medicine  or  fees  for  such  practice.” 

Reference  committee  to  which  referred:  Medical  Service 
and  Public  Relations. 

Report  of  Reference  Committee 
on  Medical  Service  and  Public  Relations 

Dr.  Howard  Dudgeon:  The  proposed  amendment  to  the 
Constitution  of  the  Texas  Medical  Association  presented 
by  the  Brazoria  County  Medical  Society  denying  the  As- 
sociation the  right  to  enter  into  a contract  with  any  person, 
firm,  or  agency  of  any  kind  with  respect  to  the  practice 
of  medicine  or  fees  for  such  practice,  was  approved.  Inas- 
much as  this  is  an  amendment  to  the  Constitution,  it  must 
lay  over  for  1 year  before  formal  action  can  be  taken. 

Do  I move  that  that  be  approved? 

Vice-Speaker  Murphy:  This  will  automatically  be  re- 
ferred to  the  Council  on  Constitution  and  By-Laws,  but  I 
think  we  ought  to  vote  to  see  if  that’s  the  disposition  you 
want  of  it. 


Dr.  John  F.  Thomas,  Austin:  The  plan  has  apparently 
been  in  the  past  that  anything  that  has  to  do  with  the 
Constitution  and  By-Laws  went  to  the  Council  on  Consti- 
tution and  By-Laws  and  laid  over.  I don’t  think  that’s 
necessarily  right.  It  can  be  brought  up  from  any  other 
council  or  board.  The  Board  of  Councilors  has  dealt  with 
contract  medicine  in  the  past  and  will  in  the  future,  and  I 
think  more  rightfully  that  item  should  go  to  the  Board  of 
Councilors.  I am  not  questioning  your  decision  except  that 
you  said  "automatically.” 

[Upon  motion  by  Dr.  Thomas,  the  amendment  was  re- 
ferred to  the  Board  of  Councilors.] 

18j.  RESOLUTION:  OPPOSITION  TO  LARSON  REPORT 

(A  resolution  from  Navarro  County  Medical  Society.) 

. Whereas,  the  Report  of  the  Commission  on  Medical 
Care  Plans  (Larson  Report)  gives  sanction  to  third  party 
interference  in  the  practice  of  medicine;  and 

Whereas,  the  Navarro  County  Medical  Society  is  unani- 
mously opposed  to  the  adoption  of  this  report;  therefore 
be  it 

Resolved:  That  the  House  of  Delegates  of  the  Texas 
Medical  Association  register  disapproval  of  the  Commis- 
sion report. 

Reference  committee  to  -which  referred:  Medical  Service 
and  Public  Relations. 

Report  of  Reference  Committee  on 
Medical  Service  and  Public  Relations 

Dr.  Howard  Dudgeon:  This  Reference  Committee  con- 
sidered the  resolution  on  opposition  to  the  Larson  Report 
( the  report  of  the  Commission  on  Medical  Care  Plans ) . 
The  motion  was  passed  to  receive  the  Larson  report  as  in- 
formation, and  consider  the  separate  sections  on  their  indi- 
vidual merit  as  the  occasion  arises. 

I so  move. 

Vice-Speaker  Murphy:  Would  you  like  to  elaborate  a 
little  bit? 

Dr.  Dudgeon:  The  Larson  report  is  an  entire  special 
issue  of  the  J.A.M.A.  put  out  in  January  of  ’59.  It  was 
about  50  or  60  pages,  and  we  didn’t  have  time  to  read  it 
all.  There  was  considerable  discussion  stating  that  the 
Larson  report  was  not  wholly  acceptable  to  the  society  be- 
cause of  the  limitation  it  puts  in  dealing  with  patients, 
and  they  were  afraid  that  it  might  have  further  restrictions 
from  the  federal  government.  We  had  to  word  it  in  this 
way,  not  knowing  exactly  everything  that  it  had  therein. 
The  report  did  not  say  that  we  would  accept  the  Larson 
report.  It  said,  "The  motion  was  passed  to  receive  the 
Larson  report  as  information,  and  consider  the  separate 
sections  on  their  individual  merit  as  the  occasion  arises.” 
I think  it  is  up  to  this  House  of  Delegates  to  accept  it  and 
go  over  it  and  see  what  is  acceptable  and  what  is  not.  If 
you  noticed  in  the  earlier  resolution,  we  informed  the 
House  of  Delegates,  in  answer  to  two  questions  specifically 
asked,  that  we  thought  there  should  be  free  choice  of 
physician — we  were  against  panel  medicine — and  also  "In 
regard  to  physician  participation  in  systems  of  medical  care 
which  restrict  free  choice  of  physician,  this  Committee  is 
opposed  to  closed  panel  systems  and  disapproves  of  physi- 
cian participation  in  those  systems  which  restricts  the  pa- 
tient in  his  choice  of  physician.”  But  the  Larson  report  is 
an  entire  medical  journal,  and  we  didn’t  have  time  to  read 
all  of  it  and  digest  what  was  in  it. 
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Vice-Speaker  Murphy:  Do  you  feel  like  our  delegates 
to  the  AMA  know  where  we  stand? 

Dr.  Mai  Rumph,  Fort  Worth:  Yes. 

Dr.  Dudgeon:  If  they  don’t,  I think  they  will  when  we 
finish  with  the  other  resolutions. 

[The  reference  committee  report  was  adopted  and  the 
Larson  report  received  for  information.] 

18k.  RESOLUTION:  ESTABLISHMENT  OF 
COMMITTEE  ON  NUTRITION 

(A  resolution  from  Dr.  Joe  D.  Nichols,  Atlanta.) 

Whereas,  the  importance  of  proper  nutrition  in  the  pre- 
vention and  treatment  of  metabolic  disease  is  now  recog- 
nized by  the  consensus  of  medical  opinion;  and 

Whereas,  the  teaching  of  basic  concepts  of  proper  nu- 
trition needs  to  be  more  strongly  emphasized;  therefore 
be  it 

Resolved:  That  the  Texas  Medical  Association  form  a 
committee  on  nutrition  whose  purpose  shall  be  to  promote 
the  increased  emphasis  on  the  teaching  of  proper  nutrition 
in  our  medical  schools. 

Reference  committee  to  which  referred:  Resolutions  and 
Memorials. 

Report  of  Reference  Committee  on  Resolutions  and  Memorials 

Dr.  Thomas  L.  Royce;  This  Reference  Committee  recom- 
mends that  the  resolution  on  the  establishment  of  a com- 
mittee on  nutrition  be  disapproved  inasmuch  as  the  Texas 
Medical  Association  already  has  a Council  on  Medical  Edu- 
cation and  Hospitals  and  we  feel  that  the  idea  brought 
forth  should  be  evaluated  by  this  council.  It  is  requested 
that  this  resolution  be  referred  to  the  Council  on  Medical 
Education  and  Hospitals. 

I move  that  we  adopt  this  recommendation. 

Dr.  Nichols:  At  least  at  this  moment  the  minority  re- 
mains the  minority.  If  you  remember  last  year  I intro- 
duced a resolution  asking  this  House  of  Delegates  to  en- 
dorse the  Delaney  amendment,  which  would  make  it  against 
the  law  to  add  known  cancer-causing  chemicals  to  foods. 
You  referred  this  resolution  for  further  smdy.  I honestly 
believe  that  we  missed  a golden  opportunity  to  improve 
our  public  relations  with  an  American  public  in  which  one 
of  four  is  now  dying  a horrible,  miserable,  painful  death 
with  cancer.  Nevertheless,  enormous  pressures  were  put  on 
Congress,  chiefly  by  educated  laymen,  and  the  Delaney 
amendment  was  added  to  an  otherwise  very  poor  food 
additive  bill. 

It  is  easy  to  understand  why  the  average  doctor  has  so 
little  interest  in  the  subject  of  nutrition.  The  long  chemical 
reactions  are  so  involved  and  so  complicated  that  most 
doctors  just  decide  to  let  the  chemist  study  nutrition. 

In  my  opinion  the  most  important  field  in  our  profession 
is  in  the  prevention  of  metabolic  disease.  And,  undoubtedly, 
the  most  important  phase  of  prevention  lies  in  the  field  of 
nutrition. 

In  1957,  Dr.  Tom  Douglas  Spies  received  the  Disting- 
uished Service  Award  from  the  American  Medical  Associa- 
tion. He  said,  "All  diseases  are  caused  by  chemicals  and 
all  diseases  can  be  cured  by  chemicals.  All  the  chemicals 
used  by  the  body,  except  for  the  oxygen  we  breathe  and 
the  water  which  we  drink,  are  taken  in  through  food.  If 
we  only  knew  enough,  all  diseases  could  be  prevented  and 
could  be  cured  through  proper  nutrition.”  That’s  a tremen- 
dous statement. 


Writing  in  the  Annals  .of  the  New  York  Academy  of 
Sciences,  Dr.  Halpern  says,  "Rare  indeed  is  the  patient  who 
cannot  be  aided  by  proper  nutritional  guidance,  since  nu- 
trition is  probably  the  most  important  environmental  factor 
affecting  health  and  disease.” 

Writing  in  the  AMA.  Journal  of  June  7,  1958,  Dr.  Tom 
Douglas  Spies  again  says,  "Our  chief  medical  adversary  is 
what  I consider  a disturbance  of  the  inner  balance  of  the 
constituents  of  our  tissues  which  are  built  from  and  main- 
tained by  the  necessary  chemicals  in  the  air  we  breathe, 
the  water  we  drink,  and  the  food  we  eat.  Persons  who  are 
afflicted  with  rheumatism,  or  cancer,  for  example,  are  not 
the  victims  of  germs,  but  of  altered  chemistry.”  I might 
add  that  cardiovascular  disease  which  is  now  so  prevalent 
even  in  our  young  people  can  be  added  to  this  category. 

There  is  today  in  America  a general  biological  blight. 
Practically  all  types  of  metabolic  diseases  are  increasing, 
and  young  people  are  falling  victims  in  ever  increasing 
numbers. 

The  American  people  have  a right  to  expect  their  doctors 
to  give  them  correct  advice  about  proper  nutrition.  It  is 
our  responsibility,  and  I say  to  you  as  of  right  now  we 
are  failing. 

I had  a distressing  letter  from  a very  intelligent  friend 
of  mine  in  a large  Texas  city,  and  in  this  city  there  is  a 
medical  school.  Her  husband  had  suffered  a coronary  oc- 
clusion. His  doctor,  a prominent  internist,  told  her  to 
eliminate  butter  from  his  diet  and  substitute  oleomargarine. 
She  was  given  a diet  list  which  instructed  her  not  to  use 
hydrogenated  fats.  And  even  she  knew  enough  to  know 
that  oleomargarine  was  a hydrogenated  fat.  She  was  con- 
fused. The  producers  of  hydrogenated  fats  have  also  suc- 
ceeded in  confusing  the  American  doctors  of  this  country. 

We  have  had  12  senior  student  preceptees  from  Galves- 
ton at  our  clinic  in  the  past  5 or  6 years.  Not  one  of  these 
knows  the  first  simple  basic  facts  about  proper  nutrition. 
These  facts  are  well  known,  and  this  subject  should  be 
added  to  our  medical  curriculum  now,  not  next  year. 

The  strength  of  our  nation  is  being  threatened.  If  the 
doctors  would  assume  the  leadership  expected  of  them  by 
a sick  and  dying  civilization,  these  rnetabolic  diseases  could 
be  checked. 

There  has  recently  been  organized  a new  scientific  medi- 
cal organization.  It  is  the  International  Institute  of  Clinical 
Physiology.  Its  purpose  is  to  study  the  physiological  meth- 
ods, which  include  nutrition,  for  the  prevention  and  treat- 
ment of  disease.  The  first  issue  of  the  official  journal. 
Clinical  Physiology  will  be  off  the  press  in  about  3 weeks. 
Dr.  Jonathan  Forman  of  Columbus,  Ohio,  editor  for  23 
years  of  the  Ohio  State  Medical  Journal,  is  editor-in-chief. 
Abstracts  of  the  world’s  literature  will  be  presented  in  a 
pocket-sized  96-page  journal. 

Members  of  the  House  of  Delegates,  I urge  you  to  pass 
this  resolution  tonight.  This  is  no  time  for  delay.  I be- 
lieve that  your  Council  on  Medical  Education  would  wel- 
come your  support.  This  subject  is  so  important  that  it 
deserves  a special  committee.  We  now  have  special  com- 
mittees on  cancer,  tuberculosis,  mental  health,  spas,  and 
many  other  special  committees.  How  much  longer  will  we 
continue  to  almost  ignore  what  is  perhaps  the  greatest  field 
in  preventive  medicine?  I am  now  talking  about  nutrition. 

I urge  you  again  to  give  this  the  most  careful  considera- 
tion before  you  vote.  I beg  of  you  to  vote  for  the  original 
resolution.  Mr.  Speaker,  I am  very  sorry  that  this  resolution 
was  not  referred  to  the  Committee  on  Medical  Education. 
Perhaps  that  was  as  much  my  fault  as  anyone  else. 

I make  a substitute  motion  that  this  House  of  Dele- 
gates adopt  the  original  resolution  to  form  a committee  on 
nutrition.  [The  motion  was  seconded.] 
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Dr.  R.  V.  Brasher,  Fort  Worth:  I would  like  to  under- 
line and  supplement  what  he  has  said  in  that  statistics  show 
that  the  onset  of  coronary  heart  disease  in  the  boy  raised 
in  the  United  States  is  considerably  earlier  than  in  some 
other  countries  that  do  not  have  the  financial  means  to  have 
as  rich  a diet  as  we  have.  Commercial  houses,  dairies,  and 
so  forth,  are  already  in  this  field  giving  us  skim  milk 
without  our  fat.  We  have  the  unsaturated  vegetable  fat  as 
a substitute  for  the  animal  saturated  fats  in  our  diets,  and 
if  we  are  going  to  be  furnished  these  things  with  com- 
mercial houses,  it  might  be  an  awfully  good  idea  for  us 
to  get  informed  on  these  subjects. 

[The  Speaker  called  for  a vote  on  the  substitute  motion, 
which  did  not  carry.  The  original  motion  to  adopt  the 
reference  committee  report,  disapprove  the  committee  on 
nutrition,  and  refer  the  resolution  to  the  Council  on  Medi- 
cal Education  and  Hospitals  was  approved.] 

181.  RESOLUTION:  FREEDOM  OF  CHOICE  OF 
PHYSICIAN  BY  HIS  PATIENT 

(A  resolution  from  Dr.  Carlos  E.  Fuste,  Jr.,  Alvin.) 

Whereas,  a basic  and  fundamental  requirement  for  good 
service  is  dependent  upon  the  freedom  of  choice  of  patient 
for  physician;  and 

Whereas,  this  freedom  is  being  denied  in  certain  areas 
and  instances  to  the  detriment  of  both  the  patient  and 
physician;  and 

Whereas,  the  American  Medical  Association  has  sanc- 
tioned freedom  of  choice  as  a time-honored  precept;  and 

Whereas,  the  highest  quality  of  medical  and  surgical  care 
has  been  achieved  in  the  United  States  of  America  under  a 
system  of  private  enterprise  in  which  the  free  choice  of 
physician  is  one  of  the  vitally  essential  parts;  therefore  be  it 

Resolved:  By  the  House  of  Delegates  of  the  Texas 
Medical  Association,  assembled  in  regular  session  in  San 
Antonio,  Texas,  this  eighteenth  day  of  April,  1959,  that 
the  free  choice  of  physician  is  a concept  to  be  conddered 
as  a fundamental  principle,  incontrovertible,  unalterable, 
and  essential  to  good  medical  care  without  qualification. 

Reference  committee  to  which  referred:  Medical  Service 
and  Public  Relations. 

Report  of  Reference  Committee  on 
Medical  Service  and  Public  Relations 

Dr.  Howard  Dudgeon:  The  resolution  on  freedom  of 
choice  of  physician  by  his  patient  presented  by  Dr.  Carlos 
E.  Fuste  and  resolving  that  the  free  choice  of  physician  is 
a concept  to  be  considered  as  a fundamental  principle,  in- 
controvertible, unalterable,  and  essential  to  good  medical 
care  without  qualification  is  recommended  for  approval  by 
the  Reference  Committee  on  Medical  Secvice  and  Public 
Relations. 

[This  report  was  adopted.} 

18m.  RESOLUTION:  DISAPPROVAL  OF  PHYSICIAN 
PARTICIPATING  IN  SYSTEMS  WHICH 
RESTRICT  FREE  CHOICE 

(A  resolution  from  Dr.  Carlos  E.  Fuste,  Jr.,  Alvin.) 

Whereas,  the  Commission  on  Medical  Care  Plans  of  the 
American  Medical  Association  has  asked  the  question, 
"What  is  or  will  be  your  attitude  regarding  physician  par- 
ticipation in  those  systems  of  medical  care  which  restrict 
free  choice  of  physician?”;  and 


Whereas,  monopoly  is  the  alternative  to  free  choice  of 
physician;  and 

Whereas,  a monopolistic  system  of  medical  care  cannot 
exist  without  the  participation  of  physicians;  and 

Whereas,  the  Code  of  Ethics  of  the  American  Medical 
Association  states  that,  "A  physician  should  not  dispose  of 
his  services  under  terms  or  conditions  which  tend  to  inter- 
fere with  or  impair  the  free  and  complete  exercise  of  his 
medical  judgment  and  skill  or  tend  to  cause  a deterioration 
of  the  quality  of  medical  care”;  and 

Whereas,  the  restriction  of  free  choice  of  physician  does 
tend  to  produce  deterioration  in  the  quality  of  medical  care; 
therefore  be  it 

Resolved:  By  the  House  of  Delegates  of  the  Texas 
Medical  Association  assembled  in  regular  session  in  San 
Antonio  this  eighteenth  day  of  April,  1959,  that  our  atti- 
mde  regarding  physician  participation  in  systems  which  re- 
strict free  choice  is  one  of  unalterable  disapproval. 

Reference  committee  to  which  referred:  Medical  Service 
and  Public  Relations. 

Report  of  Reference  Committee  on 
Medical  Service  and  Public  Relations 

Dr.  Howard  Dudgeon:  The  resolution  presented  by  Dr. 
Carlos  Fuste  resolving  "that  our  attitude  regarding  physi- 
cian participation  in  systems  which  restrict  free  choice  is 
one  of  unalterable  disapproval”  is  recommended  for  ap- 
proval by  this  Reference  Committee. 

[This  report  was  adopted.] 

18n.  RESOLUTION:  REPORT  OF  COMMISSION 
ON  MEDICAL  CARE  PLANS 

(A  resolution  from  Dr.  Carlos  E.  Fuste,  Jr.,  Alvin.) 

Whereas,  the  highest  quality  of  medical  and  surgical 
care  in  the  world  exists  in  the  United  States  of  America; 
and 

Whereas,  this  incomparable  medical  care  was  achieved 
and  has  been  maintained  under  the  American  system  of 
private  practice  in  which  the  free  choice  of  physician  is 
one  of  the  vitally  essential  parts;  and 

Whereas,  third-party  interests  are  attempting  to  socialize 
the  practice  of  medicine  through  the  inauguration  of  com- 
pulsory health  insurance  and  closed-panel  type  of  medical 
practice;  and 

Whereas,  Part  1,  Findings,  Conclusions  and  Recommen- 
dations of  the  "Report  of  the  Commission  on  Medical  Care 
Plans”  of  the  American  Medical  Association  presents  the 
cause  of  the  closed-panel  plans  on  the  one  hand  while  on 
the  other  admits  that  "America  has  reached  its  'medical 
greatness’  through  private  practice  of  medicine”;  now 
therefore  be  it 

Resolved:  By  the  House  of  Delegates  of  the  Texas 
Medical  Association  assembled  in  regular  session  in  San 
Antonio,  Texas,  this  eighteenth  day  of  April,  1959,  to  go 
on  record  as  opposing  Part  1 of  the  Report  of  the  Com- 
mission on  Medical  Care  Plans  and  that  the  American  Medi- 
cal Association  delegates  of  the  Texas  Medical  Association 
be  urged  to  use  their  influence  to  prevent  the  adoption  of 
this  report  by  that  body  in  June,  1959. 

Reference  committee  to  which  referred:  Medical  Service 
and  Public  Relations. 
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Report  of  Reference  Committee  on 
Medical  Service  and  Public  Relations 

Dr.  Howard  Dudgeon:  The  resolution  concerning  the 
report  of  the  Committee  on  Medical  Care  Plans  presented 
by  Dr.  Carlos  E.  Fuste  was  not  acted  upon  inasmuch  as  it 
was  felt  that  a previous  resolution  'T8g.  Resolution:  Op- 
position to  Panel  Medicine”  covered  this  field. 

[The  reference  committee's  action  was  approved.} 

18p.  RESOLUTION:  OPPOSITION  TO  FEE  SCHEDULES 

(A  resolution  from  Tarrant  County  Medical  Society.) 

Whereas,  on  several  occasions  the  Texas  Medical  Associa- 
tion has  sought  to  establish  a schedule  of  fees  for  medical, 
surgical,  and  special  services  rendered  to  certain  patients 
by  its  members;  and 

Whereas,  no  such  proposal  has  ever  received  lasting  ac- 
ceptance in  this  organization;  and 

Whereas,  the  tendency  to  generate  friction  and  animosi- 
ties between  individual  physicians  inherent  in  all  such 
proposals,  presages  failure  of  such  future  plans;  and 

Whereas,  the  existence  of  such  discord  among  physicians 
is  inimical  to  the  best  care  of  the  patient;  and 

Whereas,  on  April  20,  1958,  the  House  of  Delegates  of 
the  Texas  Medical  Association  instructed  the  officers  of 
said  Association  not  to  enter  into  any  contract  with  a gov- 
ernmental agency;  and 

Whereas,  Chapter  X,  Section  24  of  the  By-Laws  of  the 
Texas  Medical  Association  already  states  ".  . . no  official 
action  shall  be  taken  by  component  county  societies  estab- 
lishing a fixed  schedule  of  fees  for  the  medical,  surgical, 
and  special  services  of  its  members  . . .”;  and 

Whereas,  in  like  manner  it  reasonably  follows  that  such 
prohibition  should  apply  to  the  State  Association;  and 

Whereas,  the  Tarrant  County  Medical  Society  in  regular 
session  on  the  third  day  of  March,  1959,  did  express  its 
disapproval  of  the  establishment  of  any  schedule  of  fees  by 
medical  associations,  and  so  instructed  its  delegates;  now 
therefore  be  it 

Resolved:  That  the  House  of  Delegates  of  the  Texas 
Medical  Association  shall  amend  the  By-Laws  of  that  As- 
sociation by  inserting  as  an  additional  sentence  at  the  end 
of  Chapter  VI,  Section  1 : "No  official  action  shall  be  taken 
by  the  Texas  Medical  Association  establishing  any  schedule 
of  fees  for  the  medical,  surgical,  and  special  services  of  its 
members”;  be  it  further 

Resolved:  That  the  House  of  Delegates  of  the  Texas 
Medical  Association  add  the  same  statement  as  an  amend- 
ment to  the  Constitution  of  the  Texas  Medical  Association, 
to  be  inserted  as  an  addition  at  the  end  of  Article  I,  Sec- 
tion 2. 

Reference  committee  to  which  referred:  Medical  Service 
and  Public  Relations. 

Report  of  Reference  Committee  on 
Medical  Service  and  Public  Relations 

Dr.  Howard  Dudgeon:  This  Reference  Committee  recom- 
mends that  the  following  resolution  presented  by  the  Tar- 
rant County  Medical  Society  be  accepted : 

1.  "The  House  of  Delegates  of  the  Texas  Medical  As- 
sociation shall  amend  the  By-Laws  of  that  Association  by 
inserting  as  an  additional  sentence  at  the  end  of  Chapter 
VI,  Section  1 : 'No  official  action  shall  be  taken  by  the 
Texas  Medical  Association  establishing  any  schedule  of  fees 
for  the  medical,  surgical,  and  special  services  of  its  mem- 
bers,’ ” and 


2.  "The  House  of  Delegates  of  the  Texas  Medical  As- 
sociation add  the  same  statement  as  an  amendment  to  the 
Constitution  of  the  Texas  Medical  Association,  to  be  in- 
serted as  an  addition  at  the  end  of  Article  1,  Section  2.” 

[The  first  portion  of  this  report  was  adopted,  and  the 
second,  involving  a change  in  the  Constimtion  which  must 
lay  over  a year,  was  referred  upon  motion  by  Dr.  Dudgeon 
to  the  Board  of  Councilors.] 

[Following  the  introduction  of  the  foregoing  resolutions, 
there  being  no  other  business,  the  House  of  Delegates  re- 
cessed its  meeting  Saturday  night  at  10:10  p.  m.  until  the 
following  evening.} 

Sunday,  April  19,  1959 

MEMORIAL  SERVICES 

[The  Alamo  in  San  Antonio  was  the  scene  of  1959  me- 
morial services,  the  first  time  that  the  Alamo  had  been 
opened  for  a service  of  this  type.  Joining  with  its  Wo- 
man’s Auxiliary,  the  Texas  Medical  Association  paid  tribute 
to  deceased  Texas  physicians  and  deceased  wives  of  Texas 
physicians.  Services  were  held  Sunday,  April  19,  at  5 
p.  m.  Dr.  John  H.  Bohmfalk  of  San  Antonio,  chairman  of 
the  Committee  on  Memorial  Services,  presided.} 

[Special  music  was  presented  by  the  chorus  of  Our  Lady 
of  the  Lake  College,  San  Antonio,  with  Gerald  Ingraham 
director  and  Sister  M.  Elaine  accompanist.  Mrs.  Norman 
Jacob  of  San  Antonio  played  the  organ  and  the  Rev. 
Donald  E.  Redmond,  district  superintendent  of  the  Meth- 
odist Church  of  San  Antonio,  gave  the  invocation  and 
the  benediaion.  The  memorial  address  for  deceased  mem- 
bers of  the  Woman’s  Auxiliary  was  presented  by  Mrs. 
L.  Bonham  Jones  of  San  Antonio  for  Mrs.  Carlos  Ham- 
ilton of  Houston,  who  was  detained  because  of  illness  in 
her  family.  Her  address  appears  as  part  of  the  Auxiliary 
transactions.} 

[Presenting  the  memorial  address  for  deceased  physicians 
was  Dr.  Valin  R.  Woodward  of  Austin.  Dr.  P.  1.  Nixon 
of  San  Antonio  introduced  Dr.  Woodward.} 

[Dr.  Woodward’s  address  with  Dr.  Nixon’s  introduction 
follows:} 

Introductory  Remarks 

On  this  hallowed  spot,  123  years  ago,  three  doctors  gave 
their  last  full  measure  of  devotion  to  freedom.  Their 
names  are  Dr.  Amos  Pollard,  Dr.  D.  Michison,  and  Dr. 
John  W.  Thompson. 

History  does  not  record  the  deeds  of  these  medical  mar- 
tyrs on  those  memorable  days  in  March,  1836,  nor  does 
it  exalt  their  heroism,  but  it  is  not  difficult  to  visualize 
them  as  they  went  quietly  and  unostentatiously  about  their 
work  with  full  knowledge  that  evenmal  destruction  of  all 
was  inevitable,  giving  solace  and  relief  from  pain  to  the 
end. 

But  they  knew  the  meaning  of  liberty  and  were  willing 
to  make  the  supreme  sacrifice  in  her  defense. 

James  Russell  Lowell  could  well  have  had  these  heroes 
in  mind,  these  fighters  for  human  freedom,  when  he 
wrote : 

Many  in  sad  faith  sought  for  her. 

Many  with  crossed  hands  sighed  for  her; 

But  these,  our  brothers,  fought  for  her. 

At  life’s  dear  peril  wrought  for  her. 

So  loved  her  that  they  died  for  her. 
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Is  there  not  here  a lesson  for  us,  a generation  too  com- 
placent of  the  tragic  actualities  that  confront  us  inside  and 
outside  our  borders?  Must  we  come  near  to  losing  our 
liberty  before  we  realize  the  serious  problems  that  face 
us  as  a nation?  Can  we  desert  the  faith  of  our  fathers? 
God  forbid! 

Today  we  come,  in  grateful  recollection,  to  pay  homage 
to  those  Texas  doctors  who  have  laid  their  burdens  down 
during  the  past  year.  Our  speaker  is  Dr.  Valin  R.  Wood- 
ward. 

Dr.  Woodward  is  a native  of  Texas,  having  been  born 
in  Cass  County.  He  was  educated  in  the  public  schools 
and  took  his  higher  educational  work  at  Texas  Christian 
University  and  Southern  Methodist  University.  He  is  a 
graduate  of  the  Medical  Department  of  Baylor  University. 

He  is  a man  of  many  parts:  physician,  teacher,  editor, 
patriot,  churchman,  historian,  author.  He  has  touched  and 
influenced  many  organizations  and  has  been  president  of 
most  of  these.  They  are  too  numerous  to  mention.  His 
work  among  boys,  over  a period  of  nearly  50  years,  is 
especially  noteworthy.  At  the  present  time,  he  is  on  the 
medical  staff  of  the  Austin  State  Farm  Colony. 

Dr.  Woodward  is  well  fitted  for  this  occasion  by  temper- 
ament, by  education,  by  sympathy,  by  proper  assessment 
of  spiritual  values. 

It  is  a privilege  to  present  Dr.  Woodward,  who  will  give 
the  memorial  address. 

MEMORIAL  ADDRESS  FOR  DECEASED  PHYSICIANS 

We  have  assembled  here  this  Sabbath  afternoon  in  a 
spirit  of  reverential  respect  to  honor  the  memory  of  our 
fellows  who  have  passed  on  since  the  last  annual  session 
of  the  Texas  Medical  Association. 

We  meet  for  this  memorial  service  on  hallowed  ground 
— made  so  by  those  who  gave  their  all  that  a new  re- 
public might  be  born  by  the  event  that  the  immortal  Sam 
Houston  and  his  Texans  were  to  accomplish  just  46  days 
later  at  San  Jacinto  in  1836. 

We  are  grateful  to  Dr.  Nixon  for  calling  our  attention 
to  the  names  of  those  doctors  of  medicine — probably  un- 
known other  than  to  a few  medical  historians — who  were 
numbered  among  those  who  died  with  Travis  and  others 
here  in  the  Alamo. 

San  Antonio  is  well  known  as  a historical  city,  and 
the  Alamo  is  a fitting  place  to  honor  those  doctors  of 
medicine  who  have  departed  from  this  life  during  the 
past  year.  I emphasize  "doctor  of  medicine”  because  I 
wish  to  quote  from  one  whom  we  all  honor  as  a doctor 
of  medicine  and  whom  the  Apostle  Paul  referred  to  as 
"Luke,  the  beloved  physician.”  In  the  King  James  version 
of  the  Bible,  we  have  these  words  in  the  twenty-sixth 
verse  of  the  ninth  chapter  from  Dr.  Luke’s  Gospel:  "For 
whosoever  shall  be  ashamed  of  me  and  of  my  words,  of 
him  shall  the  Son  of  man  be  ashamed,  when  he  shall  come 
in  his  own  glory,  and  in  his  Father’s  and  of  the  holy 
angels.” 

Other  translations  of  this  verse  could  be  given,  but  in 
honor  of  my  good  Catholic  friends  who  have  so  beautifully 
rendered  the  musical  part  of  our  program,  I would  like 
to  quote  the  translation  of  R.  A.  Knox — at  the  request 
of  the  bishops  and  archbishops  of  England  and  Wales  in 
1944 — and  which  translation  was  approved  by  the  then 
Archbishop  Francis  J.  Spellman  of  New  York:  "If  anyone 
is  ashamed  of  acknowledging  me  and  my  words,  the  Son 
of  man  will  be  ashamed  to  acknowledge  him,  when  He 
comes  back  in  all  the  splendor  of  His  Father  and  of  the 
holy  angels  to  glorify  him.”  I can  accept  this  translation 
because  I can  detect  its  being  from  the  original  Greek 
which  Dr.  Luke  used  so  effectively. 


Time  will  not  allow  me  to  quote  other  scriptures  bear- 
ing upon  this  twenty-sixth  verse  that  could  bring  comfort 
to  the  loved  ones  who  remain  and  honor  us  with  their 
presence  this  afternoon,  but  may  I say  here  that  in  my 
contact  with  the  members  of  the  Texas  Medical  Associa- 
tion— approaching  the  half  century  fnark,  I have  never 
met  but  one  doctor  of  medicine  who  did  not  believe  in  a 
Supreme  Being,  or  who  did  not  cling  to  some  faith.  I dare 
not  offer  anything  original  in  my  discussion  of  what  Dr. 
Luke  said  in  about  the  year  59  A.D.,  but  in  this  year  of 
1959,  I do  wish  to  call  attention  to  the  importance  of  this 
twenty-sixth  verse  to  those  living  in  these  days  of  unrest, 
and  in  a confused  world  in  which  we  all  find  ourselves. 

As  I sat  thrilled  at  the  majesty  and  beauty  of  Brahms’ 
"How  Lovely  Is  Thy  Dwelling  Place,”  which  was  so  well 
rendered  by  this  chorus,  my  memory  recalled  Brahms’ 
biography  and  the  occasion  of  his  own  mother’s  death 
that  inspired  this  requiem  during  that  wonderful  Romantic 
Period  of  good  music.  Then  I thought  of  the  best  in 
scientific  medicine;  like  good  music,  it  is  universal  and 
has  been  since  the  days  of  Dr.  Luke.  Then  I thought 
of  the  day  when  religion  will  become  universal  in  one 
common  faith  in  the  great  Triune  God,  the  Father;  Jesus 
Christ,  the  Son;  and  the  Holy  Ghost. 

When  I think  of  the  present  confusion  of  many  faiths, 
the  various  tyjjes  and  varieties  of  doctors,  the  craze  of 
jazz,  and  the  days  of  "rock  and  roll”  now  with  us,  I 
cannot  refrain  from  quoting  again  from  Dr.  Luke:  "For 
whosoever  shall  be  ashamed  of  me  and  of  my  words,  of 
him  shall  the  Son  of  man  be  ashamed,  when  He  shall 
come  in  all  His  own  glory,  and  in  His  Father’s  and  of  the 
holy  angels.” 

So,  my  dear  friends,  the  answer  to  this  world’s  prob- 
lems is  universal.  If  we  are  to  have  peace  on  earth  and 
good  will  toward  men,  we  must  believe  and  understand 
what  Dr.  Luke  has  advised  us  to  do.  We  must  know  and 
appreciate  what  Brahms  has  said  to  us  in  his  beautiful 
requiem,  and,  as  physicians  who  know  and  appreciate  scien- 
tific medicine,  practice  the  art  of  healing  as  did  the  Great 
Physician. 

I feel  that  at  this  hour  we  are  encompassed  with  the 
spirits  of  our  departed  colleagues  who  now  rest  from  their 
labors  in  that  far  off  place,  out  beyond  the  purple  dis- 
tance, where  there  is  no  need  of  a physician,  where  there 
is  no  night,  where  some  day  we  may  all  sing  in  unison 
"How  Lovely  Is  Thy  Dwelling  Place.” 

Many  of  those  of  whom  I speak  began  their  practice 
in  a small  or  medium-sized  town  or  village  hamlet.  At  all 
hours  of  the  day  and  night  they  promptly  responded  to 
the  calls  that  came,  not  only  from  the  people  of  the  well- 
to-do  homes,  but  from  those  of  the  hovels  of  poverty  and 
even  from  the  dens  of  iniquity,  the  latter  without  much 
hope  of  remuneration.  At  all  times  and  places  they  kept 
the  faith  and  honored  the  oath  of  our  profession. 

No  greater  artist  of  ancient  or  modern  times  ever  por- 
trayed upon  canvas  a more  soul-touching  scene  or  one 
filled  with  greater  human  pathos  than  that  of  the  faithful 
family  physician  as  he  sits  in  the  dim  glow  of  a softened 
light  with  his  chin  resting  in  the  palm  of  his  hand  by  the 
bedside  of  a desperately  sick  child.  Standing  near  by  is 
the  father,  hoping  against  hope,  while  the  broken-hearted 
mother  buries  her  face  in  the  folds  of  her  arms  as  she 
leans  on  a table  and  sobs  quietly.  What  greater  service 
could  the  angels  of  heaven  render  the  sick  and  suffering 
humanity? 

So,  I would  say  for  all  of  us,  goodby,  our  friends.  Your 
work  on  earth  is  done  and  you  have  gone  to  join  those 
you  tried  to  save.  How  comforting  is  the  sweet  assurance 
which  comes  to  those  who  live  and  die  in  the  hop>e  of  the 


538 


TEXAS  State  Journal  of  Medicine,  JUNE,  1959 


resurreaion,  that  somewhere  out  in  the  Great  Beyond  we 
shall  meet  and  know  and  love  you  as  in  the  days  of  yore. 

Sleep  calmly  on,  thy  noble  lives, 

With  cares  and  love  replete. 

Have  left  their  impress  rife 
On  memories,  fond  and  sweet. 

Sleep  on,  dear  friends,  such  lives  as  thine 

Have  not  been  lived  in  vain 

But  shed  an  influence,  rare,  divine. 

On  lives  that  here  remain. 

[Those  attending  the  services  were  given  a printed  pro- 
gram bearing  the  names  of  the  persons  being  honored.  The 
names  of  wives  of  physicians  who  were  paid  tribute  will 
be  listed  with  the  Auxiliary  transactions;  physicians  honored 
were  as  follows:] 


Deceased  Members  of  the 

Texas  Medical  Association,  1958-1959 

Adams,  Dr.  Granville  Q.,  Houston. 

Alexander,  Dr.  M.  L.  (Hon.),  Canutillo. 

Allen,  Dr.  D.  Emery  (Hon.),  Fort  Worth. 
Atkinson,  Dr.  Donald  T.,  San  Antonio. 

Bailey,  Dr.  Robert  (Hon.),  Coleman. 

Barnes,  Dr.  Bruce  S.,  Dallas. 

Barnett,  Dr.  John  L.,  San  Antonio. 

Beavers,  Dr.  G.  Herbert,  Jr.,  Fort  Worth. 
Bennett,  Dr.  Marion  H.,  Big  Spring. 

Black,  Dr.  J.  Harvey,  Dallas. 

Black,  Dr.  William  T.,  Quitman. 

Boylston,  Dr.  Bedford  F.,  Houston. 

Brindley,  Dr.  Claunch  G.,  Borger. 

Burleson,  Dr.  John  H.  (Emer.),  San  Antonio. 
Burns,  Dr.  John  Gillett,  Cuero. 

Campbell,  Dr.  William  M.  (Hon.) , Weatherford. 
Carranza,  Dr.  Enrique  Martinez,  Brownsville. 
Chambers,  Dr.  Rawley  E.,  Austin. 

Clawater,  Dr.  E.  W.,  Tyler. 

Cook,  Dr.  Albert  T.  (Hon.),  Zapata. 

Cooley,  Dr.  Ben  H.,  El  Paso. 

Cummins,  Dr.  John  B.  (Hon.),  Fort  Worth. 
Curtin,  Dr.  James  G.,  Houston. 

Daly,  Dr.  William  H.,  Jr.,  Killeen, 
de  Steiguer,  Dr.  John  R.  (Hon.),  San  Marcos. 
Dreibrodt,  Dr.  Ben  A.  (Helotes),  San  Antonio. 
Dreiss,  Dr.  Adolph  M.,  San  Antonio. 

Elies,  Dr.  Norma  B.  (Hon.),  Kalamazoo,  Mich, 
(formerly  Houston). 

Ferguson,  Dr.  Rutherford  H.  (Hon.),  Victoria. 
Fett,  Dr.  Bennie  J.,  Port  Arthur. 

Friday,  Dr.  Clarence  (Inact.),  Seguin. 

Gallatin,  Dr.  Herbert  H.  (Hon.),  Kerrville. 

Hall,  Dr.  Allon  K.,  Baytown. 

Harber,  Dr.  Harry  Paul,  Dallas. 

Hedrick,  Dr.  T.  Wade,  Abilene. 

Herff,  Dr.  John  B.  (Hon.),  San  Antonio. 

Hunt,  Dr.  Kent  N.,  San  Antonio. 

Johnson,  Dr.  Herman  W.  (Hon.),  Houston. 
Johnson,  Dr.  Jesse  B.,  Galveston. 

Keiller,  Dr.  Violet  H.  (Hon.),  Houston. 

Key,  Dr.  William  F.  (Hon.),  Fort  Worth. 
Kimball,  Dr.  Melvin  C.,  Borger. 


Knight,  Dr.  John  A.  (Inact.),  Columbus,  Ga. 

(formerly  Beaumont). 

Lemus,  Dr.  Leopoldo,  San  Antonio. 

Levy,  Dr.  Harry  R.,  Dallas. 

Locker,  Dr.  Harry  L.,  Brownwood. 

Loveless,  Dr.  James  C.  (Hon.),  Lamesa. 

Lyon,  Dr.  Edward  G.  (Hon.),  Dallas. 
McConnell,  Dr.  John  A.,  Azle. 

McConnell,  Dr.  Seth  A.  (Hon.),  Galveston. 
McLeod,  Dr.  James  N.,  Dallas. 

McPherson,  Dr.  Vernon  L.,  Dallas. 

Mahon,  Dr.  George  D.,  Jr.,  Dallas. 

Maier,  Dr.  Henry  W.,  Greenville. 

Manske,  Dr.  Gerhard  R.,  Texas  City. 

Mares,  Dr.  Charles  F.,  Galveston. 

Martin,  Dr.  Zeno  T.,  Austin. 

Maxfield,  Dr.  James  R.,  Dallas. 

Milburn,  Dr.  Kennedy  A.,  San  Antonio. 

Moet,  Dr.  Joe  Louis,  La  Feria. 

Moursund,  Dr.  Walter  H.  (Emer.),  Houston. 
Nail,  Dr.  William  R.  (Hon.),  Waco. 

Nast,  Dr.  Jerome,  Corpus  Chysti. 

O’Brien,  Dr.  Minnie  C.,  San  Antonio. 

Pinson,  Dr.  Charles  C.,  San  Antonio. 

Pope,  Dr.  Fielding  M.,  Brownwood. 

Pritchett,  Dr.  A.  Belvin,  San  Antonio. 
Purviance,  Dr.  Walter  (Hon.),  Pampa. 

Rader,  Dr.  John  F.,  Jr.,  Houston. 

Ray,  Dr.  Richard  H.,  Corpus  Christi. 

Richardson,  Dr.  James  J.,  Fort  Worth. 

Ross,  Dr.  Rex  Roy,  San  Antonio. 

Shearer,  Dr.  A.  R.  (Hon.),  Mont  Belvieu. 
Smith,  Dr.  Edward  G.  ( Hon. ) , Mercedes. 
Smith,  Dr.  Wallace  B.,  Fort  Worth. 

Spratt,  Dr.  John  T.  (Hon.),  Mingus. 

Stout,  Dr.  Henry  1.  (Hon.),  Sherman. 

Strother,  Dr.  E.  B.  (Hon.),  Dallas. 

Swickard,  Dr.  George  Y.,  Orange. 

Tamm,  Dr.  William  E.  (Hon.),  Gatesville. 
Traweek,  Dr.  Albert  C.,  Matador. 

Trice,  Dr.  Leroy,  Palestine. 

Tmmbull,  Dr.  Robert  A.,  Dallas. 

Van  Ness,  Dr.  Julius  M.  (Hon.),  San  Marcos. 
Van  Sweringen,  Dr.  Walter,  Amarillo. 

Vinyard,  Dr.  George  T.  (Hon.),  Amarillo. 
Wagner,  Dr.  Frank  M.,  Shiner. 

Wallace,  Dr.  V.  Wesley,  Odessa. 

Ware,  Dr.  Ella  (Hon.),  San  Antonio. 

Wight,  Dr.  B.  A.,  Kermit. 

Wood,  Dr.  William  E.  (Inact.),  Elgin. 

Woods,  Dr.  L.  B.  (Inact.),  Lubbock. 

Wright,  Dr.  Ray  B.  (Hon.),  Laredo. 

Wyatt,  Dr.  James  Odis,  Amarillo. 

Wyche,  Dr.  George  G.,  Jr.,  Alice. 

Yarbrough,  Dr.  Silas  M.  (Hon.),  Gainesville. 
York,  Dr.  William  E.  (Hon.),  Giddings. 

Deceased  Texas  Physicians,  Not  Members 
Of  the  Texas  Medical  Association,  1958-1959 

Applegate,  Dr.  Frederick,  Monahans. 

Baylis,  Dr.  H.  Eugene,  Medina. 

Boettcher,  Dr.  Heinz  Hans  Otto,  Terrell. 
Bradbrook,  Dr.  Henry,  Cat  Spring. 
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Carnathan,  Dr.  William  George,  Dallas. 

Colef,  Dr.  Irving  E.,  Corpus  Christi. 

Compton,  Dr.  William  J.,  Crawford. 

Curtis,  Dr.  Richard  C,  Bonham. 

Deason,  Dr.  G.  A.  Shreveport,  La. 

(formerly  Henderson). 

Drynan,  Dr.  Arthur  W.,  Jr.,  Baytown. 

Goldfain,  Dr.  Samuel  Joseph,  Ferriday,  La. 

(formerly  Amarillo). 

Grimes,  Dr.  Ivison,  Camden. 

Haley,  Dr.  James  F.,  Midland. 

Hammond,  Dr.  Edward  Lee,  San  Antonio. 
Hicks,  Dr.  Oliver  B.,  Henderson. 

Hodge,  Dr.  Benjamin  Ervin,  Wilmington,  Del. 
( formerly  Midland ) . 

Hooper,  Dr.  Rector  C,  Jonesboro,  Ark. 

( formerly  Dallas ) . 

Howell,  Dr.  Asa,  Uvalde. 

Jones,  Dr.  L.  W.,  Waco. 

Jones,  Dr.  Winfield  L.,  Waco. 

Kirschbaum,  Dr.  Arthur,  Houston. 

Lusk,  Dr.  Hamilton  N.  Temple. 

Rosebrough,  Dr.  Charles  A.,  Sweetwater. 
Strauss,  Dr.  Edward  H.,  Florence,  Ore. 

(formerly  Waco). 

Wells,  Dr.  Howard,  Sr.,  Edna. 


Sunday,  April  19,  1959 

MINUTES  OF  HOUSE  OF  DELEGATES 
—SECOND  MEETING 

[The  House  of  Delegates  of  the  Texas  Medical  Associa- 
tion reconvened  Sunday,  April  19,  1959,  at  7:30  p.  m.,  in 
the  Roof  Garden  of  the  Hilton  Hotel,  San  Antonio.] 
Speaker  Hardwicke:  It  is  my  great  pleasure  to  introduce 
to  you  the  Speaker  of  the  House  of  Delegates  of  the  Amer- 
ican Medical  Association.  If  Dr.  Askey  will  say  a few  words 
to  us,  we  will  all  be  very  delighted. 


Address  of  Dr.  E.  Vincent  Askey 

Dr.  E.  Vincent  Askey,  Los  Angeles:  Every  time  I come 
to  Texas  I have  one  of  the  best  times  of  my  life.  Perhaps 
the  reason  for  that  is  because  I have  so  many  friends.  While 
I have  been  here  this  time,  Dr.  Rouse  took  me  over  to  see 
the  Alamo,  and  I have  been  greatly  impressed  with  your 
history.  Not  only  of  Texas’  history,  but  you  people  are 
making  history  nov/  in  America,  in  American  medicine. 
You  people  in  Texas  have  a standpoint  that  is  valuable, 
and  it  brings  to  the  American  Medical  Association  things 
which  should  be  known  and  which  should  be  supported. 

My  state  of  California  has  much  in  common  with  Texas. 
We  always  have,  and  I hope  we  may  continue  to  do  so. 

I notice  down  in  your  lobby  you  have  a sign  calling 
attention  to  the  fact  that  the  American  Medical  Association 
clinical  session  will  meet  in  Dallas  in  December.  Hope 
to  see  you  all  there. 

There  is  one  thing  I would  like  to  compliment  you  on. 
I have  been  sitting  in  on  your  reference  committees.  I 


heard  open  and  free  discussion  as  it  should  be.  I believe 
that  the  reference  committees  of  any  organization  are  the 
most  important  part  of  that  organization.  In  a reference 
committee,  you  get  the  opportunity  to  discuss  fully  and 
say  things  that  should  be  said  when  you  are  trying  to  make 
your  decision. 

I believe  your  reference  committees  should  have  a stand- 
ard procedure.  I believe  your  reference  committees  should 
be  made  up  primarily  of  men  who  have  a good  bit  of  ex- 
perience in  your  House.  My  policy  is  never  to  put  a new 
member  of  the  House  on  a committee  at  his  first  sitting. 
He  gradually  comes  up,  and  the  chairman  always  is  an 
experienced  man. 

I think  that  the  American  Medical  Association’s  function 
is  sometimes  misunderstood  by  different  members  of  state 
associations.  Remember  the  American  Medical  Association 
is  merely  a federation  of  state  societies.  The  American 
Medical  Association  has  no  right  nor  desire  to  lay  down 
laws  or  statements  for  Texas  alone.  It  must  make  its  point 
of  anything  that  applies  to  any  doaor  in  the  United  States, 
but  those  things  which  are  purely  of  local  interest  and 
would  not  apply  to  other  doctors  in  other  states  are  your 
function  alone. 

There  are  certain  large  principles  which  we  all,  as  good 
doctors  of  medicine,  must  meet.  In  those  things  the  Ameri- 
can Medical  Association  tries  to  inform  you  and  to  lay  down 
suggestions.  Those  which  are  purely  state  or  county  things 
are  left  to  your  judgment. 

I would  ask  you  one  more  thing.  Choose  well  the  men 
that  you  send  to  the  American  Medical  Association.  You 
have  chosen  well  in  the  past.  Don’t  bind  their  hands,  how- 
ever, by  instructing  them  that  they  must  vote  for  so  and 
so.  Tell  them  how  you  feel  in  regard  to  something,  but 
allow  them  a leeway  of  using  their  best  conscience  and 
judgment  to  vote  as  they  see  fit  after  hearing  the  discussion, 
because  many  times  things  will  change  between  the  time 
of  your  meeting  or  some  other  meeting,  and  it  would  be 
quicker  if  they  would  do  something  which  you  have  told 
them  under  no  circumstances  to  do. 

I will  explain  that  like  this.  We  all  hate  to  be  robbed. 
We  sometimes  say,  well,  there’s  nobody  going  to  take  my 
money  or  hold  me  up — I just  won’t  give  it  to  them.  But 
if  a robber  holds  you  up  and  says,  your  money  or  your 
life,  I believe  I would  give  him  my  money  because  if  I 
have  my  life  I can  go  out  and  try  to  catch  him  and  change 
the  situation,  but  if  he  takes  away  my  life  and  doesn’t  give 
me  a chance  to  right  a wrong,  I have  lost  everything. 

I have  no  criticism  of  the  Texas  delegates,  or  your  As- 
sociation, or  your  hospitality.  It  is  wonderful.  I am  greet- 
ing you  in  the  name  of  the  American  Medical  Association 
and  telling  you  that  the  Texas  Medical  Association  is  one 
of  our  tops,  and  we  are  proud  of  it.  (Applause.) 


Reference  Committee  Reports 

[Reference  committee  chairmen  then  presented  the  re- 
ports of  their  committees.  The  major  portions  of  these  re- 
ports have  been  recorded  with  the  items  of  business  to 
which  they  relate  under  the  first  meeting  of  the  House. 
Other  general  portions  follow:] 

Dr.  J.  C.  Terrell,  Stephenville : We  would  like  to  thank 
our  able  secretary,  Miss  Doris  Moore,  and  the  members 
who  appeared  before  the  Reference  Committee  on  Finance. 

Dr.  J.  M.  Partain,  San  Antonio:  All  members  of  the 
Reference  Committee  on  Scientific  Work  met  Sunday  morn- 
ing at  the  call  of  the  chairman  and  made  a close  study  of 
each  of  the  nine  subjects  which  had  been  referred  to  the 
committee.  We  would  like  to  commend  each  member  of 
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each  committee  for  their  untiring  work  and  wish  that  we 
had  the  time  to  introduce  each  man  by  name.  The  Texas 
Medical  Association  could  not  function  were  it  not  for  all  of 
these  hard-working  men. 

The  Reference  Committee  on  Scientific  Work  wishes  to 
thank  Miss  Aida  Barrera  and  all  the  members  of  the  home 
office  staff  for  the  excellent  preparation  of  materials  for 
our  study  and  for  the  cooperation  extended  to  the  commit- 
tee in  presenting  this  report. 

I,  the  chairman,  wish  to  thank  each  member  of  this  com- 
mittee for  their  interest  and  help  which  made  the  job  an 
easy  and  interesting  one  for  all  concerned. 

[At  the  conclusion  of  the  reference  committee  reports 
and  action  on  them  the  second  meeting  of  the  House  of 
Delegates  was  recessed  at  12:25  a.  m.} 

Monday  and  Tuesday,  April  20-21,  1959 

GENERAL  MEETINGS 

[Eight  out-of-state  guest  speakers  made  presentations  at 
the  two  general  meetings  of  the  Texas  Medical  Association 
held  during  its  1959  annual  session  in  San  Antonio.  The 
meetings,  scheduled  Monday  and  Tuesday,  April  20  and  21, 
were  held  in  the  Grand  Ballroom  of  the  Hilton  Hotel. 
Both  were  presided  over  by  Dr.  Howard  O.  Smith,  Marlin, 
President.  The  invocation  at  the  Monday  meeting  was  given 
by  the  Right  Rev.  F.  Percy  Goddard  of  Tyler,  suffragan 
bishop  of  the  Episcopal  Diocese  of  Texas.} 

[Guest  speakers  and  their  topics  at  the  Monday  meeting 
included  Dr.  Eugene  A.  Hargrove,  Raleigh,  N.  C.,  "The 
Impact  of  the  Patient  on  the  Physician’’;  Dr.  O.  A.  Sander, 
Milwaukee,  Wis.,  "The  Benign  Pneumoconioses”;  Dr.  Harry 
E.  Bacon,  Philadelphia,  Pa.,  "Cancer  of  the  Rectum  and 
Colon:  5 and  10  Year  Survivals”;  and  Dr.  Champ  Lyons, 
Birmingham,  Ala.,  "Cerebrovascular  Insufficiency.”} 

[Tuesday  the  physicians  making  presentations  were  Dr. 
Jack  R.  Ewalt,  Boston,  Mass.,  "Trends  in  the  Care  of  the 
Mentally  111”;  Dr.  George  C.  Andrews,  New  York,  N.  Y., 
"Warts,  Moles,  and  Malignancies”;  Dr.  Newell  W.  Philpott, 
Montreal,  Canada,  "Abnormal  Uterine  Bleeding  at  or  After 
the  Menopause”;  and  Dr.  Edward  L.  Compere,  Chicago, 
111.,  "The  Management  of  Sciatica  and  Low  Back  Pain.”} 

Monday  and  Tuesday,  April  20-21,  1959 

GENERAL  MEETING  LUNCHEONS 

[Dr.  Walter  C.  Alvarez,  Chicago,  111.,  and  Dr.  Gunnar 
Gundersen,  La  Crosse,  Wis.,  President  of  the  American 
Medical  Association,  were  guest  speakers  at  the  general 
meeting  luncheons  of  the  Texas  Medical  Association  held 
Monday  and  Tuesday,  April  20-21,  in  the  Roof  Garden  of 
the  Hilton  Hotel.  Dr.  Alvarez  spoke  on  "The  Art  of 
Helping  a Nervous  Person,”  and  Dr.  Gundersen  on  "Land 
of  the  Free  and  Easy?”} 

[Dr.  Howard  O.  Smith,  Marlin,  President,  presided  over 
both  luncheons,  with  the  Right  Rev.  F.  Percy  Goddard  of 
Tyler  giving  the  invocation  Monday  and  Dr.  Jack  B.  Lee 
of  San  Antonio  giving  the  Tuesday  invocation.} 

[Special  guests  introduced  at  the  Monday  luncheon  in- 
cluded Dr.  Joseph  V.  Hopkins,  Victoria,  winner  of  the 
General  Practitioner  of  the  Year  award;  Dr.  C.  E.  Willing- 
ham, Tyler,  vice-president  of  the  Texas  Medical  Association; 
Dr.  Franklin  W.  Yeager,  Corpus  Christi,  president-elect  of 
the  Association;  and  Dr.  A.  Fletcher  Clark,  Jr.,  San  An- 


tonio, chairman  of  the  Committee  on  General  Arrange- 
ments. Also  recognized  were  the  chairmen  of  boards  and 
councils,  representatives  of  the  specialty  societies  which  meet 
in  connection  with  the  annual  session,  and  members  of  the 
Past  Presidents  Association.} 

[Given  special  recognition  during  the  Tuesday  luncheon 
were  registrants  of  the  Orientation  Program;  members  of 
the  Fifty  Year  Club;  Dr.  Walter  Walthall,  president  of  the 
Be:^ar  County  Medical  Society;  and  several  guests.  In  addi- 
tion, Dr.  Joe  R.  Donaldson,  Pampa,  chairman  of  the  Com- 
mittee on  Public  Relations,  introduced  the  winner  of  the 
Anson  Jones  Award  for  Lay  Medical  Reporting,  Mrs.  Judy 
Bonner  of  the  Dallas  Times-Herald.'] 


Scientific  Exhibit  Awards 

[Winners  of  the  scientific  exhibit  awards  were  announced 
as  follows:} 

[Individual — first,  "Implantation  of  Radioactive  Materials 
Using  Teflon  Tubing  to  Reduce  Radiation  Hazard  to  a 
Minimum,”  Dr.  Oscar  L.  Morphis,  Fort  Worth;  second, 
"Surgical  Aspects  of  Diaphragmatic  Hernias,”  Dr.  Law- 
rence M.  Shefts,  San  Antonio;  honorable  mention,  "Dermo- 
Planing  for  the  Prevention  of  Skin  Cancer,”  Dr.  Marvin 
E.  Chernosky,  Houston.} 

[Group — first,  "What  Is  Your  Diagnosis?  A Clinic  in 
Proctoscopy,”  Drs.  John  McGivney,  Marcel  Patterson,  Ed- 
ward Lefeber,  and  Louis  Field,  University  of  Texas  Medical 
Branch,  Galveston;  second,  "The  Treatment  of  Bleeding 
Esophageal  Varices  and  Portal  Hypertension,”  Drs.  E. 
Stanley  Crawford,  John  R.  Kelsey,  Jr.,  and  John  Fitzgerald, 
Houston;  honorable  mention,  "Bullous  Emphysema,”  Drs. 
Robert  R.  Shaw,  Donald  L.  Paulson,  and  John  L.  Kee,  Jr., 
Dallas.} 

[Institutional — first,  "Sarcoidosis  in  Texas,”  University 
of  Texas  Medical  Branch:  Drs.  A.  R.  Remmers  and  H.  E. 
Sarles;  second,  "Cytological  Evaluation  of  Gastric  Lesions,” 
Hermann  Hospital,  Houston:  Drs.  W.  T.  Arnold,  J.  M. 
Hampton,  H.  G.  Glass,  and  Walter  Olin,  and  Catherine 
Carruth,  R.N.;  honorable  mention,  "Multiple  Myeloma,” 
Scott  and  White  Clinic,  Temple:  Drs.  R.  D.  Haines,  W.  N. 
Powell,  R.  A.  Murray,  A.  W.  Sommer,  and  W.  A.  Ross.} 

[Exhibits  winning  the  popularity  poll  conducted  among 
the  general  membership  included,  "What  Is  Your  Diag- 
nosis? A Clinic  in  Proctoscopy,”  Drs.  McGivney,  Patterson, 
Lefeber,  and  Field,  first;  "What  Should  You  Know  About 
X-Ray  Protection?”  Drs.  Francis  Edward  O’Neill,  Jerome 
J.  Wiesner,  Alvin  Thaggard,  and  Roy  Bradley,  San  Antonio, 
second;  and  "Acute  Intermittent  Porphyria,”  Scott  and 
White  Clinic,  Temple:  Drs.  D.  A.  Malooly,  W.  N.  Powell, 
N.  C.  Hightower,  Jr.,  R.  D.  Haines,  and  J.  D.  Ibarra, 
third.} 

Tuesday,  April  21,  1959 

MINUTES  OF  HOUSE  OF  DELEGATES 
—THIRD  MEETING 

[The  House  of  Delegates  of  the  Texas  Medical  Associa- 
tion reconvened  Tuesday,  April  21,  1959,  at  2:30  p.  m., 
in  the  Roof  Garden  of  the  Hilton  Hotel,  San  Antonio.} 

Speaker  Hardwicke:  Our  first  item  of  business  is  a very 
pleasant  one.  I would  like  to  ask  Dr.  Carlos  Fuste  to  intro- 
duce to  us  the  General  Practitioner  of  the  Year. 

Dr.  Carlos  Fuste,  Alvin:  In  the  past  century,  medicine 
has  brought  mankind  an  amazing  story  of  scientific 
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progress.  The  span  of  life  has  been  lengthened,  generally 
speaking,  and  man  is  happier.  Contributing  to  this  glory 
of  medicine  has  been  the  unselfish  character,  the  attain- 
ments, the  devotion  of  dedicated  men  whose  lives  have 
played  an  important,  but  oftentimes  unrecognized,  part  in 
the  drama  of  medicine. 

The  time  has  come  on  this  agenda  when  we  of  Texas 
medicine  can  • recognize  and  acclaim  the  contributions  of  a 
man  whose  personal  courage  and  long  years  of  service  to 
the  sick  and  suffering  exemplify  the  true  physician.  It  is 
with  reverent  gratitude  for  this  individual  and  with  per- 
sonal pride  that  I present  to  you,  your  General  Practitioner 
of  the  Year,  Dr.  Joseph  Vincent  Hopkins.  (Standing  ap- 
plause. ) 


Remarks  of  General  Practitioner  of  Year 

Dr.  Hopkins,  Victoria:  It  gives  me  a great  deal  of  pleas- 
ure to  thank  you  for  this  great  honor  that  you  have  con- 
ferred on  me.  I am  deeply  appreciative  of  this  honor.  I 
have  tried  to  do  my  part  in  medicine,  and  I think  one  of 
the  things  that  helps  us  most  is  the  assignment  to  have  to 
work  with  men  who  are  getting  older,  with  men  who  have 
a handicap,  and  I hope  that  you  will  overcome  that  handi- 
cap. It  is  a pleasure  you  get  out  of  life  in  doing  the  things 
which  you  can  do.  There  is  no  need  for  a man  to  quit  tak- 
ing a bath  because  he  can’t  go  swimming.  There  is  no 
need  to  quit  because  he  can’t  do  certain  things.  If  we  can’t 
run,  we  can  walk.  If  we  take  time  enough,  we’ll  get  there. 
It’s  taken  quite  a while  for  me  to  get  to  this  place,  but 
my  friends  kept  on  and  did  more  for  me  than  William 
Jennings  Bryan’s  friends  did  for  him  when  he  quit  after 
two  times.  I thank  you.  (Standing  applause.) 

Speaker  Hardwicke:  Dr.  Hopkins,  we  are  proud  of  you. 
We  are  proud  of  what  you  have  done.  We  are  honored  to 
have  you  as  our  General  Practitioner  of  the  Year. 

Our  next  order  of  business  is  the  presentation  of  the 
President-Elect  to  this  body.  Dr.  Yeager. 

Address  of  President-Elect 

Dr.  F.  W.  Yeager,  Corpus  Christi:  You  can  imagine 
how  honored  I feel  at  being  your  incoming  President.  It 
is  a tremendous  obligation  and  I will  do  my  best  to  fulfill 
my  part  of  the  deal.  I want  to  spend  just  a few  minutes 
giving  you  some  of  our  plans  and  themes  for  the  year. 

This  year  is  going  to  be  somewhat  of  an  experiment  for 
me  and  the  Association.  As  you  know,  I am  one  of  the 
working  class.  I am  attached  to  no  group  in  practice.  They 
tell  me  I will  be  broke  when  the  year  is  over.  I am  broke 
now,  so  I don’t  guess  I will  know  the  difference.  However, 
at  the  end  of  this  year  I will  be  able  to  give  this  body 
facts  on  whether  or  not  an  unattached  individual  can 
serve  as  president  of  this  organization.  If  he  can’t,  there’s 
something  wrong.  Do  not  interpret  this  as  being  ego- 
tistical, because  I am  just  a trial  horse,  but  there  are  too 
many  men,  capable  leaders,  in  private  practice  by  them- 
selves. If  we  are  so  set  up  that  this  organization  is  denied 
their  brains  and  their  leadership,  then  there  should  be 
some  changes  made. 

I do  not  intend  to  spend  my  time  visiting  individual 
county  societies.  I certainly  want  to  meet  with  every  mem- 
ber of  the  state  societies,  and  I want  to  do  this  at  the 
district  meetings.  If  a man  is  interested  in  medicine,  he 
should  attend  his  district  meetings.  We  should  make  our 
district  meetings  stronger.  If  we  have  strong  district  meet- 
ings, that  will  show  that  we  are  strong  to  our  district  legis- 


lators. And  with  a short  business  session  at  our  district 
meetings  much  can  be  accomplished,  not  only  to  strengthen 
medicine  with  the  public  but  to  strengthen  medicine  in 
our  own  House  of  Delegates  and  in  our  own  Association 
by  talking  a little  about  what  we  want  our  councilors  and 
delegates  to  present  to  this  body. 

Our  aims  for  the  year — the  chief  aim — might  be  headed 
"Doctors  United.”  If  you  don’t  like  what  I stand  for,  or 
what  I present,  well  in  your  county  society  meetings  or  in 
your  district  meetings  or  in  this  House  of  Delegates,  you 
just  get  up  and  give  me  hell,  and  I will  give  it  right  back 
to  you.  And  then,  when  we  get  through  and  have  a vote, 
let’s  go  with  the  majority  decision  and  present  a united 
front  to  the  public.  In  this  way  medicine  will  regain  its 
prestige.  We  will  stand  as  a body,  united.  As  doctors 
united,  we  have  to  increase  the  attendance  at  our  medical 
societies.  We  all  know  that  there  is  a trend  for  the  hospitals 
to  dictate  medical  policies  more  and  more,  and  whose  fault  is 
it?  It’s  not  the  hospitals.  It’s  ours.  We  have  laid  aside  princi- 
ple. We  have  thought  of  pocketbooks  in  not  wanting  to 
offend  the  hospitals  and  gone  along  with  the  rulings  of  the 
staff,  and  gradually  we  are  ruling  ourselves  into  the  wall. 
If  we  can  have  85  to  90  per  cent  attendance  at  our  county 
medical  meetings  and  will  just  have  the  sense  to  stick  together, 
we  can  control  the  medical  policies  of  any  hospital  in-  this 
state  and  see  that  they  are  run  in  accord  with  free  enterprise 
and  with  fairness  to  all  in  the  practice  of  medicine. 

As  doctors  united,  we  must  work  actively  in  politics.  We 
can  come  up  here  and  spend  hour  after  hour  passing  resolu- 
tions as  being  against  socialized  medicine  and  being  for 
free  enterprise,  this,  that,  and  the  other.  Can’t  you  imagine 
the  amusement  that  some  of  our  Senators  and  Congress- 
men today  take  in  rolling  that  up  and  throwing  it  in  the 
wastebasket.  When  we  go  to  these  men  and  tell  them  that 
we  as  individual  doctors  are  entering  politics  actively  in  the 
support  of  candidates,  and  I don’t  mean  just  voting  for  them 
— I mean  in  supporting  the  candidates — and  we  want  to  know 
their  views,  and  then  we  talk  this  up  with  the  patients  that 
come  in  to  see  us  and  the  people  that  respect  us  and  the 
people  that  look  to  us  for  guidance,  the  first  year  or  two  you 
might  not  defeat  a man  that  is  against  you,  but  if  you  shake 
him  right  hard,  don’t  worry,  the  next  year  he  is  going  to 
listen  to  your  views  and  the  type  of  legislation  that  you  want. 
We  can  sit  here  and  bat  our  brains  out  and  then  get  home 
and  do  nothing  until  the  next  state  convention  and  we  have 
accomplished  absolutely  nothing.  There  is  no  use  of  me  trying 
to  convince  you  that  socialized  medicine  is  something  we 
don’t  want.  We  are  all  agreed  on  that.  When  doctor  speaks  to 
doctor,  outside  of  the  small  amount  of  information  and  focus- 
ing or  spotlighting  of  ideas,  that  is  chiefly  fraternal.  What  we 
have  got  to  do  is  to  get  active  in  our  own  towns  and  get 
the  message  of  medicine  before  the  public. 

That  brings  me  to  the  third  point  and  that  is  informing 
the  public.  Any  time  that  you  are  asked  to  speak  to  a 
civic  organization,  accept  it.  If  you  feel  that  you  can’t  do 
the  job  adequately  yourself,  get  somebody  that  can,  or 
notify  the  central  office  of  your  State  Association  and  a 
speaker  will  be  furnished  to  get  the  story  of  medicine  be- 
fore the  public  and  to  tell  them  why  it’s  to  their  advantage 
to  get  with  us. 

Another  thing  we  have  been  weak  on  in  the  past  is 
making  use  of  the  officials  of  this  organization.  These  men 
put  in  hours  of  work  here.  Your  past  presidents,  your 
Secretary,  your  Treasurer,  your  President-Elect,  the  Board 
of  Trustees,  the  Councilors,  men  who  are  aware  of  problems 
all  over  the  state  and  keep  abreast  constantly  of  what’s 
going  on  in  Texas  medicine.  The  county  societies  are  losing 
a tremendous  thing  by  not  working  these  men,  by  not  hav- 
ing them  before  their  county  societies  to  inform  their 
membership  of  what’s  going  on  in  Texas  medicine,  what 
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Texas  medicine  is  doing  for  them,  and  what  we  are  trying 
to  accomplish.  When  that’s  done,  then  your  job  as  delegate 
will  be  much  more  appreciated  and  the  men  will  start 
thanking  you  for  the  work  you’re  doing  for  them.  When 
you  get  back  home,  if  you  are  not  asked  to  do  it,  you 
should  insist  that  your  county  society  president  let  you 
make  a delegate’s  report.  Tell  them  some  of  the  things  that 
are  going  on,  and  things  that  are  of  interest  to  them.  Touch 
on  this  problem  of  the  aged,  and  tell  them  about  the  re- 
organization plan  that  we  have  had  at  this  time  and  how 
we  have  done  all  this  in  an  attempt  to  modernize  the 
organization  and  bring  things  into  focus  where  we  can  have 
a spearhead  of  action  instead  of  being  divided  out  along  the 
line. 

This  year,  we  have  got  to  support  the  Ladies’  Auxiliary. 
Now,  that  group  of  women,  they’re  serious.  If  you  don’t 
think  so,  you  oppose  them  sometime.  I did  once.  They  are 
serious  about  the  work,  and  they  are  doing  a wonderful 
work.  They  are  doing  a lot  of  work  in  nurse  recruitment 
that  is  excellent.  We  still  have  a shortage  of  nurses  as  we 
all  know.  They  are  doing  a good  work  on  this  AMEF 
fund.  And,  I think  that  if  we  would  ask  them  to  spend 
most  of  their  efforts  and  energies  in  concentrating  on  these 
two  factors,  and  then  give  them  all  the  backing  we  could, 
I don’t  think  we  would  have  to  be  coming  up  and  con- 
tinually asking  the  doctors  for  donations  to  the  AMEF  and 
whatnot.  If  your  wife  is  interested  in  it  and  they  get  her  to 
working  in  it,  you’re  going  to  contribute — you  know  you 
don’t  have  to  worry  about  that. 

The  seventh  point — I want  every  man  in  this  organiza- 
tion to  feel  like  it  is  his  organization.  If  anyone  has  any 
complaints  about  the  methods  of  administration,  or  any 
questions  on  the  policy  of  the  administration,  I would 
apreciate  it  if  you  would  get  in  touch  with  me.  I may  not 
be  able  to  give  you  the  answer  personally,  but  I will  sure 
see  that  your  question  gets  to  someone  who  can  give  you 
the  answer.  The  more  interest  you  take  in  this  Association, 
not  only  the  better  will  all  of  the  officials  like  it,  but  the 
better  the  organization  will  be.  That’s  what  we  want.  We 
want  interest  and  we  want  cooperation  in  carrying  out  our 
objectives. 

An  eighth  thing  is  closer  work  with  the  allied  profes- 
sions, the  dentists,  the  pharmacists,  the  hospital  administra- 
tors, and  the  nurses.  The  doctors  as  a group  are  a fairly 
high  numbered  organization.  The  dentists  are  less  in  num- 
ber, but  we  go  around  trying  to  accomplish  certain  things. 
Well,  now  if  we  can  unite  and  get  our  aims  to  coincide 
and  unite  in  our  efforts  to  get  them,  we  will  have  a much 
stronger  voice,  not  only  in  Austin  but  in  Washington, 
and  it  will  give  us  a lot  more  impact.  I think  it  is  a shame 
that  nearly  everything  we  stand  for,  one  group  of  people  with 
whom  we  are  closely  associated  usually  vote  in  the  opposite 
direction.  A majority  of  nurses  seem  to  be  for  social  security 
and  all  manner  of  things  like  that  that  we  oppose.  Now,  why 
are  they?  Because  their  wage  scale’s  too  low?  Do  they  have  a 
resentment  against  the  doctors?  Are  we  just  neglecting  to 
educate  them  on  what  socialization  means?  Those  are 
problems  that  must  be  answered,  and  I think  it  is  to  our 
detriment  that  we  have  let  that  fine  group  of  women  direct 
their  attention  along  those  channels. 

I feel  we  should  work  with  this  group  and  lend  them  our 
political  knowledge  to  help  them  upgrade  their  profession 
and  to  obtain  their  objectives  through  private  enterprise 
rather  than  by  governmental  methods. 

A ninth  point,  I have  already  been  in  discussion  with  the 
Board  of  Trustees  and  the  Board  of  Councilors,  and  we 
are  going  to  do  our  best  to  anticipate  problems  that  will 
arise.  We  have  been  on  the  defensive  too  long.  It’s  time  to 
attack.  We  are  going  to  have  to  have  a department  to 
study  trends  and  things  that  are  coming  up;  we  must  have 
a positive  program  instead  of  always  taking  a negative 


program.  When  we  become  positive  and  can  be  one  jump 
ahead  of  the  crowd,  we  will  really  become  leaders  and 
begin  to  sway  public  opinion. 

This  work  will  probably  proceed  at  a rather  slow  pace 
this  year,  but  at  least  we  intend  to  get  it  started  and  I 
think  it  can  be  of  great  value  in  the  future. 

Lastly,  I want  to  touch  on  this  question  of  free  choice 
of  physician.  Now,  we’ve  heard  lots  of  talk  of  free  choice 
of  physician  at  this  meeting,  and  lots  of  times  we  are  put 
behind  the  eight  ball.  When  you  attack  an  insurance  com- 
pany and  say,  "The  panel  system  is  no  good;  you’ve  got  to  let 
this  man  pick  the  doctor  of  his  choice,”  and  they  say,  "Well, 
look  here,  here’s  some  figures,”  don’t  think  they  don’t  have 
them.  "We  can  have  this  man  treated  by  this  doctor,  pay 
him  his  asking  fee  which  is  considered  fair  by  everyone, 
while  the  cases  of  this  other  doctor  show  that  our  costs  double 
when  he  takes  care  of  them.”  What’s  our  answer  to  that? 
The  answer  is  actively  working,  fair,  and  impartial  griev- 
ance committees.  We  have  got  to  have  them  in  every 
county  society — that’s  the  only  answer  we  can  give  these 
people.  "If  you  feel  like  you’ve  been  done  wrong,  let  us 
know  about  it.  We  want  to  know  about  it.  We  will  take 
this  before  our  grievance  committee.  If  the  doctor  is  right, 
it  will  be  explained  to  you.  If  the  doctor  is  wrong,  we 
will  suggest  corrective  action.”  And  when  we  can  assure 
those  people  that  our  grievance  committees  are  fair  and 
impartial,  that  they  are  not  white-wash  committees,  and 
at  the  same  time  they  are  not  persecution  committees,  but 
they  are  fair,  they  are  impartial,  they  will  have  their  hear- 
ings; if  the  doctor  is  right,  they’ll  pay  up;  if  the  doctor  is 
wrong,  corrective  suggestions  will  be  made — then,  and 
only  then,  can  we  put  our  foot  down  and  insist  on  free 
choice  of  physician  and  fight  tooth  and  toenail  all  the 
way.  And,  gentlemen,  it  can  be  done.  It’s  just  a matter  of 
doing  it  and  having  it  understood  in  our  county  societies 
that  these  grievance  committees  are  impartial  affairs  and 
that  personalities  will  not  enter  into  it.  I have  been  before 
the  grievance  committee,  and  I appreciated  going  because 
if  a patient’s  got  a complaint  against  me,  I want  either  to 
correct  it  if  I’ve  been  doing  wrong,  or  else  I want  an  im- 
partial group  of  my  peers  to  be  able  to  tell  that  patient, 
"No,  your  thinking  was  wrong;  he  was  right,  and  ‘this  is 
why.”  That  means  something.  If  you  have  an  argument 
with  a patient  and  you  try  to  defend  yourself,  that  doesn’t 
mean  much,  but  when  an  impartial  group  can  show  the 
patient  where  you  were  right  and  he  was  wrong,  that  helps. 

Gentlemen,  those  are  the  plans  and  aims  for  this  year. 
The  success  of  this  year  depends  on  you.  As  I stated,  if  we 
come  up  here  and  we  put  on  all  this  work  and  then  go 
home  and  forget  it  until  next  year  in  Fort  Worth,  we  will 
accomplish  exactly  nothing.  If  you  will  go  back  to  your 
county  societies  and  call  these  things  to  their  attention  and 
start  working  on  them,  and  we  all  cooperate  and  work 
together,  I think  we  will  have  a wonderful  year  of  ac- 
complishment. And  I will  certainly  do  my  best  to  make 
you  a good  President.  Thank  you.  (Applause.) 

Speaker  Hardwicke:  'Thank  you.  Dr.  Yeager.  We  are 
looking  forward  to  a wonderful  year  under  your  leadership. 
If  everybody  works  one-tenth  as  hard  as  you’re  going  to 
work,  we  will  have  that  year. 


Other  Business 

Speaker  Hardwicke;  There  is  one  item  of  unfinished 
business  which  remains  for  this  House  to  transact,  and  that 
is  for  it  to  take  action  on  an  amendment  to  the  By-Laws 
which  was  presented  by  the  Reference  Committee  on  Fi- 
nance. That  amendment  to  the  By-Laws  does  several  things: 
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It  makes  the  total  dues  $45.  It  discontinues  the  payment 
of  $15  to  the  Building  Fund.  It  applies  $10  of  the  new 
dues  to  the  General  Fund.  It  makes  the  intern  and  resident 
dues  $3  only.  It  sets  up  a Contingent  Fund  which  must  not 
drop  below  $100,000.  The  Chair  will  entertain  a motion 
that  this  amendment  to  the  By-Laws  be  accepted. 

Dr.  B.  E.  Pickett,  Carrizo  Springs:  I so  move.  [There 
was  a second.} 

Speaker  Hardwicke;  It  has  been  moved  and  seconded 
that  these  amendments  to  the  By-Laws  be  accepted.  Is  there 
any  discussion?  Those  in  favor  of  accepting  these  amend- 
ments to  the  By-Laws,  make  it  known  by  saying  aye. 

Delegates : Aye. 

Speaker  Hardwicke:  Those  opposed,  no?  It  is  adopted. 

Is  there  any  other  old  business?  Is  there  any  new  busi- 
ness to  be  presented  before  this  House  for  its  consideration 
by  either  the  Board  of  Trustees  or  the  Board  of  Councilors? 

Dr.  R.  W.  Kimbro,  Cleburne:  Mr.  Speaker,  we  have  no 
new  business. 

Dr.  C.  E.  Oswalt,  Fort  Stockton;  At  this  time  the  Board 
of  Councilors  wishes  to  inform  the  House  of  Delegates 
that  nominations  have  been  made  for  emeritus  membership 
to  this  organization.  The  name  of  Dr.  Pat  Nixon  of  Sae 
Antonio  and  the  name  of  Dr.  Willard  Cooke  of  Galveston 
have  been  placed  on  the  nomination  list  for  action  to  be 
taken  1 year  hence. 

Speaker  Hardwicke:  Is  there  any  other  new  business, 
which  can  be  presented  to  this  House  only  by  the  unani- 
mous consent  of  the  House? 

We  now  proceed  to  the  election  of  officers,  and  nomina- 
tions are  in  order  for  the  office  of  President-Elect. 


Election  of  Officers 

Dr.  R.  D.  Moreton,  Fort  Worth:  It’s  a singular  honor 
for  me  to  present  the  name  of  one  of  Tarrant  County’s 
most  beloved  members  for  your  consideration  as  President- 
Elect  of  this  organization.  Our  nominee  is  a native  of  Falls 
County.  She  attended  the  former  T.C.U.  Medical  Branch, 
working  her  way  through  school.  She  graduated  from,  the 
Louisville  Medical  College  and  took  postgraduate  training 
in  pathology  at  the  Mayo  Clinic.  She  has  worked  in  many 
different  fields  of  the  Texas  Medical  Association.  Her  out- 
standing work  was  as  chairman  of  the  Council  on  Scientific 
Work.  She  served  in  this  capacity  for  several  years,  and 
under  her  direction  and  guidance  scientific  programs  were 
greatly  improved  and  modernized. 

Recognizing  her  high  devotion  to  duty,  our  nominee  has 
received  many  honors.  She  is  a past  president  of  the  Tar- 
rant County  Medical  Society,  the  Thirteenth  District  Medi- 
cal Society,  and  the  Texas  Society  of  Pathologists.  She 
was  named  one  of  the  nine  outstanding  women  of  the 
Southwest  in  1951,  and  First  Lady  of  Fort  Worth  in  1948 
from  the  Altrusa  Club.  In  1952,  she  was  awarded  the 
second  annual  gold-headed  cane  of  the  Tarrant  County 
Medical  Society.  In  1957,  she  received  the  Texas  Society 
of  Pathologist  George  C.  Caldwell  Award  for  outstanding 
achievement.  Only  last  week  she  was  made  a life  member 
of  the  Fort  Worth  Woman’s  Club.  I can  assure  you  that 
no  one  will  respect  this  honor  more  or  strive  harder  to 
add  luster  to  the  office.  It  is  with  pride  and  pleasure  that 
I present  the  name  of  Dr.  May  Owen,  a humble,  sincere, 
and  hard-working  servant  of  medicine,  to  this  House  of 
Delegates  for  President-Elect  of  the  Texas  Medical  Associa- 
tion. (Standing  applause.) 

[The  nomination  was  seconded  by  Dr.  R.  W.  Kimbro, 
Cleburne;  Dr.  L.  Bonham  Jones,  San  Antonio;  and  Dr. 


Howard  O.  Smith,  Marlin.  Upon  motion  by  Dr.  John  K. 
Glen,  Houston,  nominations  ceased  and  Dr.  Owen  was 
elected  by  acclamation.] 

Dr.  Owen:  This  is  a great  honor  not  without  a great 
deal  of  work  and  responsibility,  both  for  medicine,  our 
community,  and  country.  Every  effort  will  be  made  to  ful- 
fill the  duties  of  this  position,  and  I shall  need  your  help. 
With  that,  I promise  the  best  that  I have.  (Standing  ap- 
plause. ) 

[Then  followed  nomination  and  election  by  acclamation 
of  the  following:} 

Vice-President:  Barton  E.  Park,  Dallas. 

Speaker  of  House  of  Delegates:  C.  P.  Hardwicke,  Austin, 
succeeding  himself. 

Vice-Speaker  of  House  of  Delegates:  James  D.  Murphy,  Fort 
Worth,  succeeding  himself. 

Secretary:  J.  M.  Travis,  Jacksonville,  succeeding  himself. 

Treasurer:  T.  H.  Thomason,  Fort  Worth,  succeeding  him- 
self. 

Trustee:  Troy  A.  Shafer,  Harlingen,  succeeding  himself. 

Councilor,  Third  District:  Robert  A.  Neblett,  Canyon,  suc- 
ceeding himself. 

Councilor,  Fifth  District:  Walter  Walthall,  San  Antonio, 
succeeding  himself. 

Councilor,  Sixth  District:  Stanley  W.  Bohmfalk,  Weslaco, 
succeeding  himself. 

Councilor,  Twelfth  District:  Tom  M.  Oliver,  Waco,  suc- 
ceeding himself. 

' Councilor,  Fifteenth  District:  James  E.  Ball,  Mount  Pleas- 
ant, succeeding  H.  O.  Padgett,  Marshall. 

A.M.A.  Delegate:  T.  C.  Terrell,  Fort  Worth,  succeeding 
himself. 

A.M.A.  Delegate:  M.  O.  Rouse,  Dallas,  succeeding  himself. 

A.M.A.  Delegate:  J.  B.  Copeland,  San  Antonio,  succeeding 
himself. 

A.M.A.  Delegate:  J.  C.  Terrell,  Stephenville,  succeeding 
himself. 

A.M.A.  Alternate  Delegate:  Denton  Kerr,  Houston,  succeed- 
ing himself. 

A.M.A.  Alternate  Delegate:  J.  W.  Rainer,  Odessa,  succeed- 
ing himself. 

A.M.A.  Alternate  Delegate:  George  Turner,  El  Paso,  suc- 
ceeding himself. 

A.M.A.  Alternate  Delegate:  J.  Layton  Cochran,  San  Antonio, 
succeeding  himself. 

[Next  followed  nomination  by  the  President-Elect,  Dr. 
F.  W.  Yeager,  Corpus  Christi,  of  the  councils  and  his  ap- 
pointment of  standing  and  special  committees.  He  read  the 
complete  memberships  because  of  the  adoption  previously 
of  a thorough  reorganization  of  the  council  and  committee 
structure.  The  council  members  were  elected  and  committee 
members  approved  by  the  House  upon  Dr.  Yeager’s  motion. 
He  also  moved  that,  because  all  nominees  had  not  been 
reached  and  might  be  unable  to  accept,  if  a vacancy  should 
arise  on  the  standing  committees  or  councils,  he  be  per- 
mitted to  fill  the  vacancy  and  have  it  approved  by  the 
Executive  Board  in  September.  This  motion  passed.} 

[Councils  and  committees  as  read  by  Dr.  Yeager  and 
subsequently  revised  up  to  the  time  of  this  printing  fol- 
low : } 
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Councils 


Committees 


(The  year  a term  of  office  expires  is  indicated 
in  parentheses.) 

Council  on  Annual  Session 

(This  is  the  former  Council  on  Scientific  Work.) 

L.  Bonham  Jones,  San  Antonio,  Chairman  (1962) 
Mavis  P.  Kelsey,  Houston  (1962) 

B.  H.  Williams,  Temple  (1961) 

Herman  C.  Sehested,  Fort  Worth  (1961) 

* Vacancy  (I960) 

Council  on  Medical  Jurisprudence 

Robert  D.  Moreton,  Fort  Worth,  Chairman  ( 1962) 
John  M.  Smith,  Jr.,  San  Antonio  (1962) 

Hampton  Robinson,  Houston  (1961) 

J.  W.  Rainer,  Odessa  (1961) 

A.  H.  Daniell,  Brownfield  (I960) 

Council  on  Public  Relations  and  Public  Service 

(The  former  Committee  on  Public  Relations  has  been 
transferred  in  toto  to  this  new  council. ) 

Joe  R.  Donaldson,  Pampa,  Chairman  (1962) 

Glenn  D.  Carlson,  Dallas  (1962) 

Foy  H.  Moody,  Corpus  Christi  (1962) 

A.  F.  Clark,  Jr.,  San  Antonio  (1961) 

Thomas  Royce,  Houston  (1961) 

Van  D.  Goodall,  Clifton  (I960) 

James  Hallmark,  Fort  Worth  (I960) 

Council  on  Medical  Education  and  Hospitals 

John  L.  Matthews,  San  Antonio,  Chairman  ( 1962 ) 
John  W.  Lanius,  Dallas  (1962) 

G.  V.  Brindley,  Jr.,  Temple  (1962) 

Olin  B.  Gober,  Temple  (1961) 

A.  J.  Gill,  Dallas  (1961) 

M.  H.  Crabb,  Fort  Worth  (I960) 

Truman  G.  Blocker,  Jr.,  Galveston  (I960) 

Council  on  Scientific  Advancement 

(This  is  a new  council  and  all  appointees  are  new.) 

J.  E.  Miller,  Dallas,  Chairman  (1962) 

Herbert  C.  Allen,  Jr.,  Flouston  ( 1962 ) 

Elliott  Mendenhall,  Dallas  (1962) 

Paul  Gray,  Corpus  Christi  (1961) 

P.  C.  Talkington,  Dallas  (1961) 

George  E.  Clark,  Jr.,  Austin  (I960) 

Stewart  A.  Fish,  Dallas  (I960) 

Council  on  Medical  Service  and  Insurance 

(The  former  Council  on  Medical  Economics  and  two 
additional  appointees  compose  this  council.) 
Harvey  Renger,  Hallettsville,  Chairman  ( 1962 ) 
Charles  D.  Bussey,  Dallas  (1962) 

A.  G.  Barsh,  Lubbock  (1962) 

Gail  Medford,  Lufkin  (1961) 

Vacancy  (1961) 

C.  F.  Jorns,  Houston  (I960) 

J.  G.  Rodarte,  Temple  (I960) 

Council  on  Constitution  and  By-Laws 

John  F.  Thomas,  Austin,  Chairman  (1962) 

William  R.  Klingensmith,  Jr.,  Amarillo  (1962) 

J.  T.  Billups,  Houston  (1961) 

George  M.  Jones,  Dallas  (1961) 

Wickliffe  R.  Curtis,  El  Paso  (I960) 


*Dr.  E.  D.  McKay,  Amarillo,  resigned  from  this  po- 
sition May  18,  1959. 


Committees  Serving  Under  the  Council  on  Annual  Session: 
Committee  on  Scientific  Exhibits  (standing) 

J.  Edward  Johnson,  Austin,  Chairman  (1962) 
Joseph  G.  Klotz,  Corpus  Christi  (1962) 

Jack  M.  Partain,  San  Antonio  (1962) 

Jasper  H.  Arnold,  Houston  (1961) 

R.  R.  White,  Temple  (1961) 

Ira  Budwig,  El  Paso  (1961) 

Asher  R.  McComb,  San  Antonio  (I960) 

Herbert  Hipps,  Waco  (I960) 

Dennis  Voulgaris,  Wharton  (I960) 

Committee  on  General  Arrangements  for  Annual  Ses- 
sion ( special ) 

J.  H.  Steger,  Fort  Worth,  Chairman 

Committee  on  Memorial  Services  (special) 

(To  be  appointed  upon  nomination  locally) 

Committees  Serving  Under  the  Council  on  Medical  Juris- 
prudence: 

Committee  on  Military  and  Veterans  Affairs  (standing) 
Milton  V.  Davis,  Dallas,  Chairman  (1962) 
James  S.  Reitman,  Laredo  (1962) 

Joseph  N.  Bader,  Edna  (1962) 

M.  D.  Thomas,  El  Paso  (1961) 

Bert  E.  Davis,  Denton  (1961) 

Charles  L.  Liggett,  Baytown  (1961) 

Norman  L.  West,  Waxahachie  (I960) 

Dickson  K.  Boyd,  Denton  (I960) 

W.  H.  Hamrick,  Houston  (I960) 

Committees  Serving  Under  the  Council  on  Public  Relations 
and  Public  Service: 

Committee  on  Public  Health  (standing) 

Sam  H.  Gainer,  San  Angelo,  Chairman  (1962) 
Guy  T.  Denton,  Dallas  (1962) 

Morris  E.  Malakoff,  Laredo  (1962) 

William  E.  Lockhart,  Jr.,  Alpine  (1961) 

Austin  Hill,  Houston  (1961) 

Ben  Primer,  Sr.,  Austin  (1961) 

James  E.  Ball,  Mt.  Pleasant  (I960) 

Thomas  H.  Diseker,  San  Antonio  (I960) 

J.  E.  Peavy,  Austin  (I960) 

Committee  on  Industrial  Health  (standing) 

Val  C.  Baird,  Houston,  Chairman  (1962) 

Ralph  G.  Greenlee,  Midland  (1962) 

William  E.  Sharp,  Baytown  ( 1962 
Carl  A.  Nau,  Galveston  (1961) 

S.  W.  Bradford,  Tyler  (1961) 

R.  H.  Thomason,  Corpus  Christi  (1961) 

G.  B.  Stephenson,  Beaumont  (I960) 

Robert  J.  Potts,  Dallas  (I960) 

Max  E.  Johnson,  San  Antonio  (I960) 

Committee  on  Emergency  Medical  Service  (standing) 
Ralph  E.  Gray,  Velasco,  Chairman  (1962) 

T.  E.  Dodd,  Austin  (1962) 

James  R.  Schofield,  Houston  (1962) 

James  F.  Fitch,  McAllen  (1961) 

Kurt  Lekisch,  Midland  (1961) 

Ben  J.  Wilson,  Dallas  (I960) 

Ralph  A.  Munslow,  San  Antonio  (I960) 

Committee  on  School  Health  (standing) 

R.  K.  Arnett,  Lufkin,  Chairman  (1962) 

P.  D.  Terrell,  McAllen  (1962) 

J.  Collier  Rucker,  Jacksonville  (1962) 
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Jay  J.  Johns,  Taylor  (1961) 

E.  E.  Addy,  Jr.,  Cisco  (1961) 

Edwin  L.  Rippy,  Dallas  (1961) 

M.  T.  Braswell,  Henderson  (I960) 

Paul  H.  Mitchell,  Corsicana  (I960) 

L.  H.  Leberman,  Commerce  (I960) 

Adviser  to  State  Board  of  Education 
J.  J.  Johns,  Taylor 

Committee  on  Rural  Health  (standing) 

T.  Charles  McCormick,  Jr.,  Buda,  Chair- 
man (1962) 

Leta  N.  Boswell,  Canyon  (1962) 

John  B.  Miller,  El  Paso  (1962) 

R.  Henry  Harrison,  Bryan  (1961) 

John  S.  Primomo,  Diiley  (1961) 

Roy  E.  Wilson,  Seymour  (1961) 

William  L.  Wilson,  Austin  (I960) 

Curtis  Haley,  St.  Augustine  (I960) 

E.  W.  Schmidt,  Pecos  (I960) 

Appointee  to  Texas  Farm  and  Ranch 

Safety  Council 

T.  Charles  McCormick,  Jr.,  Buda 

Committee  on  Aging  (standing) 

Elizabeth  Thomason,  Corpus  Christi,  Chair- 
man (1962) 

Vacancy  (1962) 

Vacancy  (1962) 

T.  T.  Sponsel,  Houston  (1961) 

J.  W.  Atchison,  Gainesville  (1961) 

J.  C.  Allensworth,  Mineral  Wells  (1961) 

W.  D.  Gingrich,  Galveston  (I960) 

Ernest  W.  Keil,  Temple  (I960) 

Edwin  E.  Middleton,  Abilene  (I960) 

Committee  on  Transportation  Safety  (standing) 

Heinrich  Lamm,  Harlingen,  Chairman  (1962) 
Otto  Lippmann,  Austin  (1962) 

William  H.  Neil,  Fort  Worth  (1962) 

Vacancy  (1961) 

Linwood  H.  Denman,  Lufkin  (1961) 

Boyd  D.  Alexander,  Waco  (1961) 

William  T.  Payne,  Odessa  (I960) 

Thomas  A.  Searcy,  Hearne  (I960) 

Mario  Paiafox,  El  Paso  (I960) 

Committees  Serving  Under  the  Council  on  Medical  Edu- 
cation and  Hospitals: 

Committee  on  Patient  Care  (standing) 

Joseph  F.  McVeigh,  Fort  Worth,  Chair- 
man (1962) 

G.  V.  Brindley,  Jr.,  Temple  (1962) 

Russell  D.  Holt,  Jr.,  Meridian  (1961) 

Joe  A.  Shepperd,  Burnet  (1961) 

G.  E.  Brereton,  Dallas  (I960) 

Committee  for  American  Medical  Education  Founda- 
tion (standing) 

D.  J.  Sibley,  Fort  Stockton,  Chairman  (1962) 

A.  L.  Delaney,  Liberty  (1962) 

S.  W.  Thorn,  Houston  (1962) 

Herbert  Bailey,  Dallas  (1961) 

H.  E.  Whigham,  McAllen  (1961) 

J.  C.  Terrell,  Stephenville  (I960) 

Edward  D.  McKay,  Amarillo  (I960) 


Advisers  to  Studertt  American  Medical  Asso- 
ciation in  Texas 

Hiram  P.  Arnold,  Houston,  Baylor 
George  V.  Launey,  Jr.,  Dallas,  Southwestern 
E.  Sinks  McLarty,  Galveston,  University  of 
Texas  Medical  Branch 

Committee  to  Encourage  and  Assist  Hospitals  in 
Securing  Accreditation 

R.  L.  Shepperd,  Burnet,  Chairman 
Harvey  Renger,  Hallettsville 
Walter  Cook,  San  Antonio 
Drue  O.  D.  Ware,  Fort  Worth 
Charles  Durham,  Houston 
C.  B.  Marcum,  Big  Spring 
Paul  Murphy,  Waco 
A.  W.  Bronwell,  Lubbock 
Hugh  F.  Rives,  Jacksonville 

Committees  Serving  Under  the  Council  on  Scientific  Ad- 
vancement: 

Committee  on  Cancer  (standing) 

Paul  Gray,  Corpus  Christi,  Chairman  (1962) 
Tom  B.  Bond,  Fort  Worth  (1962) 

Howard  R.  Dudgeon,  Jr.,  Waco  (1962) 

R.  Lee  Clark,  Jr.,  Houston  (1961) 

Richard  G.  Granbery,  Marshall  (1961) 

Albert  W.  Hartman,  San  Antonio  (1961) 

J.  L.  Goforth,  Dallas  (I960) 

David  H.  Allen,  Wichita  F^Is  (I960) 

Samuel  J.  Merrill,  Brownsville  (I960) 

Committee  on  Tuberculosis  (standing) 

Elliott  Mendenhall,  Dallas,  Chairman  (1962) 

R.  B.  Morrison,  Austin  (1962) 

William  R.  Metzger,  Corpus  Christi  (1962) 
John  A.  Wiggins,  Fort  Worth  (1961) 

C.  B.  Young,  Tyler  (1961) 

John  H.  Selby,  Lubtock  (1961) 

O.  Edward  Egbert,  Jr.,  El  Paso  (I960) 

Daniel  E.  Jenkins,  Houston  (I960) 

John  W.  Middleton,  Galveston  (I960) 

Appointees  to  the  State  Coordinating  Council  on 

Tuberculosis 

William  R.  Metzger,  Corpus  'Christi 
Elliott  Mendenhall,  Dallas 
Tuberculosis  Adviser  to  State  Board  for  Hospitals 
and  Special  Schools 
Elliott  Mendenhall,  Dallas 

Committee  on  Mental  Health  (standing) 

P.  C.  Talkington,  Dallas,  Chairman  (1962) 
Frank  S.  Schoonover,  Fort  Worth  (1962) 

Robert  W.  Johnson,  Corpus  Christi  (1962) 

A.  D.  Pattillo,  Austin  (1961) 

Dorothy  W'yveli,  Midland  (1961) 

P.  C.  Palasota,  Abilene  (1961) 

Joseph  C.  Gallagher,  Hearne  (I960) 

Robert  L.  Johnson,  Pittsburg  (I960) 

Holland  C.  Mitchell,  Waco  (I960) 

Mental  Health  Adviser  to  State  Board  for  Hos- 
pitals and  Special  Schools 
P.  C.  Talkington,  Dallas  ' 

Committee  on  Blood  Banks  (standing) 

E.  E.  Muirhead,  Dallas,  Chairman  (1962) 

Charles  F.  Pelphrey,  Austin  (1962) 

George  Turner,  El  Paso  (1962) 
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O.  J.  Wollenman,  Jr.,  Fort  Worth  (1961) 

John  M.  Travis,  Jr.,  Beaumont  (1961) 

K.  P.  Wittstruck,  Waco  (I960) 

Robert  H.  Mitchell,  Plainview  (I960) 

Committee  on  Cardiovascular  Diseases  (standing) 
George  E.  Qark,  Jr.,  Austin,  Chairman  (1962) 
George  R.  Herrmann,  Galveston  ( 1962 ) 

Robert  E.  Leslie,  El  Campo  (1962) 

W.  Frank  McKinley,  Jr.,  Marlin  (1961) 

H.  H.  Latson,  Amarillo  (1961) 

Fred  D.  Spencer,  Jr.,  Brownwood  (1961) 

Paul  V.  Ledbetter,  Houston  (I960) 

P.  K.  Smith,  Wichita  Falls  (I960) 

James  B.  Stubbs,  Galveston  (I960) 

Committee  on  Maternal  Mortality  (standing) 

Stewart  A.  Fish,  Dallas,  Chairman  (1962) 

E.  K.  Blewett,  Austin  (1962) 

Donald  M.  Gready,  Houston  (1962) 

C.  P.  Hawkins,  Fort  Worth  (1961) 

W.  H.  Jondahl,  Harlingen  (1961) 

R.  E.  Moon,  San  Angelo  (1961) 

Garth  L.  Jarvis,  Galveston  (I960) 

William  R.  Knight,  III,  Houston  (I960) 

Carl  F.  Moore,  Jr.,  Austin  (I960) 

Committee  on  Nuclear  Medicine  (standing) 

Herbert  C.  Allen,  Jr.,  Houston,  Chairman  (1962) 
E.  E.  Anthony,  Jr.,  Fort  Worth  (1962) 

C.  C.  Shullenberger,  Houston  (1962) 

J.  Allen  Chamberlin,  Houston  (1961) 

Lloyd  R.  Hershberger,  San  Angelo  (1961) 

J.  E.  Miller,  Dallas  (I960) 

J.  R.  Maxfield,  Jr.,  Dallas  (I960) 

Committee  on  Rehabilitation  (standing) 

(This  is  a new  committee,  with  all  appointees 
serving  for  the  first  time.) 

C.  W.  Tennison,  San  Antonio,  Chairman  (1962) 
Kermit  W.  Fox,  Austin  (1962) 

Richard  Woods,  Corpus  Christi  (1961) 

Irving  Richmond,  Beaumont  (1961) 

Tom  Shindler,  Houston  (I960) 

Committee  on  Spas 

Neil  D.  Buie,  Marlin,  Chairman 
John  B.  Barnett,  Marlin 
Waldo  B.  Lasater,  Mineral  Wells 
W.  K.  Logsdon,  Corsicana 
Edward  F.  Yeager,  Mineral  Wells 

" Appointees  to  Texas  Board  of  Examiners  for 
Ophthalmic  Technicians 
Rex  House,  Corpus  Christi,  Chairman  (1963) 
Richard  E.  Leigh,  Jr.,  Houston  (1962) 

Milton  J.  Loring,  Midland  (1961) 

Mary  Agnes  Lancaster,  Dallas  (I960) 

Committees  Serving  Under  the  Council  on  Medical  Service 
and  Insurance: 

Committee  on  Association  Insurance  Pro- 
grams (standing) 

(This  is  a new  committee  with  all  members  serv- 
ing for  the  first  time.) 

A.  R.  Hazzard,  Giddings,  Chairman  (1962) 
Andrew  B.  Small,  Dallas  (1962) 

B.  H.  Denman,  Lufkin  ( 1961 ) 

C.  C.  Shotts,  San  Antonio  (1961) 

Braswell  Locker,  Brownwood  (I960) 


Committee  on  Professional  Insurance  (standing) 

(Members  of  the  Former  Council  on  Medical  De- 
fense were  transferred  to  this  new  commit- 
tee.) 

Vacancy,  Chairman  (1962) 

George  Barnes,  Corpus  Christi  (1962) 

P.  M.  Kuykendall,  Ranger  (1961) 

Louis  W.  Breck,  El  Paso  ( 1961 ) 

John  L.  Otto,  Galveston  (I960) 

Committee  on  Health  Insurance  (standing) 

Russell  L.  Deter,  El  Paso,  Chairman  (1962) 
Gerald  Ahern,  Corpus  Christi  (1962) 

A.  Rex  Kirkley,  Belton  (1962) 

John  H.  Wootters,  Houston  (1961) 

H.  D.  Gilliam,  McAllen  (1961) 

L.  G.  Cigarroa,  Laredo  (1961) 

George  M.  Hilliard,  Jacksonville  (I960) 

Rider  E.  Stockdale,  Jasper  (I960) 

Milton  Spark,  Waco  (I960) 

Committee  on  Liaison  with  Blue  Shield  (standing) 
(This  is  a new  committee  with  all  appointees 
serving  for  the  first  time.) 

Everett  C.  Fox,  Dallas,  Chairman  (1962) 

R.  W.  Kimbro,  Cleburne  (1962) 

Harvey  Renger,  Hallettsville  (1962) 

Allen  T.  Stewart,  Lubbock  (1961) 

Robert  B.  Homan,  El  Paso  (1961) 

J.  B.  Copeland,  San  Antonio  (1961) 

E.  A.  Rowley,  Amarillo  (I960) 

Denton  Kerr,  Houston  (I960) 

Tom  Bond,  Fort  Worth  (I960) 

Appointees  to  Hospital  Insurance — Physicians 
Joint  Advisory  Committee 
G.  W.  Cleveland,  Austin 
C.  D.  Bussey,  Dallas 

Committee  on  Workmen’s  Compensation 
Insurance  (standing) 

Edward  T.  Smith,  Houston,  Chairman  (1962) 

J.  B.  Chester,  Dallas  (1962) 

Sam  N.  Key,  Jr.,  Austin  (1961) 

Frederick  C.  Rehfeldt,  Fort  Worth  (1961) 

M.  H.  Morris,  San  Antonio  (I960) 

Committee  on  Bracero  Insurance  and  Medical 
Service  (standing) 

J.  G.  Rodarte,  Temple,  Chairman  (1962) 

J.  W.  Matthews,  Edinburg  (1962) 

J.  A.  Garcia,  Corpus  Christi  (1962) 

G.  A.  Hoffman,  Fort  Stockton  (1961) 

John  F.  Lubben,  Jr.,  McAllen  (1961) 

V.  L.  Puig,  Jr.,  Laredo  (I960) 

Jack  R.  Ellis,  Weslaco  (I960) 

Committee  Serving  Under  the  Board  of  Trustees: 

Committee  on  Medical  History  (standing) 

William  M.  Crawford,  Fort  Worth, 

Chairman  ( 1962 ) 

J.  M.  Coleman,  Austin  (1962) 

W.  D.  Thames,  Jr.,  Lufkin  (1962) 

Pat  1.  Nixon,  San  Antonio  (1961) 

Morris  Polsky,  Austin  (1961) 

H.  Reid  Robinson,  Galveston  (1961) 

L.  H.  Reeves,  Fort  Worth  (I960) 

Hall.  Shannon,  Dallas  (I960) 

W.  B.  Russ,  San  Antonio  (I960) 
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Advisory  Committee  to  the  Woman’s 
Auxiliary  (standing) 

(New  committee  with  all  appointees  serving 
for  the  first  time.) 

H.  O.  Padgett,  Marshall,  Chairman  (1962) 
R.  B.  G.  Cowper,  Big  Spring  (1961) 
Robert  B.  Homan,  El  Paso  (I960) 

Committees  Serving  Under  the  Board  of  Councilors: 
Committee  on  Orientation  (ex  officio) 

Chairman,  Board  of  Trustees 
Chairman,  Board  of  Councilors 
Chairman,  Council  on  Medical  Service  and 
Insurance 

Chairman,  Council  on  Medical  Jurisprudence 
Chairman,  Council  on  Public  Relations  and  Pub- 
lic Service 

Committee  on  Contract  Medicine  (standing) 

J.  Layton  Cochran,  San  Antonio,  Chairman 
(1962) 

N.  L.  Barker,  Paris  (1962) 

Jack  Lee,  San  Antonio  (1962) 

Dudley  Smith,  Brownsville  (1961) 

E.  Peter  Garber,  Galveston  (1961) 

Paul  M.  Wheelis,  Brownwood  (1961) 

H.  W.  Kilpatrick,  III,  Baytown  (1960) 

Homer  V.  Hedges,  Hico  (I960) 

J.  H.  McAlister,  Odessa  (I960) 

Committee  on.  Liaison  with  the  State  Bar  of 
Texas  (standing) 

Frederick  C.  Lowry,  Chairman,  Austin  (1962) 
John  J.  Andujar,  Fort  Worth  (1962) 

Edward  T.  Driscoll,  Midlarsd  (1961) 

D.  W.  Carter,  Dallas  (1961) 

C.  E.  Willingham,  Tyler  (I960) 


Other  Special  Committees: 

President’s  Advisory  Committee 

Howard  O.  Smith,  Marlin,  Chairman 
Milford  O.  Rouse,  Dallas 
Denton  Kerr,  Houston 
J.  Layton  Cochran,  San  Antonio 
George  Turner,  El  Paso 

Committee  on  Reorganization 

John  F.  Thomas,  Austin,  Chairman 
R.  W.  Kimbro,  Cleburne 
C.  E.  Oswalt,  Jr.,  Fort  Stockton 

L.  Bonham  Jones,  San  Antonio 
Robert  D.  Moreton,  Fort  Wonh 
Joe  R.  Donaldson,  Pampa 
John  L.  Matthews,  San  Antonio 
J.  E.  Miller,  Dallas 

Harvey  Renger,  Hallettsville 

Charles  P.  Hardwicke,  Austin 

James  D.  Murphy,  Fort  Worth 

F.  W.  Yeager,  Corpus  Christi  (ex  officio) 

C.  Lincoln  Williston,  Austin  (ex  officio) 

Fraternal  Delegate  to  Louisiana  State  Medical  Society 
H.  O.  Padgett,  Marshall 

Fraternal  Delegate  to  New  Mexico  Medical  Society 

M.  D.  Thomas,  El  Paso 


Invitation  for  1962  Annual  Session 

Speaker  Hardwicke:  It  is  customary  for  this  House  of 
Delegates  to  be  extended  an  invitation  for  its  annual  ses- 
sion 3 years  from  now.  This  is  merely  extended  to  the 
House  and  the  House  accepts  it.  .Final  acceptance  depends 
upon  surveys  made  by  the  central  office  and  our  commit- 
tee which  has  to  do  with  the  arrangement  for  the  annual 
session  and  so  forth,  and  then  it  is  passed  on  by  the 
Executive  Board.  An  invitation  is  in  order  for  the  1962 
session  of  the  House  of  Delegates. 

Dr.  W.  W.  Kelton,  Austin:  The  Travis  County  Medical 
Society  wishes  to  extend  an  invitation  to  the  Texas  Medical 
Association  to  hold  its  annual  session  in  Austin  in  1962. 

Speaker  Hardwicke;  Are  there  any  further  invitations? 
Those  in  favor  of  accepting  the  invitation  from  the  Travis 
County  Medical  Society  to  hold  the  ’62  session  in  Austin 
make  it  known  by  saying  aye. 

Delegates:  Aye. 

Speaker  Hardwicke;  The  invitation  will  be  extended. 
The  next  session  will  be  held  April  9 to  12,  I960,  in  Fort 
Worth.  The  1961  session  will  be  held  April  22  to  25  in 
Galveston. 

I want  to  take  this  opportunity  to  thank  the  reference 
committees,  and  especially  the  chairmen  of  the  reference 
committees,  for  a job  very  well  done.  They  have  enhanced 
the  activities  of  this  House  greatly  and  made  it  much  easier 
for  us  to  perform  out  duties.  I want  also  to  extend  our 
thanks  to  the  Committee  on  General  Arrangements  in  San 
Antonio  who  have  done  a wonderful  job,  and  I think  we 
should  give  them  a rising  vote  of  thanks.  (Standing  ap- 
plause. ) 

I wanted  also  to  extend  our  thanks  to  our  central  office 
staff  who  have  worked  like  Trojans,  especially  do  I want 
to  commend  Miss  Harriet  Cunningham,  Mrs.  Martha  Owens, 
and  Mrs.  Mary  Jones.  Is  there  any  further  business?  If  not, 
the  Chair  will  entertain  a motion  that  the  ninety-second 
session  be  adjourned. 

[Upon  motion  the  session  was  adjourned  at  4:10  p.  m.} 

Tuesday,  April  21,  1959 

PRESIDENrS  PARTY 

[A  dinner  honoring  the  President  of  the  Texas  Medical 
Association,  Dr.  Howard  O.  Smith,  Marlin,  was  held  at 
8:30  p.  m.  Tuesday,  April  21,  1959,  in  the  Grand  Ball- 
room of  the  Hilton  Hotel,  San  Antonio.  After  the  meal. 
Dr.  Smith  transferred  the  gavel  of  his  office  to  Dr.  F.  W. 
Yeager  of  Corpus  Christi  and  also  presented  him  with  the 
President’s  pin,  a gold  lapel  pin  bearing  the  words  "Presi- 
dent, Texas  Medical  Association”  and  centered  with  a dia- 
mond. This  pin,  authorized  for  the  first  time  prior  to  the 
1959  session,  will  be  worn  successively  by  future  Presi- 
dents as  they  take  office.  Dr.  Yeager  then  presented  Dr. 
Smith  with  a past  presidents’  medallion.] 

[Dignitaries  were  introduced  and  the  evening  then  was 
devoted  to  entertainment  by  Eduardo  Martinez’  Mexican 
Revue  and  dancing  to  the  music  of  Larry  Herman’s  Or- 
chestra.] 
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Current  Officers  Serving 
Texas  Medical  Association 

Officers  of  the  Texas  Medical  Association  for  the  year 
1959-1960  follow.  The  year  in  which  their  terms  of  office 
expire  is  indicated  in  parentheses. 

Officers 

F.  W.  Yeager,  Corpus  Christi,  President. 

May  Owen,  Fort  Worth,  President-Elect. 

Barton  E.  Park,  Dallas,  Vice-President. 

J.  M.  Travis,  Jacksonville,  Secretary  (1962). 

C.  Lincoln  Williston,  Austin,  Executive  Secretary. 

T.  H.  Thomason,  Fort  Worth,  Treasurer  (1962). 

Charles  P.  Hardwicke,  Austin,  Speaker  of  the  House  of 
Delegates. 

James  D.  Murphy,  Fort  Worth,  Vice-Speaker  of  the 
House  of  Delegates. 

Board  of  Trustees 

R.  W.  Kimbro,  Cleburne,  Chairman  (1962). 

G.  V.  Brindley,  Teriiple,  Vice-Chairman  (I960). 

Byron  P.  York,  Houston,  Secretary  (1963). 

J.  B.  Copeland,  San  Antonio  (1961). 

Troy  A.  Shafer,  Harlingen  (1964). 

Board  of  Councilors 

First  District:  C.  E.  Oswalt,  Jr.,  Fort  Stockton,  Chairman 
(1961);  Russell  Holt,  El  Paso,  Vice-Councilor. 

Second  District:  Henrie  E.  Mast,  Midland  (I960);  A.  H. 
Daniell,  Brownfield,  Vice-Councilor. 

Third  District:  Robert  A.  Neblett,  Canyon  (1962);  Wil- 
liam H.  Gordon,  Lubbock,  Vice-Councilor. 

Fourth  District:  O.  H.  Chandler,  Ballinger  (1961); 
James  P.  Anderson,  Brady,  Vice-Councilor. 

Fifth  District:  Walter  Walthall,  San  Antonio  (1962); 
George  H.  Hermann,  Jr.,  Del  Rio,  Vice-Councilor. 

Sixth  District:  Stanley  W.  Bohmfalk,  Weslaco  (1962); 
Harold  E.  Griffin,  Corpus  Christi,  Vice-Councilor. 

Seventh  District:  David  Wade,  Austin  (I960);  Ray  L. 
Shepperd,  Burnet,  Vice-Councilor. 

Eighth  District:  Carlos  E.  Fuste,  Jr.,  Alvin,  Secretary 
(I960);  George  Glover,  Victoria,  Vice-Councilor. 

Ninth  District:  Herbert  H.  Duke,  Baytown  (I960); 
James  H.  Sammons,  Highlands,  Vice-Councilor. 

Tenth  District:  Stephen  B.  Tucker,  Nacogdoches  (I960); 
Gail  Medford,  Jr.,  Lufkin,  Vice-Councilor. 

Eleventh  District:  R.  H.  Bell,  Palestine  (1961);  William 
C.  Smith,  Carthage,  Vice-Councilor. 

Twelfth  District:  Tom  M.  Oliver,  Waco  (1962);  Dick 
Cason,  Hillsboro,  Vice-Councilor. 

Thirteenth  District:  Travis  Smith,  Abilene,  Vice-Chair- 
man (1961);  W.  P.  Higgins,  Jr.,  Fort  Worth,  Vice- 
Councilor. 

Fourteenth  District:  R.  Mayo  Tenery,  Waxahachie 

(1961). 

Fifteenth  District:  James  E.  Ball,  Mt.  Pleasant  (1962). 


Delegates  to  the  American 
Medical  Association  and  Alternates 

T.  C.  Terrell,  Fort  Worth  (1961). 

Alternate:  Denton  Kerr,  Houston  (1961). 

M.  O.  Rouse,  Dallas,  Chairman  (1961). 

Alternate:  J.  W.  Rainer,  Odessa  (1961). 

J.  B.  Copeland,  San  Antonio  (1961). 

Alternate:  George  Turner,  El  Paso  (1961). 

J.  C.  Terrell,  Stephenville  (1961). 

Alternate:  J.  L.  Cochran,  San  Antonio  (1961). 

Troy  A.  Shafer,  Harlingen  (I960). 

Alternate:  John  L.  Otto,  Galveston  (I960). 

John  K.  Glen,  Houston  (I960). 

Alternate:  Robert  W.  Kimbro,  Cleburne  (I960). 

G.  W.  Cleveland,  Austin  (I960). 

Alternate:  Ridings  E.  Lee,  Dallas  (I960). 

James  H.  Wooten,  Columbus  (I960). 

Alternate:  E.  P.  Hall,  Jr.,  Fort  Worth  (I960). 

Councils  and  committees  of  the  Association  are  listed  in 
the  Transactions  of  the  1959  annual  session  in  connection 
with  their  nomination  and  appointment  by  the  then  Presi- 
dent-Elect, Dr.  Yeager,  in  the  minutes  of  the  third  (Tues- 
day) meeting  of  the  House  of  Delegates. 

Officers  of  the  scientific  sections  are  as  follows; 

Section  Officers: 

General  Practice 

W.  M.  Avent,  Waco,  Chairman. 

Thomas  L.  York,  Corpus  Christi,  Secretary. 

Internal  Medicine 

J.  Wilson  David,  Corsicana,  Chairman. 

W.  W.  Bondurant,  Jr.,  San  Antonio,  Secretary. 

Surgery 

Ridings  E.  Lee,  Dallas,  Chairman. 

Joe  T.  Gilbert,  Austin,  Secretary. 

Obstetrics  and  Gynecology 

M.  A.  Davison,  Marlin,  Chairman. 

J.  Glenn  Terry,  Dallas,  Secretary. 

Eye,  Ear,  Nose,  and  Throat 

Vance  Terrell,  Stephenville,  Chairman. 

E.  A.  Blackburn,  Jr.,  Houston,  Secretary. 

Radiology 

C.  W.  Yates,  Rosenberg,  Chairman. 

Otto  H.  Grunow,  Fort  Worth,  Secretary. 

Public  Health 

W.  V.  Bradshaw,  Fort  Worth,  Chairman. 

David  M.  Cowgill,  San  Benito,  Secretary. 

Pathology 

A.  O.  Severance,  San  Antonio,  Chairman. 

Joseph  M.  Hill,  Dallas,  Secretary. 

Pediatrics 

Harold  H.  Bevil,  Beaumont,  Chairman. 

George  Willeford,  Harlingen,  Secretary. 
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Public  Relations  Conference 
Set  for  September  26  in  Austin 

The  Public  Relations  Conference  and  Orientation  Pro- 
gram of  the  Texas  Medical  Association  will  be  held  Sep- 
tember 26  at  the  headquarters  building  in  Austin.  Com- 
mittee meetings  will  be  held  Friday  and  Saturday,  Septem- 
ber 25  and  26,  and  the  Executive  Board  will  meet  Sunday, 
September  27. 

Members  of  the  Association  may  attend  the  University 
of  Texas  versus  University  of  Maryland  football  game  Sat- 
urday evening,  September  26.  The  Executive  Secretary  is 
endeavoring  to  secure  a block  of  tickets  for  those  interested 
in  seeing  the  game. 

Blocks  of  rooms  are  being  reserved  at  the  Austin  Hotel, 
Driskill  Hotel,  Commodore  Perry  Hotel,  Sheraton  Terrace 
Motor  Hotel,  and  Villa  Capri  Motor  Hotel.  Physicians  are 
asked  to  write  directly  to  the  hotel  for  reservations.  Be- 
cause of  the  football  visitors,  reservations  should  be  made 
early. 


County  Societies 


County  Society  Officers 

Hopkins-Franklin.—Piesident,  Dr.  W.  Ray  Hanna,  Sul- 
phur Springs;  vice-president.  Dr.  S.  Byrd  Longino,  Sulphur 
Springs;  secretary-treasurer.  Dr.  Otto  C.  Walling,  Jr.,  Mount 
Vernon;  delegate.  Dr.  Hanna;  alternate.  Dr.  Earl  Stirling, 
Sulphur  Springs;  board  of  censors,  Drs.  Longino  and  Han- 
na. 

Williamson. — President,  Dr.  Margaret  H.  Alexander, 
Taylor;  vice-president.  Dr.  Ralph  E.  Clearman,  Granger; 
secretary-treasurer.  Dr.  H.  R.  Gaddy,  Jr.,  Georgetown;  dele- 
gate, Dr.  J.  J.  Johns,  Taylor;  alternate.  Dr.  R.  C.  Her- 
mann, Taylor;  board  of  censors.  Dr.  Marvin  Leshikar, 
Taylor;  Dr.  D.  M.  Benold,  Georgetown;  and  Dr.  Seth  W. 
Lehmberg,  Taylor. 

County  Society  Briefs 

The  Hill  County  Medical  Society  met  in  Hillsboro  at  the 
Del-Mar  Hotel  to  hear  a program  presented  by  Dr.  Walter 
B.  King  of  Waco  entitled  "Tumors  of  the  Thyroid.” 

The  officials  of  Medico  Internationale  presented  a pro- 
gram before  the  Harris  County  Society,  May  13,  which  was 
entitled  "Medico  in  Action.”  The  physicians  who  spoke 
were  Dr.  Peter  C.  Comanduras,  Washington,  D.  C.;  Dr. 
Frederick  S.  Franck,  D.D.S.,  and  Dr.  Edgar  Berman. 

Assuming  duties  as  executive  secretary  of  Harris  County 
Society  on  June  1 was  Bill  Robertson,  formerly  public  rela- 
tions coordinator  of  the  Texas  Medical  Association. 

The  Tom  Green-Eight  County  Society  met  April  6 in 
San  Angelo.  The  scientific  program  was  presented  by  Dr. 
James  W.  Hooker  of  San  Angelo  with  the  assistance  of  Bill 
Currier,  physical  therapist  and  Cal  Foster,  speech  therapist 
at  the  Rehabilitation  Center.  They  presented  a film  "A 
Step  Forward.”  A special  call  meeting  was  held  May  11  to 
discuss  plans  for  the  local  science  fair  sponsored  by  the 
society.  The  society  decided  to  have  (1)  a trophy  prepared 
to  reside  in  either  Central  High  or  Lakeview  High,  from 
which  the  winner  of  the  science  fair  award  would  be  chosen 
and  it  would  have  the  name  and  date  of  the  winner  in- 
scribed on  it;  (2)  a key  to  be  given  the  winner  with  his 
name  engraved  on  it;  and  (3)  cash  prizes  to  be  offered — 
$100,  first;  $50,  second;  and  $25,  third. 


The  Cameron-W illacy  Counties  Society  met  in  conjunc- 
tion with  the  Cameron  County  Bar  Association  May  18. 
Forty-eight  physicians  and  64  attorneys  were  present  for 
the  dinner  meeting  in  Harlingen. 

The  program  included  the  film,  "The  Medical  Witness,” 
and  a panel  discussion  involving  "Mutual  Problems.”  Phil- 
ip R.  Overton,  Austin,  general  counsel  for  the  Texas  Medi- 
cal Association,  opened  the  panel  discussion  with  a brief 
history  of  the  relationship  between  Texas  doctors  and 
lawyers.  He  described  previous  joint  efforts  of  the  Texas 


Phiiip  R.  Overton,  Austin  attorney  (left),  and  Dr.  Troy 
A.  Shafer,  Harlingen  physician,  served  on  a panel  of 
three  attorneys  and  three  physicians  for  a discussion  of 
mutual  problems  at  a Cameron-Willocy  Counties  meet- 
ing of  doctors  and  lawyers.  Other  physicians  on  the  panel 
were  Dr.  A.  G.  M.  Martin,  111,  Harlingen,  and  Dr.  Dudley 
Smith,  Brownsville. 

Medical  Association  and  the  State  Bar  of  Texas.  It  is  in 
the  community  interest  for  doctors  and  lawyers  to  have  and 
maintain  a good  professional  relationship,  he  said.  He 
cited  the  mutual  code  of  ethics  recently  adopted  by  the 
Medical  Association  and  the  State  Bar  board  of  directors  as 
a means  of  bringing  about  an  amicable  relationship  between 
the  two  professions. 

Mr.  W.  Fred  Penbarthy,  Federal  Narcotics  agent  from 
Dallas  spoke  at  the  Permian  Medical  Society  meeting  at 
Big  Spring,  March  24,  and  discussed  the  present  "Federal 
Narcotic  Law.” 

Dr.  George  W.  Tipton  was  installed  as  president  of  the 
Travis  County  Society  on  May  22  during  the  annual  society 
installation  party  in  Austin.  He  succeeded  Dr.  Raleigh  R. 
Ross,  president  the  past  year. 

Other  society  officers  include  Dr.  M.  D.  McCauley,  vice- 
president,  and  Dr.  Ruth  M.  Bain,  secretary-treasurer.  Spe- 
cial guests  attending  the  installation  function  included  C.  E. 
Green,  editor  of  the  Austin  Statesman;  Robert  Lloyd,  ad- 
ministrator of  St.  David’s  Community  Hospital  in  Austin; 
and  C.  Lincoln  Williston,  Austin,  executive  secretary  of  the 
Texas  Medical  Association. 

Dr.  T.  M.  Collins  and  Dr.  G.  T.  Hall,  both  of  Big 
Spring,  were  honored  by  the  Howard-Martin-Glasscock 
Counties  Medical  Society,  May  22,  for  having  practiced  in 
the  area  for  a half  cenmry  or  longer.  Dr.  Hall  is  active 
in  his  profession  and  Dr.  Collins  has  been  retired  for  5 
years.  The  doctors  were  paid  tribute  at  a banquet  in  the 
Cosden  Country  Club  in  Big  Spring.  Speaker  at  the  event 
was  Delbert  Downing,  manager  of  the  Chamber  of  Com- 
merce at  Midland. 
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District  Societies 


District  Annual  Meeting  Dates 
Changed  for  Cancer  Groups 

The  1959  schedule  for  district  annual  meetings  reflects 
an  organizational  change  in  the  operation  of  the  Texas 
Division,  American  Cancer  Society. 

The  district  meetings  have  been  transferred  from  Janu- 
ary and  February  of  each  year  to  September  and  October 
as  approved  by  the  executive  committee  in  1957,  according 
to  Dr.  David  Todd,  San  Antonio,  chairman  of  the  meeting 
planning  committee.  The  delay  in  making  this  change.  Dr. 
Todd  explained,  was  caused  by  various  pressures  stemming 
from  the  acceleration  of  the  over-all  program  of  the  Texas 
Division. 

The  new  schedule.  Dr.  Todd  noted,  will  increase  the 
effectiveness  of  the  democratic  process  of  the  Texas  Divi- 
sion since  it  will  permit  volunteers  attending  these  district 
meetings  to  instruct  district  leadership  on  their  needs  and 
feelings  for  presentation  at  the  annual  meeting  of  the 
division  in  December. 

The  Texas  Division  annual  meeting  this  year  will  be 
held  at  the  Rice  Hotel  in  Houston,  December  10-11. 


Woman’s  Auxiliary 


Auxiliary  Gets  Own  Committee 

As  this  new  medical  year  begins  the  Texas  Medical  As- 
sociation and  its  Woman’s  Auxiliary  can  share  an  added 
point  of  interest;  the  new  Advisory  Committee  to  the 
Woman’s  Auxiliary.  Members  include  Dr.  H.  O.  Padgett, 
Marshall,  chairman;  Dr.  R.  B.  G.  Cowper,  Big  Spring;  and 
Dr.  Robert  B.  Homan,  El  Paso. 

As  yet  specific  duties  and  responsibilities  have  not  been 
recorded,  but  the  experience  of  the  appointed  doctors  with 
their  past  achievements  assure  all 
interested  that  here  is  another 
example  of  inspired  planning. 
Dr.  Padgett,  speaking  for  his 
group,  expressed  their  general 
objectives,  "We  will  try  to  co- 
ordinate the  activities  of  the  Aux- 
iliary with  those  of  the  Texas 
Medical  Association  and  try  to 
assist  the  Auxiliary  in  carrying 
out  its  plans  as  fully  as  possible.” 
Without  exception,  it  is  the 
"dream  scheme”  of  every  doctor’s 
wife  in  every  Auxiliary  through 
national  level  to  interpret  men  of  medicine  in  the  best 
possible  way  for  their  profession  in  their  community.  How 
much  easier  the  way  will  be  with  the  Advisory  Committee 
to  evaluate  new  plans  and  help  with  old  ones! 

This  committee  was  formed  after  the  Acsociation’s  By- 
Laws  were  amended  in  April.  The  group  reports  through 
the  Board  of  Trustees,  and  its  members  are  appointed  by 
the  President-Elect  for  3 year  overlapping  terms.  Although 
the  Committee  on  Public  Relations  was  requested  some 
years  ago  by  the  House  of  Delegates  to  serve  in  a liaison 
capacity  with  the  Auxiliary  and  has  been  cooperating  with 


Examining  the  first  place  blue  ribbon  from  the  Na- 
tional Science  Fair  won  by  Robert  R.  Dickey,  Fort  Worth 
(center),  with  his  exhibit  in  biological  sciences  are  Steve 
Hare  (left),  who  assisted  the  winner,  and  science  in- 
structor Flavin  Arseneau  (right).  Joie  P.  Jones,  Abilene, 
(far  right)  is  the  national  winner  in  physical  sciences. 

the  ladies,  the  newly  established  committee  is  the  first  with 
the  sole  responsibility  of  working  with  the  Auxiliary. 

Science  fairs  make  some  of  today’s  biggest  thought  and 
talk!  Texas  was  one  of  the  first  few  states  to  attempt  any 
such  program  in  an  organized  manner.  According  to  Willis 
G.  Hewatt,  Ph.D.,  Texas  Christian  University  notable  whose 
name  is  synonymous  in  Fort  Worth  with  science  fairs,  a 
sort  of  regional  science  fair  was  held  as  long  ago  as 
March,  1953,  in  Fort  Worth’s  Will  Rogers  'Cattle  Barn, 
dividing  space  with  handicraft  exhibits.  The  first  place 
award  at  that  time  was  won  by  Elton  Smbblefield  of  Den- 
ton, who  went  on  to  win  for  himself — and  Tekas — the 
first  place  award  at  the  national  meeting,  then  in  its  fourth 
year.  Mr.  Stubblefield  is  now  engaged  in  cancer  research 
at  Hermann  Hospital  in  Houston. 

Records  for  1956  list  five  regional  fairs  in  Texas,  and 
that  year  the  Texas  Academy  of  Science  adopted  a major 
program  for  promoting  regional  science  fairs  in  this  state, 
providing  funds  to  help  finance  this  program. 

All  along  the  way,  medical  auxiliaries  across  Texas  have 
helped  in  varying  degrees  to  raise  money,  provide  prizes, 
distribute  needed  information,  and  give  the  many  woman- 
hours  of  volunteer  service  necessary  in  producing  these 
science  fairs.  This  year  doctors’  wives  helped  to  sponsor 
more  than  20  area  fairs  in  Texas.  The  whole  program  was 
appreciably  advanced  by  the  generous  financial  assistance 
furnished  by  counry  medical  societies  and  auxiliaries 
throughout  the  state.  These  contributions  not  only  helped 
to  defray  necessary  expenses  of  these  exhibitions,  but  funds 
were  available,  at  last,  to  send  regional  winners  to  the 
national  meeting. 

In  Hartford,  Conn.,  May  6-9,  the  National  Science  Fair 
was  held.  Texas  was  represented  by  seven  more  area  win- 
ners than  any  other  state  in  the  Union.  In  the  national 
finals  two  of  three  first  place  awards  were  won  by  boys 
from  Texas.  Joie  P.  Jones,  Abilene,  took  top  honors  in  the 
physical  science  division;  Robert  R.  Dickey,  Fort  Worth, 
was  national  winner  in  biological  sciences. 

Most  recent  to  join  the  science  fair  movement  appears  to 
be  Tom  Green-Eight  County  Medical  Society,  which  voted 
in  May  to  offer  substantial  prizes  to  fumre  winners  of 
science  fairs  in  that  district.  It  is  a great  movement,  one 
that  has  already  paid  dividends — unquestionably  worthy  of 
careful  consideration  of  Texas  medical  societies  and  auxil- 
iaries, who  will  be  looking  forward  to  next  year’s  national 
fair  in  Indianapolis. 

— Mrs.  C.  P.  Lipscomb,  Fort  Worth. 
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DR.  WILEY  J.  ROLLINS 


DR.  WESLEY  N.  DEAN 


Dr.  Wesley  N.  Dean,  90,  of  Boyd  died  in  a local  hos- 
pital on  April  17,  1959- 

Dr.  Dean  was  born  in  Smith  County  on  October  15, 
1868,  the  son  of  William  Henry  and  Sarah  Melissia 
(Thompson)  Dean.  After  attending  schools  in  Overton, 
he  studied  at  the  Hospital  College  of  Medicine  in  Louis- 
ville, Ky.,  and  completed  his  medical  education  in  1901 
in  the  then  University  of  Dallas  Medical  Department, 
which  became  Baylor  University  College  of  Medicine.  He 
had  practiced  medicine  in  the  Oklahoma  Indian  territory  as 
early  as  1892,  returning  to  Texas  when  Oklahoma  became 
a state.  He  passed  the  Chickasaw  Indian  Board  in  1893. 

The  veteran  physician  had  a general  practice  in  such 
Texas  towns  as  Overton,  Sumner,  Iowa  Park,  Paris,  Blossom, 
and  Clairemont,  as  well  as  Boyd.  He  was  a member  of  the 
American  Medical  Association,  the  Texas  Medical  Associa- 
tion, and  the  Southern  Medical  Association,  and  served  as 
president  of  the  Rusk  County  Medical  Society.  The  Texas 
Medical  Association  elected  him  to  honorary  membership  in 
1950.  Dr.  Dean  served  as  a member  of  the  board  of  stew- 
ards of  the  First  Methodist  Church  of  Boyd  and  Overton, 
and  was  active  in  the  Masons.  His  hobby  was  fishing. 


DR.  WESLEY  N.  DEAN 


Twice  widowed,  Dr.  Dean  married  Miss  Ella  Jarvis  in 
1890,  losing  her  to  death  in  1908.  His  second  wife,  the 
former  Mrs.  Anna  Parchman,  whom  he  married  in  1910, 
died  in  1940. 

Dr.  Dean  is  survived  by  his  wife  of  Boyd,  the  former 
Miss  Alice  Smith;  four  sons,  B.  B.  Dean  of  Silsbee,  S.  J. 
Dean  of  Boyd,  R.  R.  Dean  of  Henderson,  and  Dr.  H.  W. 
Parchman  of  Paris;  four  daughters,  Mrs.  Bess  Wheelis, 
Gulfport,  Miss.;  Mrs.  R.  F.  Burke  and  Mrs.  D.  M.  Hill  of 
Overton;  and  Mrs.  Lillian  Wilson  of  Williams,  Ariz. 


Dr.  Wiley  Jackson  Rollins,  Houston  surgeon,  died  May 
2,  1959,  of  a coronary  occlusion. 

Born  October  17,  1900,  in  Darlington,  S.  C,  Dr.  Rol- 
lins was  the  son  of  Wiley  J.  and  Louise  D.  Rollins.  He 
attended  Wofford  College  at  Spartanburg,  S.  C.,  and  was 
graduated  in  1925  from  the  University  of  Virginia  Medical 
School.  He  served  his  internship  and  residencies  in  ortho- 
pedic surgery  and  surgery  and  gynecology,  at  the  Uni- 
versity of  Virginia  Hospital.  Going  to  Houston  in  1929, 
Dr.  Rollins  practiced  there  until  his  death.  While  in 
Houston,  he  was  a member  of  the  active  staff  of  the 
Houston  Memorial  Hospital  and  was  on  the  courtesy  staffs 
of  St.  Elizabeth’s  Hospital  and  St.  Joseph’s  Hospital. 


DR.  WILEY  J.  ROLLINS 


A member  of  the  Harris  County  Medical  Society  since 
1931,  Dr.  Rollins  also  belonged  to  the  Texas  Medical  As- 
sociation, the  Southern  Medical  Association,  and  the  Amer- 
ican Medical  Association.  At  one  time  he  had  been  a 
member  of  the  Virginia  Medical  Society.  A fellow  of  the 
International  College  of  Surgeons,  Dr.  Rollins  was  also  a 
member  of  the  Industrial  Medical  Association.  He  was  an 
eider  in  the  First  Presbyterian  Church,  a thirty-third  degree 
Mason,  a grand  senior  deacon  of  the  Grand  Lodge  of 
Texas,  and  a member  of  the  River  Oaks  Country  Club. 

On  October  27,  1926,  Dr.  Rollins  married  the  former 
Miss  Maury  J.  Coleman  in  Lynchburg,  Va.  She  survives  as 
do  two  children,  Wiley  Jackson  Rollins,  Jr.,  of  Houston 
and  Mrs.  Polly  Rollins  Sowell  of  McAllen,  and  one  sister, 
Mrs.  Lyndal  Lee  of  Darlington,  S.  C. 


DR.  PHILIP  MAGRISH 

Dr.  Philip  Magrish,  San  Antonio  pediatrician,  died  May 
11,  1959,  at  a local  hospital  of  embolism  of  the  right 
internal  carotid  artery. 

A native  of  Cincinnati,  Ohio,  Dr.  Magrish  was  born 
June  18,  1908,  the  son  of  Louis  and  Kate  (Toby)  Magrish. 
He  received  his  preliminary  education  in  Cinicinnati,  later 
attending  the  University  of  Cincinnati  College  of  Medicine, 
where  he  received  his  doctor  of  medicine  degree  in  June, 
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1933.  He  interned  at  the  Jersey  City  Medical  Center  in 
New  Jersey  and  was  in  residence  in  the  Boston  Floating 
Hospital  and  the  Boston  City  Hospital,  both  in  Boston. 

Dr.  Magrish  was  commissioned  in  the  Army  Medical 
Corps  in  1941  and  served  in  the  European  Theater.  He  had 
the  rank  of  major  when  he  was  discharged  from  the 
service.  He  had  practiced  in  San  Antonio  since  1938. 

A fellow  the  American  Academy  of  Pediatrics  and  a 
diplomate  of  the  American  Board  of  Pediatrics,  Dr.  Ma- 
grish held  membership  in  the  Texas  Medical  Association 
and  American  Medical  Association  through  the  Bexar  Coun- 
ty Medical  Society.  He  was  a past  president  of  the  San 
Antonio  Pediatric  Society  and  a member  of  the  Texas 
Pediatric  Society  and  Temple  Beth  El  of  San  Antonio.  Dr. 
Magrish  was  the  author  of  several  scientific  articles. 

Survivors  include  his  wife,  Mrs.  Edith  Stone  Magrish, 
whom  he  married  in  September,  1940;  two  daughters. 
Misses  Phyllis  and  Louise  Magrish;  a sister,  Mrs.  Leon  Cline, 
all  of  San  Antonio;  and  three  brothers,  James  L.,  Conrad, 
and  Alfred  E.  Magrish,  all  of  Cincinnati. 


DR.  B.  A.  WIGHT,  SR. 

Dr.  Bennett  Allen  Wight,  Sr.,  Kermit  general  practition- 
er, died  in  that  city  on  April  17,  1959,  shortly  after  being 
stricken  with  a heart  attack. 

Dr.  Wight  was  born  in  Roxton  on  April  22,  1901, 
and  was  the  son  of  A.  T.  and  Helen  (Bennett)  Wight.  He 
grew  up  in  Hugo,  Okla.,  and  received  his  medical  degree 
in  1926  from  Tulane  University,  New  Orleans.  He  played 
tackle  on  the  Tulane  football  team  from  1925  to  1927  and 
was  named  All-Southern  tackle.  Also  a member  of  the 
college  boxing  team,  he  was  named  to  the  Tulane  Hall  of 
Fame. 

The  physician  interned  at  Touro  Infirmary,  New  Orleans, 
was  a resident  at  Babies  Hospital  in  Philadelphia,  and  did 
postgraduate  study  at  Columbia  University,  New  York,  in 
1935.  He  practiced  in  Wink  and  Kilgore  before  settling 
in  Kermit  to  do  surgery  and  general  practice;  he  was 
Winkler  County  health  officer  at  the  time  of  his  death. 

Dr.  Wight  belonged  to  the  American  Medical  Associa- 
tion, the  Texas  Medical  Association,  and  the  Reeves-Ward- 
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Winkler-Loving-Culberson-Hudspeth  Counties  Medical  So- 
ciety. During  World  War  II,  he  was  a commander  with 
the  Navy  medical  corps,  seeing  active  duty  in  the  South 
Pacific. 

He  was  a member  of  Nu  Sigma  Nu  medical  fraternity, 
the  Masons,  Delta  Tau  Delta  social  fraternity,  the  Kermit 
Chamber  of  Commerce,  and  the  First  Christian  Church  of 
Kermit. 

He  is  survived  by  his  wife,  the  former  Miss  Letitia  Rixon 
of  Alpine,  whom  he  married  in  1932;  one  daughter,  Mrs. 
Gary  Zimmermann  of  Los  Alamos,  N.  Mex.;  two  sons, 
Bennett  A.  Wight,  Jr.,  who  is  attending  the  University  of 
Texas  Medical  Branch  in  Galveston,  and  Jon  Wight,  a 
student  at  Texas  Christian  University;  three  brothers,  John 
A.  Wight  of  Odessa  and  A.  T.  Wight,  Jr.  and  Charles 
Wight  of  Kermit;  a sister,  Mrs.  Jack  Nowlin  of  Sulphur, 
Okla.;  and  his  mother,  Mrs.  A.  T.  Wight,  Sr.  of  Kermit. 


DR.  A.  L.  HATHCOCK 

Dr.  Alfred  Lawrence  Hathcock,  92,  who  is  credited  with 
building  Palestine’s  first  private  hospital,  died  in  Palestine 
on  May  2,  1959,  after  a long  illness. 

Dr.  Hathcock  was  born  on  January  18,  1867,  at  Beaver 
Valley  near  Montalba  and  was  the  son  of  Alfred  and  Mary 
Ann  (Smith)  Hathcock.  His  early  schooling  was  received 
from  a private  tutor  on  the  family  farm  and  then  at  private 
school  in  Tennessee  Colony,  Anderson  County.  He  was 
awarded  his  medical  degree  in  1892  from  the  University  of 
Pennsylvania  Department  of  Medicine,  Philadelphia,  after 
which  he  was  house  physician  for  4 years  with  the  Inter- 
national and  Great  Northern  Railroad  Hospital,  Palestine. 
Throughout  the  following  years,  he  visited  many  hospitals 
in  Philadelphia,  Baltimore,  Boston,  Chicago,  and  else- 
where to  further  his  medical  knowledge,  especially  in 
surgery. 

The  physician  practiced  in  Palestine  from  the  time  of  his 
graduation  in  1892  until  his  retirement  in  1945,  special- 
izing in  surgery  after  the  first  few  years.  In  the  early  days, 
before  gastrointestinal  surgery  was  commonly  done,  he 
operated  experimentally  on  dogs,  removing  kidneys  and 
gallbladders.  He  performed  the  first  appendectomy  in  the 
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city  of  Palestine  and,  just  before  World  War  I,  built  the 
first  hospital,  Palestine  Sanitarium,  there.  Before  automo- 
biles came  into  general  use  in  1908,  he  owned  the  first 
car  in  the  county  and  later  became  a supporter  of  the 
building  of  good  roads. 

Dr.  Hathcock  was  active  in  the  Texas  Medical  Associa- 
tion for  many  years,  serving  as  second  vice-president  in 
1903-1904;  councilor  of  District  11  from  1909  to  1912 
and  again  in  1939;  and  secretary  of  the  Section  on  Surgery 
in  1914.  He  was  elected  to  honorary  membership  in  the 
Association  in  1946.  He  was  president  of  the  Anderson- 
Houston-Leon  Counties  Medical  Society  in  1933  and  1939. 

Dr.  Hathcock  also  belonged  to  the  American  Medical 
Association,  the  Southern  Medical  Association,  and  the 
American  College  of  Surgeons.  He  served  as  president  of 
the  Texas  Sutgical  Society  in  1939.  He  was  a member  of 
the  Palestine  Chamber  of  Commerce,  the  Palestine  Rotary 
Club,  and  the  Methodist  Church.  His  hobby  was  photog- 
raphy, including  taking  moving  pictures. 

The  veteran  physician  married  a talented  violinist,  Miss 
Clara  May  Strother  of  Waco,  on  March  3,  1896,  in  that 
city.  She  preceded  him  in  death  in  February,  1924. 

Surviving  Dr.  Hathcock  are  two  daughters,  Miss  Louise 
Hathcock  of  Palestine  and  Mrs.  LeVaughn  Glazner  of  Lub- 
bock; a son,  Frank  P.  Hathcock  of  Nacogdoches;  a sister, 
Mrs.  J.  B.  Oldham  of  Palestine;  and  two  grandchildten. 


DR.  ADOLPH  W.  BRAZDA 

Dr.  Adolph  William  Brazda  of  Ranger  died  May  20, 
1959,  of  a coronary  occlusion. 

Dr.  Brazda  was  born  in  January  11,  1899,  at  Dodge, 
Neb.,  the  son  of  Charles  and  Christina  (Bartosh)  Brazda. 
He  attended  the  University  of  Nebraska  and  received  a 
bachelor  of  arts  degree  in  chemistry  and  biology  from  there 
in  1923.  While  at  this  university,  he  was  awarded  a fellow- 
ship in  parasitology.  Following  his  graduation  from  Emory 
University  School  of  Medicine  in  Atlanta,  Ga.,  in  1929,  Dr. 
Brazda  interned  at  French  Hospital  in  San  Francisco.  His 
surgical  and  obstetrical  residencies  were  completed  the  fol- 
lowing year  at  San  Joaquin  General  Hospital  in  French 
Camp,  Calif.  In  1948  Dr.  Brazda  did  postgraduate  work  in 
diseases  of  the  thorax  at  George  Washington  University 
in  Washington,  D.  C.  He  attended  the  School  of  Aviation 
Medicine  at  Randolph  Field  in  1943. 

Serving  with  the  United  States  Air  Force  from  1942 
until  1945,  Dr.  Brazda  received  a campaign  medal  with 
two  battle  stars  for  action  in  Europe.  He  served  as  captain, 
major,  and  flight  surgeon  in  the  Medical  Corps;  in  1956 
he  was  promoted  to  lieutenant  colonel  in  the  reserve,  being 
retired  in  January  this  year. 

Dr.  Brazda  is  listed  in  World  Biography,  Who’s  Who  in 
Texas,  and  Who’s  Important  in  Medicine.  In  1958  he  was 
awarded  a certificate  of  merit  by  the  Internatiqnal  Academy 
of  Proctology  for  an  outstanding  paper  he  had  presented 
before  this  group.  Dr.  Brazda  had  practiced  in  Ranger  since 
1940,  giving  special  attention  first  to  surgery  and  then  to 
proctology.  He  did  research  on  the  effect  of  chemotherapy 
on  carcinomas. 

Active  in  scientific  as  well  as  civic  organizations.  Dr. 
Brazda  had  been  a member  of  the  Texas  Medical  Associa- 
tion since  1941.  Dr.  Brazda  was  a past  president  of  the 
Eastland-Callahan-Stephens-Shackelford-Throckmorton  Coun- 
ties Medical  Society  and  held  membership  in  the  American 
Medical  Association,  American  Trudeau  Society,  Southern 
Medical  Association,  Military  Surgeons  of  the  United  States, 
New  York  Academy  of  Science,  Texas  Academy  of  Science, 
and  the  American  Association  for  the  Advancement  of  Sci- 
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ence.  He  was  a fellow  of  the  American  College  of  Chest 
Physicians  and  the  International  Academy  of  Proctology 
and  was  a member  of  Phi  Chi  medical  fraternity.  Dr. 
Brazda’s  civic  activities  included  membership  in  the  Cham- 
ber of  Commerce,  Rotary  International,  and  Cross  Timber 
Shrine  Club.  He  was  a Mason,  a Shriner,  and  since  World 
War  I,  had  belonged  to  the  American  Legion.  After  World 
War  II,  he  became  a member  of  the  Veterans  of  Foreign 
Wars.  A member  of  the  Fitst  Methodist  Church,  Dr.  Brazda 
was  a member  of  the  board  of  stewards  and  the  chutch 
choir.  He  served  as  city  health  officer  for  Ranger  for  three 
terms. 

Members  of  the  family  who  survive  include  his  wife, 
the  former  Miss  Ellie  C.  Carter;  his  mother,  Mrs.  Charles 
Brazda;  one  son,  Adolph  W.  Brazda,  II;  and  one  daughter, 
Mrs.  Melvin  A.  Howe,  both  of  Dallas.  Also  surviving  are 
four  grandchildren,  Katherine  Brazda  and  Susan  Rebecca, 
William  L.,  and  Mary  Elizabeth  Howe,  all  of  Dallas. 


DR.  JOHN  H.  BURLESON 

Dr.  John  Hill  Burleson,  91,  past  president  and  member 
emeritus  of  the  Texas  Medical  Association,  died  in  his  San 
Antonio  home  on  Match  8,  1959- 

The  veteran  physician  came  from  a family  which  was 
able  to  trace  its  beginnings  to  an  Irish  immigrant  boy  from 
the  Lakes  of  Kilarney  who  landed  on  the  coast  of  Maryland 
in  1723.  His  paternal  grandfather  first  came  to  Texas  from 
Tennessee  in  1824  with  a group  of  explorers  and  hunters 
and  remrned  in  about  1830  with  his  entire  family,  includ- 
ing his  bride,  daughter  of  a Senator  Bell  of  Tennessee. 
His  maternal  grandparents  were  Mercer  and  Rebecca  Hill, 
Tennesseans  who  arrived  in  Texas  in  1840. 

Dr.  Burleson  himself  was  born  on  November  30,  1867, 
in  a log  cabin  near  the  Colorado  River  just  below  Austin. 
Both  his  parents  had  been  born  in  Texas,  and,  at  the  time 
of  his  birth,  the  men  of  the  Burleson  clan  had  only  recent- 
ly returned  from  fighting  with  the  Confederate  Army. 

Both  of  Dr.  Burleson’s  parents  died  while  he  was  quite 
young,  and  he  was  a newspaper  boy  on  the  streets  of  Austin 
during  his  boyhood.  After  being  graduated  from  Austin 
schools,  he  attended  the  University  of  Texas  in  1886  and 
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1887.  He  studied  medicine  at  Missouri  Medical  College  in 
St.  Louis,  receiving  his  medical  degree  in  1890.  After  prac- 
ticing as  a country  doctor  for  5 years,  he  decided  to  special- 
ize in  eye,  ear,  nose,  and  throat  work,  and  spent  a year  of 
postgraduate  study  in  New  Orleans,  another  in  New  York. 
At  the  end  of  that  time,  he  practiced  in  Cuero  and  Lam- 
pasas before  settling  in  San  Antonio,  where  he  resided  for 
60  years. 

Dr.  Burleson  married  the  former  Miss  Edna  Hayden 
Woodall  of  Huntsville  in  1892,  lost  her  to  death  in  1927. 

The  physician  was  a president  of  the  Texas  Medical 
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Association  in  1935-1936,  a councilor  of  its  Fifth  District 
from  1931  to  1934,  a member  of  the  Committee  on  Legis- 
lation, serving  as  its  chairman  from  1942  to  1948,  and  an 
emerims  member  since  1948.  He  was  a president  of  the 
Texas  Ophthalmological  and  Otolaryngological  Society  and 
of  the  Bexar  County  Medical  Society,  a fellow  of  the 
American  College  of  Surgeons,  certified  by  the  American 
Board  of  Ophthalmology,  and  a member  of  the  American 
Medical  Association.  He  was  a charter  member  of  the 
Order  of  the  Alamo,  a member  of  St.  Luke’s  Episcopal 
Church  in  San  Antonio,  and  a member  of  Masonic  Lodge, 
San  Antonio  Commandery  No.  7,  Knights  Templar,  San 
Antonio  Consistory,  and  Scottish  Rite  Bodies. 

Dr.  Burleson  is  survived  by  a daughter,  Mrs.  Ruth  Burle- 
son Fries  of  San  Antonio;  two  grandchildren;  and  two 
great-grandchildren. 


DR.  RUFUS  ETHEL  MORROW 

Dr.  Rufus  Ethel  Morrow,  veteran  McKinney  doctor,  died 
March  26,  1959,  of  burns  received  in  an  accident  at  the 
home  of  a daughter  in  Jasper.  The  81  year  old  physician’s 
bed  clothing  caught  fire,  and  he  was  fatally  burned. 

Dr.  Morrow  was  born  on  June  22,  1877,  in  Bethlehem, 
Marshall  County,  Miss.  He  was  the  son  of  John  Parks  and 
Martha  (Gallagher)  Morrow.  After  attending  public 
schools  in  Collin  County,  Texas,  he  received  his  medical 
education  at  Memphis  Hospital  Medical  College  in  1904, 
also  interning  at  Memphis  Hospital.  He  practiced  in  rural 
Lucas  and  Winningkoff  communities,  Collin  County,  from 
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1904  until  1946,  then  moved  to  McKinney  where  he  was 
in  practice  until  his  retirement  in  1951. 

The  physician  married  Miss  Ida  Mae  Campbell  in  1906; 
she  preceded  him  in  death  in  1938.  One  son,  Kyle,  also 
died  before  his  father. 

Dr.  Morrow  was  president  of  the  Collin  County  Medical 
Society  in  1938.  He  was  a member  of  the  American  Medi- 
cal Association,  Texas  Medical  Association,  and  Southern 
Medical  Association.  He  was  also  active  in  the  Methodist 
Church. 

Dr.  Morrow  is  survived  by  a daughter,  Mrs.  Venita 
Morrow  McMillan,  Jasper;  one  son,  Dallas  C.  Morrow,  Los 
Angeles;  two  brothers,  W.  D.  Morrow  and  E.  C.  Morrow, 
McKinney;  two  grandchildren,  Carl  McMillan  and  Mrs. 
William  Chambers,  both  of  Jasper;  and  a great-grandson. 
Camp  Chambers,  Jasper. 


DR.  KENT  N.  HUNT 

Dr.  Kent  Noel  Hunt  of  San  Antonio  died  at  his  home 
March  11,  1959,  of  carcinoma  of  the  pancreas. 

Dr.  Hunt  was  born  November  25,  1902,  in  Decamr,  and 
was  the  son  of  John  Henry  and  Glendora  Gertrude  (Gen- 
try) Hunt.  He  received  his  preliminary  education  in  Clovis, 
N.  Mex.,  and  was  graduated  from  the  University  of  Texas 
in  Austin  in  1925  and  the  University  of  Texas  Medical 
Branch  in  Galveston  in  1929.  He  interned  at  Robert  B. 
Green  Hospital  in  San  Antonio  in  1929.  Afterwards  he 
began  practice  in  San  Antonio  and  remained  there  through- 
out his  career,  except  for  a period  during  World  War  II 
when  he  served  as  flight  surgeon  in  the  United  States 
Eighth  Air  Force. 

The  physician  was  a member  of  the  Bexar  County  Medi- 
cal Society,  Southwest  District  Medical  Society,  Texas  Medi- 
cal Association,  American  Medical  Association,  and  the 
Southwest  Surgical  Congress.  He  served  as  steward  of 
Laurel  Heights  Methodist  Church,  was  a charter  member 
of  the  Girl’s  Council,  Home  for  Homeless  Girls,  and  was 
a member  of  Oak  Hills  Country  Club.  His  hobbies  were 
ranching,  taking  motion  pictures,  and  raising  dogs. 

Survivors  include  his  wife,  the  former  Miss  Helen  Bell 
Trotter,  whom  he  married  December  20,  1941,  in  San  An- 
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tonio;  two  sons,  David  A.  Hunt  and  Kent  Hunt  II;  a 
daughter,  Mrs.  Patricia  McDougall;  one  granddaughter, 
Margaret  Hunt;  his  mother,  Mrs.  Glendora  Hunt,  all  of 
San  Antonio;  two  brothers,  J.  E.  Hunt,  Austin,  and  Glenn 
C.  Hunt,  Dallas;  and  a grandson,  Paul  McDougall,  San 
Antonio. 


DR.  HARRY  L.  LOCKER 

Dr.  Harry  Loy  Locker,  veteran  Brownwood  general  prac- 
titioner, died  at  his  ranch  near  Winchell  in  Brown  County 
on  February  23,  1959,  of  coronary  occlusion. 

He  was  born  on  January  21,  1882,  in  Clifton,  the  son 
of  James  Monroe  and  Susan  (Bible)  Locker.  When  he  was 
7,  the  family  bought  a stock  farm  in  San  Saba  County, 
establishing  a settlement  which  became  Locker,  Texas,  and 
the  boy  began  his  schooling  in  a 20  by  30  foot  one  room 
school.  He  entered  Daniel  Baker  College  in  Brownwood  in 
1902,  doing  3 years  of  college  work  in  2 years  while  earn- 
ing half  his  board  and  room  and  playing  right  guard  with 
the  two  undefeated,  "invincible  Hill  Billies’’  football  teams 
of  his  college  era. 

Interest  in  his  college  debating  society  led  Harry  Locker 
to  want  to  study  law,  a desire  squelched  by  his  father’s 
firm:  "Son,  hell  is  full  of  lawyers  now,  and  I don’t  want 
my  son  to  run  it  over.”  Determined  to  have  a profession 
and  knowing  his  farmer-father  was  unable  to  finance  4 years 
of  medical  school,  which  was  his  second  choice,  Harry 
Locker  persuaded  the  family  to  invest  $200  in  him  for  a 
2 year  course  at  the  University  of  Texas  Pharmacy  School 
in  Galveston.  If  he  could  get  through  pharmacy  school,  he 
would  be  in  a position  to  work  his  way  through  medical 
school,  he  figured.  On  a budget  which  allowed  him  $5  for 
books  and  incidentals  for  8 months,  and  by  passing  the 
pharmacy  board  examinations  after  6 months,  he  accom- 
plished this  goal. 

Dr.  Locker  married  Miss  Altha  R.  Eckert  of  Locker  in 
1906.  He  worked  in  the  drug  business  there  until  1909, 
when  he  entered  the  then  Fort  Worth  University  School  of 
Medicine  and  Pharmacy,  taking  his  first  year  of  medicine 
and  last  year  of  pharmacy  at  the  same  time. 


By  now  the  father  of  a son.  Dr.  Locker  attended  school 
by  day  and  worked  behind  a drugstore  prescription  counter 
at  night  to  make  expenses.  He  received  his  degree  in  pharm- 
acy in  1910  and  his  medical  degree  in  1913,  externing  at 
the  Fort  Worth  city-county  hospital  during  his  senior  year. 
Dr.  Locker  did  postgraduate  work  in  later  years  at  Tulane 
University  and  the  University  of  Texas  Medical  Branch  in 
Galveston. 

The  physician’s  first  practice  was  in  Winchell,  a town 
of  600  population,  where  he  traveled  by  buggy  or  horse- 
back. He  spent  1918  as  a first  lieutenant  stationed  at  Kelly 
Field  in  San  Antonio,  and,  upon  his  discharge,  moved  his 
family  to  Gorman,  where  he  did  oil  field  practice  until 
moving  to  Brownwood  in  June,  1920. 
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Dr.  Locker  was  vice-president  of  the  Texas  Medical  As- 
sociation in  1937  and  on  the  Board  of  Councilors  from 
1952  to  1955.  He  was  a member  of  the  American  Medical 
Association,  the  Southern  Medical  Associaion,  and  the 
Brown-Comanche-Mills-San  Saba  Counties  Medical  Society, 
of  which  he  was  secretary  in  1943-44.  In  1946,  he  served 
as  president  of  the  Fourth  District  Medical  Society.  He  was 
a member  of  the  Central  Methodist  Church  of  Brownwood 
and  was  a Mason.  His  hobbies  were  hunting  and  fishing. 

Whereas  Dr.  Locker  delivered  some  4,000  babies  during 
his  years  of  practice  and  speciali2ed  in  obstetrics,  gynecol- 
ogy, and  pediatrics  in  his  early  days,  his  chief  interest  in 
later  years  was  the  medical  care  of  the  aged. 

The  memory  of  his  youthful  struggles  to  get  through 
college  and  medical  school  inspired  Dr.  Locker  and  his 
family  to  make  a $100,000  gift  to  Daniel  Baker  and  How- 
ard Payne  Colleges  of  Brownwood  in  1953.  The  gift,  desig- 
nated as  "the  Locker  Memorial  Endowment,”  was  a family 
property,  the  three  story  Main  Hotel  of  Brownwood.  Re- 
sulting funds  will  be  used  for  scholarships  for  deserving 
students  who  need  financial  support  to  achieve  their  col- 
lege degrees,  a stipulation  being  that  they  repay  the  money 
when  they  are  able  to  do  so. 

Dr.  Locker  is  survived  by  his  wife;  two  sons.  Dr.  S. 
Braswell  Locker,  Brownwood  eye,  ear,  nose,  and  throat 
specialist;  and  Lewis  H.  Locker,  D.D.S.,  Brownwood  den- 
tist; a sister,  Mrs.  Ada  Collins  of  Houston;  and  5 grand- 
children. 
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Free  Choice  Philosophy 
In  Medicine 

In  the  process  of  acquiring  a medical  education  there  is 
little  time  which  may  be  devoted  to  the  acquisition  of  knowl- 
edge of  that  branch  of  learning  which  is  termed  philosophy. 
The  term  is  derived  from  a Greek  word  which  might  be 
expressed  as  "love  of  wisdom.”  By  this  definition  the  whole 
study  of  medicine,  if  pursued  wholeheartedly,  is  a branch  of 
this  form  of  learning.  From  its  beginning  medicine  as  a 
science  was  considered  as  a part  of  philosophy,  but  the  fact 
remains  that  the  medical  student  may  apply  himself  assidu- 
ously and  complete  his  postgraduate  training  without  gain- 
ing a basic  philosophy  to  govern  his  life  and  praaice. 

By  definition  philosophy  is,  "The  process  of  observing 
facts  and  events  of  life  in  both  the  mental  and  physical 
world,  with  intelligent  analysis  into  their  causes,  reasons,  and 
effects,  and  especially  into  the  laws  that  govern  them,  with 
the  purpose  of  deducing  therefrom  sets  of  general  principles 
and  ideas,  usually  with  some  practical  application  of  these 
as  the  final  goal.”* 

As  individuals  and  as  a profession  we  look  upon  ourselves 
as  the  guardians  of  certain  human  rights.  We  preach,  pro- 
fessedly we  believe,  in  the  right  of  free  choice.  It  is  an 
anachronism  when  men  of  medicine  support  a plan  which 
directly  violates  these  principles. 

AMA  News  of  March  23  reports  on  legislation  in  various 
states.  The  North  Carolina  legislature  is  reported  as  set  to 
pass  a bill  requiring  inoculation  against  poliomyelitis  for  all 
the  state’s  children  between  the  ages  of  2 months  and  6 

* Webster’s  Unified  Dictionary  and  Encyclopedia,  New  York,  Stuttmann, 
1955. 
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years.  The  state  provides  the  vaccine  for  the 
indigent.  The  bill  is  reported  as  having  the 
support  of  the  North  Carolina  Medical  Society."! 
In  Connecticut,  the  report  says,  the  legislature 
is  considering  bills  to  require  poliomyelitis  shots 
for  all  school  children  and  another  bill  sets 
compensation  of  $3  to  the  physician  for  each 
poliomyelitis  injection  using  the  vaccine  sup- 
plied by  the  state. 

If,  as  reported,  the  state  societies  are  sup- 
porting this  type  of  legislation,  and  regardless 
of  the  outcome  of  these  individual  bills,  then 
the  premise  that  there  is  need  for  philosophy 
in  the  everyday  life  of  the  physician  seems  vin- 
dicated. What  specifically  do  these  bills  do? 

If  these  states  pass  a law  requiring  the  ad- 
ministration of  the  vaccine  by  shots,  these  chil- 
dren may  be  deprived  of  new  advances  such  as 
the  impending  oral  vaccine  until  a legislature 
can  meet  and  take  the  bill  off  the  books,  for 
the  one  in  question  specifies  injeaion.  There  is 
much  yet  to  be  learned  about  the  Salk  vaccine. 
There  can  be  no  question  that  it  is  a great  medi- 
cal advance,  but,  so  was  toxin-antitoxin  mixture, 
yet  the  life  of  that  product  was  short,  for  it  was 
supplanted  by  toxoid.  In  Texas  we  have  no  such 
requirement,  even  in  the  case  of  smallpox  vac- 
cine, which  has  been  proved  by  the  centuries. 
School  boards  may  make  vaccination  a require- 
ment for  admission  to  public  school,  but  there 
is  no  requirement  that  a child  attend  public 
school.  Thus  a right  of  free  choice  is  not  abro- 
gated. 

Under  the  terms  of  the  North  Carolina  bill 
the  physician  presumably  would  have  to  start 
immunizations  of  babies  at  2 months  of  age 
no  matter  what  his  convictions  might  be  re- 
garding the  processes  of  immunity.  This  is  in 
the  face  of  a report  in  the  AM  A Journal  which 
shows  exceedingly  scanty  evidence  of  persist- 
ence of  immunity  to  Salk  vaccine  at  1 year  after 
completion  where  the  immunization  started  in 
the  first  or  second  month. 

The  Connecticut  bills  seem  even  more  dan- 

later  report  indicates  that  such  a bill  did  pass  though 
there  is  no  information  regarding  the  final  form. 


gerous.  If  a legislature  can  establish  the  fee  that 
the  physician  will  charge  for  an  injection  of 
this  vaccine,  what  are  the  limits  of  those  things 
for  which  it  may  prescribe  fees?  Even  though 
the  fee  may  be  the  average  fee  for  the  area  or 
a generous  one  to  make  it  more  palatable  to 
the  physician,  it  still  remains  a hazard  in  every 
respect.  This  is  State  Medicine  with  a vengeance 
starting  at  the  state  instead  of  the  national 
level.  The  report  about  the  North  Carolina  bill 
.even  refers  to  the  state’s  children.  Has  this  con- 
cession been  made  in  America? 

It  is  not  unusual  to  find  members  of  the 
Texas  Medical  Association  who  believe  or  ex- 
press the  belief  that  certain  immunization  pro- 
cedures should  be  made  compulsory,  and  com- 
mittees of  the  Association  have  seemed  close 
to  the  advocacy  of  compulsion  on  occasions. 
How  can  this  thinking  be  harmonized  with  our 
insistence  on  the  right  of  free  choice?  At  one 
and  the  same  time  we  say,  "You  may  select 
your  own  physician,  but  you  must  take,  and  he 
must  give,  this  medicine  prescribed  by  your 
state  at  the  instance  of  some  other  physician.” 

The  resort  to  compulsion  is  a concession  of 
inability  to  gain  acceptance  of  a procedure  by 
educational  means.  The  evidence  is  so  complete 
and  overwhelming  for  many  immunizing  pro- 
cedures that  it  is  inconceivable  there  are  any 
great  numbers  who  can  withstand  the  logic  if 
it  is  presented  in  its  true  light.  This  is  a func- 
tion of  teaching  that  medicine  should  happily 
assume. 

There  is  need  for  physicians  to  reason  to- 
gether before  advocacy  of  any  plan  lest  we  find 
our  pleas  half  slave  and  half  free. 

— J.  M.  Coleman,  M.D.,  Austin. 
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Problem  of  Facial  Scars 

One  of  the  problems  confronting  plastic 
surgeons  today  is  that  of  facial  scars.  After  a 
careful  procedure  the  anxious  parent  or  the 
attractive  young  lady  frequently  asks,  "Doctor, 
have  you  completely  removed  the  scars?”  The 
possibility  for  complete  removal  of  all  facial 
scars  in  everybody  is  an  appealing  though  frus- 
trating one  to  the  surgeon  who  must  view  the 
late  results  from  trauma  even  after  magnificent 
surgery.  Though  surgery  may  show  marked 
improvement  and  be  quite  successful  from  the 
surgeon’s  standpoint,  for  the  patient  all  too 
often  this  benefit  is  overshadowed  by  the  fact 
that  certain  scars  are  still  present  and  visible. 

Why  should  the  patient  expect  that  all  the 
scars  will  be  completely  erased  on  the  face 
when  he  knows  full  well  they  will  be  visible 
elsewhere  on  the  body?  Where  does  he  get 
such  ideas?  One  may  stem  from  the  person  who 
says,  "I  used  to  have  a scar  on  my  forehead  or 
cheek  which  resulted  from  a fall  as  a child, 
and  as  I grew  my  mother  said  it  gradually 
moved  up  into  the  hairline  and  disappeared.” 

Possibly  another  reason  for  this  erroneous 
opinion  comes  from  a simple  suggestion  from 
a friend  or  doctor,  "Why  don’t  you  see  a plastic 
surgeon  to  get  rid  of  those  ugly  scars?” 

Newspapers  and  magazines  also  have  con- 
tributed, in  some  instances,  to  this  problem. 
Much  of  this  false  impression  was  created  dur- 
ing World  War  II.  The  radio  and  newspapers 
told  of  the  "marvelous”  things  being  done  in 
certain  surgical  centers  in  this  country.  They 
have  described  the  "terrible”  facial  burns  of  a 
certain  airplane  pilot  who  underwent  extensive 
plastic  surgery,  and  how  the  surgeons  restored 
the  boy  to  just  what  he  was  before  the  injury. 
They  have  gone  on  to  tell  of  other  patients 
with  multiple  scars  of  the  face  who  "underwent 
plastic  surgery”  and  whose  scars  were  com- 
pletely removed. 

Possibly,  in  wartime,  in  the  interest  of  pub- 
lic morale  this  distortion  of  the  facts  was  justi- 
fied, but  this  type  of  story  is  still  being  carried 


today  as  writers  continue  to  disregard  certain 
truths  and  to  stress  the  sensational.  Today  the 
late  effect  has  been  disillusioning  for  those  who 
expect  the  same  dramatic  result. 

What  can  the  plastic  surgeon  really  do, 
stripped  of  all  embellishments?  Always  real- 
izing that  mother  nature  is  his  greatest  asset, 
the  surgeon  allows  a proper  time  interval  for 
all  the  reaction  to  subside  before  starting  ex- 
tensive reconstructive  procedures  or  even  the 
revision  of  simple  scars.  From  experience  the 
surgeon  knows  that  tissue  obtained  by  under- 
mining and  advancement  for  closure  of  a de- 
pressed scar,  or  closure  by  shifting  of  a local 
flap  where  there  has  been  an  actual  loss  of 
tissue  is  superior  to  any  skin  graft;  local  tissue 
is  superior  in  color  and  texture  to  that  brought 
from  a distance.  When  facial  scars  are  present, 
only  those  which  the  surgeon  believes  can  be 
improved,  not  merely  changed,  are  subsequent- 
ly revised.  Where  the  scar  crosses  a flexion 
crease  of  the  eyelids  or  passes  from  the  cheek 
to  the  ala,  a z-plasty  is  carried  out  with  shifting 
of  the  two  flaps  to  place  the  scar  in  the  proper 
direction. 

Whenever  feasible  the  incision  is  kept  as 
small  as  possible  and  is  placed  in  a normal  fold 
or  crease,  hidden  in  front  of  or  behind  an  ear 
or  in  the  hairline  to  make  it  less  conspicuous. 
After  a careful  closure  with  early  removal  of 
sutures,  the  scar  in  time  may  be  quite  incon- 
spicuous, especially  if  the  surgery  was  about 
the  eyelids.  We  all  are  aware  that  individuals 
vary  in  their  response  to  surgery,  or  trauma, 
and  that  with  the  older  age  group  or  in  the 
fair  skinned  person,  the  results  can  be  outstand- 
ing. However,  to  the  careful  observer,  the  scar 
is  always  visible,  nor  does  it  move  up  or  down 
with  time. 

Now  what  of  the  person  whose  scars  are 
still  noticeable  in  spite  of  this  careful  surgery, 
who  asks  the  question,  "Doctor,  when  are  you 
going  to  do  plastic  surgery  and  completely  re- 
move my  scars?”  What  are  we  to  say  to  him 
when  he  comes  into  our  office  so  full  of  hope. 
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asking  to  be  made  whole?  What  then  is  our 
responsibility  as  doctors  to  this  patient  and  to 
the  public? 

Until  research  is  able  to  tell  us  how  to  pre- 
vent and  control  scar,  it  would  appear  that  it 
is  time  to  stop  abusing  the  public  by  distorted 
reports.  It  is  time  they  were  told  the  whole 
truth — that  while  the  plastic  surgeon  is  well 
versed  in  the  handling  of  local  tissues,  he  is 
still  dealing  with  an  individual  and  with  moth- 
er nature.  No  scar  is  completely  erased,  but  is 
only  made  less  conspicuous,  and  the  extent  to 
which  this  is  accomplished  depends  on  the  heal- 
ing of  the  patient  and  on  the  skill  of  the 
surgeon. 

— Raymond  O.  Brauer,  M.D.,  Houston. 

DeBakey  Wins  Recognition 

Texas  often  has  an  opportunity  to  be  proud 
of  its  sons.  Just  now  buttons  are  poping  off 
the  chests  of  friends  of  Dr.  Michael  E.  DeBakey 
of  Houston,  who  received  the  coveted  disting- 
uished service  award  of  the  American  Medical 
Association,  winning  the  honor  over  nominees 
Drs.  Jonas  Salk  and  Shields  Warren.  Dr.  De- 
Bakey is  the  first  Texan  and  fourth  southerner 
to  receive  this  award  since  its  establishment  in 
1938. 

One  of  medicine’s  highest  awards,  the  dis- 
tinguished service  award  is  given  by  the  Ameri- 
can Medical  Association  upon  selection  by  the 
House  of  Delegates  from  three  nominees  sub- 
mitted by  the  Board  of  Trustees,  screened  from 
names  proposed  by  the  general  membership.  It 
is  given  in  recognition  of  contributions  to  med- 
ical progress  and  carries  with  it  a gold  medal 
and  citation  of  the  doctor’s  services. 

Dr.  DeBakey,  internationally  known  for  his 
contributions  to  heart  surgery,  came  from  New 
Orleans  in  1948  to  head  the  Department  of 
Surgery  at  Baylor  University  College  of  Medi- 
cine. With  this  latest  recognition  he  has  focused 
attention  on  the  exceptionally  fine  medical 
care  and  research  that  is  being  achieved  not 
only  in  Houston  but  elsewhere  in  Texas. 


Congress  Has  Hearings 

Hearings  on  H.B.  4700  (amendments  to 
the  social  security  act  introduced  by  Aime  For- 
and  of  Rhode  Island)  were  scheduled  by  the 
House  Ways  and  Means  Committee  in  Wash- 
ington to  begin  July  13.  Although  progress  of 
the  hearings  could  not  be  prediaed  exaaly,  it 
was  anticipated  when  this  Journal  went  to  press 
that  the  action  and  interest  of  physicians  would 
be  required  over  a period  of  weeks  if  this  leg- 
islation to  provide  hospital,  surgical,  and  nurs- 
ing home  service  to  16,000,000  recipients  of 
social  security  benefits  is  to  be  defeated. 

Repeatedly  disapproved  in  resolutions  adopt- 
ed by  the  Texas  Medical  Association  House  of 
Delegates,  H.B.  4700  is  viewed  as  a political 
solution  to  a health  problem  which  is  being 
solved  in  a voluntary,  free  enterprise  fashion 
not  requiring  governmental  interference.  Grant- 
ing that  persons  past  age  65,  who  would  bene- 
fit from  the  Forand  measure,  are  increasing 
and  should  receive  good  health  care,  the  medi- 
cal profession  points  to  the  studies  being  car- 
ried on  by  the  Joint  Council  to  Improve  the 
Health  Care  of  the  Aged  as  a suitable  approach 
to  determine  exactly  what  the  problem  is  and 
how  it  should  be  answered.  Also  noted  are  the 
strides  which  Blue  Cross-Blue  Shield  and  pri- 
vate insurance  carriers  are  making  in  providing 
economic  support  for  older  citizens  who  need 
medical  care  and  hospitalization.  In  Texas,  Blue 
Cross-Blue  Shield  and  private  insurance  carriers 
are  making  in  providing  economic  support  for 
older  citizens  who  need  medical  care  and  hos- 
pitalization. In  Texas,  Blue  Cross-Blue  Shield 
has  made  available  $30,000  to  work  with  the 
Committee  on  Aging  of  the  Texas  Medical  As- 
sociation in  determining  the  needs  of  older 
Texans  and  to  develop  an  indemnity  plan  which 
will  be  most  practical  in  meeting  them. 

The  Texas  Medical  Association  has  been 
joined  by  the  Texas  Hospital  and  Texas  Phar- 
maceutical Associations  in  opposition  to  H.B. 
4700.  Basis  for  opposition  includes:  (1)  Fed- 
eral intervention  in  medicine  is  detrimental  to 
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the  doctor-patient  relationship  and  to  good 
medical  care.  ( 2 ) The  proposed  bill  is  national 
compulsory  health  insurance,  embracing  the 
principle  of  government  regulation  of  profes- 
sional fees,  wages,  and  prices.  ( 3 ) The  bill  will 
not  solve  the  primary  problem  of  financing 
medical  care  for  the  aged,  but  will  create  new 
problems  in  hospital  care.  (4)  It  will  mean 
higher  taxes.  ( 5 ) It  is  a political  solution  to  a 
health  problem.  ( 6 ) Hospital  and  surgical  serv- 
ices for  older  persons  can  and  should  be  han- 
dled in  keeping  with  the  American  traditions  of 
free  enterprise. 

The  Ways  and  Means  Committee  of  the 
House  of  Representatives  includes  two  Texans, 
Bruce  Alger  of  Dallas  and  Frank  Ikard  of 
Wichita  Falls.  Letters  from  individual  physi- 
cians, their  wives,  and  their  patients  to  Repre- 
sentatives Alger  and  Ikard  as  well  as  to  their 
own  congressmen  could  mean  a great  deal  in 
the  way  action  on  H.B.  4700  will  go,  and  ac- 
tion on  the  bill  can  be  critical  for  the  private 
practice  of  medicine. 

Membership  Project  Seen 

Membership  in  the  Texas  Medical  Associa- 
tion has  increased  impressively  during  the  past 
year  in  both  regular  and  military  categories,  and 
the  Association  has  given  considerable  attention 
to  recruitment  of  medical  students  in  each  of 
Texas’  medical  schools. 

There  is  one  area,  however,  in  which  a lag 
is  apparent. 

During  1958,  Association  membership  of 
interns  and  residents  dropped  from  288  to  254. 

The  Texas  Medical  Association  needs  and 
wants  these  doctors  as  members:  they  hold  the 


future  of  Texas  medicine  in  their  hands.  In  an 
effort  to  place  Association  membership  within 
the  financial  reach  of  all,  annual  dues  for  these 
two  groups  have  been  $4  a year  and,  as  of  Jan- 
uary 1,  I960,  will  be  reduced  to  an  even  smaller 
$3.  Such  special  services  as  physicians  place- 
ment activities  are  planned  especially  with  in- 
terns, residents,  and  students  in  mind. 

There  is  a possibility  that  interns  and  resi- 
dents have  simply  not  been  encouraged  to  join 
their  professional  organization  by  the  busy, 
older  doctors  with  whom  they  work. 

This  year,  each  member  of  the  Texas  Med- 
ical Association  can  be  of  help  to  a younger, 
or  transfer,  doctor  by  pointing  out  to  him  the 
advantages  of  joining  the  Association.  Let’s  put 
our  minds  to  it! 

‘Tocket  in  a Shirt” 

Handy  as  the  proverbial  pocket  in  a shirt  is 
the  membership  list  printed  as  a part  of  this 
issue  of  the  Journal.  Once  more,  it  has  been 
prepared  so  that  it  can  be  left  as  part  of  the 
Journal  or  torn  out  to  make  a separate  booklet. 
This  year  for  the  first  time,  the  listing  is  alpha- 
betical by  physician  for  easy  reference;  the 
county  society  and  distria  of  membership  can 
be  determined  for  each  physician,  however,  by 
using  the  key  numbers.  Also  for  the  first  time, 
the  list  this  year  is  on  colored  paper  so  that  the 
section  can  be  found  rapidly. 

Just  as  a diagnosis  may  be  overlooked  if  the 
physician  is  not  alert  to  the  possibility  of  the 
disease,  so  the  membership  list  cannot  serve 
Texas  Medical  Association  members  who  fail 
to  become  acquainted  with  its  potential  useful- 
ness and  keep  it  ready  for  use  during  the  year. 


Mark  Your  Calendar 

Texas  Medical  Association 

Woman's  Auxiliary 

Public  Relations  Conference 

Executive  Board  Meeting 

Orientation  Program  Executive  Board  Meeting 

School  of  Instruction 

September  26-27 

September  24-25 

See  story  in  Organization  Section 
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“Pne^idett^ 

USE  YOUR  OFFICERS 

The  executive  officers  along  with  the  Trustees 
and  Councilors  are  the  best  sources  available  for 
county  societies  interested  in  learning  how  their 
state  organization  operates,  what  its  problems  are, 
and  how  its  decisions  and  policies  affect  the  indi- 
vidual county  societies. 

The  President-Elect,  Vice-President,  Secretary, 
and  Treasurer  of  your  organization  are  ail  active 
participants  in  every  phase  of  the  Texas  Medical 
Association.  Any  one  of  them  will  be  glad  to  meet  with  any  society, 
and  I can  promise  the  evening  will  be  well  spent  by  members  of 
the  society.  The  Board  of  Trustees  and  the  Board  of  Councilors  can- 
not be  given  enough  praise  and  thanks.  These  are  dedicated  men. 
The  sacrifice  they  make  in  time  and  money  for  the  good  of  our  As- 
sociation is  beyond  estimate.  Under  our  reorganization  policy,  the 
chairmen  of  these  two  boards  meet  with  the  executive  officers  at 
regular  intervals;  thus  the  problems  of  the  organization  are  known, 
studied,  and  solved  by  representatives  from  all  sections  of  our  state 
and  not  by  just  a chosen  few. 

The  management  of  our  finances  by  our  Board  of  Trustees  could 
be  an  example  for  any  organization.  Even  in  these  times  of  inflation, 
they  have  retired  the  mortgage  on  our  headquarters  building  and 
have  made  possible  a dues  reduction  effective  in  January,  I960. 

The  Board  of  Councilors  with  the  Vice-Councilors  has  two  repre- 
sentatives from  each  of  our  fifteen  districts,  making  it  the  most  rep- 
resentative unit  of  our  organization.  This  board  is  charged  with 
formulating  and  enforcing  the  policies  of  the  Texas  Medical  Associa- 
tion. The  Councilor,  as  an  individual,  knows  more  about  the  problems 
and  affairs  of  the  organization  than  any  other  member. 

All  of  the  above  are  men  dedicated  to  the  good  of  medicine.  They 
are  intelligently  informed  on  the  workings  and  problems  of  the  Texas 
Medical  Association.  With  such  men  available,  there  is  no  excuse  for 
any  society  remaining  in  the  dark  concerning  the  functioning  of  the 
Texas  Medical  Association. 

7nX>, 
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Surgical  Therapy 
Of  Strokes 

FRANK  R.  DENMAN,  M.D.,  F.A.C.S. 

Houston,  Texas 


The  management  of  patients  disabled  by  a 
stroke  is  a disheartening  problem.  The  resulting 
mental  incompetence  and  paralysis  usually  require 
prolonged  medical,  nursing,  and  often  institutional 
care  before  death  finds  a solution.  These  conditions 
have  been  accepted  with  resignation  simply  because 
no  effective  remedy  has  seemed  to  exist. 

Generally,  it  has  been  thought  that  strokes  were 
due  to  intracranial  vessel  thrombosis  or  hemorrhage 
and  that  senile  dementia  was  due  to  gradual  soften- 
ing of  the  brain  because  of  generalized  arterioscle- 
rosis. 

It  is  the  purpose  of  this  presentation  to  empha- 
size that  a definite  percentage  of  these  patients 
suffer  brain  damage  because  of  obstruction  of  the 
carotid  or  vertebral  arteries  in  the  neck,  rather  than 
of  the  inaccessible  intracranial  vessels,  and  that  sur- 
gical efforts  to  remove  these  obstructions  in  some 
instances  may  be  a specifically  successful  remedy. 


INCIDENCE 

As  early  as  1872  KussmaP®  and  in  1881  PenzoldP® 
reported  the  occurrence  of  occlusion  of  the  cervical 
carotid  arteries.  In  1905  Chiari'^  and  again  in  1914 
Hunt^®  associated  the  pathological  findings  of  cervi- 
cal carotid  occlusion  with  strokelike  syndromes.  It 
was  not  until  1937,  however,  when  Moniz^^  intro- 
duced an  effective  method  of  carotid  angiography 
that  an  accurate  diagnosis  of  the  condition  became 
possible  and  its  recognition  correspondingly  more 
frequent.^^ 

The  true  incidence  of  thrombosis  of  the  cervical 
carotid  arteries  has  not  yet  been  determined.  Webster 
and  others®^  analyzed  the  causes  of  recent  hemiplegia 
or  hemiparesis  in  100  patients  and  found  29  due  to 
complete  and  12  due  to  incomplete  cervical  carotid 
occlusion,  a total  of  41  per  cent.  Hutchinson  and 
Yates^’^  in  an  autopsy  smdy  of  83  patients  having 
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symptoms  of  cerebrovascular  disease  found  a signifi- 
cant obstruction  in  one  or  more  of  the  major  neck 
vessels  in  48  per  cent;  of  these,  25  per  cent  had 
lesions  of  the  internal  carotid  alone,  17.5  per  cent 
had  lesions  of  the  vertebral  arteries  alone,  and  57.5 
per  cent  had  lesions  affecting  both  the  carotid  and 
vertebral  systems.  In  a series  of  432  unselected  autop- 
sies (with  and  without  cerebrovascular  symptoms), 
Fisher^®  found  significant  occlusion  in  9.5  per  cent. 

The  present  day  potentialities  of  vascular  recon- 
structive surgery  make  recognition  of  this  clinico- 
pathological  entity  of  more  than  theoretical  interest. 
Surgical  relief  of  one  or  more  of  such  obstructed 
vessels  may  well  preserve  the  functional  integrity  of 
the  brain  by  maintaining  the  total  circulation  above 
the  critical  level. 

ANATOMY  AND  PHYSIOPATHOLOGY 

The  brain  receives  its  blood  supply  from  the  caro- 
tid and  vertebral  arteries  and  their  terminal  branches, 
which  form  the  circle  of  Willis  (fig.  1).  In  addition 
to  the  confluence  of  the  right  and  left  anterior,  mid- 
dle, and  posterior  cerebral  arteries  by  means  of  the 
basilar  and  the  anterior  and  posterior  communicating 
arteries,  important  collateral  pathways  also  exist  be- 
tween the  ophthalmic  branch  of  the  internal  carotid 
and  the  facial  branches  of  the  external  carotid,  and 
also  posteriorly  between  the  vertebral  arteries  and 
the  occipital  branches  of  the  external  carotid.^^ 

Certain  individuals  with  a normal  patent  config- 
uration of  the  circle  of  Willis  can  tolerate  complete 
obstruction  to  one  or  even  more  of  the  four  major 


Dr.  Frank  R.  Denman  submits 
this  study,  supported  in  part  by 
the  Houston  Heart  Association, 
from  the  Department  of  Sur- 
gery, Hermann  Hospital. 

About  40  per  cent  of  patients  with  neurological  syndromes 
simulating  stroke  have  atherosclerotic  occlusion  of  the  in- 
ternal carotid  artery  or  vertebral  artery.  Angiography  should 
be  used  immediately  in  the  presence  of  clinical  symptoms  of 
stroke,  and  if  called  for,  arterial  surgery  performed  before 
thrombosis  becomes  irremovable  or  brain  damage  becomes 
irreversible.  About  50  per  cent  can  be  benefited. 
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Fig.  1.  Anatomy  and  circulation  in  the  carotid-vertebral  artery  system. 


arterial  trunks.  When,  however,  the  circle  of  Willis 
is  incomplete,  as  it  is  said  to  be  in  about  50  per  cent 
of  autopsies,^’  the  available  collateral  circulation 
is  greatly  impaired  and  reduction  of  blood  flow 
through  any  one  of  these  trunks  may  decrease  the 
total  cerebral  circulation  below  a critical  point  and 
result  in  either  functional  impairment  or  actual  in- 
faraion.  In  addition  to  congenital  defects,  atheroma- 
tous plaques  also  may  obstruct  portions  of  the  intra- 
cranial system  with  a corresponding  effect  on  the 
cerebral  circulation. 

Although  a few  cases  of  carotid  or  vertebral  artery 
occlusion  result  from  embolism,  arteritis,  or  trauma, 
the  majority  are  due  to  atherosclerosis.^^  As  in  other 
areas,  the  obstruction  to  blood  flow,  at  first,  is  due 
to  encroachment  on  the  lumen  at  a localized  point  by 
the  development  of  an  atheromatous  plaque.  Occlu- 
sion thus  may  be  partial  until  completion  is  either 
rapidly  or  slowly  accomplished  by  thrombus  forma- 
tion at  the  narrowed  and  irregular  site  of  atheroma 
formation.  Occasionally  sudden  complete  occlusion 
may  result  from  dissection  of  an  intimal  flap  with 
hemorrhage  occurring  intramurally  and  closing  the 
lumen.  With  the  advent  of  complete  occlusion, 
thrombosis  may  progress  proximally  to  the  aortic  arch 
and  distaUy  into  the  intracranial  branches. 

As  in  other  forms  of  thrombo-occlusive  arterial 
disease,  the  sites  of  predilection  seem  to  be  located 
at  points  of  origin  or  bifurcation  of  the  arteries  and 
at  first  are  segmental  and  localized  (fig.  2).  Thus, 
in  the  internal  carotid  vessels,  the  common  site  of 
occurrence  is  1 cm.  beyond  the  bifurcation  of  the 


common  carotid.  The  next  most  frequent  site  seems 
to  be  at  its  termination  into  the  anterior  and  middle 
cerebral  vessels  intracranially.  In  the  latter  instance, 
retrograde  thrombosis  may  extend  proximally  to  the 
carotid  bifurcation,  thus  simulating  angiographicaUy 
a primary  carotid  occlusion.  The  most  frequent  site 
in  the  vertebral  arteries  is  at  their  origin  from  the 
subclavians.^® 

As  has  been  indicated,  it  is  possible  for  one  or 
even  two  of  the  four  major  trunks  to  be  completely 


Fig.  2.  Common  sites  of  atheromatous  obstruction  in  the 
carotid-vertebral  artery  system. 
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occluded  without  the  development  of  symptoms, 
signs,  or  pathological  changes  in  the  brain,  this  being 
due  to  persistence  of  adequate  cerebral  circulation  by 
way  of  patent  collaterals.  In  fact,  it  is  commonly 
observed®’  ® that  there  is  wide  variation  in  the 
clinical  feamres  of  this  disease  both  in  distribution 
and  severity.  Much  of  this  variation  results  from  the 
different  degrees  of  obstruction  and  collateral  cir- 
culation. It  has  been  noted  by  many  observers  that 
frequendy  patients  have  repeated  transient  episodes 
of  small  strokes.  These  occurrences  are  due  to  sud- 
den decrease  in  cerebral  blood  flow.  Various  explana- 
tions for  this  phenomenon  are  ( 1 ) decreases  in  sys- 
temic blood  pressure  and  cardiac  output,  ( 2 ) sudden 
increase  in  narrowing  at  the  site  of  an  atheromatous 
plaque  from  intramural  hemorrhage  and  secondary 
spasm  induced  by  this  mechanism  of  trauma  to  the 
arterial  wall,^®  (3)  angulation  and  compression  of 
the  carotid  or  vertebral  arteries  by  osteoarthritic  spurs 
in  the  cervical  vertebrae  associated  with  certain 
turning  motions  of  the  head,®’^’^®  and  (4)  emboli- 
zation of  particles  from  the  occlusion  site. 

Further  variation  in  the  response  of  the  patient  is 
due  to  the  reaction  of  brain  tissue  to  ischemia  and 
anoxia.  When  the  cerebral  arterial  flow  is  interrupted 
to  certain  areas,  presumably  some  cells  die  while 
others  merely  cease  to  function  but  remain  anatomic- 
ally intact  and  viable.  These  latter  areas  may  regain 
a functional  stams  upon  enhancement  of  collateral 
circulation  or  restoration  of  normal  flow.  The  degree 
of  permanent  damage  is  directly  dependent  upon  the 
degree  and  duration  of  the  anoxia. 

Thus,  it  seems  logical  that  prompt  correction  of 
an  accessible  arterial  occlusion,  before  the  thrombus 
has  propagated  to  such  an  extent  as  to  be  irremovable 
and  before  the  resultant  brain  damage  becomes  irre- 
versible, should  effect  rapid  improvement  in  the  neu- 
rological deficit  and  prevent  further  deterioration. 

CLINICAL  FEATURES 

Thrombo-occlusive  disease  of  the  cervical  carotid 
or  vertebral  arteries  is  clinically  characterized  by 
rapidly  or  slowly  progressive  syndromes  featuring 
blindness  and  hemianopsias,  aphasias,  sensory  and 
motor  disturbances,  convulsion,  coma,  headaches  or 
noises,  memory  loss,  and  confusion  or  senile  de- 
mentia.'*®’ 

Three  general  clinical  syndromes  may  be  recog- 
nized: ( 1 ) The  onset  may  be  explosive  and  result  in 
the  clinical  pattern  of  a fully  developed  stroke.  (2) 
There  may  be  recurrent  episodes  of  a very  transient 
nature  lasting  from  a few  moments  to  hours  and 
followed  by  complete  or  partial  recovery  for  some 
time  before  a catastrophic  event  occurs  which  pro- 


duces a major  disability  or  death.  (3)  A slowly 
progressive  course  may  be  associated  with  headaches, 
paresthesias,  irritability,  memory  loss,  and  mental 
deterioration.  According  to  Meyer,®®  72  per  cent  are 
severely  disabled  or  dead  within  2 years  without 
treatment  (table  1).  ^ 


Table  1. — Clinical  Features  of  Caroticovertebral  Artery 
Occlusion. 


Clinical  Pattern 

Symptoms 

Explosive 

Apoplexy,  aphasia,  hemiplegia,  coma, 
death 

Recurring  transient 

Fainting,  paresthesias,  paresis,  aphasia, 

episodes 

monocular  blindness,  hemianopsia, 
hemiplegia 

Slowly  progressive 

Recurring  headaches,  mental  confu- 
sion, paresthesias,  paresis,  senile  de- 
mentia 

End  result  (no 
treatment) 

72%  disabled  or  dead  2 years 

The  occurrence  of  any  combination  of  these  fea- 
tures should  arouse  suspicion  of  caroticovertebral 
stenosis  or  occlusion.  Inequality  of  the  carotid  pulsa- 
tions is  suggestive.  Absence  of  carotid  pulsation  in 
the  neck  indicates  occlusion  of  the  common  carotid. 
The  presence  of  a localized  systolic  murmur  over  the 
carotid  bifurcation  in  the  absence  of  a transmitted 
cardiac  murmur  indicates  a partially  occluding  lesion. 
Palpation  of  the  tonsillar  fossa^®  may  reveal  absence 
of  pulsation  of  the  internal  carotid  on  one  side  and, 
if  so,  is  diagnostic,  but  this  maneuver  is  unreliable. 
Compression  of  the  opposite  carotid  artery  will  result 
in  blanching  of  the  retinas  and  may  provoke  some 
gross  neurological  feature. 

Of  special  usefulness  in  diagnosis  is  the  measure- 
ment of  retinal  artery  pressures  bilaterally.  On  the 
side  of  carotid  artery  occlusion,  the  pressures  are 
definitely  low.®®’ 

Final  diagnosis  can  be  made  only  by  angiography®® 
or  direct  exploration.  Angiography  should  be  carried 
out  promptly  in  all  patients  with  symptoms  of  cere- 
brovascular insufficiency  to  determine  the  exact  an- 
atomical distribution  of  vascular  occlusion,  if  any, 
and  to  assess  the  stams  of  the  collateral  circulation. 

The  carotid  and  vertebral  vessels  both  should  be 
visualized.  This  can  be  done  with  minimal  risk  with 
either  general  or  local  anesthesia.  The  carotid  vessels 
are  injected  by  direct  percutaneous  puncture  and  the 
vertebrals  by  subclavian  puncture  with  tourniquet 
occlusion  of  the  brachials.  A large  enough  film  should 
be  used  to  include  the  cervical  and  cranial  areas. 

Angiography  will  reveal  b9th  the  incomplete  and 
complete  forms  of  obstmctive  disease  (fig.  3 and  4). 
In  the  latter,  the  internal  carotid  artery  is  seen  to 
terminate  abmptly  just  beyond  its  origin.  The  ex- 
ternal carotid  and  its  branches  are  visualized,  and 
occasionally  the  ophthalmic  artery  fills  the  internal 
carotid  intracranially  above  the  block.  In  other  cases, 
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Fig.  3.  Types  of  complete  coroticovertebrol  occlusion:  artery,  (c)  distal  filling  via  vertebral  artery, 

(a)  no  distal  filling,  (b)  distal  filling  via  ophthalmic 


Fig.  4.  Partial  caroticovertebral  occlusion. 

cross-filling  of  the  anterior  and  middle  cerebral  and 
the  cranial  portion  of  the  internal  carotid  occurs 
from  the  opposite  side.  In  some  cases,  intracranial 
obstructions  are  seen.  Demonstration  of  patency  be- 
yond the  block  is  useful  in  determining  the  feasi- 
bility of  surgical  correction. 


TREATMENT 

% 

The  treatment  of  cerebrovascular  insufficiency  is 
difficult  to  evaluate  because  in  some  instances  spon- 
taneous improvement  or  recovery  occurs  as  a result  of 
variations  in  the  degree  of  obstruction,  collateral  cir- 
culation, and  anoxic  effect  on  the  brain  itself.“® 
Treatments  to  enhance  this  possibility  have  been  pri- 


marily measures  which,  it  was  hoped,  would  produce 
significant  vasodilatation  and  utilization  of  anasto- 
motic channels,  by  preventing  further  extension  of 
thrombosis’^®’  and  relieving  any  existent  vasospasm. 
The  use  of  anticoagulants,  vasodilators,  cervical  sym- 
pathectomy, arterectomy,  and  carotid-jugular  shunt 
have  not  been  very  satisfaaory.^^’ 

The  development  of  arterial  surgery  and  the  recog- 
nition that  approximately  40  per  cent  of  patients 
with  cerebrovascular  insufficiency  have  thrombo- 
occlusive  disease  of  the  caroticovertebral  vessels  in  the 
neck  have  led  to  attempts  to  restore  competent  cir- 
culation through  them  by  direct  methods  of  arterial 
reconstruction.  In  fact,  Welch®®  has  extended  this 
concept  to  the  middle  cerebral  artery  intracranially. 

In  general,  three  methods  have  been  utilized:  (1) 
thrombeaomy  and  thromboendarterectomy,  (2)  re- 
section and  graft  or  direct  union,  and  (3)  by-pass 
procedures  by  graft  or  end-to-side  union  of  the  ex- 
ternal carotid  to  the  internal  carotid.  All  of  these 
methods  have  their  application,  but  because  exposure 
of  the  distal  portion  of  the  internal  carotid  artery  is 
limited  for  graft  purposes,  thromboendarterectomy 
is  frequently  most  feasible.^® 

In  patients  with  complete  occlusion  of  the  internal 
carotid,  no  special  measures  are  necessary  to  protect 
the  existing  cerebral  flow,  except  that  preservation 
of  the  external  carotid  circulation  preserves  the  col- 
lateral flow  through  its  connections  with  the  oph- 
thalmic branch  of  the  internal  carotid.  Partial  occlu- 
sive lesions  require  protection  of  the  brain  from 
further  reduction  in  flow  either  by  moderate  general 
hypothermia  or  preferably  by  utilization  of  a tempo- 
rary shunt.  Heparin  should  be  injected  proximal  and 
distal  to  the  clamp-isolated  arterial  segment  to  de- 
crease any  tendency  for  thrombi  to  form  in  the  areas 
of  vascular  stasis. 

Regardless  of  the  procedure,  successful  restoration 
of  pulsatile  circulation  of  the  brain  requires  a patent 
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distal  arterial  system.  The  principal  causes  of  failure 
of  these  procedures  are  ( 1 ) thrombo-occlusive  pro- 
cess extending  into  cranial  branches,  (2)  additional 
occlusion  in  the  intracranial  vessels,  usually  at  the 
origin  of  the  anterior  and  middle  cerebral  vessels, 

( 3 ) irreversible  damage  to  the  brain,  or  ( 4 ) post- 
operative rethrombosis. 

In  completely  occlusive  lesions,  the  thrombosis 
soon  propagates  both  proximally  and  distally  to  the 
first  major  division,  organization  follows,  and  ac- 
cordingly, unless  surgery  is  performed  relatively  soon, 
usually  the  occlusion  is  irremovable  or  brain  damage 
irreversible.  It  is  reasonable  to  assume  that  the  best 
results  will  be  obtained  in  patients  with  partially 
occlusive  lesions  and  in  only  the  complete  lesions 
which  are  diagnosed  and  operated  upon  promptly. 

An  analysis  of  our  experience  and  of  a collected 
series  of  cases  so  treated  to  date  bears  out  this  as- 
sumption. In  a collected  series  of  109  reported 
cases,  81  per  cent  of  partial,  but  only  23  per  cent  of 
complete  occlusions,  were  improved.  In  the  Hermann 
Hospital  series  of  12  cases,  3 of  4 patients  with  par- 
tial occlusion  and  only  3 of  8 with  complete  occlu- 
sions were  improved.  Over-all,  half  of  the  patients 
in  each  series  were  improved  (table  2). 

Table  2. — Analysis  of  Surgical  Results  in  Caroticovertehral 


Artery  Occlusion. 

/ — Type  of  Occlusion — ^ 

Partial 

Complete 

All 

. Cases 

Collected  series 

Improved 

38  (81%) 

14  (23%) 

52 

(48%) 

No  change 

6 (13%) 

44  (71%) 

50 

(46%) 

Worse 

3(6%) 

0 ( 0%) 

3 

( 3%) 

Death 

0(0%) 

4(6%) 

4 

( 3%) 

Total 

47 

62 

109 

Hermann  series 

Improved 

3 (75%) 

3 (37%) 

6 

(50%) 

No  change 

1 (25%) 

5 (63%) 

6 

(50%) 

Worse 

0 ( 0%) 

0 ( 0%) 

0 

( 0%) 

Death 

0(0%) 

0(0%) 

0 

( 0%) 

Total 

4 

8 

12 

SUMMARY  AND  CONCLUSIONS 

About  40  per  cent  of  patients  with  neurological 
syndromes  simulating  a stroke  have  atherosclerotic 
occlusion  of  the  internal  carotid  artery  or  vertebral 
artery  rather  than  small  vessel  intracerebral  disease. 

Atherosclerotic  plaques  developing  at  points  of 
origin  of  the  internal  carotid  and  vertebral  arteries 
narrow  the  lumen  and  finally  produce  complete  oc- 
clusion due  to  progressive  thrombosis.  Congenital 
malformations  or  plaque  occlusion  of  branches  of  the 
circle  of  Willis  also  have  an  additive  effect  on  total 
cerebral  circulation. 


Integrity  of  cerebral  function  depends  upon  a bal- 
anced arterial  flow  through  the  four  major  cervical 
trunks  and  their  intracranial  branches.  Reduction  in 
flow  through  the  system  results  from  occlusion  at  any 
level.  If  the  cumulative  degree  of  occlusion  is  severe 
enough,  impairment  results.  Restoration  of  compe- 
tent flow  through  one  major  trunk  may  restore  the 
balance  to  normal. 

Cerebrovascular  insufficiency  due  to  caroticoverte- 
bral  stenosis  or  occlusion  is  clinically  characterized 
by  rapidly  or  slowly  progressive  neurological  syn- 
dromes featuring  aphasias,  sensory  and  motor  dis- 
turbances, monocular  blindness,  headaches  and  noises, 
convulsions,  coma,  memory  loss,  or  senile  dementia. 
The  onset  may  be  sudden  and  catastrophic,  or  may 
follow  a pattern  of  recurring  transient  episodes,  or 
may  develop  insidiously. 

Any  combination  of  the  preceding  clinical  pat- 
terns should  arouse  diagnostic  suspicion.  The  aid  of 
retinal  artery  pressure  determination  and  angiography 
is  essential  in  establishing  the  diagnosis. 

Since  these  lesions  are  essentially  segmental  in  na- 
ture, they  are  amenable  to  arterial  reconstructive  tech- 
niques. 

About  50  per  cent  of  all  cases  can  be  benefited  by 
arterial  surgery.  If  the  occlusion  is  partial,  4 out  of 
5 are  improved. 

All  patients  with  cerebrovascular  strokelike  syn- 
dromes should  have  immediate  angiography,  and,  if 
the  syndrome  is  due  to  caroticovertehral  disease, 
should  have  surgery  before  thrombosis  becomes  ir- 
removable or  brain  damage  becomes  irreversible.  If 
this  is  done,  excellent  results  may  be  obtained  and 
a significant  number  of  patients  previously  with  little 
or  no  outlook  will  be  salvaged. 
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Warts,  Moles,  and 
Malignancies 

GEORGE  C.  ANDREWS,  M.D.  and 
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ISew  York,  New  York 

The  human  epidermis,  as  explained  by 
Pinkus,^  is  composed  of  several  types  of  genetic- 
ally independent  cells  which  have  very  different  bio- 
logic and  biochemical . characteristics.  They  live  in 
close  association  in  the  same  tissue  and  influence 
each  other.  In  addition  to  the  cells  derived  front  the 
primordial  malpighian  layer,  we  have  the  melano- 
cyte. Masson  was  the  first  to  show  that  the  melano- 
cyte is  of  neuroectodermal  origin.  It  has  been  proven 
conclusively  in  Amphibia,  birds,  and  mammals  that 
cutaneous  melanocytes  are  derived  from  the  neural 
crest  and  migrate  to  the  epidermis  secondarily 
through  the  mesenchyme,  coming  to  rest  at  the 
dermoepidermal  junction.  While  this  origin  and  mi- 
gration has  not  been  conclusively  established  in  man, 
Pinkus^  has  stated  that  it  probably  is  tme  for  the 
human  species.  The  melanocytes  appear  early  in  em- 
bryonic life  as  clear  cells  in  the  stratum  basale.  When 
stained  with  special  silver  impregnation  stains,  these 
cells  show  long  dendrites.  Some  of  the  dendrites  ex- 
tend up  into  the  epidermis,  and  of  these  some  may 
connect  with  dendrites  from  neighboring  melano- 
cytes. Others  extend  into  the  dermoepidermal  junc- 
tion and  cutis.  Melanin  granules  are  apparently  pro- 
duced about  the  nucleus  in  the  melanocytes  but  may 
travel  along  the  dendrites  into  other  melanocytes  or 
into  the  cutis.  Here  they  may  be  phagocytosed  by 
macrophages.  Lobitz^  has  demonstrated  that  the  epi- 
dermal eccrine  sweat  duct  is  a biological  and  mor- 
phological unit.  It  also  has  been  shown  by  Eisen^ 
that  hair  follicles  reconstitute  their  ostia  and  are  de- 
rived from  a distinct  fetal  stmaure.  These  are  kera- 
tinizing cells  and  are  desquamated  continually  with 
those  of  the  epidermis.  Pinkus^  pointed  out  that  we 
have  two  other  cellular  elements,  besides  the  melano- 
cytes, that  seem  to  be  part  of  the  epidermis  but  ac- 
tually are  derived  from  their  own  matrices.  The  lining 
cells  of  the  sweat  pores  and  the  pilary  ostia  live  in 
close  association  with  the  malpighian  cells  under 
normal  conditions,  and  thus  their  independent  nature 
was  overlooked  for  many  years. 

Thus  Pinkus  explained  the  classical  concept  that 
the  human  epidermis  is  a solid  sheet  of  keratinizing 
cells  of  a uniform  population  which  is  pierced  by 
the  openings  of  the  hair  follicles  and  sweat  duas  is 


an  obsolete  and  incorrect  conception.  He  stated  that 
we  must  adopt  a new  understanding  in  which  sym- 
biosis or  parasitism  explains  the  coexistence  and  mu- 
tual interdependence  of  several  types  of  genetically 
dissimilar  cells  which  have  different  functional  and 
chemical  characteristics. 

We  are  especially  interested  in  the  highly  malig- 
nant pigmented  tumors  that  usually  arise  at  the  der- 
moepidermal junction  from  melanocytes  and  are 
called  melanomas.  There  are  many  different  clinical 
varieties  of  melanomas  and  the  histological  interpre- 
tation of  the  degree  of  malignancy  is  often  an  intri- 
cate and  perplexing  problem.  For  practical  purposes 
let  us  consider  first  some  benign  pigmented  lesions 
which  may  be  erroneously  diagnosed  melanoma.  Later 
we  wiU  discuss  some  of  the  different  clinical  varieties 
of  melanoma  and  the  results  obtained  by  treatment. 


BENIGN  PIGMENTED  LESIONS 

One  of  the  common  pigmented  lesions  is  the  pig- 
mented seborrheic  keratosis  or  wart.  It  is  a papillary, 
greasy,  scaly  excrescence.  It  is  often  multiple  but  may 
be  single.  Such  lesions  have  a familial  tendency,  and 
the  patient  often  has  an  oily  skin  with  a scaling 
tendency  in  the  scalp,  although  these  features  are 
not  always  present.  The  seborrheic  keratosis  may 
grow  to  considerable  size,  being  several  centimeters 
in  diameter.  The  clinical  experience  of  the  derma- 
tologist usually  makes  it  possible  for  him  correctly  to 
diagnose  pigmented  seborrheic  keratosis  without  any 
difficulty. 

Senile  keratosis  may  be  pigmented  and  may  re- 
semble both  epithelioma  and  melanoma  clinically. 
It  is  a horny  type  of  lesion,  and  that  is  a distinguish- 
ing characteristic.  Senile  keratosis  occurs  in  elderly 
people,  especially  in  those  who  have  atrophic  skin 
changes  of  the  kind  usually  called  "sailor’s  skin.”  It 
is  caused  by  exposure  to  the  elements.  These  lesions 
may  be  single  or  multiple,  flat  or  elevated,  grayish 


Dr.  George  C.  Andrews,  clinical 
professor  of  dermatology  (re- 
tired), College  of  Physicians  and 
Surgeons,  Columbia  University, 
presented  this  paper  at  a gen- 
eral meeting  during  the  Texas 
Medical  Association  annual  ses- 
sion, April  21,  1959,  in  San 
Antonio. 

A comparatively  new  concept  of  the  human  epidermis  and 
the  development  of  highly  malignant  pigmented  tumors  (mela- 
nomas) from  melanocytes  suggested  by  Pinkus  is  reviewed. 
Various  benign  lesions  are  differentiated  from  melanomas. 
"Juvenile  melanoma,"  melanotic  freckle  of  Hutchinson, 
subungual  melanoma,  and  nonpigmented  melanoma  are  con- 
sidered. 
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brown  or  black  growths.  About  the  lesion  there  may 
be  a little  erythematous  ring.  Frequently  this  type 
of  keratosis  develops  into  a cutaneous  horn  or  is  the 
site  of  a prickle  cell  epithelioma. 

Histiocytoma  is  another  common  lesion  that  may 
be  pigmented  and  confused  clinically  with  melanoma. 
Histiocytoma  occurs  chiefly  on  the  extremities  in 
those  beyond  middle  age  as  a discrete,  firm,  rounded 
nodule  and  darker  than  the  rest  of  the  skin.  Xantho- 
matous changes  may  be  present.  There  is  a history  of 
long  duration.  Sclerosing  hemangioma  also  may  be 
confused  with  nonpigmented  melanoma. 

One  of  the  common  differential  diagnoses  is  be- 
tween pigmented  basal  cell  epithelioma  and  mela- 
noma. A basal  cell  epithelioma  is  distinguished  by  a 
waxy  appearance  or  by  an  elevated  waxlike  border. 
Such  an  epithelioma  usually  begins  as  a discrete  pin- 
head to  pea-sized  waxy  or  pearly  nodule.  Gradually 
this  is  enlarged  and  a crust  may  develop  over  the 
central  portion.  The  crust  is  sooner  or  later  knocked 
or  picked  off,  and  then  some  bleeding  is  likely. 

Pigmented  nevi  may  resemble  melanoma.  The  his- 
tory in  a pigmented  nevus  of  growth  and  of  increase 
in  pigmentation  is  an  important  consideration  in 
reaching  a conclusion  as  to  the  namre  of  the  lesion. 
If  a pigmented  nevus  forms  crusts  or  bleeds,  it  should 
be  regarded  as  probably  a melanoma. 

Pigmented  hairy  nevi  are  usually  of  the  intradermal 
type.  It  is  rare  that  melanoma  begins  in  such  a nevus. 
However,  I have  seen  3 or  4 cases  in  which  mela- 
noma did  originate  in  a hairy  pigmented  nevus. 
There  are  those  who  claim  that  such  a nevus  is  al- 
ways compound.  It  is.  statistically  established  that 
most  pigmented  nevi  on  the  feet  and  hands  and  on 
the  genitalia  are  junction  type  nevi.  For  this  reason, 
prophylactic  excision  is  advisable,  especially  if  there 
is  any  keratinization,  crusting,  or  bleeding. 

The  blue  nevus  is  a type  of  pigmented  nevus  which 
is  related  to  the  Mongolian  spots  that  occur  in  Ori- 
entals. It  is  rare  that  a melanoma  develops  from  a 
blue  nevus,  but  such  cases  have  been  recorded.  There 
is  a type  of  blue  nevus  that  occurs  chiefly  in  the 
Japanese  race  which  is  called  the  nevus  of  Ota.  It 
begins  in  adults  on  the  conjunctiva  as  a bluish  dis- 
coloration that  later  spreads  to  the  periorbital  tissues. 
Nevus  of  Ota  is  usually  benign. 


MELANOMAS 

Most  melanomas  that  develop  before  puberty  can 
be  cured  by  simple  local  excision.  There  are,  excep- 
tionally, cases  which  are  fatal  in  infants,  but  they  are 
extremely  rare.  The  term  "juvenile  melanoma”  is 
applied  to  those  cases  in  childhood  in  which  the 


lesion,  clinically  and  histologically,  is  that  of  a 
malignant  melanoma  but  which  is  cured  by  local  ex- 
cision. The  term  “juvenile  melanoma”  is  not  entirely 
satisfactory  because  many  melanomas  in  adult  life 
also  can  be  cured  by  local  excision.  In  some  cases 
there  are  many  giant  cells  formed  by  syncytial  ac- 
cumulations of  melanoblasts.  This  histological  char- 
acteristic is  present  in  about  50  per  cent  of  the 
juvenile  melanomas. 

The  melanotic  freckle  of  Hutchinson  or  lentigo 
maligna  is  often  difficult  to  diagnose  clinically. 
There  is  a history  of  long  duration  and  gradual  en- 
largement of  a pigmented  macule.  This  may  become 
somewhat  thickened.  It  usually  occurs  on  the  face 
but  may  occur  elsewhere.  It  is  a slowly  growing 
superficial  type  of  melanoma. 

Subungual  melanoma  is  a clinical  entity.  Nearly 
always  these  cases  are  incorrectly  diagnosed  and 
treated  as  a fungus  infection  for  many  months  or 
years  before  the  tme  diagnosis  is  recognized.  For- 
tunately, subungual  melanoma  is  a slowly  developing 
type  of  melanoma,  and  if  the  diagnosis  is  made  rea- 
sonably early,  cure  can  be  obtained  by  amputation 
of  the  digit.  However,  if  treatment  is  delayed  and 
adenopathy  develops  in  the  axilla,  the  outlook  is 
usually  hopeless.  A subungual  hematoma  can  be  mis- 
taken for  melanoma.  If  there  is  any  doubt  about  the 
diagnosis,  a biopsy  should  be  done.  One  does  not 
like  to  do  a simple  biopsy  on  a melanoma,  but  some- 
times one  is  compelled  to  do  so  in  order  to  establish 
the  diagnosis.  Complete  excision  of  the  suspected 
lesion  is  usually  preferable  procedure  if  feasible. 

Nonpigmented  melanoma  is  often  difficult  to  diag- 
nose clinically  and  may  offer  some  problems  to  the 
pathologist  also.  Melanin  may  be  present  in  large 
amounts  in  the  urine  although  the  cutaneous  lesions 
show  clinically  very  little  pigmentation.  In  young 
adults  the  disease  is  specially  malignant. 

The  degree  of  malignancy  of  melanoma  is  influ- 
enced a good  deal  by  the  age  of  the  patient  and  the 
amount  of  sex  hormones  that  are  present.  Before 
puberty  and  in  old  women  the  prognosis  is  best.  In 
young  adults  and  during  pregnancy,  the  prognosis 
is  least  favorable.  The  prognosis  is  also  influenced 
by  rhe  location  of  the  melanoma.  In  the  genital 
region  and  at  other  mucocutaneous  junctions  the 
outlook  is  poor.  The  mortality  rate  is  also  high  from 
melanoma  occurring  on  the  face  and  neck. 

The  treatment  of  melanoma  is  surgical.  Once  the 
diagnosis  has  been  established  or  at  least  strongly 
suspected,  a wide  excision  of  the  lesion  should  be 
made.  Removal  of  the  lymph  nodes  draining  the 
involved  area  is  often  the  best  procedure.  Lane  and 
others^  were  able  to  show  that  of  their  cases  in  which 
no  clinical  lymph  node  involvement  was  apparent, 
actually  many  had  metastatic  lymph  node  involve- 
ment. 
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SUMMARY 

The  activity  of  the  melanocytes  at  the  dermoepi- 
dermal  junction  of  the  skin  producing  malignant 
changes  may  be  explained  by  a new  concept  of 
Pinkus.  Various  benign  and  malignant  pigmented 
lesions  are  considered  in  diagnosing  melanomas.  The 
precursors  of  melanoma,  namely,  the  junction  nevi 
and  lentigo  maligna,  are  described.  The  character- 
istic features  of  the  various  forms  of  melanomas  are 
presented. 
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Texas  Blue  Cross - 
Blue  Shield  and 
Catastrophic  Illness 
Endorsement 


EVERETT  C.  FOX,  M.D. 

Dallas,  Texas 


That  the  public  is  willing  to  pay  for  broad 
health  care  protection  if  it  can  be  provided  at  a 
reasonably  low  cost  is  proven  by  the  fact  that  by 
September,  1958,  there  were  870,159  Texans  who 
had  applied  for  and  were  paying  for  the  special  pro- 
tection of  the  Catastrophic  Illness  Endorsement,  a 
rider  which  most  Texas  Blue  Cross-Blue  Shield  mem- 
bers have  had  an  opportunity  to  take  or  add  to  their 
regular  benefit  contract.  Its  benefits  are  paid  in  lieu 
of  and  not  in  addition  to  regular  benefits;  but,  if 
its  benefits  should  be  exhausted,  patients  are  still 
eligible  for  regular  benefits.  This  is  approximately 


3 out  of  every  4 Texas  Blue  Cross  members.  Another 
significant  fact  has  been  that  experience  with  this 
endorsement  has  given  Texas  Blue  Cross-Blue  Shield 
a greater  reservoir  of  information  than  is  available 
from  any  other  source  in  the  nation  on  a broad  un- 
restricted type  of  health  care  coverage.  Table  1 shows 
the  benefits  paid  for  holders  of  the  Catastrophic 
Illness  Endorsement. 

In  June,  1951,  Texas  Blue  Cross-Blue  Shield  first 
made  available  to  their  members  a Catastrophic 
Illness  Endorsement  (CIE  was  what  it  came  to  be 
called)  as  a supplement  to  regular  Blue  Cross-Blue 
Shield  membership.  The  intention  was  principally 
to  cover  full  protection  up  to  $5,000  maximum  or 


Dr.  Everett  C.  Fox,  a dermatol- 
ogist, is  a member  of  the  board 
of  directors  of  Texas  Blue 
Cross-Blue  Shield. 

Significant  information  on  a broad  type  of  health  care 
coverage  has  been  built  up  by  Texas  Blue  Cross-Blue  Shield 
experience  with  Catastrophic  Illness  Endorsement  since  June, 
1951.  Whether  such  coverage  can  continue  may  be  determined 
by  the  willingness  of  physicians  to  accept  an  average  fee  in 
cases,  especially  of  cancer,  included  in  CIE. 

for  a 2 year  period  against  hospital  and  physician 
bills  for  poliomyelitis  and  nine  other  so-called  dread 
diseases  ( cerebrospinal  meningitis,  diphtheria,  en- 
cephalitis, leukemia,  rabies — including  prophylaxis, 
scarlet  fever,  smallpox,  tetanus,  tularemia).  At  that 
time,  before  the  introduction  of  polio  vaccine,  the 
incidence  and  cost  of  polio  were  a serious  financial 
burden  for  stricken  families.  The  added  cost  to 
members  for  this  protection  was  only  40  cents  per 
month  for  an  individual  and  80  cents  per  month  for 
a family  above  the  cost  of  their  regular  monthly 
Blue  Cross-Blue  Shield  dues. 

This  small  added  cost  was  purposely  set  at  as  low 
an  amount  as  was  considered  practical.  Special  cov- 
erage for  polio  was  at  that  time  a new  idea,  and  little 
or  no  experience  was  available  from  which  to  project 
the  anticipated  costs.  Even  this  low  charge  turned  out 
to  be  more  than  was  needed  for  the  benefits  and  the 
diseases  covered.  This  was  in  part  due  to  the  decline 
of  polio  cases  after  the  introduction  of  the  Salk  vac- 
cine, and  this  decline  was  expected  to  continue,  as 
it  has  done. 

At  this  point  Texas  Blue  Cross-Blue  Shield  took 
a further  step  in  the  direction  of  real  pioneering  in 
the  prepaid  health  field.  On  October  1,  1954,  cancer 
was  added  to  the  other  ten  diseases  covered  by  CIE 
and  the  maximum  period  for  benefits  was  extended 
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Table  1. — Texas  Blue  Cross-Blue  Shield  C.l.E.  Cases  Through  October,  1958,  Since  Inception  of  the  Program  in  June,  1951. 


Diagnosis 

Cases 

Received 

BC  Benefits  Paid 

BS  Benefits  Paid 

Total  Benefits  Paid 

Average  Benefits 
Paid  Per  Case 

Polio  

. . . . 1,334 

$ 875,718.12 

$ 536,350.64 

$ 1,412,068.76 

$1,058.52 

Spinal  meningitis 

386 

170,251.65 

72,494.10 

242,745.75 

628.88 

Encephalitis 

612 

203,765.94 

103,266.58 

307,032.52 

501.69 

Leukemia  

Cancer  (added  10/1/54) 

. . . . 174 

304,642.46 

154,333.95 

458,976.41 

2,637.80 

Skin  cancer 

. . . . 5,063 

77,614.91 

346,361.32 

423,976.23 

83.74 

Major  cancer 

. . . . 3,918 

3,717,305.35 

2,453,291.03 

6,170,596.38 

1,574.94 

Other  diseases  covered 

. . . . 2,959 

49,225.08 

122,139.26 

171,364.34 

57.91 

All  Cases 

Reserve  for  5 year 

. , 14,446 

5,398,523.51 

3,788,236.88 

9,186,760.39 

635.94 

liability  on  above  cases.  . . 

3,332,011.50 

1,186,324.43 

4,518,335.93 

312.77 

Totals  

$8,730,535.01 

$4,974,561.31 

$13,705,096.32 

$ 948.71 

from  2 to  5 years.  So  far  as  was  then,  or  is  now, 
known,  no  other  voluntary  prepaid  health  plan  has 
offered  as  broad  protection  as  CIE  for  a disease  with 
an  incidence  and  cost  which  runs  as  high  as  cancer. 
The  value  of  this  broad  coverage  is  reflected  in 
table  1 in  the  benefits  which  have  been  paid  out  by 
both  Blue  Cross  and  Blue  Shield  for  cancer  cases, 
the  amounts  and  the  number  of  cases  exceeding  all 
other  types  combined.  Cancer  also  constitutes  by  far 
the  biggest  proportion  of  the  reserves  necessary  for 
estimated  future  benefits  for  known  CIE  cases.  The 
addition  of  3 more  years  to  the  benefit  period  has 
greatly  increased  the  amount  of  reserves  required. 

The  added  burden  of  high  utilization  for  cancer 
under  CIE  made  necessary  an  increase  of  almost  100 
per  cent  in  the  dues,  starting  in  July,  1956.  The  in- 
crease was  from  40  cents  to  75  cents  monthly  for 
an  individual  and  from  80  cents  to  $1.50  monthly 
for  a family.  This  is  still,  at  this  increased  rate,  one 
of  the  biggest  bargains  in  prepaid  health  care  which 
is  available  in  this  country  today,  and  the  public  has 
apparently  realized  this,  judging  from  the  popularity 
of  this  kind  of  protection. 

Whether  Texas  Blue  Cross-Blue  Shield  can  con- 
tinue to  offer  this  special  broad  coverage  will  be 
determined  to  a large  extent  by  Texas  physicians  and 
whether  they  will  he  willing  to  charge  an  average  fee 
for  professional  services  in  these  cases.  Selfish  atti- 
tudes as  to  use  of  benefits  and  charges  demand  cau- 
tion and  have  raised  a serious  question  as  to  whether 
a broad  coverage  of  this  type  can  be  provided  with- 
out limitations  and  restrictions.  If  the  existence  of 
this  special  protection  in  any  way  increases  the 
doctor’s  normal  charges  for  his  services,  then  we  may 
be  sure  that  sooner  or  later  Blue  Cross-Blue  Shield 
will  have  to  discontinue  or  limit  this  special  benefit 
program  which  has  proven  such  a boon  to  our  pa- 
tients, to  hospitals,  and  to  doctors  alike. 

♦ Dr.  Fox,  Medical  Arts  Building,  Dallas. 


Public  Health 
Applications  of  the 
Plasmacrit  (PCT) 
Exclusion  Test 
For  Syphilis 

JOHN  J.  ANDUJAR,  M.D.  and 
EDITH  E.  MAZUREK,  M.S. 

Fort  Worth,  Texas 

The  advent  of  antibiotics  brought  to  the  field 
of  syphilology  great  expectations.  It  was  hoped 
that  both  the  disease  syphilis  and  the  medical  spe- 
cialty syphilology  would  disappear.  The  latter  has 
happened,  and  one  finds  few  departments  of  derma- 
tology and  syphilology  in  the  world  today,  either  in 
universities,  public  health  units,  or  even  in  medical 
organizations.  Journals  of  syphilology  have  discon- 
tinued publication,  and  in  the  haste  to  dismantle  the 
specialty,  we  have  lost  sight  of  the  really  attainable 
goal:  the  eradication  of  syphilis  itself.  A few  cautious 
souls,  such  as  Kolmer,’^  have  emphasized  that  we  do 
not  have  the  half  century  experience  with  antibiotics 
that  we  enjoy  with  chemotherapy.  Even  the  teaching 
of  syphilis  is  disappearing  from  our  medical  schools. 
Evan  Thomas,  in  an  eloquent  "Plea  for  Improved 
Training  in  Syphilis’’®  points  out  that  there  are  al- 
most 3,000  paretics  in  New  York  state  hospitals 
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alone,  with  more  than  100  new  cases  admitted  an- 
nually in  this  small  field  of  syphilis  alone.  He  pleads 
for  renewed  interest  in  this  disease,  but  his  prayer 
falls  on  ears  deafened  by  complacency.  The  famous 
Osier  aphorism,  "Who  knows  syphilis,  knows  medi- 
cine,” is  rapidly  becoming,  "Who  knows  syphilis?” 

Pathologists,  technologists,  and  laboratorians  can- 
not escape  some  responsibility  for  the  present  con- 
fused state  of  syphilis  control.  At  a time  when  prac- 
titioners were  finally  becoming  acclimated  to  the 
storm  of  author-serologists’  names  (Kahn,  Kline, 
Kolmer,  Mazzini,  Rein-Bossack,  and  so  forth)  a new 
curse  descended  on  them  in  the  form  of  alphabet 
soup.  How  many  clinicians  can  even  guess  at  such 
initials  as  VDRL,  RPR,  USR,  TPI,  TPCF,  RPCF, 
TPMB,  TPA,  and  TPIA?  One  does  well  to  remember 
that  the  initials  beginning  with  TP  are  Treponemal 
tests,  and  it  would  be  an  oblique  nicety  to  state  that 
these  tests  have  not  all  lived  up  to  their  expectations! 

The  two  major  advances  in  syphilis  control  of  the 
last  two  decades  were,  of  course,  the  advent  of  anti- 
biotics and  the  development  of  single  compound 
serology.  Cardiolipin  made  the  latter  possible,  and 
some  of  the  early  predictions  of  cardiolipin’s  uni- 
versality by  Andujar  and  others®  have  been  realized. 
In  fact,  cardiolipin  is  the  base  of  nearly  all  of  the 
standard  reagin  tests  today,  not  only  in  this  country, 
but  throughout  the  world.  It  has  its  limitations,  of 
course,  but  so  do  the  Treponemal  tests,  and  it  is  safe 
to  say  that  there  is  not  in  existence  today,  and  never 
has  been,  a laboratory  procedure  that  will  state  un- 
equivocally whether  there  is  active  syphilis  in  a given 
patient.  In  fact,  cardiolipin  has,  as  shown  by  Andu- 
jar and  others®  several  years  ago,  a disconcerting 
anamnestic  power,  which  may  persist  continuously 
for  life  or  reassert  itself  at  irregular  intervals  through- 
out the  patient’s  lifetime.  This  leads  to  the  fantastic 
overtreatment  reported®  in  the  literature,  with  some 
unfortunates  receiving  more  than  one-third  billion 
units  of  penicillin  in  a few  years. 

In  the  face  of  all  these  disconcerting  facts,  it  would 
seem  necessary  to  apologize  for  developing  a new 
reagin  test.  This  would  be  true  if  the  new  Plasma- 
crit  ( PCT ) test  were  simply  another  serologic  reagin 
procedure.  It  is  not.  For  more  than  a quarter  of  a 
cenmry  Burdon^  and  others  have  known  that  plasma 
is  superior  to  semm  for  reagin  tests.  It  could  not  be 
used,  unfortunately,  because  of  the  need  to  heat  serum 
or  plasma  before  doing  any  flocculation  reagin  test. 
In  the  half  century  since  the  dawn  of  serology,  no 
one  has  offered  a satisfactory  explanation  as  to  why 
this  is  so.  It  is  foolish  to  speak  of  "destroying  com- 
plement” in  flocculation  tests,  and  although  Ecker® 
and  others  have  investigated  the  subject  thoroughly, 
there  is  still  no  adequate  reason.  It  is  just  so!  More 
than  2 years  ago  the  brilliant  serologist  Portnoy®  and 


his  associates  found  that  if  all  the  alcohol  is  removed 
from  VDRL  emulsion,  and  aqueous  choline  chloride 
is  used  to  resuspend  the  colloid  mixmre,  heating  of 
plasma  can  be  avoided.  Coupling  this  fact  with 
smdies  on  microplasma  reagin  procedures,  Andujar 
and  others^  developed  the  plasmacrit  (PCT)  test  for 
use  on  capillary  blood.  The  ordinary  residue  from 
microhematocrit  determination  is  used,  and  the  total 
elapsed  time  from  finger  prick  to  report  is  8 minutes. 
No  needles,  syringes,  tourniquets,  hematoma,  or  hepa- 
titis is  necessary.  The  inexpensive  lancet  is  dispos- 
able; so  is  the  inexpensive  PCT  capillary  tube.  In 
quantities,  the  two  cost  3 cents  or  so.  No  inconveni- 
ence of  disrobing,  rolling  up  sleeves,  prodding  for 
veins,  or  hepatitis  hazard  is  involved. 

The  advantages  in  pediatrics  are  obvious.  In  blood 
banking,  for  the  first  time,  we  have  a rapid,  inex- 
pensive test  to  screen  out  reactive  blood  before  the 
donor  loses  his  pint  of  blood  and  wastes  the  bank’s 
time  and  equipment. 

There  are  two  fields,  however,  that  interest  those 
who  guard  the  public  health:  (1)  routine  hospital 
admissions  and  (2)  general  testing  of  the  public, 
either  in  compulsory  programs  or  in  case-finding 
surveys.  In  the  last  calendar  year  more  than  126,000 
cases  of  syphilis  were  reported  to  health  departments 
in  this  country.  It  is  impossible  even  to  guess  how 
many  were  unreported.  Obviously  a simple  place  to 
begin  case-finding  is  in  the  patient  iU  enough  to  go 
to  the  hospital.  Only  the  health  hazard,  inconveni- 
ences, and  expense  of  venipuncmre  routine  serologic 
tests  have  caused  these  to  be  dropped  by  the  Joint 
Commission  on  Accreditation  of  Hospitals’  admission 
requirement.  These  tests  are  of  value  in  attracting 
attention  to  collagen  diseases  and  may  furnish  valu- 
able clues  in  these  states.  In  the  Plasmacrit  (PCT) 
test  we  have  a swift,  inexpensive  finger  tip,  toe,  or 
ear  lobe  blood  test,  mn  on  the  residual  plasma  from 
the  ordinary  routine  microhematocrit  test.  'This  sim- 
ple capillary  test  furnishes  a reliable  index  of  the  red 


Dr.  John  J.  Andujar  and  his  co- 
author, from  the  Texas  State 
Department  of  Health,  Fort 
Worth  Regional  Laboratory  and 
the  Fort  Worth  Medical  Labor- 
atories, presented  this  paper  for 
the  Section  on  Public  Health  of 
the  Texas  Medical  Association 
at  the  annual  session  April  21, 
1959,  in  San  Antonio. 

The  Plasmacrit  (PCT)  test  for  syphilis  developed  recently 
by  the  authors  will  permit  safe,  swift,  inexpensive  mass 
surveys,  legally  required  tests,  and  duster  investigation  of 
possible  contacts  in  syphilis  control.  With  a drop  of  capillary 
blood  plasma,  nonreactive  persons  can  be  excluded  in  8 
minutes  without  hepatitis  hazard,  pain,  or  hematoma  of 
venipuncture. 
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blood  cell  count  in  the  average  patient.  It  is  a valu- 
able by-product  of  the  PCT  test,  when  run  primarily 
as  a screen  for  syphilis. 

Compulsory  blood  tests  for  food  handlers,  bar- 
bers, cosmetologists,  couples  bent  on  matrimony,  and 
other  groups  have  been  under  increasing  attack  as 
syphilology  disappears.  The  PCT  test  provides  a par- 
tial answer  to  the  arguments  against  venipuncmre 
tests.  Still  more  valuable  is  the  procedure  for  mass 
surveys  and  cluster  testing  of  possible  contacts.  Co- 
operation is  readily  enlisted  for  a quick  test  involving 
only  a few  seconds’  time  to  prick  the  finger.  The  high 
level  of  sensitivity  reported^  in  the  plasmacrit  ( PCT ) 
test  on  2,813  individuals  is  all  to  the  good;  the  pro- 
cedure is  designed  solely  as  a screen  to  find  the  2 or 
3 in  100  who  should  have  extensive  and  thorough 
venipuncmre  serology  smdies.  To  date  we  know  of 
three  separate  surveys  of  the  use  of  the  PCT  test; 
none  of  these  are  as  yet  in  print,  but  they  involve 
708,  369,  and  115  patients  respectively.  In  the  larger 
smdy,  there  was  approximately  92  per  cent  over-all 
agreement  with  VDRL  test;  in  the  other  two,  there 
is  approximately  98  per  cent  agreement  with  stand- 
ard reagin  tests.  Only  in  7 individuals  of  a total  of 
4,005  examined  so  far  was  the  PCT  negative  when 
a standard  reagin  test  was  weakly  or  strongly  reactive. 
On  the  other  side  of  the  ledger,  almost  100  were 
reactive  with  PCT  and  weakly  reactive  or  negative 
with  standard  cardiolipin  tests  on  semms.  No  at- 
tempt has  been  made  to  assemble  epidemiologic 
data  on  these,  for,  as  emphasized  by  Gold®  and  many 
others,  we  cannot  rightfully  draw  conclusions  on 
small  numbers  of  reactive  patients.  In  fact,  even  the 
phrase  "epidemiology  of  syphilis”  must  be  used  with 
caution.  But  there  is  no  doubt  that  once  the  finger 
of  suspicion  is  pointed,  it  becomes  a simple  matter 
to  arrange  for  adequate  investigation,  whereas  apathy 
and  indifference  will  scarcely  speed  the  day  when 
syphilis  will  be  eradicated  from  the  world.  That  day 
is  foreseeable — let  us  hasten  its  glad  arrival! 

SUMMARY 

The  recently  developed  Plasmacrit  (PCT)  test  pro- 
vides an  instrument  for  safe,  swift,  inexpensive  mass 
surveys,  legally  required  tests,  and  cluster  investiga- 
tion of  all  possible  contacts  in  syphilis  control. 

Using  a drop  of  capillary  blood  plasma,  one  can 
exclude  nonreactive  individuals  in  8 minutes,  with- 
out hepatitis  hazard,  pain,  or  hematoma  of  veni- 
puncmre. 

This  tool  could  prove  a powerful  weapon  in  the 
war  to  eradicate  syphilis  from  the  face  of  the  earth. 
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HERE  IS  ABUNDANT  evidence  that  a recum- 
bent position  produces  profound  changes  in  the 
physiologic  function  of  a person.  The  degree  and  the 
rapidity  of  onset  of  these  changes  depend  primarily 
on  the  inborn  qualities  of  the  patient.  However,  these 
properties  are  influenced  deeply  by  the  severity  of 
the  illness  or  injury,  the  length  of  immobilization, 
the  age  of  the  patient  and  the  medical  care  rendered. 

The  complications  of  recumbency  were  noted  first 
by  Albright  and  his  associates,^  who  in  1941  de- 
scribed a case  of  an  active  14  year  old  boy  who  de- 
veloped osteoporosis,  hypercalcemia,  and  decreased 
kidney  function  following  a 5 month  period  of  im- 
mobilization in  a plaster  cast  for  a fraemred  right 
femiur.  Following  this,  other  investigators^’  noted 
similar  complications.  In  1948  Deitrick  and  others® 
reported  a weU  controlled  and  extensive  smdy  on  4 
healthy  men  (aged  20  to  29)  who  were  immobilized 
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in  plaster  casts  from  the  waist  down  for  periods  of 
6 to  7 weeks.  This  study  and  other  subsequent  in- 
vestigations^’ ® showed  that  definite  physiologic 
changes  occur  entirely  and  wholely  from  recumbency. 

PHYSIOLOGIC  CHANGES 

The  normal  physiology  of  a recumbent  patient  will 
be  altered  by  ( 1 ) metabolic  changes,  ( 2 ) circulatory 
decompensation,  and  ( 3 ) neuromuscular  dysfunction. 

Metabolic  Changes. — Metabolic  changes  in  recum- 
bency occur  very  rapidly,  even  in  the  healthy  person. 
The  main  changes  seem  to  be  caused  by  the  fol- 
lowing: 

1.  Nitrogen  loss  due  to  persistent  negative  nitro- 
gen balance.  This  also  causes  impairment  in  creatine 
metabolism.  It  is  obvious  that  nitrogen  is  required  to 
restore  and  rebuild  muscular  tissues,  which  are  de- 
ficient in  most  neuromuscular  and  musculoskeletal 
disorders.  This  occurs  when  there  is  positive  nitrogen 
balance  which  results  only  on  standing. 

--w  |-  Odon  F.  von  Werssowetz  is 

i medico!  director,  his  co-author 

assistant  medical  director,  of 
Texas  Rehabilitation  Cen- 
ter,  Gonzales  Warm  Springs 
. V Foundation. 

The  recumbent  position  produces  alteration  in  normal  physi- 
ology by  metabolic  changes,  circulatory  decompensation,  and 
neuromuscular  dysfunction  and  may  cause  clinical  complica- 
tions. A standing  bed,  combining  a standard  hospital  bed 
with  a standing  device,  permits  a patient  to  be  placed  in 
the  standing  position  with  little  handling  or  difficulty  and 
may  help  avoid  complications  of  recumbency. 

2.  Calcium  loss.  This  excretion  of  calcium,  com- 
bined with  unchanged  urinary  volume  and  a slight 
rise  in  urinary  pH,  favors  the  precipitation  of  cal- 
cium phosphate  in  the  urinary  tract. 

3.  Phosphorus  loss.  There  occurs  a proportional 
loss  of  phosphorus  due  to  the  rapid  demineralization 
of  bone.  This,  combined  with  nitrogen  imbalance 
and  calcium  loss,  leads  to  osteoporosis  and  urinary 
(renal  and  bladder)  calculi.  Deitrick  reported  that 
normal  calcium  and  phosphorus  metabolism  was  not 
restored  in  his  subjects  until  6 weeks  after  the  re- 
cumbency period  was  terminated. 

4.  Potassium  loss.  Negative  potassium  balance  oc- 
curs on  recumbency,  reaching  its  maximum  on  the 
sixth  to  eighth  day,  that  is  about  2 days  later  than  in 
the  case  of  nitrogen. 


Circulatory  Decompensation. — Circulatory  changes 
brought  about  by  recumbency  depend  in  large  meas- 
ure on  the  severity  of  the  illness  or  involvement.  In 
general,  they  are:  ( 1 ) A decline  in  total  blood  vol- 
ume and  impairment  of  pulse  rate.  Deitrick  reported 
that  in  his  normal  subjeas  it  took  the  pulse  rate 
approximately  6 weeks  to  return  to  normal  after  en- 
forced recumbency.  ( 2 ) A deterioration  in  the  mech- 
anism essential  for  adequate  circulation.  This  may  be 
found  to  affect  the  body  as  a whole  or  have  only  local 
significance. 

General  disturbance,  especially  in  the  erect  posi- 
tion is  primarily  due  to  impaired  control  of  the 
hydrostatic  pressure  of  blood.  This  is  manifested 
often  in  the  legs,  which  show  such  changes  as  venous 
engorgement,  capillary  fragility,  and  cyanotic  ten- 
dencies. This  stagnation  of  blood  flow  favors  the 
development  of  phlebothrombosis  or  thrombophleb- 
itis with  their  complications.  It  also  interferes  with 
adequate  nutrition. 

Local  interference  is  often  caused  by  paralysis  of 
the  local  vasoconstrictor  reflex  mechanism  of  the 
small  arteries  and  arterioles  which  causes  vasodilation 
of  the  paralyzed  skin  vessels.  Clinically,  this  is 
recognized  as  persistent  redness.  This  area  shows 
sluggish  circulation  and  local  anoxemia.  There  is 
intravascular  thrombosis  of  these  small  vessels  with 
impairment  of  their  walls  causing  eventually  the 
breaking  down  of  the  adjacent  tissues.  If  this  is  as- 
sociated with  prolonged  pressure  on  the  skin  over 
bony  prominences,  in  the  tegmental  folds  or  over 
artificial  obstacles  such  as  wrinkles  in  the  bedclothes, 
then  a decubitus  ulcer  will  result. 

Neuromuscular  Dysfunction. — Recumbency  pro- 
duces varied  responses  in  the  neuromuscular  system, 
which  to  a large  extent  depends  on  the  individual 
patient.  However,  the  primary  change  seems  to  be 
an  impairment  of  muscle  tone  due  to  deterioration 
of  the  stance  reflexes.  This  is  often  associated  or 
followed  by  generalized  muscle  weakness  of  myas- 
thenia characteristic  with  decreased  exercise  toler- 
ance. It  is  important  to  maintain  as  normal  muscle 
tone  as  possible,  because  this  will  help  circulation  and 
metabolic  processes. 

If  recumbency  is  prolonged,  there  may  be  loss  of 
muscle  bulk  as  shown  by  decrease  in  the  girth  of  the 
extremities.  Persistent  recumbency  also  leads  to  stiff- 
ness and  contractures  of  many  joints  which  may  show 
considerable  soreness. 


CLINICAL  COMPLICATIONS 

It  long  has  been  evident  to  physicians  that  a pro- 
longed stay  in  bed  has  harmful  results,  particularly  if 
the  patient  is  elderly.  Skeletal  and  muscular  changes 
and  the  development  of  urinary  calculi  are  common 
in  prolonged  recumbency.  Moreover,  recent  studies 
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temporary  loss  of  sense  of  balance,  dizziness,  and 
syncope. 

All  these  complications  can  be  prevented,  in  large 
measure,  by  early  assumption  of  the  "erect  position.  It 
is  obvious  that  not  all  patients  can  or  should  have 
early  standing.  Certain  acute  diseases,  like  poliomye- 
litis and  certain  postoperative  conditions,  will  demand 
that  the  patient  remain  recumbent  regardless  of  the 
ensuing  physiological  complications.  Furthermore, 
those  patients  that  can  be  permitted  early  sranding 
may  not  be  able  to  perform  this  voluntarily.  Here  is 
where  a standing  bed  will  be  of  great  benefit. 

This  standing  bed  may  be  used  in  a general  hos- 
pital or  a rehabilitation  center  as  a special  therapeutic 
apparams  or  it  can  replace  a standard  hospital  bed. 
It  permits  easy  elevation  of  the  recumbent  patient  to 
an  upright  position  by  one  individual.  This  ease  of 
operation  is  especially  beneficial  in  a patient  with 
severe  muscular  involvement  or  paralysis,  as  in  a 
paraplegic  or  quadriplegic,  because  it  facilitates  fre- 
quent changes  of  position  with  a minimal  require- 
ment of  handling  of  the  patient  thus  reducing  per- 
sonnel and  nursing  costs.  It  is  very  useful  in  cardiac 
patients,  permitting  them  to  stand  without  much  ex- 
ertion. It  should  be  used  in  postoperative  conditions 
to  prevent  venous  thrombosis.  It  is  beneficial  in  post- 
partum patients,  especially  those  that  have  had  epi- 
siotomies,  as  it  insures  adequate  drainage  and  de- 
creases pain. 

The  standing  bed  is  of  great  value  in  the  preven- 
tion and  care  of  decubitus  ulcers.  Decubitus  ulcers 
occur  early  and  frequently  in  such  conditions  as 
hemiplegia,  multiple  sclerosis,  and  other  neurological 
diseases  as  well  as  after  spinal  cord  or  brain  injuries. 
This  bed  should  be  used  soon  after  the  onset  to  mini- 
mize the  danger  of  developing  decubiti.  It  is  easier 
to  prevent  the  occurrence  of  ulcers  than  to  cure  them. 
Therefore,  every  effort  should  be  made  to  provide 
adequate  prophylaaic  care  to  minimize  the  danger  of 
prolonged  pressure  on  the  skin,  especially  over  the 
sacrum  and  greater  trochanters.  The  recumbent  pa- 
tient must  be  turned  frequently  and  at  least  every  2 
hours  day  and  night.  This  depends  to  a considerable 
degree  upon  the  extent  of  lack  of  skin  sensation  and 
its  toughness.  In  certain  patients,  especially  in  the 
early  phases  of  illness,  it  may  be  necessary  to  mrn 
them  at  V2  to  1 hour  intervals. 

The  patient  who  has  been  recumbent  for  a long 
period  should  be  brought  very  gradually  to  the  up- 
right position;  otherwise  all  the  signs  and  symptoms 
of  circulatory  decompensation  will  occur. 

METHOD  OF  STANDING 

There  have  been  several  reported  methods  of  pro- 
viding standing  to  patients  who  are  unable  to  do  so 
voluntarily.  Harrington®  reported  its  use  in  polio- 
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and  observations  seem  to  indicate  that  a considerable 
number  of  common  complications,  occurring  in  acute 
illnesses  or  found  in  the  postpartum  or  postoperative 
patient,  are  due  to  recumbency.  These  include  ( 1 ) 
phlebothrombosis  and  thrombophlebitis,  ( 2 ) pul- 
monary embolism,  (3)  hypostatic  pneumonia,  (4) 
decubitus  ulcers,  (5)  nephrolithiasis,  (6)  constipa- 
tion, and  ( 7 ) muscular  weakness.  In  addition,  minor 
but  disturbing  complications  also  occur,  such  as 


Fig.  1,  Views  showing  various  positions  of  the  standing 
bed  and  the  bed  in  use. 
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myelitis.  Climo^’  ® used  it  in  the  care  of  paraplegics. 
The  standing  equipment  used  by  these  and  other 
authors  requires  the  patient  to  be  moved  from  his 
bed  onto  a stretcher,  then  to  be  transferred  to  a 
special  therapeutic  area  where  he  is  again  moved 
from  the  stretcher  onto  the  apparatus.  The  reverse 
process  occurs  after  the  treatment.  This  requires  con- 
siderable handling  of  the  patient,  which  is  dangerous 
because  the  patient  can  be  bruised  easily  in  the  pro- 
cess. It  also  requires  several  attendants  to  move  an 
average  weight  patient. 

To  alleviate  these  factors,  a standing  bed  was 
designed  at  the  Texas  Rehabilitation  Center  which 
combined  a standard  hospital  bed  with  a standing 
device.*  The  patient  uses  this  apparams  as  a bed,  but 
at  specified  intervals  he  is  elevated  to  a standing 
position.  This  can  be  performed  by  a nurse  of  about 
110  pounds  of  weight.  This  bed  can  be  used  in  a 
general  hospital,  in  a rehabilitation  center,  or  in  the 
patient’s  own  home.  It  also  saves  space  as  there  is 
no  second  apparams  to. store. 

CONCLUStON 

Recumbency  not  only  causes  physiologic  changes 
in  the  long  term  or  chronic  patient  but  also  in  the 
acute  or  short  term  patient.  These  physiologic  changes 
can  be  prevented  or  alleviated  by  early  standing. 
Early  standing  may  not  be  accomplished  voluntarily; 
therefore,  standing  devices  should  be  used. 

A standing  bed  designed  at  the  Texas  Rehabilita- 
tion Center  decreases  the  handling  of  the  patient  and 
reduces  the  number  of  attendants  necessary  to  ac- 
complish this  process.  It  is  economical  and  comfort- 
able. 

A standing  bed  should  be  used  early  and  frequently 
in  general  hospitals  to  prevent  complications  due  to 
recumbency.  The  beds  are  a standard  piece  of  equip- 
ment in  rehabilitation  centers.  They  should  be  used 
at  home  for  severely  disabled  patients. 
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Rheumatoid  arthritis  has  been  recog- 
nized as  a specific  entity  for  a long  time  and 
has  been  distinguished  clearly  from  other  joint  dis- 
orders. However,  the  extra-articular  and  especially 
the  visceral  manifestations  of  this  disease  have  been 
reported  only  in  recent  years.  In  analogy  with 
systemic  lupus  erythematosus  a case  with  widespread 
rheumatoid  involvement  should  be  classified  as  sys- 
temic rheumatoid  arthritis.  Such  a condition  is  not 
as  rare  as  the  scarcity  of  reports  in  the  literature 
would  indicate.  Clinicians  and  pathologists,  however, 
have  been  hesitant  to  acknowledge  the  etiological 
relationship  between  rheumatoid  abnormalities  of 
the  joints  and  those  of  other  organs  and  structures. 
Not  until  the  concept  of  collagen  diseases  was  born 
and  the  similarities  and  differences  between  these 
disorders  and  rheumatoid  arthritis  were  established 
more  clearly  have  extra-articular  manifestations  of 
the  latter  disease  been  recognized  more  frequently. 
Unfortunately,  there  is  at  the  moment  no  clear-cut 
concept  about  what  systemic  findings  belong  to 
rheumatoid  arthritis  and'  what  constimtes  a separate 
disease.  Such  a distinction  is  difficult  to  make  in  the 
absence  of  any  known  etiological  agent,  as  well  as 
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any  specific  laboratory  test  and  autopsy  finding.  In 
spite  of  previous  statements  to  the  contrary,  recent 
experiences  have  shown  that  neither  the  presence  ,of 
agglutinating  globulins'^  in  the  serum  nor  the  finding 
of  rheumatoid  nodules  in  the  microscopic  sections 
represents  a final  proof  of  this  disease  and  separate 
it  with  certainty  from  other  pathological  entities.®’ 
Additional  confusion  about  the  diagnosis  of  sys- 
temic rheumatoid  arthritis  is  created  by  the  thera- 
peutic as  well  as  the  toxic  effect  of  the  various 
modern  drugs  used  in  this  disorder.  The  following 
case  report  illustrates  well  the  diagnostic  problems 
of  widespread  rheumatoid  disease. 


CASE  REPORT 


Preliminary  Examination. — A 55  year  old,  white,  male, 
oil  refinery  worker  was  first  seen  in  July,  1950,  because 
of  painful  swelling  of  various  joints,  especially  the  right 
shoulder  joinr,  the  right  wrist  joint,  both  knee  joints,  and 
various  finger  joints.  The  articular  inflammation  had 
started  about  6 months  prior  to  his  visit  and  had  been 
moving  around  from  one  joint  to  another.  The  previous 
history  was  of  little  importance.  There  was  an  attack  of 
pneumonia  in  1945,  a chronic  sinus  infection  of  more  than 
20  years’  duration,  and  a perforation  of  the  right  ear  drum 
without  drainage  since  childhood. 

Physical  examination  showed  a tall,  slender  man  in  good 
nutritional  and  general  condition.  The  patient  wore  den- 
mres;  his  throat  and  tonsils  were  normal.  The  heart  was 
normal,  and  a few  dry  rhonchi  were  present  in  the  lungs; 
the  abdomen  and  the  central  nervous  system  revealed  no 
abnormality.  The  prostate  was  somewhat  nodular  but  not 
enlarged,  "rhe  abnormal  findings  were  restricted  mainly  to 
the  joints.  There  was  an  acute  inflammatory  reaction  in  the 
left  knee  joint  and  various  interphalangeal  joints.  In  addi- 
tion, there  was  a deformity  and  a restriaion  of  motion  in 
various  other  joints.  The  right  knee  joint  contained  some 
fluid. 

Laboratory  examinations  had  the  following  results;  blood 
pressure,  120/75;  sedimentation  rate,  40  mm.  per  hour 
(Wintrobe);  hemoglobin,  11  Gm.  per  100  ml.;  red  blood 
cells,  3,700,000  per  cubic  millimeter;  white  blood  cells, 

11,000  with  79  per  cent  neutrophils,  5 per  cent  stab  cells, 
15  per  cent  lymphocytes,  and  1 per  cent  monocytes.  Kline 
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and  Mazzini  tests  for  syphilis  were  negative;  serum  uric 
acid  measured  3-5  mg.  per  100  ml.  Urinalysis  and  stool 
examination  were  negative.  Prostate  smear  showed  25  to  30 
neutrophils  per  high  power  field.  The  knee  joint  fluid 
was  clear  and  free  from  uric  acid  crystals;  it  contained 

12.000  leukocytes  per  cubic  centimeter,  and  gave  a poor 
mucin  clot.  The  electrocardiogram  was  within  normal  limits 
(axis  plus  30  degrees). 

Treatment  and  Complications. — A diagnosis  of  rheuma- 
toid polyarthritis  was  made.  The  patient  was  treated  with 
bed  rest,  salicylates,  vitamins,  and  hot  applications.  He  also 
received  several  courses  of  gold  injections  (Solganal)  dur- 
ing the  following  years.  He  showed  an  excellent  response 
to  this  therapy;  however,  the  occurrence  of  mucoid  diarrhea 
and  a maculopapular  rash  required  a reduction  of  gold 
dosage.  This  was  followed  by  some  reactivation  of  the 
joint  process  and  the  appearance  of  various  nodules  in 
tendons,  bursae,  and  the  subcutaneous  tissues.  Within  a 
short  period  of  time  large  masses  appeared  on  the  hands  and 
the  feet,  over  the  patellas,  and  the  olecranons.  Soon  these 
broke  down  and  discharged  a purulent  fluid.  The  clinical 
picture  resembled  tophaceous  gout,  but  the  fluid  contained 
pus  cells  and  staphylococci  and  was  free  from  uric  acid 
crystals.  In  addition,  numerous  serum  uric  acid  determina- 
tions showed  normal  values. 

In  November,  1952,  the  gold  injections  had  to  be  dis- 
continued entirely  because  of  an  increase  of  toxic  reactions. 
The  total  Solganal  dosage  given  up  to  this  time  was  about 

2.000  mg.  An  exacerbation  of  all  manifestations  followed 
and  Butazolidin,  sodium  iodide,  sodium  salicylate,  injectable 
vitamin  Bi  and  Bio;  and  various  analgesics  and  sedatives 
had  to  be  administered  in  large  doses  to  control  the  disease. 

In  June,  1953,  a marked  progression  of  the  polyarthritis 
had  occurred  with  a mutilating  destruction  of  the  hands 
and  feet  ( fig.  1 ) . In  spite  of  this  change  the  general  con- 
dition of  the  patient  remained  fairly  good,  and  he  was 
able  to  stay  on  his  job.  Gradually,  however,  pains  and 
paresthesias  appeared  in  the  hands  and  the  feet,  and  there 
was  an  increasing  muscular  weakness  and  atrophy  of  the 
distal  extremities.  Various  laboratory  tests  were  performed 
at  this  time  because  of  a mild  fever  without  any  obvious 
infection.  The  white  blood  cell  count  fluctuated  between 
12,500  and  20,000.  The  differential  count  showed  a marked 
shift  to  the  left.  The  blood  urea  nitrogen  and  the  non- 


Fig.  1.  A roentgenogram  shows  a marked  progression  of 
the  polyarthritis  with  a mutilating  destruction  of  the 
hands. 
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protein  nitrogen  were  normal.  Urinalysis,  fasting  blood 
sugar,  and  phenolsulfonphthalein  and  bromsulphalein  elimi- 
nations were  normal.  The  Rose  hemagglutination  test  was 
positive  (1:64).  Blood  cultures  and  routine  agglutination 
tests  were  negative.  Serum  calcium  was  9.2  mg.  per  100 
ml.;  serum  phosphorus,  3.4  mg.  per  100  ml.;  alkaline  phos- 
phatase, 2.4  Bodansky  units;  total  protein,  7.1  Gm.  per  100 
ml.;  serum  albumin,  4.2  Gm.  per  100  ml.;  and  serum  glob- 
ulin, 2.9  Gm.  per  100  ml.  The  peripheral  blood  smear 
showed  no  L.E.  cells.  The  tuberculin  test  was  negative. 

Because  of  the  difficulty  to  control  the  pains,  cortisone 
therapy  was  started  in  November,  1953.  Initially,  the  dose 
was  75  mg.  per  day;  later  this  was  reduced  to  25  mg.  daily. 
This  medication  brought  about  a marked  general  subjective 
amelioration.  The  pain  decreased,  the  appetite  of  the  patient 
improved,  and  he  gained  some  weight.  The  acute  joint 
swellings  disappeared.  However,  during  1954  and  1955 
more  and  more  abscesses  formed  on  the  feet  and  numerous 
fistulas  and  ulcers  appeared.  Gradually,  both  lower  legs 
were  involved  in  a similar  ulcerative  process.  In  addition 
dyspnea,  wheezing,  pleuritic  pain,  and  mucopurulent  ex- 
pectoration occurred  and  pointed  toward  pulmonary  dis- 
order. There  was  also  a tachycardia  at  rest  and  a dependent 
edema  of  the  legs.  A roentgenogram  of  the  chest  (fig.  2) 
showed  a normal  heart  and  aorta.  However,  there  were 
numerous  bilateral  miliary,  as  well  as  reticular  shadows 
suspicious  of  pulmonary  fibrosis,  collagen  disease,  or  the 
Hamman-Rich  syndrome.  These  lung  changes  had  not 
been  present  on  previous  chest  roentgenograms.  There  were 
also  electrocardiographic  changes  in  the  form  of  an  axis 
shift  to  plus  95  degrees,  a lowering  of  T waves  and  an 
ST  depression  in  various  leads.  The  patient  looked  quite 
ill  at  this  time  and  was  depressed,  irritable,  and  restless. 

In  December,  1956,  a bilateral  foot  drop  developed  sud- 
denly, more  severe  on  the  right  than  on  the  left  side.  There 
was  a flaccid  paresis  of  both  lower  legs  with  loss  of  re- 
flexes and  stocking-type  hypesthesia.  Milder  neuropathic 
changes  were  noticed  in  the  arms.  A general  muscular  wast- 
ing contrasted  markedly  with  the  moon  face  and  the  buffalo 
hump  of  the  patient.  Chronic  hypercortisonism^  was  sus- 
pected, and  the  cortisone  medication  was  withdrawn  slow- 


Fig.  2.  A roentgenogram  of  the  chest  showed  o normal 
heart  and  aorta.  The  numerous  bilateral  miliary  and 
reticular  shadows  pointed  to  pulmonary  fibrosis,  collagen 
disease,  or  the  Hamman-Rich  syndrome. 


ly.  The  diagnosis  of  rheumatoid  arthritis  that  had  been 
entertained  for  almost  7 years  appeared  doubtful  at  this 
time,  and  the  patient  was  referred  to  the  Ochsner  Founda- 
tion Hospital  for  consultation. 

The  pertinent  findings  of  this  medical  center  were  as 
follows:  serum  protein,  5.4  Gm.  per  100  ml.,  albumin,  2.6 
Gm.  per  100  ml.,  globulin,  2.8  Gm.  per  100  ml.  A sternal 
marrow  aspiration  showed  nonspecific  increase  of  plasma 
cells;  a skin  biopsy  of  a leg  ulcer  revealed  chronic  non- 
specific inflammation;  several  muscle  biopsies  were  nega- 
tive. The  soft  tissue  masses  overlying  the  olecranons  were 
excised,  and  they  showed  typical  rheumatoid  nodules.  Sev- 
eral tests  for  L.E.  cells  were  made,  three  of  them  were 
positive.  A lung  biopsy  was  suggested  but  not  performed 
because  of  the  poor  healing  tendency  of  the  surgical 
wounds  over  the  elbows  which  required  skin  grafts  for 
closure.  The  final  diagnosis  was  active  collagen  disease  with 
predominant  feamres  of  rheumatoid  arthritis.  A general 
supportive  care  was  recommended. 

After  the  patient  returned  to  his  home  there  was  some 
improvement  of  the  swelling,  the  ulcers,  and  the  fistulas 
of  the  legs.  This  was  partly  due  to  the  deletion  of  cortisone 
and  partly  to  the  complete  bed  rest  and  the  excellent  nurs- 
ing care.  However,  new  nodules,  abscesses,  fistulas,  and 
ulcers  now  appeared  over  his  buttocks  and  his  back  on 
places  of  friction  and  pressure.  The  various  aches  and  pains 
were  severe  and  resistant  to  salicylates,  Butazolidin,  anal- 
gesics, and  sedatives.  However,  they  were  relieved  by  large 
doses  of  potassium  para-aminobenzoate  (Potaba)  as  sug- 
gested by  Zarafonetis^®’ for  the  treatment  of  collagen  dis- 
eases. The  L.E.  ceil  preparations  were  repeated  frequently, 
but  they  were  all  negative.  The  arthritic,  neuritic,  pulmon- 
ary, and  cardiac  symptoms  continued  to  progress  but  at  a 
slower  rate  than  during  the  time  of  the  cortisone  therapy. 
In  the  beginning  of  1958,  a general  septicemia  developed 
with  blood  culmres  showing  positive  for  Staphylococcus 
aureus.  The  terminal  stage  of  the  disease  was  characterized 
by  respiratory  insufficiency,  cor  pulmonale,  pyemia,  shock, 
and  coma.  The  patient  died  on  March  10,  1958. 

Autopsy. — The  pertinent  autopsy  findings  were  as  fol- 
lows: most  of  the  skin  of  the  body  was  atrophic  and 
smooth,  except  for  the  numerous  fistulas  and  ulcers  of  the 
back  and  buttocks.  Throughout  the  subcutaneous  tissue  of 
the  body  were  many  green  necrotic  abscesses.  These  ab- 
scesses were  most  prominent  over  the  chest  and  the  inter- 


Fig.  3.  Subcutaneous  abscesses  were  composed  of  cen- 
tral areas  of  necrosis  with  a border  of  epithelioid  cells, 
lymphocytes,  and  Langhans'  giant  cells. 
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costal  spaces.  There  was  a marked  degree  of  atrophy  of  the 
toes  and  fingers  with  distortion  and  contraction  of  the 
digits.  The  knees  exhibited  some  thickening  and  enlarge- 
ment. Over  the  elbows  were  scars  from  the  previous  sur- 
gery. Both  lungs  were  extremely  collapsed  and  indurated. 
The  parenchyma  did  not  contain  abscesses  but  was  replaced 
by  firm  tissue.  Each  pleural  space  was  filled  with  about 
2,000  ml.  of  green,  thick  pus.  The  pleural  surfaces  were 
gray,  wrinkled,  and  greatly  thickened.  Fibrous  and  fibrinous 
adhesions  were  present  bilaterally.  The  pericardial  sac  was 
gray,  thick,  and  indurated,  and  contained  100  ml.  of  green, 
thick  pus.  Fibrinous  adhesions  also  were  present.  The  heart 
showed  no  abnormal  change  except  hypertrophy  of  the 
right  ventricular  wall.  The  abdominal  cavity  revealed  no 
significant  pathological  findings.  The  adrenals  were  of 
normal  size,  shape,  and  color  and  showed  no  abnormality 
on  section.  Each  kidney  appeared  to  be  normal.  The  muscles 
of  the  abdomen  and  chest,  except  the  areas  of  abscess  for- 
mation, were  red  and  firm. 

Histologically,  the  subcutaneous  abscesses  were  composed 
of  central  areas  of  necrosis  with  a border  of  epithelioid 
cells,  lymphocytes,  and  Langhans’  giant  cells  ( fig.  3 ) . 
Acid-fast  and  Schiff  stains  were  negative.  A random  sample 


Fig.  4.  A random  sample  of  the  tricuspid  valve  revealed 
a typical  rheumatoid  nodule. 


Fig.  5.  Large  masses  of  interstitial  fibrosis  such  as  this 
one  were  present  throughout  the  lung. 


of  the  tricuspid  valve  revealed  a typical  rheumatoid  nodule 
( fig.  4 ) . There  was  no  associated  inflammation  along  the 
surface  of  the  valve.  The  epicardium  was  thickened  by 
infiltrates  of  fibroblasts,  plasma  cells,  a few  lymphocytes, 
and  neutrophils.  The  aorta  showed  no  inflammatory  reac- 
tion. The  pleural  thickening  was  caused  by  a cellular  in- 
filtration similar  to  that  of  the  epicardium.  Large  masses 
of  interstitial  fibrosis  were  present  throughout  the  lung 
( fig.  5 ) . The  remaining  alveoli  were  filled  with  neutro- 
phils. Numerous  sections  of  the  skeletal  muscles  showed 
plasmocytic  and  lymphocytic  infiltrates  around  the  walls  of 
small  arteries  and  in  the  muscle  fibers  (fig.  6).  Only  in  a 
rare  instance  was  the  inflammatory  infiltrate  in  all  layers 
of  the  arterial  wall  (fig.  7).  The  adrenals  exhibited  no 
significant  change. 

The  following  histological  findings  were  not  encoun- 
tered: the  Aschoff  bodies  of  rheumatic  fever,  the  wire  loops 
of  the  glomeruli,  and  the  onionskin  rings  of  the  splenic 
arterioles  of  lupus  erythematosus,  the  fibrinoid  necrosis 
and  aneurysm  formation  of  polyarteritis  nodosa,  the  degen- 
eration of  muscle  fibrils  with  fragmentation  and  loss  of 
striation  of  dermatomyositis,  and  the  fibrosis  of  the  dermis 
and  the  subepithelial  tissue  of  the  esophagus  of  sclero- 
derma.‘° 


Fig.  6.  This  section  of  skeletal  muscle  shows  plasmo- 
cytic and  lymphocytic  infiltrates  around  the  walls  of 
the  small  arteries  and  in  the  muscle  fibers. 


Fig.  7.  This  section  shows  the  inflammatory  infiltrate 
in  all  layers  of  the  arterial  wall. 
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COMMENT 

Considering  the  course  of  the  patient’s  illness,  his 
clinical,  laboratory,  and  pathological  findings,  and 
the  methods  of  therapy,  the  following  diagnoses  may 
be  entertained:  (1)  progressing  and  mutilating  form 
of  polyarthritis  with  systemic  manifestations;  (2) 
pararheumatic  arthropathy  associated  with  one  of  the 
classical  collagen  diseases,  especially  lupus  erythema- 
tosus;^ (3)  rheumatoid  polyarthritis,  modified  and 
aggravated  by  various  drugs,  especially  cortisone  and 
gold. 

The  diagnosis  of  rheumatoid  arthritis  is  mainly 
supported  by  the  severity  and  the  progression  of  the 
articular  disease  ( fig.  1 ) and  particularly  by  its  mut- 
ilating form  with  destruction  of  juxta-articular  bone, 
tapering  of  diaphyses,  joint  luxations,  and  telescop- 
ing of  fingers  and  toes  typical  of  rheumatoid  poly- 
arthritis.® Such  advanced  joint  disease  hardly  ever  has 
been  reported  in  the  course  of  the  classical  collagen 
disorders.  On  the  other  hand,  the  extra-articular 
manifestations  such  as  nodules  in  the  subcutaneous 
tissues,  tendons,  and  bursae;  abscesses,  fistulas,  and 
ulcers  of  the  skin;  myositis;  polyneuritis;  vasculitis; 
pulmonary  fibrosis;  cardiac  valvulitis;  pericarditis; 
and  pleuritis,  as  well  as  the  abnormal  laboratory 
findings  of  hypochromic  anemia,  hyperglobulinemia, 
and  L.E.  cells  have  all  been  reported  in  association 
with  rheumatoid  arthritis.^’  ® 

The  diagnosis  of  a collagen  disease  may  be  enter- 
tained because  of  the  relentless  progression  of  a 
systemic  disease  with  cachexia,  asthenia,  low-grade 
fever,  dysproteinemia,  polyneuropathy,  poor  resist- 
ance to  infeaion,  poor  healing  tendency,  and  wide- 
spread involvement  of  the  mesenchymal  tissues.  In 
addition  such  a multitude  of  extra-articular  abnor- 
malities as  seen  in  our  patient  rarely  has  been  ob- 
served during  the  course  of  a single  case  of  rheuma- 
toid arthritis.  On  the  other  hand,  some  of  the  typical 
manifestations  of  collagen  diseases  such  as  specific 
skin  changes,  renal  and  gastrointestinal  abnormalities, 
and  Raynaud’s  syndrome  have  been  absent  just  as 
the  pathognomonic  autopsy  findings  mentioned  previ- 
ously.^® The  transient  appearance  of  L.E.  cells  could 
point  toward  lupus  erythematosus.  However,  this 
finding  is  not  sufficient  to  establish  this  diagnosis 
in  the  absence  of  typical  post-mortem  changes.  In 
addition,  L.E.  cells  have  been  found  in  an  ever  in- 
creasing number  of  diseases  including  rheumatoid 
arthritis®’  ® and  hypercortisonism,  which  probably 
both  have  been  present  in  our  patient.®’ 

The  widespread  vascular  involvement  resembles 
polyarteritis;  however,  in  only  1 instance  were  all 
layers  of  the  wall  of  a small  artery  infiltrated  with 
inflammatory  cells.  Otherwise,  the  type  of  inflam- 


mation seen  was  more  a periarteritis  than  a panarter- 
itis. 

Slocumb  and  associates®’  have  reported  the  syn- 
drome of  chronic  hypercortisonism  characterized  by 
emotional  instability,  physical  and  mental  exhaustion, 
muscle  and  joint  aching,  prolonged  fever,  positive 
L.E.  cell  smear,  polyserositis,  peripheral  neuritis,  and 
cutaneous  ulcers.  This  condition  simulated  both  lupus 
erythematosus  and  polyarteritis.  However,  these  au- 
thors admitted  that  an  identical  symptomatology 
could  be  observed  in  rheumatoid  arthritis  not  treated 
with  steroids.  In  our  patient  nodules,  abscesses,  fis- 
tulas, and  polyneuropathy  preceded  the  cortisone 
therapy.  However,  this  medication  seemed  to  ag- 
gravate his  symptomatology.  Nevertheless,  all  mani- 
festations mentioned  above  persisted  and  progressed 
slowly  in  the  absence  of  cortisone  until  death,  which 
occurred  about  15  months  after  the  deletion  of  the 
steroid  administration.  Apart  from  cortisone,  the 
influence  of  other  drugs,  especially  of  gold,  must  be 
evaluated.  The  latter  substance  could  have  been  re- 
sponsible for  the  initial  sensory  polyneuropathy. 


SUMMARY  AND  CONCLUSION 


A case  of  systemic,  rheumatoid  arthritis  has  been 
reported  with  involvement  of  many  joints,  the  heart, 
the  lungs,  the  nerves,  the  muscles,  the  tendons,  the 
skin,  and  the  subcutaneous  tissues.  Differentiation  of 
systemic  rheumatoid  arthritis  from  hypercortisonism 
and  from  the  collagen  diseases  proved  to  be  difficult. 

Systemic  rheumatoid  polyarthritis  resembles  the 
classical  collagen  disorders  and  could  be  grouped  to- 
gether with  them  because  of  the  widespread  involve- 
ment of  parenchymal  tissues  that  is  present  in  all  of 
these  diseases. 
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Bilateral  Lobular 
Carcinoma  in  Situ 
Of  the  Breast 

Report  of  2 Cases 

J.  PEYTON  BARNES,  M.D. 

Houston,  Texas 

Lobular  carcinoma  in  sim  of  the  breast 

is  a pathologic  entity  wherein  the  carcinoma 
involves  the  terminal  ducts  and  is  limited  in  extent 
to  a group  or  several  groups  of  lobules.  It  was  thor- 
oughly described  in  the  excellent  work  of  Foote  and 
Stewart^’  ® in  1941  and  subsequently.  By  definition 
it  is  not  infiltrative,  but  later  may  be  followed  by 
invasive  carcinoma.  Clinically  it  cannot  be  diagnosed 
preoperatively,  and  on  gross  seaion  has  no  definite 
characteristics.  The  diagnosis  is  made  only  by  mic- 
roscopic section.  There  is  not  a voluminous  literature 
on  this  subject,  attesting  to  its  rarity.  Godwin^  in 
1952  reported  3 cases,  1 patient  of  which  had  had 
her  first  operation  in  1935  with  a diagnosis  of  chron- 
ic cystic  disease  with  areas  of  suppuration.  In  1948, 
13  years  later,  a mass  under  the  old  scar  was  found 
to  be  adenocarcinoma,  with  node  metastases.  Study 


of  the  original  slides  showed  an  in  sim  lobular  car- 
cinoma. Godwin  felt  that  early  recognition  of  this 
original  lesion  with  at  least  simple  mastectomy  might 
have  been  curative.  It  is  significant  that  in  the 
other  2 cases  each  lesion  was  located  in  the  wall  of  a 
cyst,  as  was  true  in  Godwin’s  first  case. 


REPORT  OF  CASE  1 


Case  1. — ^Mrs.  J.  F.,  white,  housewife,  aged  48,  was 
admitted  to  St.  Joseph’s  Hospital  August  4,  1950,  with 
diagnosis  of  mmor  of  the  right  breast,  considered  benign 
clinically.  Biopsy  on  August  5 showed  chronic  cystic  mast- 
itis. 

The  patient  next  came  in  6 years  later,  on  August  24, 

1956,  when  another  mass  was  present  in  the  right  breast, 
but  this  time  in  the  lower  portion.  Again  it  was  regarded 
clinically  as  benign.  The  left  breast  also  had  a small  pal- 
pable mass  which  was  fairly  soft  and  did  not  appear 
malignant.  She  was  admitted  to  the  hospital  February  25, 

1957,  and  the  mass  in  the  right  breast  was  excised.  Frozen 
section  showed  fibrocystic  disease,  but  careful  smdy  of 
numerous  sections  led  Dr.  Peter  M.  Marcuse  to  make  a 
diagnosis  of  lobular  carcinoma  in  sim.  High  and  low  power 
microphotographs  (fig.  1 and  2)  show  the  sections.  This 
diagnosis  was  confirmed  by  Dr.  Arthur  Purdy  Stout  of 
New  York.  A review  of  the  sections  from  the  1950  speci- 
men failed  to  show  any  evidence  of  this  disease,  and  that 
area  was  fairly  close  to  the  site  of  the  present  mass. 

The  patient  was  then  advised  as  follows:  (1)  Simple 
mastectomy  was  definitely  indicated  for  the  right  breast. 
(2)  The  left  breast  would  be  subjected  to  biopsy  also,  and, 
if  the  disease  was  present  there,  a bilateral  mastectomy 
would  be  done.  (3)  The  controversial  subject  of  bilateral 
oophorectomy  was  presented  to  her  pro  and  con.  She  elected 
to  have  it  done. 

On  March  7 the  left  breast  biopsy  (fig.  3)  showed  the 
lobular  carcinoma  in  sim.  A simple  masteaomy  was  done 
on  both  sides,  all  the  axillary  glands  being  removed  in 
addition.  The  pectoral  muscles  were  not  removed.  This  is 
not  quite  a radical  mastectomy,  yet  is  more  extensive  than 
the  usual  simple  mastectomy.  Six  lymph  nodes  on  the  left 
side  and  20  on  the  right  side  were  examined  with  negative 
results.  Both  nipples  also  were  negative. 

She  made  a good  recovery,  and  on  March  18  both  ovaries 
and  the  appendix  were  removed.  One  ovary  had  a large 
follicular  cyst  (4  cm.),  but  otherwise  both  were  negative. 


Dr.  J.  Peyton  Barnes  presented 
this  report  as  his  presidential 
address  to  the  Texas  Surgical 
Society  in  Galveston,  October 
6,  1958. 


Lobular  carcinoma  in  situ  of  the  breast  involves  the  ter- 
minal ducts  and  is  limited  in  extent.  It  cannot  be  diagnosed 
preoperatively,  nor  on  gross  section;  diagnosis  is  by  micro- 
scopic section.  Simple  mastectomy  is  the  treatment  of  choice 
without  infiltration;  radical  mastectomy,  with  infiltration.  Two 
cases  of  bilateral  carcinoma  in  situ  are  reported. 
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PATHOLOGY 

The  pathological  reports  on  this  case  included  the  fol- 
lowing: 

August  5,  1950. — Tissue  from  the  right  breast  examined 
August  5,  1950,  was  irregularly  indurated.  The  cut  surface 
varied  from  light  gray  to  tan  and  had  an  irregular  gran- 
ular appearance.  Frozen  section  from  different  portions  of 
the  specimen  showed  chronic  cystic  mastitis. 

Sections  showed  an  increase  in  interstitial  fibrous  tissue. 
Some  of  the  glands  presented  a moderate  degree  of  dilata- 
tion, and  in  several  instances  the  glandular  epithelium  had 
been  transformed  into  the  apoctine  type.  No  evidence  of 
proliferation  of  epithelial  elements  was  noted,  and  there 
was  nothing  to  suggest  malignant  change. 

The  diagnosis  was  chronic  cystic  mastitis. 

February  25,  1957.- — On  February  25,  1957,  tissue  from 
the  right  breast  grossly  was  an  irregular  rounded  piece  of 
rubbery,  light  gray  to  pink  tissue  interspersed  with  soft 
yellow  fat.  Cut  surfaces  showed  numerous  small  rounded 
cysts  filled  with  clear,  watery  fluid,  the  largest  of  which 


Fig.  1.  Case  1 . Right  breast  biopsy.  Low  power  view 
demonstrates  lobular  configuration  of  the  tumor  nest. 


Fig.  2.  Case  1.  Right  breast.  High  power  view  illustrates 
the  absence  of  invasion,  each  nest  being  enclosed  in  a 
basement  membrane.  Also  shown  is  absence  of  any 
marked  cellular  irregularity. 


was  1.5  cm.  in  greatest  diameter.  Frozen  section  showed 
fibrocystic  disease. 

Multiple  sections  showed  numerous  instances  of  cystic 
dilatation  involving  ducts  and  acini.  These  cystic  changes 
were  associated  with  a diffuse  increase  and  condensation  of 
the  interstitial  tissue.  In  addition,  in  some  of  the  sections, 
multiple  foci  of  solid  epithelial  growths  filled  the  lumina 
of  some  of  the  small  ducts  and  acini.  These  lesions  were 
multicentric  in  distribution,  and  some  of  them  were  ar- 
ranged in  small  groups  which  suggested  a lobular  pattern. 
The  individual  epithelial  cells,  within  these  solid  foci,  were 
generally  regular  in  appearance,  and  mitotic  activity  was 
not  a feature.  Each  group  was  surrounded  by  an  intact 
basement  membrane,  and  there  was  no  demonstrable  evi- 
dence of  invasion. 

The  diagnosis  was  lobular  carcinoma  in  situ  (coexistent 
with  fibrocystic  disease). 

March  7,  1957. — A frozen  section  from  the  left  breast 
showed  lobular  carcinoma  in  situ. 

Tlie  main  specimen  from  the  left  breast  was  an  ellipse 
of  skin  showing  a grossly  negative  nipple  and  a sutured 
radial  incision.  The  under  surface  had  attached  a flattened 
mass  of  soft  fat  containing  interlacing  strands  of  rubbery, 
light  gray  tissue.  A 7 cm.  defect  was  situated  immediately 
under  the  skin  incision.  Occasional  pinhead-sized  cysts 
were  also  present.  A 12  cm.  mass  of  axillary  fat  was  at- 
tached which  contained  6 lymph  nodes,  the  largest  2.3  cm. 
in  diameter. 

The  right  breast  had  attached  a flattened  ovoid  mass  of 
soft  fat  containing  interlacing  strands  of  rubbery,  light 
gray  breast  tissue  with  occasional  pinhead-sized  cysts.  Also 
attached  was  a flat  mass  of  soft  axillary  fat  containing  20 
lymph  nodes,  the  largest  2.8  cm.  in  diameter. 

Multiple  sections  from  the  biopsy  of  the  left  breast 
showed  cystic  dilatation  of  numerous  ducts  and  acini  as- 
sociated with  an  increase  in  interstitial  fibrous  tissue.  In 
addition  there  were  multiple  groups  of  solidly  arranged 
epithelial  cells  which  apparently  occupied  the  lumina  of 
ducts  or  acini  and  had  a tendency  toward  distribution  in 
lobular  fashion.  These  structures  were  similar  to  the  solid 
nests  described  for  the  February  25  biopsy  of  the  right 
breast.  The  main  specimen  from  the  left  breast  contained 
lesions  similar  to  those  described  for  the  biopsy  specimen. 
A section  from  the  nipple  was  negative  as  were  the  lymph 
nodes.  Sections  from  the  right  breast  showed  numerous 
instances  of  fibrocystic  disease,  but  solid  nests  of  the  type 


Fig.  3.  Case  1 . Left  breast  biopsy.  Low  power  view 
showing  essentially  the  same  configuration  os  in  figure 
1.  There  is  again  no  suggestion  of  invasion. 
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described  for  the  previous  biopsy  of  this  breast  were  not 
a feature  in  this  specimen.  In  one  of  the  sections  there  was 
a lobule  showing  evidence  of  secretory  activity,  and  minor 
degrees  of  secretion  were  also  found  in  some  of  the  other 
sections.  The  nipple  was  negative.  Sections  from  each  of 
the  20  lymph  nodes  were  negative  for  evidence  of  metas- 
tasis. 

It  was  emphasized  by  the  pathologist  that  the  diagnosis 
of  ‘Tobular  carcinoma  in  situ”  represents  a relatively  new 
concept  and  that  its  malignant  potentialities  have  not  been 
fully  determined.  In  the  present  case  there  was  evidence  of 
the  lesion  existing  in  both  breasts  together  with  fibrocystic 
disease  and  with  focal  secretory  activity  which  points  to- 
ward some  form  of  hormonal  abnormality.  None  of  the 
sections  showed  any  suggestion  of  invasion  involving  inter- 
stitial tissue.  This  negative  evidence,  together  with  the 
absence  of  demonstrable  lymph  node  metastasis,  is  generally 
reported  in  cases  of  lobular  carcinoma  in  situ. 

The  diagnosis  was:  Breast,  left,  lobular  carcinoma  in  situ 
(coexistent  with  fibrocystic  disease,  no  evidence  of  lymphat- 
ic metastasis).  Breast,  right,  fibrocystic  disease  and  focal 
secretory  activity  (lobular  carcinoma  in  situ  previously  re- 
moved, no  evidence  of  lymph  node  metastasis ) . 

March  18,  1957. — Microscopic  examination  indicated  that 
the  architecture  of  the  ovaries  was  preserved.  The  central 
portions  contained  multiple  corpora  fibrosa  and  the  periph- 
eral zone  was  moderately  cellular.  Several  follicle  cysts  were 
present. 

The  diagnosis  was  ovaries,  follicle  cysts;  appendix. 


REPORT  OF  CASE  2 

Case  2 (presented  through  courtesy  of  Dr.  Donald  B. 
Butler). — A white  housewife,  Mrs.  V.  M.  F.,  aged  51,  was 
admitted  to  St.  Joseph’s  Hospital  March  25,  1957,  with 
diagnosis  of  tumor  of  the  right  breast.  After  she  entered 
the  hospital  another  mass  was  noted  in  the  left  breast.  The 
mass  in  the  right  breast  had  been  noted  for  3 weeks,  was 
hard,  painless,  and  about  2 cm.  in  diameter.  The  more  re- 
cently noted  one  in  the  left  breast  was  much  more  indefi- 
nite than  on  the  right.  The  patient  had  also  had  a colon 
resection  for  carcinoma  in  1943,  with  a temporary  colos- 


Fig. 4.  Case  2.  Right  breast  bidpsy.  High  power  view 
shows  solid  nests  of  anaplastic  epithelial  cells.  The  lobu- 
lar pattern  is  preserved. 


tomy.  A biopsy  of  the  right  breast  done  March  26,  1957, 
gave  a frozen  section  diagnosis  of  benign,  fibrocystic  dis- 
ease. The  smdy  of  the  permanent  sections  (fig.  4)  then 
revealed  lobular  carcinoma  in  situ.  A simple  right  mastec- 
tomy was  advised,  plus  exploration  of  the  left  breast  simul- 
taneously. On  March  28  a specimen  of  the  left  breast  over 
a small  nodular  area  was  obtained,  and  frozen  section  re- 
vealed lobular  carcinoma  in  sim  of  this  breast  also  ( fig.  5 ) . 
A bilateral  simple  mastectomy  was  done  at  once.  This  pa- 
tient has  made  a good  recovery. 

PATHOLOGY 

The  pathological  reports  in  the  case  included  the  follow- 
ing: 

March  26,  1957. — A biopsy  specimen  from  the  right 
breast  examined  March  26,  1957,  consisted  of  an  irregular- 
ly ovoid  mass  of  rubbery,  light  gray  to  pink  tissue  with 
small  quantities  of  soft  yellow  fat  attached.  On  cut  surface 
a rounded  cystic  structure  was  found  which  contained 
clear  watery  fluid  and  measured  3 cm.  in  average  diameter. 
Frozen  section  showed  fibrocystic  disease. 

Multiple  sections  showed  typical  fibrocystic  disease  in 
the  majority  of  the  fields.  The  cystically  dilated  ducts  and 
acini  were  surrounded  by  zones  of  dense  fibrous  tissue,  some 
of  them  lined  by  the  apocrine  type  of  epithelium.  In  addi- 
tion, there  were  some  foci  of  solid  epithelial  proliferation 
which  had  caused  obliteration  of  the  acinar  lumina  and  had 
a tendency  toward  grouping  in  a lobular  fashion.  The  epi- 
thelial cells  within  these  foci  showed  slight  variations  in 
the  size  and  shape  of  their  nuclei,  and  there  were  also  a 
few  mitotic  figures.  All  of  these  solid  groups  appeared 
sharply  demarcated  from  the  interstitial  tissue,  and  there 
was  no  suggestion  of  invasion  in  any  of  the  sections. 

The  pathologist  commented  that  the  foci  of  solid  epi- 
thelial growths  represented  the  entity  usually  referred  to  as 
lobular  carcinoma  in  sim.  This  is  an  infrequent  lesion  and 
its  malignant  attribute  is  still  subject  to  argument.  How- 
ever, even  if  one  denies  that  this  lesion  is  frankly  malig- 
nant, there  still  remains  a good  possibility  of  its  being 
"precancerous”  in  type  and  additional  surgery  therefore 
seemed  to  him  to  be  advisable.  In  the  present  case,  the 
lobular  carcinoma  in  situ  apparently  involved  only  a small 
area,  the  majority  of  the  specimen  being  represented  by 
fibrocystic  disease.  This  distribution  explained  the  failure  to 
demonstrate  the  lesion  in  the  frozen  section.  Bilateral  oc- 
curence of  this  lesion  could  not  be  excluded,  and  considera- 


Fig.  5.  Case  2. , Left  breast  biopsy.  High  power  view 
shows  histologic  features  similar  to  figure  4. 
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tion  of  a biopsy  procedure  on  the  left  breast  was  recom- 
mended. 

The  diagnosis  was:  Breast,  right,  lobular  carcinoma  in 
sim,  coexistent  with  fibrocystic  disease. 

March  28,  1957. — On  March  28,  1957,  frozen  section  of 
a biopsy  specimen  from  the  left  breast  showed  lobular  car- 
cinoma in  situ. 

The  right  breast  was  an  ellipse  of  skin  in  which  were  a 
radial  sutured  incision  and  the  grossly  negative  nipple.  The 
under  surface  had  a flattened  ovoid  mass  of  soft  yellow  fat 
attached  which  contained  interlacing  strands  and  bundles 
of  rubbery  gray-pink  tissue  with  a diffuse  tan  stippling.  A 
small  defect  was  present  immediately  under  the  skin  inci- 
sion. 

Fat  from  the  right  axilla  was  noted  as  a flattened  ovoid 
mass  of  soft  yellow  fat  5 cm.  in  greatest  extent.  No  lymph 
nodes  were  noted  grossly. 

The  left  breast  was  an  ellipse  of  skin  presenting  the 
grossly  negative  nipple.  A radial  sutured  incision  with,  drain 
was  at  one  border  near  one  pole  of  the  ellipse.  The  under 
surface  had  a flattened  ovoid  mass  of  soft  yellow  fat  at- 
tached which  contained  numerous  interlacing  strands  and 
bundles  of  rubbery,  light  gray  tissue.  A 6 cm.  defect  was 
situated  immediately  beneath  the  skin  incision. 

Sections  from  the  biopsy  specimen  of  the  left  breast 
showed  multiple  cysticaliy  dilated  ducts  and  acini  as  well 
as  occasional  foci  of  adenosis.  In  addition,  there  were  solid 
nests  of  epithelial  cells  with  moderate  variations  in  size 
and  shape  and  with  relatively  large  hyperchromatic  nuclei. 
These  had  caused  obliteration  of  the  lumina  within  the  acini 
and  of  the  small  ducts.  A lobular  distribution  was  a promi- 
nent feature  in  the  arrangement  of  these  solid  nests.  The 
sections  taken  from  the  main  specimen  of  the  left  breasf 
showed  changes  essentially  similar  to  those  described  for 
the  left  breast  biopsy.  Several  small  intraductal  papillomas 
were  present  in  addition.  The  nipple  contained  several 
cysticaliy  dilated  ducts. 

The  sections  from  the  right  breast  showed  widespread 
cystic  changes  in  all  of  the  areas  examined,  and  in  many 
instances  these  cystic  lesions  were  associated  with  adenosis 
and  with  occasional  intraductal  papillomas.  Solid  foci  with 
lobular  arrangement  were  noted  mainly  in  the  sections  from 
the  upper  and  central  portions  of  this  specimen.  In  addi- 
tion, several  of  the  seaions  showed  the  marginal  zone  of 
the  area  from  which  a biopsy  specimen  had  recently  been 
excised.  The  nipple  showed  dilatation  of  its  ducts  associated 
with  hypertrophy  of  the  lining  epithelium.  The  material 
labeled  "fat  from  right  axilla”  showed  inflammatory 
changes  but  failed  to  include  any  lymph  nodes. 

The  findings  were  indicative  of  extensive  fibrocystic  dis- 
ease with  adenosis  involving  both  breasts  in  a diffuse  man- 
ner and  including  occasional  intraductal  papillomas,  the 
pathologist  commented.  The  solid  epithelial  lesions  of  lobu- 
lar distributions  were  classified  as  lobular  carcinoma  in  sim, 
but  there  was  no  evidence  of  invasive  carcinoma  in  any 
of  the  sections  from  either  breast. 

The  diagnosis  was:  lobular  carcinoma  in  sim  (bilateral) 
and  fibrocystic  disease  with  adenosis  and  intraductal  papil- 
lomas ( bilateral ) . 

COMMENT 

These  2 cases  are  rather  typical  examples  of  car- 
cinoma in  situ  of  the  breast  in  aU  save  one  very 
important  respect;  they  are  bilateral.  In  both  cases, 
changes  in  both  breasts  were  observed  to  develop  or 


become  apparent  at  approximately  the  same  time.  In 
case  2,  the  growth  on  the  right  side  was  noted  for 
5 weeks,  and  then  the  granular  or  nodular  area  on  the 
left  was  found.  In  case  1 the  mass  in  the  right  breast 
predated  the  finding  of  that  on  the  left  by  around  3 
or  4 months. 

Some  salient  facts  should  be  borne  in  mind  about 
this  disease. 

1.  It  may  arise  in  the  waU  of  a cyst,  or  be  inti- 
mately associated  with  fibrocystic  disease,  and,  as 
pointed  out  by  Godwin,  this  may  contraindicate 
simple  aspiration  as  definitive  treatment  for  a breast 
cyst. 

2.  Since  no  gross  diagnosis  is  possible,  immediate 
frozen  seaions  of  ail  breast  lesions  is  imperative. 
Subsequent  permanent  sections  should  include  num- 
erous blocks  from  different  areas  of  the  specimen. 
This  is  necessary  since  lobular  carcinoma  in  situ  may 
be  limited  to  one  small  focus,  and  also  since  there 
may  be  a coexistent  invasive  carcinoma. 

Simple  mastectomy  is  the  treatment  of  choice 
where  no  infiltration  exists;  if  present,  radical  mast- 
ectomy should  be  done. 

Since  both  reported  cases  showed  noticeable 
changes  in  both  breasts  almost  at  the  same  time, 
and  since  Godwin  showed  the  disease  might  be  dor- 
mant for  many  years,  the  disease  may  well  be  con- 
sidered at  least  potentially  bilateral.  If  such  a diag- 
nosis is  made  on  only  one  breast,  that  patient’s  re- 
maining breast  must  be  examined  at  frequent  inter- 
vals from  then  on. 
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Aspirin  with  Insulin  for  Diabetes 

Indications  that  aspirin  combined  with  insulin  may  be 
useful  in  treatment  of  diabetes  are  reported  by  Dr.  James 
Reid  and  Dr.  T.  D.  Lightbody  of  Glasgow  in  the  April  4, 
1959,  issue  of  the  British  Medical  Journal. 

Fourteen  diabetic  patients  ranging  in  age  from  33  to 
74  years  went  through  an  initial  control  period  receiving 
only  insulin.  Then  aspirin  was  given  in  doses  to  obtain 
maximum  therapeutic  blood  salicylate  levels  with  insulin 
therapy  being  continued. 

The  major  finding,  Dr.  Reid  reported,  was  that  it  was 
possible  to  reduce  the  insulin  requirement  of  every  patient 
after  2 to  3 weeks’  treatment  with  aspirin,  and  8 patients 
with  an  initial  requirement  of  12  to  14  units  of  insulin 
zinc  suspension  were  able  to  do  without  insulin  completely. 
Aspirin  was  found  most  effective  in  patients  who  responded 
well  to  insulin  and  vice  versa. 
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IN  JUNE,  1956,  while  one  of  us  (C.  S.  J.)  was 
working  at  Terrell’s  Laboratories,  a clinical  diag- 
nostic laboratory  in  Fort  Worth,  Texas,  an  organism 
known  as  Listeria  monocytogenes  was  isolated  and 
identified  from  an  ambulatory  patient  sent  in  by  the 
other  (H.  C.  T.).  According  to  Hull,®  this  organism 
causes  listeriosis,  an  infectious  and  often  fatal  disease 
of  many  different  domestic  animals  including  sheep, 
catde,  swine,  and  chickens.  In  1924  the  bacterium 
causing  this  disease  was  first  isolated  from  infected 
laboratory  rabbits  and  guinea  pigs  in  England  by 
Murray,  Webb,  and  Swann.®  Listeriosis  in  man  has 
been  reported  in  several  states  from  California  to 
Connecticut  and  in  countries  of  several  different  con- 
tinents. 

This  paper  is  presented  in  the  hope  that  physicians 
and  also  laboratory  workers  might  be  more  aware  of 
the  possibility  of  isolating  this  organism,  particularly 
from  blood  culmres;  and  from  the  laboratory  side, 
to  point  out  some  of  the  pitfalls  that  might  be  en- 
countered in  the  identification  of  L.  monocytogenes. 

CASE  REPORT 

When  examined  June  3,  1956,  S.E.T.,  a white  man,  aged 
58,  complained  of  malaise  and  fever,  but  had  no  other 
special  discomfort.  Occupation  of  the  patient  was  with  the 
Civil  Aeronautics  Administration;  he  piloted  his  own  plane. 
In  1950,  he  had  been  examined  in  Boston  by  Dr.  Henry 
A.  Christian  at  Peter  Bent  Brigham  Hospital.  Diagnosis 
was  congenital  heart  disease  with  septal  defect.  A loud 
murmur  was  then  audible  anteriorly  and  posteriorly.  A 


radiologic  report  (April  12,  1950)  stated  that  the  heart 
"showed  increased  transverse  diameter,  due  mainly  to  in- 
crease in  size  of  the  left  ventricle.”  There  was  no  shortage 
of  breath  and  no  edema.  Blood  pressure  on  two  occasions 
in  1950  was  110/70  and  120/60  respectively. 

Urinalysis  on  June  11,  1956,  was  essentially  negative. 
The  erythrocytes  numbered  4,650,000  per  cubic  millimeter 
and  the  leukocytes  8,750.  The  differential  count  showed 
neutrophils  62  per  cent,  lymphocytes  27  per  cent,  mono- 
cytes 9 per  cent,  and  eosinophils  2 per  cent.  The  hemo- 
globin was  13  Gm.  per  100  cc.  and  the  sedimentation  rate 
was  65  mm.  (Westergren).  A chest  roentgenogram  showed 
no  active  infiltration  of  either  lung  field.  A small  calcified 
nodule  appeared  at  the  right  hilum.  There  were  irregular 
mottling  and  calcification  at  the  left  hilum.  Apices  and 
costophrenic  sinuses  were  clear.  There  was  marked  cardiac 
enlargement,  mostly  left  ventricular  in  type. 

On  June  15  the  patient  was  sent  to  the  laboratory  for 
a routine  blood  culture;  three  blood  culture  bottles  and 
three  blood  agar  plates  were  inoculated  from  the  patient’s 
blood. 

Forty-eight  hours  later,  the  blood  culture  bottles  showed 
some  turbidity  with  considerable  hemolysis.  The  three  blood 
agar  plates  showed  two  to  seven  colonies  of  bacteria  which 
gave  the  appearance  of  beta  hemolytic  streptococci.  Sub- 
cultures were  made  as  well  as  direct  smears  which  showed 
small  Gram  positive  coccal  bacillary  forms  occurring  singly 
and  rarely  in  pairs.  The  first  impression  was  to  differenti- 
ate between  the  possibility  of  beta  hemolytic  streptococci  or 
some  type  of  nonpathogenic  Corynebacterium  commonly 
called  diphtheroids. 

Two  or  three  days  elapsed  in  an  effort  to  demonstrate 
that  the  organism  would  form  typical  streptococcal  chains 
under  proper  conditions  or  that  the  colonies  might  be  dem- 
onstrated to  be  aberrant  forms  of  the  genus  Corynebacter- 
ium causing  an  atypical  hemolytic  condition  on  the  blood 
agar  plates.  Both  efforts  proved  fruitless,  but  the  organism 
could  not  be  conscientiously  discarded  as  a contaminant 
because  of  its  presence  in  all  six  original  culture  media. 

After  5 days  of  working  on  this  diagnostic  problem,  one 
of  us  (C.  S.  J.)  came  across  the  following  statement  by 
Dubos;®  "Care  must  be  taken  that  Listeria  are  not  confused 
with  beta  hemolytic  Streptococci.  They  may  be  mistakenly 
discarded  as  diphtheroids,  especially  as  they  grow  readily 
in  media  containing  potassium  tellurite.”  Much  of  the  addi- 
tional description  parallelled  our  own  recorded  observations, 
such  as  the  fact  that  some  of  the  young  cultures  consisted 
almost  entirely  of  long  filaments  while  older  cultures  con- 
tained short  rods,  and  a few  coccal  forms;  also  that  the 
organisms  were  sluggishly  motile  with  a characteristic 
"tumbling”  or  spiral  movement.  Further  biochemical  smdies 
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showed  that  this  organism  produced  acid  without  gas  in 
glucose,  maltose,  mannose,  salacin,  and  rhamnose,  very 
slow  fermentation  in  sucrose,  and  no  lactose  fermentation. 
Other  physiological  characteristics  included  a negative  gela- 
tin liquefaction  and  no  hydrogen  sulfide  formation,  indole 
production,  citrate  utilization,  nitrate  reduction,  or  urea- 
splitting properties.  These  results  compared  favorably  with 
the  published  reactions  of  L.  monocytogenes. 

In  the  specific  identification  of  L.  monocytogenes,  the 
reaction  produced  in  the  rabbit’s  eye  is”  considered  extremely 
valuable  by  Julianelle  and  others  in  this  field.  This  test 
essentially  involves  an  infection  of  the  conjunctiva  and 
cornea  of  rabbits,  but  guinea  pigs  and  mice  also  may  be 
used.  According  to  Julianelle,®  the  ophthalmic  reaction  pre- 
sents a unique  and  curious  phenomenon  from  the  stand- 
point of  specific  resistance.  With  few  exceptions,  the  in- 
fected eye  acquires  upon  recovery  a resistance,  while  the 
general  susceptibility  of  the  animal  as  determined  by  intra- 
venous injections  of  young  culmres  of  L.  monocytogenes 
remaiqs  within  normal  range. 

To  substantiate  the  evidence  for  the  identification  of  this 
organism  more  completely,  two  rabbits  were  tested  by  the 
instillation  of  1 or  2 drops  of  a young  broth  culture  into 
the  conjunctiva  and  cornea  of  the  right  eyes,  with  the  left 
eyes  of  the  two  rabbits  serving  as  controls.  Simple  instilla- 
tion did  not  initiate  an  infection;  consequently  after  3 days’ 
delay,  another  attempt  to  establish  infection  was  made  by 
using  gentle  massage  on  the  conjunctiva  of  the  everted  lid 
with  a swab  previously  moistened  in  another  broth  culture 
of  L.  monocytogenes.  The  typical  conjunctivitis  with  corneal 
involvement  developed  within  24  hours. 

With  the  positive  eye  test  as  the  final  confirmation  for 
the  identification  of  this  organism,  the  blood  culture  report 
with  antibiotic  sensitivity  study  was  sent  out  approximately 
12  days  after  the  original  blood  cultures  were  drawn.  A 
culture  of  this  organism  was  sent  to  the  Communicable 
Disease  Center  in  Chamblee,  Ga.,  and  a confirming  report 
of  L.  monocytogenes  was  received  on  July  31. 

The  patient  seemingly  responded  well  to  treatment  and 
was  able  to  return  to  work  within  a few  days.  However,  as 
a routine  follow-up  on  the  patient’s  progress,  two  more 
blood  cultures  were  drawn  at  30  minute  intervals  on 
August  24,  10  weeks  following  the  original  isolation  of 
the  organisms.  Both  of  these  cultures  proved  to  be  positive 
for  L.  monocytogenes  in  spite  of  the  patient  showing  no 
apparent  pathognomonic  symptoms.  Subsequently  several 
other  positive  blood  cultures  were  obtained  over  a period  of 
several  months.  This  leads  to  speculation  whether  this  or- 
ganism should  always  be  considered  a serious  pathogen  as 
heretofore  reported  in  the  literature.  Listeria  may  be  com- 
parable with  the  organisms  of  the  genus  Brucella,  which 
most  frequently  cause  serious  pathogenic  conditions  when 
isolated  from  the  blood  stream  of  man,  but  also  have  been 
found  in  the  peripheral  blood  of  apparently  healthy  per- 
sons, according  to  some  of  the  survey  reports  in  the  litera- 
mre. 

No  improvement  resulted  from  chemotherapy,  and  the 
patient  continued  to  run  a low  grade  fever.  On  December 
24,  he  was  admitted  to  the  hospital  because  of  a cerebral 
accident  involving  the  entire  left  side.  The  clinical  course 
continued  downward.  The  following  February,  1957,  the 
patient  was  found  to  have  fibrillation;  this  condition  re- 
sponded to  quinidine  and  Purodigin.  On  March  10,  the 
patient  was  found  dead  in  bed  from  what  was  thought  to 
be  another  cerebral  accident.  Permission  for  postmortem 
was  not  obtained. 


Listeriosis  is  an  infectious  disease  primarily  affea- 
ing  animals,  but  transmissible  to  man.  This  disease 
as  it  affects  domestic  animals  and  poultry  receives 
considerable  attention  in  "T^e  Yearbook  of  Agricul- 
ture 1936'  Animal  Diseases.”^  According  to  the  year- 
book, "The  exact  mode  of  transmission  (of  listeri- 
osis) under  field  conditions  is  not  understood.  The 
infection  may  be  spread  by  contact  and  through  con- 
taminated feed  and  water.” 

So  far  as  known  to  us,  this  is  the  second  case  of 
listeriosis,  pf  man  to  be  reported  in  Texas,  the  first 
case  having  been  reported  by  Schulze,  Wahle,  and 
White^o  in  1953. 

Reports  of  cases  of  listeriosis  have  appeared  with 
greater  frequency  in  recent  medical  literature.  Hood,^ 
in  reporting  10  cases  diagnosed  in  Charity  Hospital, 
New  Orleans,  during  a 2 year  period  from  Novem- 
ber, 1954,  to  November,  1956,  declared:  "The  most 
important  single  factor  in  the  recognition  of  listeri- 
osis is  an  awareness  of  the  disease.” 

Dedrick^  reported  8 cases  of  listerial  meningitis 
diagnosed  and  treated  in  Los  Angeles  County  Hos- 
pital in  the  past  4 years.  Four  of  the  patients  died 
while  4 made  complete  recovery.  The  article  pointed 
out  that  the  striking  resemblance  of  L.  monocyto- 
genes to  diphtheroids  and  the  colonial  similarity  on 
blood  agar  to  beta  hemolytic  streptococci  have  prob- 
ably caused  many  cultures  to  be  either  discarded  or 
incorrectly  identified,  leading  many  to  believe  that 
human  listeriosis  is  far  less  common  than  it  really  is. 

Line  and  Cherry®  reported-  2 cases  of  meningitis 
caused  by  L.  monocytogenes.  One,  a newborn  infant 
of  12  days,  died.  The  other  patient,  a baby  who  be- 
came irritable  the  sixths  day  after  birth  and  was  dis- 
charged apparently  well,  developed  obstruaive  hydro- 
cephalus and  pulmonary  complications  resulting  in 
death  at  9 months. 

According  to  Miplan,'^  attempts  to  discover  car- 
riers of  L.  monocytogenes  among  human  beings  have 
been  unsuccessful,  and  the  stams  of  a healthy  or 
latent  carrier  has  not  been  proved  in  man  or  animals. 
Kaplan  also  stated  that  at  present  there  is  little  evi- 
dence to  incriminate  animals  as  direct  transmitting 
agents  of  L.  monocytogenes  to  man.  This  aspect  of 
the  infeaion  and  the  epidemiology  of  the  disease 
need  further  smdy. 

SUMMARY  AND  CONCLUSIONS 

This  report  of  listeriosis  in  man  stresses  the  im- 
portance and  value  of  the  blood  culture  and  of  labor- 
atory work,  carefully  performed,  as  essential  aids  in 
accurate  clinical  diagnosis  of  febrile  conditions.  It  is 
apparent  that  L.  monocytogenes  is  assuming  increased 
importance  with  diseases  characterized  by  low-grade 
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fever  with  general  malaise  and  few  if  any  other 
symptoms  of  distress.  The  possible  significance  of 
finding  diphtheroids  in  blood  cultures  needs  more 
consideration.  Although  these  organisms  are  often 
regarded  as  contaminants,  it  is  well  to  be  certain  that 
one  is  not  dealing  with  Listeria  monocytogenes. 
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Texas  Obtains  Mexican  Health  Reports 

Each  student  at  the  School  of  Medicine  of  the  National 
University  of  Mexico  must  spend  6 months  in  a community 
where  there  is  no  doctor  and  write  a report  of  his  work 
there  before  obtaining  his  medical  degree.  The  Latin  Amer- 
ican Collection  of  the  University  of  Texas  Library,  Austin, 
has  obtained  4,600  of  these  theses  for  the  period  1939 
through  1952. 

Covering  every  state  in  Mexico,  these  reports  give  his- 
torical, geographical,  topographical,  communications,  natural 
resource,  and  other  types  of  information  including  sections 
on  drainage,  water  supply,  sewage,  milk  supply,  food  sup- 
ply, housing,  communicable  diseases,  infant  health,  indus- 
trial hygiene,  and  eating  habits.  If  the  community  suffers 
from  a particular  disease,  emphasis  is  placed  on  that  disease 
and  methods  used  in  combating  it  in  that  community. 

Information  in  these  reports  is  often  unavailable  else- 
where, a note  in  the  spring,  1959,  issue  of  the  University 
of  Texas  Library  Chronicle  points  out. 


Coming  Meetings 


Texas  Medical  Association,  Fort  Worth,  April  9-12,  I960  (Execu- 
tive Board,  Sept.  27,  1959).  Dr.  F.  W.  Yeager,  Corpus  Christi, 
Pres.;  Mr.  C.  Lincoln  Williston,  1801  North  Lamar  Blvd.,  Aus- 
tin, Exec.  Secy. 

American  Medical  Association,  Dallas  (Clinical  Session),  Dec.  1-4, 
1959.  Dr.  Louis  M.  Orr,  Orlando,  Fla.,  Pres.;  Dr.  F.  J.  L.  Blas- 
ingame,  535  North  Dearborn,  Chicago  10,  Exec.  Vice-Pres. 


Current  Meetings 

July 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July  10-11,  1959- 
Dr.  O.  L.  Riley,  Corpus  Christi.  Pres.;  Dr.  Thelma  Frank,  1314 
16th  St.,  Corpus  Christi,  Secy. 

Twelfth  District  Society,  A&M  College,  July  14,  1959-  Dr.  Paul  H. 
Mitchell,  Corsicana,  Pres.;  Dr.  J.  M.  Brown,  Torbat  Clinic,  Mar- 
lin, Secy. 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston,  July  20-22, 
1959.  Dr.  Herbert  H.  Harris,  Houston,  Pres.;  Dr.  C.  Forrest 
Jorns,  Secy.,  Exec.  Office,  412  Jesse  Jones  Library  Bldg., 
Houston  25. 

August 

American  Congress  of  Physical  Medicine  and  Rehabilitation,  Min- 
neapolis, Aug.  30-Sept.  4,  1959.  Dr.  Arthur  C.  Jones,  Portland, 
Ore.,  Pres.;  Dorothea  C.  Augustin,  30  N.  Michigan  Ave.,  Chicago 
2,  Executive  Secy. 

American  Hospital  Association,  New  York,  Aug.  24-27,  1959.  Mr. 
Tol  Terrell,  San  Angelo,  Pres.;  Dr.  Edwin  L.  Crosby,  810  N. 
Lake  Drive,  Executive  Director. 

North  Texas-Southern  Oklahoma  Fall  Clinical  Conference,  Wichita 
Falls,  Aug.  22,  1959.  Dr.  Frank  J.  Lee,  1300  8th,  Wichita  Falls, 
Chm. 


National  and  Regional 

American  Academy  of  Allergy,  Hollywood-by-the-Sea,  Fla.,  Jan. 
11-13,  I960.  Dr.  Francis  C.  Lowell,  Boston,  Pres.;  Dr.  Joseph 
Noah,  100  N.  Euclid  Ave.,  St.  Louis  8,  Mo.,  Secy. 

American  Academy  of  Dermatology  and  Syphilology,  Chicago,  Dec. 
5-10,  1959.  Dr.  A.  C.  CipoUaro,  New  York,  Pres.;  Dr.  Robert 
R.  Kierland,  Mayo  Clinic,  Rochester,  Minn.,  Secy. 

American  Academy  of  (jeneral  Praaice,  Philadelphia,  March  19-24, 
I960.  Dr.  Fount  Richardson.  Fayetteville,  Ark.,  Pres.;  Mr.  Mac 
F.  Cahal,  Volker  Blvd.  at  Brookside,  Kansas  City  12,  Executive 
Secy. 

American  Academy  of  Ophthalmology  and  Otolaryngology,  Chicago, 
Oa.  11-16,  1959-  Dr.  John  H.  Dimnington,  New  York.  Pres.; 
Dr.  W.  L.  Benedia,  15  Second  St.  S.W.,  Rochester,  Minn.,  Secy. 
American  Academy  of  Pediatrics,  Chicago,  Oa.  5-8,  1959-  Dr. 
James  C.  Overall,  Nashville,  Pres.;  Dr.  E.  H.  Christopherson, 
1801  Hinman  Ave.,  Evanston.  111.,  Executive  Secy. 

American  Association  for  Maternal  and  Infant  Health.  Dr.  M.  Edward 
Davis,  Chicago,  Pres.;  Mrs.  Patricia  Dorr,  116  S.  Michigan  Ave., 
Chicago  3,  Executive  Director. 

American  Association  for  Thoracic  Surgery,  Miami  Beach,  May  11- 
13,  I960.  Dr.  William  E.  Adams,  Chicago,  Pres.;  Dr.  Hiram  T. 
Langston,  7730  Corondelet  Ave.,  St.  Louis  5,  Secy. 

American  Association  of  Genito-Urinary  Surgeons.  Dr.  John  A.  Tay- 
lor, New  York,  Pres.;  Dr.  W.  J.  Engel,  2020  E.  93rd  St.,  Qeve- 
land  6,  Secy. 

American  Association  of  Obstetricians  and  Gynecologists,  Hot 
Springs,  Va.,  Sept.  10-12,  1959-  Dr.  Joe  V.  Meigs,  Boston.  Pres.; 
Dr.  E.  Stewart  Taylor,  University  of  Colorado  School  of  Medicine, 
4200  E.  9th,  Denver,  Secy.  September  meeting  by  invitation  only. 
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American  Cancer  Society,  New  York,  Oct.  28-29,  1959.  Dr.  Eu- 
gene P.  Pendergrass,  Philadelphia,  Pres.;  Mr.  Granville  Whittle- 
sey, 521  West  57th  St.,  New  York  19.  Secy. 

American  College  of  Allergists,  Miami  Beach,  Feb.  28-March  5, 
I960.  Dr.  Cecil  M.  Kohn,  Kansas  City,  Pres.;  Mr.  Eloi  Bauets, 
2160  Rand  Tower,  Minneapolis,  Executive  Vice-Pres. 

American  College  of  Chest  Physicians.  Dr.  Seymour  M.  Farber,  San 
Francisco,  Pres.;  Mr.  Murray  Kornfeld,  112  E.  Chestnut,  Chicago 
1 1 , Executive  Secy. 

American  College  of  Gastroenterology.  Los  Angeles,  Sept.  20-26, 

1959.  Dr.  Frank  L.  Borrelli,  New  York.  Pres.;  Mr.  Daniel 
Weiss,  33  West  60th,  New  York  23,  Executive  Director. 
American  College  of  Obstetricians  and  Gynecologists.  Cincinnati, 

April  3-6,  I960.  Dr.  John  I.  Brewer,  Chicago,  Pres.;  Mr.  Donald 
F.  Richardson.  P.  O.  Box  749,  Chicago  90,  Executive  Secy. 
American  College  of  Physicians,  San  Francisco.  April  4-8,  I960.  Dr. 
Howard  P.  Lewis,  Portland,  Ore.,  Pres.;  Mr.  E.  R.  Loveland,  4200 
Pine,  Philadelphia  4,  Secy. 

American  College  of  Radiology,  New  Orleans.  Feb.  3-6,  I960. 

Dr.  Lawrence  Reynolds,  10  Peterboro,  Detroit,  Pres.;  Mr.  W.  C. 
Stronach,  20  N.  Wacker  Dr.,  Chicago  6,  Executive  Direaor. 
American  College  of  Surgeons.  Atlantic  City,  Sept.  28-Oct.  2. 

1959.  Dr.  Newell  W.  Philpott,  Montreal.  Pres.;  Dr.  Michael  L. 
Mason.  40  E.  Erie,  Chicago  11,  Secy. 

American  Dermatological  Association.  Dr.  J.  Lamar  Callaway,  Dur- 
ham, N.  C.,  Pres.;  Dr.  Wiley  M.  Sams,  25  Southeast  2nd  Ave., 
Miami,  Secy. 

American  Gastroenterological  Association.  Dr.  C.  J.  Barborka,  Chi- 
cago, Pres.;  Dr.  F.  J.  Ingelfinger,  65  E.  Newton,  Boston  18,  Secy. 
American  Gynecological  Society,  Williamsburg,  Va.,  May  30-June  1, 

1960.  Dr.  Karl  H.  Martzloff,  Portland,  Pres.;  Dr.  A.  A.  Marchet- 
ti,  3800  Reservoir  Rd.  N.W.,  Washinpon  7,  D.  C.,  Secy. 

American  Heart  Association,  Philadelphia,  Oct.  26-27,  1959.  Dr. 
Francis  L.  Chamberlain,  San  Francisco,  Pres.;  Mr.  William  F. 
McGlone,  44  E.  23rd.  New  York  10,  Secy. 

American  Laryngological,  Rhinological,  and  Otological  Society.  Miami 
Beach,  March  15-17,  I960.  Dr.  Theodore  E.  Walsh,  St.  Louis, 
Pres.;  Dr.  C.  S.  Nash,  708  Medical  Arts  Bldg.,  Rochester.  N.  Y., 
Secy. 

American  Neurological  Association.  Dr.  Bernard  J.  Alpers,  Phila- 
delphia, Pres.;  Dr.  Charles  Rupp,  133  S.  36th,  Philadelphia  4, 
Secy. 

American  Ophthalmological  Society,  Colorado  Springs,  May  16-18, 
I960.  Dr.  A.  B.  Reese,  New  York,  Pres.;  Dr.  M.  C.  Wheeler, 
30  W.  59th,  New  York  19,  Secy. 

American  Orthopaedic  Association.  Dr.  C.  Leslie  Mitchell,  Detroit, 
Pres.;  Dr.  Lee  Ramsay  Straub,  535  East  70th  St.,  New  York  21, 
Secy. 

American  Pediatric  Society,  Swampscott,  Mass.,  May  5-6,  I960.  Dr. 
Samuel  Z.  Levine,  New  York,  Pres.;  Dr.  A.  C.  McGuinness, 
Room  1036,  2800  Quebec  St..  N.W.,  Washington  8,  D.  C., 
Secy. 

American  Proctologic  Society.  Dr.  Karl  Zimmerman,  Pittsburgh, 
Pres.;  Dr.  Norman  D.  Nigro,  10  Peterboro,  Detroit  1,  Secy. 
American  Psychiatric  Association,  Atlantic  City,  N.  J.,  May  9-13. 
I960.  Dr.  William  Malamud,  New  York,  Pres.;  Dr.  C.  H. 
Hardin  Branch,  156  Westminister  Ave.,  Salt  Lake  City,  Secy. 
American  Public  Health  Association.  Atlantic  City,  Oct.  19-23, 
1959.  Dr.  Leona  Baumgartner,  New  York,  Pres.;  Dr.  Berwyn  F. 
Mattison,  1790  Broadway,  New  York  19,  Executive  Secy. 
American  Society  of  Anesthesiologists,  Bal  Harbour,  Fla.,  Oct.  5-9. 
1959-  Dr.  Daniel  C.  Moore,  Seattle.  Pres.;  Dr.  J.  E.  Remlinger, 
Jr.,  188  W.  Randolph,  Chicago  1.  Secy. 

American  Society  of  Clinical  Pathologists,  Chicago.  Sept.  7-11. 
1959.  Dr.  Edward  L.  Burns,  Toledo,  Pres.;  Mr.  Claude  E.  Wells. 
2052  N.  Orleans,  Chicago  14,  Executive  Secy. 

American  Surgical  Association,  White  Sulphur  Springs,  W.  Va., 
April  3-6,  I960.  Dr.  Warren  H.  Cole,  Chicago,  Pres.;  Dr.  Wil- 
liam Altemeier,  Cincinnati  General  Hospital,  Cincinnati  29,  Secy. 
American  Urological  Association,  Chicago.  May  16-19,  I960.  Dr. 
William  M.  Coppridge,  Durham,  N.  C.,  Pres.;  Mr.  William  P. 
Didusch,  1120  N.  Charles  St.,  Baltimore  1,  Executive  Secy. 
Association  of  American  Physicians  and  Surgeons.  St.  Louis,  Sept. 
29-Oct.  1.  I960.  Dr.  Louis  Wegryn,  Elizabeth,  N.  J.,  Pres.; 
Mr.  Harry  E.  Northam,  185  N.  Wabash  Ave.,  Chicago  1,  Ex- 
ecutive Director. 

International  College  of  Surgeons,  U.  S.  Chapter,  Chicago,  Sept. 
13-17,  1959-  Dr.  Edward  L.  Compere,  Chicago,  Pres.;  Dr.  Ross 
T.  Mclntire,  1516  Lake  Shore  Dr..  Chicago,  Executive  Director. 
National  Tuberculosis  Association,  Los  Angeles,  May  15-20,  I960. 
Dr.  H.  McLeod  Riggins,  New  York,  Pres.;  Mrs.  Wallace  B. 
White,  651  Marlborough  Rd.,  Brooklyn,  Secy. 

Radiological  Society  of  North  America,  Chicago,  Nov.  15-20,  1959- 
Dr.  Lawrence  L.  Robbins,  Boston,  Pres.;  Dr.  Donald  S.  Childs, 
713  E.  Genesee,  Syracuse  2.  N.Y..  Secy. 

South  Central  Association  of  Blood  Banks,  Albuquerque,  March  or 
April,  I960.  Dr.  John  B.  Alsever,  Phoenix,  Pres.;  L.  Ruth  Guy, 
Ph.D.,  Room  1101,  Stoneleigh  Hotel.  Dallas,  Secy. 

Southern  Medical  Association,  Atlanta,  Ga.,  Nov.  16-19,  1959. 
Dr.  Milford  O.  Rouse,  Dallas,  Pres.;  Mr.  V.  O.  Foster.  2601 
Highland  Avenue.  Birmingham  5,  Executive  Secy. 


Southern  Psychiatric  Association,  Dallas,  Oa.  4-6,  1959.  Dr.  J.  L. 
Knapp,  Dallas,  Pres.;  Dr.  Richard  Proctor,  Winston-Salem,  N.  C.. 
Secy. 

Southern  Surgical  Association,  Hot  Springs,  Va.,  Dec.  8-10,  1959- 
Dr.  George  C Finney.  Baltimore,  Pres.;  Dr.  John  D.  Martin,  Jr.. 
Emory  University,  Ga.,  Secy. 

Southwest  Allergy  Forum,  Oklahoma  City,  April  2-5,  I960.  Dr. 
Johnny  A.  Blue,  Oklahoma  City,  Pres.;  Dr.  George  L.  Winn, 
Suite  104,  Lister  Medical  Building,  430  Northwest  Twelfth  St., 
Oklahoma  City,  Secy. 

Southwest  Regional  Cancer  Conference.  Fort  Worth,  Sept.  20,  1959- 
Dr.  W.  S.  Lorimer,  Jr..  Fort  Worth.  Chm.;  Mrs.  Ira  Frances  Ball, 
264  W.  11th,  Fort  Worth,  Secy. 

Southwestern  Medical  Association,  Roswell,  N.  Mex.,  Nov.  5-7,  1959- 
Dr.  A.  R.  Clauser,  Albuquerque,  Pres.;  Dr.  M.  D.  Thomas,  1501 
Arizona  St.,  12-D,  El  Paso,  Secy. 

Southwestern  Society  of  Nuclear  Medicine,  New  Orleans,  March  14- 
15,  I960.  Dr.  Herbert  C.  Allen,  Jr.,  Houston,  Pres.;  Dr.  J.  R. 
M^ield,  Jr.,  2711  Oak  Lawn  Avenue,  Dallas,  Secy. 

Southwestern  Surgical  Congress,  Las  Vegas.  Nev.,  March  28-31. 
I960.  Fort  Smith,  Ark.,  Dr.  Fred  H.  Krock,  Fort  Smith.  Ark., 
Pres.;  Mary  O'Leary,  813  Medical  Arts  Bldg.,  Oklahoma  City. 
Exec.  Secy. 

Tri-State  Medical  Assembly,  Shreveport,  La.,  Oa.  2-3,  1959-  Dr. 
R.  B.  Langford.  Shreveport,  Pres.;  Dr.  J.  W.  Wilson,  Jr.,  940 
Margara  Place,  Shreveport,  Secy. 

United  States-Mexico  Border  Public  Health  Association,  Hermosillo, 
Sonora,  Mex.,  April  4-8,  I960.  Dr.  Adan  Mercado  Cerada,  Ciudad 
Victoria,  Mexico,  Pres.;  Dr.  Jorge  Roman,  243  United  States 
Court  House,  El  Paso,  Secy. 


State 

Private  Clinics  and  Hospitals  Association  of  Texas,  Dallas,  December, 
1959.  Dr.  Jack  S.  Maxfield,  Dallas,  Pres.;  Mr.  J.  J.  George. 
Philips-Dupre  Hospital,  Levelland,  Executive  Secy. 

Texas  Academy  of  General  Practice,  Galveston,  Oa.  4-7,  1959- 
Dr.  Charles  E.  Oswalt,  Jr.,  Fort  Stockton,  Pres.;  Mr.  Donald  C. 
Jackson.  1905  N.  Lamar,  Austin,  Executive  Secy. 

Texas  Academy  of  Internal  Medicine,  San  Antonio,  Dec.  4-5,  1959- 
Dr.  Merton  M.  Minter,  San  Antonio,  Pres.;  Dr.  Hugo  T.  Engel- 
hard!. 1216  Main,  Houston,  Secy.  Meetings  restriaed  to  members. 
Texas  Air-Medics  Association,  Fort  Worth,  April  9-11,  I960.  Dr. 
W.  W.  Sumner,  Fort  Worth,  Pres.;  Dr.  C.  F.  Miller,  P.  O.  Box 
1338,  Waco,  Secy. 

Texas  Association  for  Mental  Health,  Austin,  I960.  Paul  Southern. 
Ph.D.,  Abilene.  Pres.;  Mr.  John  Lane,  2410  San  Antonio,  Austin, 
Executive  Director. 

Texas  Association  of  Obstetricians  and  Gynecologists,  Austin,  Feb- 
ruary, I960.  Dr.  Maurice  Meynier,  Houston.  Pres.;  Dr.  Hugh  W. 
Savage,  815  Fifth  Ave.,  Fort  Worth,  Secy. 

Texas  Association  of  Public  Health  Physicians,  Fort  Worth,  April 
10,  I960.  Dr.  Fred  K.  Laurentz,  Houston,  Pres.;  Dr.  B.  M. 
Primer,  2708  Rio  Grande,  Austin,  Secy. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Fort  Worth, 
April  10,  I960.  Dr.  L.  M.  Shefts,  San  Antonio,  Pres.;  Dr.  John 
W.  Middleton,  900  Strand,  Galveston,  Secy. 

Texas  Qub  of  Internists.  Dr.  W.  W.  Bondurant,  Jr.,  San  Antonio, 
Pres.;  Dr.  T.  Haynes  Harvill,  Medical  Arts  Building,  Dallas  1. 
Secy. 

Texas  Dermatological  Society,  Fort  Worth.  April  11,  I960.  Dr.  Ed- 
mund N.  Walsh,  Fort  Worth,  Pres.;  Dr.  D.  Shelton  Blair,  1609 
Medical  Arts  Building,  Dallas,  Secy. 

Texas  Division,  American  Cancer  Society,  Austin,  Dec.,  1959- 
Dr.  John  A.  Wall,  Houston,  Pres.;  Mr.  Curt  W.  Reimann,  5014 
Bull  Creek  Rd.,  Austin  3.  Executive  Director. 

Texas  Diabetes  Association,  Fort  Worth,  April  10,  I960.  Dr.  Ralph 
Greenlee,  Midland,  Pres.;  Dr.  Warren  W.  Moorman,  901  W. 
Leuda,  Fort  Worth,  Secy. 

Texas  Heart  Association,  Fort  Worth,  April  9-10,  I960.  Dr.  Robert 
E.  Leslie,  El  Campo,  Pres.;  Mr.  Ernest  T.  Guy,  404  Jesse  H. 
Jones  Library  Building,  Houston  25.  Executive  Direaor. 

Texas  Hospital  Association,  Dallas,  May  10-12,  I960.  Mr.  F.  S. 
Walters,  Jr.,  Amarillo,  Pres.;  Mr.  O.  Ray  Hurst,  2208  Main, 
Dallas,  Executive  Direaor. 

Texas  Industrial  Medical  Association,  Fort  Worth,  April  10,  I960. 
Dr.  Max  E.  Johnson.  San  Antonio,  Pres.;  Dr.  J.  G.  Burdick, 
P.  O.  Box  472,  Pasadena,  Secy. 

Texas  Neuropsychiatric  Association,  Fort  Worth,  April  10,  I960. 
Dr.  Hamilton  Ford,  Galveston,  Pres.;  Dr.  E.  Ivan  Bruce,  1014 
Strand,  Galveston,  Secy. 

Texas  Ophthalmological  Association,  Fort  Worth.  April  11-12,  I960. 
Dr.  Max  Baldridge,  Texarkana.  Pres.;  Dr.  James  H.  Sauggs,  2223 
Austin  Ave.,  Waco.  Secy. 

Texas  Orthoptic  Association,  Fort  Worth,  April  11,  I960.  Dr. 
David  M.  Cameron,  El  Paso,  Pres.;  Dr.  Margaret  Watkins,  3503 
Fairmount,  Dallas,  Secy. 

Texas  Otolaryngological  Association,  Fort  Worth,  April  12,  I960. 
Dr.  Herbert  H.  Harris,  Houston.  Pres. 
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Texas  Pediatric  Society,  Houston,  Oct.  23-24,  1959.  Dr.  Bruce  A. 
Knickerbocker,  Dallas,  Pres.;  Dr.  James  N.  Walker,  5216  W. 
Freeway,  Fort  Worth,  Secy. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Fort  Worth, 
April  12,  I960.  Dr.  Edward  M.  Krusen,  Dallas,  Pres.;  Dr.  Oscar 
Selke,  Medical  Professional  Building,  Houston,  Secy. 

Texas  Proctologic  Society,  Dallas,  February,  I960.  Dr.  Alvin  Bald- 
win, Dallas,  Pres.;  Dr.  H.  Gray  Carter,  915  St.  Joseph  Sr, 
Dallas,  Secy. 

Texas  Public  Health  Association.  Mr.  Tom  Warren,  Austin,  Pres.; 
Mr.  Joseph  N.  Murphy,  Jr.,  Box  4012,  Austin  51,  Executive 
Secy. 

Texas  Radiological  Society,  Houston,  January,  I960.  Dr.  Herman 
C.  Sehested.  Fort  Worth,  Pres.;  Dr.  R.  P.  O'Bannon,  1216 
Pennsylvania,  Fort  Worth,  Secy. 

Texas  Rheumatism  Association,  San  Antonio,  Dec.  4,  1959.  Dr. 
Warren  W.  Moorman,  Fort  Worth,  Pres.;  Dr.  J.  Morris  Horn, 
3707  Gaston,  Dallas,  Secy. 

Texas  Society  of  Anesthesiologists,  Fort  Worth,  April  10,  I960.  Dr. 
David  O.  Johnson,  Austin,  Pres.;  Dr.  M.  T.  Jenkins,  Parkland 
Hospital,  Dallas,  Secy. 

Texas  Society  of  Athletic  Team  Physicians,  Fort  Worth,  April  9, 
I960.  Dr.  W.  Harry  Ledbetter,  Wichita  Falls,  Pres.;  Dr.  Jack 
Brannon,  2715  Fannin,  Houston,  Secy. 

Texas  Society  of  Gastroenterologists  and  Proaologists,  Fort  Worth, 
April  10,  I960.  Dr.  Marcel  Patterson,  Galveston,  Pres.;  Dr.  A.  C. 
Broders,  Jr.,  Scott  and  White  Clinic,  Temple,  Secy. 

Texas  Society  on  Aging,  Dallas,  Oct.  16-17,  1959.  Mr.  Herbert 
Shore,  I>allas,  Pres.;  Mrs.  William  B.  Ruggles,  3701  Stratford, 
Dallas,  Secy.-Treas. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Fort  Worth, 
Dec.  4-5,  1959.  Dr.  James  T.  Robison,  Austin,  Pres.;  Dr.  Edwin 
G.  Grafton,  4319  Oak  Lawn,  Dallas,  Secy. 

Texas  Society  of  Pathologists,  Inc.  Dr.  Jarrett  Williams,  Abilene, 
Pres.;  Dr.  Sylvia  Johns,  414  Navarro  St.,  San  Antonio,  Secy. 

Texas  Society  of  Plastic  Surgeons,  Fort  Worth,  April  9,  I960.  Dr. 
Willard  Sch ussier.  El  Paso,  Pres.;  Dr.  Raymond  Brauer.  6615 
Travis,  Houston.  Secy. 

Texas  Surgical  Society,  Houston,  Oa.  4-6,  1959-  Dr.  Albert  Hart- 
man, San  Antonio,  Pres.;  Dr.  G.  V.  Brindley.  Jr.,  Scott  and  White 
Clinic,  Temple,  Secy. 

Texas  Traumatic  Surgical  Society,  Fort  Worth,  April  10.  I960.  Dr. 
W.  D.  Marrs,  Fort  Worth,  Pres.;  Dr.  W.  E.  Crump,  1300  8th 
St.,  Wichita  Falls,  Secy. 

Texas  Tuberculosis  Association,  Abilene,  March,  I960.  Mr.  Zeb 
Rike,  McAllen,  Pres.;  Miss  Pansy  Nichols,  P.  O.  ^x  6158,  Aus- 
tin 21,  Executive  Direaor. 

Texas  Urological  Society,  Waco,  January.  I960.  Dr.  William  Heck, 
San  Antonio.  Pres.;  Dr.  Moreton  A.  Magid,  1525  Colcord  Ave., 
Waco.  Secy. 


District 

First  District  Society.  Dr.  H.  D.  Garrett,  El  Paso,  Pres.;  Dr.  E.  S. 

Crossett,  1501  Arizona  St.,  El  Paso,  Secy. 

Second  Distria  Society,  Lamesa.  Dr.  Oscar  E.  Rhode,  Colorado  City. 

Pres.;  Dr.  John  H.  Chinn,  Jr.,  Colorado  City,  Secy. 

Third  District  Society.  Lubbock,  I960.  Dr.  Grady  M.  Wallace,  Lub- 
bock, Pres.;  Dr.  H.  Fred  Johnson,  2308  W.  Eighth,  Amarillo, 
Secy. 

Fourth  District  Society,  San  Angelo.  May  16.  1959.  Dr.  W.  L. 
Smith,  San  Angelo,  Pres.;  Dr.  S.  Braswell  Locker,  1501  11th  St., 
Brown  wood.  Secy. 

Seventh  District  Society.  Dr.  Robert  N.  Snider,  Austin,  Pres.;  Dr. 

Richard  Lucas,  502  W.  13,  Austin,  Secy. 

Eighth  District  Society,  Victoria,  Sept.  19,  1959.  Dr.  Joseph  Magli- 
olo,  Dickinson,  Pres,;  Dr.  M.  Warren  Hardwick,  829  E.  Mulberry, 
Angleton,  Secy. 

Ninth  District  Society,  Brenham,  I960.  Dr.  Haden  E.  McKay.  Hum- 
ble, Pres.;  Dr.  Lyman  C.  Blair.  1212  Rothwell,  Houston,  Secy. 
Tenth  District  Society.  Beaumont,  1959.  Dr.  Albert  L.  Delaney. 
Liberty,  Pres.;  Dr.  Irving  M.  Richman,  3280  Fannin  St.,  Beau- 
mont, Secy. 

Eleventh  Distria  Society.  Palestine,  Sept.  9.  1959-  Dr.  Ben  Wilson, 
Tyler,  Prm.;  Dr.  Phillip  W.  Taylor,  833  S.  Beckham,  Tyler,  Secy. 
Thirteenth  District  Society,  Fort  Worth,  Fall,  1959.  Dr.  Frank  S. 
Browne,  Wichita  Falls,  Pres.;  Dr.  R.  D.  Moraon,  1217  W. 
Cannon,  Fort  Worth,  Secy. 

Fifteenth  Distria  Society.  Dr.  Charles  Wise,  Naples,  Pres.;  Dr. 
George  Bennett.  402  S.  Bolivar,  Marshall,  Secy. 


Clinics 

Blackford  Memorial  Cancer  Lectures.  Denison,  Nov.  3,  1959  (tenta- 
tive) . Dr.  R.  G.  Gerard.  509  S.  Mirick,  Denison,  Chm, 

Dallas  Southern  Clinical  Society,  Dallas,  March  21-23,  I960.  Dr. 
T.  Haynes  Harvill,  Dallas,  Pres.;  Millard  J.  Heath,  433  Medical 
Arts  Bldg.,  Dallas  1,  Executive  Officer. 


International  Medical  Assembly  of  Southwest  Texas.  San  Antonio, 
Jan.  25-27,  I960.  Dr.  Alvin  O.  Severance,  San  Antonio,  Pres.; 
S.  E.  Cockrell.  202  W.  French  Place.  San  Antonio,  Exec.  Secy. 
New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  7-10, 
I960.  Dr.  Ambrose  H.  Storck,  New  Orleans,  Pres.;  Mrs.  Irma 
B.  Sherwood,  430  Tulane  Ave.,  New  Orleans  12,  Executive  Secy. 
Oklahoma  City  Clinical  Society  Conference,  Oklahoma  City,  Oct. 
26-28,  1959.  Dr.  Ralph  A.  Smith,  Oklahoma  City,  Pres.;  Miss 
Alma  F.  ODonnell,  503  Medical  Arts  Bldg.,  Oklahoma  City  2. 
Executive  Secy. 


Board  Examinations 

Texas  State  Board  of  Examiners  in  Basic  Sciences.  Henry  B.  Hardt, 
Ph.D.,  Fort  Worth,  Pres.;  Mrs.  Betry  J.  Anderson,  Chief  Qerk, 
303  East  Seventh,  Austin. 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  Dec.  3-5. 
1959-  Dr.  M.  H.  Crabb,  Fort  Worth.  Secy,;  Mrs.  Luanna  Reddin, 
1714  Medical  Arts  Bldg.,  Fort  Worth,  Assistant  Secy. 


DRUG  NOTES 


Appetite  Curb,  CNS  Stimulant 
Among  Recent  Developments 

lONAMlN  ( Strasenburgh ) is  another  addition  to  the 
series  of  resin-complex  sustained  release  products.  It  is 
available  in  yellow  capsules  of  30  mg.  and  gray-yellow 
capsules  of  15  mg.  to  be  given  as  a single  dose  once  daily. 
The  drug  provides  a 10  to  14  hour  appetite  curb  and  a 
predictable  average  weight  loss  of  0.221  pounds  per  day. 
lonamin  may  be  given  to  arthritics,  diabetics,  pregnant  pa- 
tients, menopausal  patients,  and  the  aged.  The  drug  also 
may  be  used  to  reduce  the  weight  of  surgical  risks. 

lonamin  is  advertised  as  a "non-amphetamine.”  Basically 
this  is  true.  It  is,  however,  somewhat  misleading  since  the 
classification  non-amphetamine  tends  to  remove  the  com- 
pound entirely  from  this  area. 

Amphetamine  can  be  named  chemically  as  methylphen- 
ethylamine.  If  we  prepare  the  next  higher  analogue  (add 
CHz)  and  name  it  in  a similar  fashion,  one  compound  we 
could  obtain  would  be  dimethylphenethylamine.  Ampheta- 
mine and  dimethylphenethylamine  are  analogues. 


C - NHj 


CW3 

(f  A-CH;^-C-NH2 

OIMlTHYLPHtNlTHYLikMIHt 


Chemically  lonamin  is  phenyl-tertiary-butylamine.  Note 
that  the  name  is  different,  because  the  arrangement  is  dif- 
ferent: 


NH-C-CH3 

CH3 


lON/^MIN 

Notice  that  the  two  compounds  are  isomers  (same  mo- 
lecular formula  but  different  structural  formula).  Further- 
more, the  attachment  of  the  amine  in  amphetamine  is  pri- 
mary (the  amine  grouping  is  attached  to  only  one  other 
group)  and  primary  in  dimethylphenethylamine.  It  is  sec- 
ondary in  lonamin  (the  amine  grouping  is  attached  to  two 
other  groups).  There  are  many  secondary  amines  in  this 
area  having  to  a greater  or  lesser  extent  stimulating,  vaso- 
pressor, bronchoconstrictor.  or  vasodilatation  actions.  Ex- 
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amples  are  Isuprel  (Winthrop),  Desoxyn  (Abbott),  Wya- 
mine  (Wyeth),  Vonedrine — actually  an  isomer  (Merrell), 
and  others. 

Nialamide  (Pfizer)  is  the  generic  name  for  P-1133, 
N-isonicotinyl-N’-  ( beta-N-benzylcarboxamido-ethyl)  -hydra- 
zine, which  is  under  investigation  as  a central  nervous  sys- 
tem stimulant.  The  new  compound  may  be  thought  of  as 
a derivative  of  the  monoamine  oxidase  inhibitor  iproniazid 
( Marsilid — Roche ) . 

Side  reactions  of  iproniazid  are  of  a wide  variety  and  at 
times  can  be  quite  serious;  also  the  toxicity  is  high.  Thus 
a poteiit  drug  of  similar  action  without  the  toxicity  and 
shortcomings  of  iproniazid  would  be  welcome,  especially 
for  the  treatment  of  the  depressed  psychotic  type  of  patient. 

Nialamide  has  been  the  most  suitable  of  a series  of  com- 
pounds having  iproniazid-like  action  to  be  investigated.  It 
has  greater  potency  than  iproniazid,  has  less  liver  toxicity, 
and  is  now  under  clinical  investigation. 

Animal  studies  indicate  when  Nialamide  is  compared  to 
iproniazid  in  mice,  a tenfold  activity  against  the  depression 
caused  by  reserpine,  12  to  1 in  cats,  and  2 to  3 times  as 
potent  as  iproniazid  in  dogs.  Increased  duration  of  action 
was  also  noted  in  the  animal  experiments.  The  potency  of 
Nialamide  is  estimated  at  about  two  to  two  and  one-half 
times  that  of  iproniazid  when  measured  in  rabbits  by  not- 
ing the  potentiated  pyretogenic  response  of  rabbits  to  an 
intravenous  injection  of  5-hydroxytryptophan. 

Whereas  iproniazid  raises  the  serotonin  levels.  Nialamide 
raises  the  levels  of  serotonin  and  also  of  norepinephrine. 

Oral  administration,  as  with  iproniazid,  is  effective.  There 
were  no  significant  changes  in  the  heart  or  respiratory  rate, 
A slight  but  temporary  decrease  in  blood  pressure  was 
noted.  There  was  no  increase  in  food  intake  nor  was  there 
an  effect  on  urine,  water,  or  mineral  output. 

Liver  necrosis  was  found  after  7 days  in  dogs  on  50  mg. 
of  iproniazid  per  kilogram  of  body  weight  but  none  after 
30  days  using  Nialamide  (two  dogs  each  compound). 
Initial  clinical  investigations  showed  no  liver  damage  nor 
severe  orthostatic  hypotension.  Side  effects  noted  have  been 
mild  and  infrequent:  constipation,  some  weight  gain,  facial 
flushing,  and  insomnia.  Antidepressant  activity  has  been 
classified  as  good. 

The  initial  dose  given  was  75  mg.  three  times  daily  for 
7 days.  If  there  was  no  response,  the  dose  was  increased  to 
100  mg.  for  another  7 days.  If  there  was  still  no  response, 
the  drug  was  increased  to  125  to  150  mg.  The  dosage  was 
readjusted  up  or  down  once  the  therapeutic  response  ap- 
peared. Maintenance  dosage  ranged  from  25  mg.  to  150  mg. 
daily  depending  on  the  severity  of  the  case. 

The  drug  has  been  given  successfully  in  conjunction  with 
chlorothiazide  (Diuril — Merck,  Sharp  and  Dohme).  Further 
smdies  in  this  area  are  continuing  as  well  as  in  the  areas 
of  arthritis,  parkinsonism,  and  epilepsy. 

MER-29  (Merrell)  is  a new  organic  synthetic  chemical 
still  under  investigation  and  not  yet  available.  It  is  believed 
that  the  new  drug  may  be  valuable  in  controlling  cholesterol 
levels.  Mer-29  is  believed  to  block  the  formation  of  chol- 
esterol late  in  its  biosynthesis  and  yet  not  to  interfere  in 
the  production  of  steroids  or  other  phases  of  metabolism. 
Chemically  Mer-29  is  l-(4-diethylaminoethoxy)phenyl-l- 
( p-tolyl ) -2-  ( p-chlorophenyl ) ethanol. 

Reduced  cholesterol  levels  are  found  in  all  tissues  of  the 
rat  except  the  brain  and  adipose  tissue.  Plasma  cholesterol 
was  reduced  62  per  cent,  liver  cholesterol  40  per  cent,  and 
aorta  21  per  cent.  Plasma  phospholipid  also  falls  in  cats. 

It  is  thought  that  by  lowering  the  total  body  cholesterol 
by  inhibiting  synthesis,  previously  deposited  cholesterol 
might  be  mobilized.  Some  scientists  believe  that  there  is  a 
relationship  between  coronary  artery  disease  and  cholesterol 


levels  of  the  blood  and  arterial  walls.  Results  in  about  80 
patients  indicate  cuts  in  cholesterol  levels  from  10  to  35 
per  cent  in  about  85  to  89  per  cent  of  the  patients.  Greater 
decreases  were  noticed  in  patients  with  abnormally  high 
levels.  Cholesterol  levels  did  not  fall  indefinitely;  a plateau 
was  eventually  reached  even  while  the  <1  rug  , was  continued. 
Discontinuing  the  therapy  resulted  in  a rise  to  pretreatment 
levels.  This  indicates  the  possibility  of  long-term  mainte- 
nance therapy." 

Lowering  of  the  cholesterol  levels  had  no  apparent  bene- 
ficial effects  in  patients  with  coronary  disease.  The  pos- 
sibility of  liver  damage  with  long-term  therapy  needs  also 
to  be  considered.  • .,,,.,.4 

Nardil  (phenelzine  sulfate — Warner-Chilcott)  is  not 
yet  released  and  is  still  under  clinical  investigation.  Nardil 
is  another  of  the  monoamine  oxidase  inhibitors  (see  Niala- 
mide above). 

Nardil, Is  indicated  for  pse  in  patients  suffering  from  en- 
dogenous depressions  and <; affective  (manic-depressive)  psy- 
choses. , - 

The  drug  being  used  for  investigational  use  is  supplied 
as  orange  colored  tablets,  15  mg.  in  size.  The  dosage  sug- 
gested initially  is  15  mg.  three  times  a day.  If  a larger 
dose  is  required,  15  or  30  mg.  may  be  given  at  bedtime. 
This  may  help  with  postural  hypotensive  episodes  sometimes 
seen  at  the  higher  dose  levels.  Improvement  is  usually  seen 
within  1 week,  after  which  time  the  dosage  is  slowly  re- 
duced to  maintenance  levels  as  low  as  15  mg.  daily  or  15 
mg.  every  other  day. 

Whereas  iproniazid,  through  the  inhibition  of  mono- 
amine oxidase,  permits  the  accumulation  of  serotonin  prin- 
cipally in  the  liver,  phenelzine  inhibits  the  enzyme  in  the 
brain.  It  is  believed  that  phenelzine  passes  the  blood-brain 
barrier  more  readily,  thus  accounting  for  its  increased  safety 
and  reduced  dosage. 


Table  1. — Some  Related  Barbiturates  and  Hypnotics. 
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(mild  hypnotic) 

CtiSC^  ^CH3 
C2H5^  ^OH 

Placldyl 
(hypnotic  tran- 
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Side  effects  have  been  observed  but  are  said  to  be  few; 
no  toxic  effects  have  been  observed  on  the  blood,  liver,  or 
kidneys.  Nardil  appears  to  be  a little  faster  acting  than 
iproniazid  but  does  not  appear  to  potentiate  barbiturates  in 
the  same  manner. 

MeTHOHEXITAL  (Lilly),  which  is  still  under  clinical  in- 
vestigation at  this  writing,  may  be  made  available  at  a 
later  date  as  an  intravenous  anesthetic. 

The  new  compound  is  said  to  be  rapid  acting  and  of 
high  potency.  Recovery  after  its  use  is  said  to  be  rapid. 
The  drug  is  expected  to  be  useful  for  brief  surgical  pro- 
cedures. This  short  acting  barbiturate  has  been  under  clin- 
ical trial  for  more  than  2 years  and  has  been  tried  on 
more  than  10,000  patients.  Chemically  it  is  5-allyl-l-methyl- 
5-  ( 1 -methyl  pentynyl-2 ) barbituric  acid. 

The  relationship  of  methohexital  to  various  barbiturates 
and  hypnotics  is  to  be  seen  in  table  1. 

In  general,  it  can  be  said  that  increasing  the  carbon 
chain  length  up  to'  5 or  6 in  position  5 enhances  the 
potency  of  the  barbiturates.  Branching  of  the  chain  gen- 
erally shortens  the  duration  of  action  as  does  increased 
unsaturation.  A triple  bond  would  be  expected  to  give 
briefer  action  than  a double  bond.  The  replacement  of 
oxygen  by  sulfur  shortens  the  action.  Halogenation  usually 
increases  potency.  The  substitution  of  hydrogen  with  methyl 
at  position  1 increases  anticonvulsant  properties  generally. 
Methohexital  has  been  labeled  by  one  worker  as  a "tailor- 
made  barbimrate.” 

— Herbert  Schwartz,  M.S.,  Austin. 


MEDICOLEGAL  NOTES 

Possible  Drug  Reactions 
Deserve  Precautions 

High  on  the  list  of  incidents  which  frequently  give  rise 
to  malpractice  claims  or  suits  are  unusual  or  toxic  reactions 
suffered  by  certain  patients  to  various  types  of  drugs.  With 
the  ever  increasing  number  of  new  drugs  coming  into  use 
and  acceptance,  those  drugs  which  on  occasion  will  result 
in  unusual  or  toxic  reactions  are  growing  more  numerous, 
and  the  physician  of  necessity  must  be  alert  to  take  the 
recognized  precautions  to  avoid  or  minimize  the  chance 
of  such  reactions  occurring. 

Certainly,  from  a legal  standpoint,  it  is  a wise  course  for 
the  physician  to  inquire,  upon  taking  a patient’s  initial  his- 
tory, whether  or  not  the  patient  has  ever  had  a reaction 
from  a drug  administered  either  orally  or  by  injection. 
Aside  from  having  this  information  available  in  the  pa- 
tient’s record,  it  has  the  effect  of  evidencing  the  fact  that 
the  physician  has  made  inquiries  of  the  patient  in  this  area, 
and  would  tend  to  rebut  an  allegation  that  the  physician 
had  been  negligent  in  not  taking  adequate  steps  to  ascertain 
a patient’s  tendency  to  react  to  certain  drugs. 

Although  preliminary  testing  for  drug  sensitivity  is  a 
controversial  subject  among  many  physicians,  from  a legal 
standpoint  it  should  be  done  even  though  such  testing  pro- 
cedures are  not  necessarily  infallible  when  the  drug  to  be 
administered  is  one  which  frequently  gives  rise  to  a re- 
action, as,  for  example,  tetanus  antitoxin  or  penicillin. 

Regardless  of  the  precautionary  measures  that  a physician 
takes,  from  time  to  time  there  invariably  will  be  a patient 
who  will  react  severely  to  some  drug  administered  by  the 
physician.  Consequently,  the  physician  always  should  be 
ready  to  treat  shock  reaction  from  such  drugs  by  having  on 
hand  those  preparations  which  can  be  used  to  counteract 
unusual  or  toxic  reaction  to  various  drugs.  Not  only  will 


this  allow  the  physician  possibly  to  lessen  injury  to  the 
patient,  but  it  offers  the  physician  protection  from  an  al- 
legation that  he  has  been  negligent  in  not  foreseeing  such 
an  event  and  taking  the  necessary  steps  to  safeguard  the 
patient. 

While  to  date,  in  Texas,  there  has  never  been  a case 
to  reach  our  appellate  courts  which  involved  an  injurious 
reaction  to  a physician’s  patient,  I am  of  the  opinion  that 
there  is  sufficient  authority  for  our  courts  to  hold  that  a 
physician  can  be  liable  for  an  injury  resulting  to  his  pa- 
tient from  a drug  reaction  when  the  physician  has  failed 
to  take  the  recognized  safeguards  to  prevent  or  lessen  the 
effect  of  such  drug  reactions. 

— Philip  R.  Overton,  LL.B.,  Austin. 


MEDICAL  MEETINGS 

Sports  Medicine  Congress  Set 

A Sports  Medicine  Congress  will  be  held  in  conjunction 
with  the  third  Pan  American  Games,  scheduled  for  Chi- 
cago, August  27-September  7. 

The  congress  will  meet  on  the  Chicago  campus  of  North- 
western University,  September  1 and  2 and  will  feature 
outstanding  experts  in  the  fields  of  athletic  training,  care 
of  injuries,  diet,  cardiovascular  effects  of  sports  activity,  and 
other  facets  of  the  sports  medicine  field.  Dr.  Paul  Dudley 
White,  Boston  heart  specialist,  will  be  a feamred  speaker. 

Sessions  of  the  congress  will  be  open  to  all  persons  inter- 
ested in  the  field  of  sports  medicine.  Further  information 
can  be  obtained  from  Dr.  T.  R.  Van  Dellen  at  Pan  Amer- 
ican Games,  Inc.,  310  South  Michigan  Avenue,  Chicago  4. 

Valley  GP's  Have  All-Day  Program 

Five  San  Antonio  physicians  and  a representative  of  the 
United  States  Customs  Service  presented  a day-long  educa- 
tional program  for  the  Valley  Chapter  of  the  Texas  Acad- 
emy of  General  Practice  in  Laredo  on  June  2.  Local 
chairman  was  Dr.  John  T.  Lowry,  Laredo.  Physician  speak- 
ers were  Drs.  E.  M.  Sykes,  Jr.,  H.  A.  Britton,  Bernard  T. 
Fein,  Hugh  P.  Reveley,  and  W.  W.  Sawtelle. 


EDUCATION 

Postgraduate  Course 

Steroids  in  General  Medicine,  Houston,  July  19. — The 
University  of  Texas  Postgraduate  School  of  Medicine  will 
offer  a postgraduate  course  in  the  clinical  use  of  anti- 
inflammatory steroids  in  general  medicine  Sunday,  July 
19,  in  the  auditorium  of  the  M.  D.  Anderson  Hospital  and 
Tumor  Institute,  Houston.  Guest  lecturers  will  include  Dr. 
Laurance  W.  Kinsell,  Oakland,  Calif.;  Dr.  Albert  Segaloff, 
New  Orleans;  and  Dr.  Charley  J.  Smyth,  Denver.  Tuition 
will  be  $10.  Further  information  may  be  obtained  from  the 
school,  Texas  Medical  Center,  Houston. 

Southwestern  Graduates  91  MD's 

Ninety-one  degrees  of  doctor  of  medicine  and  one  degree 
of  master  of  medical  art  were  awarded  by  Southwestern 
Medical  School  of  the  University  of  Texas  at  commencement 
exercises  June  1 in  Dallas.  Dr.  Melvin  A.  Casberg  of  Aus- 
tin, vice-president  for  medical  affairs  of  the  University, 
was  the  main  speaker. 
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University  of  Texas  Medical  Branch 
Develops  Cardiovascular  Research 

The  Mac.0  Stewart  Cardiovascular  Research  Laboratory  be- 
came a reality  for  the  immediate  fumre  when  $20,000  was 
donated  by  the  Maco  Stewart  Memorial  Foundation  to  the 
University  of  Texas  Medical  Branch,  Galveston.  Several 
rooms  at  John  Sealy  Hospital  are  being  remodeled  for  this 
special  laboratory,  which  will  be  under  the  direction  of 
Dr.  James  V.  Warren,  chairman  of  the  Department  of  In- 
ternal Medicine,  assisted  by  Dr.  James  J.  Leonard,  assistant 
professor  of  medicine  recently  come  to  Galveston  from 
Georgetown  University  Medical  School  in  Washington, 
D.  C. 

The  Stewart  gift  has  been  supplemented  by  a $16,000 
annual  gift  for  5 years  from  the  National  Heart  Institute 
and  a $5,000  gift  for  2 years  from  the  American  Heart 
Association.  The  United  States  Public  Health  Service  also 
has  allocated  $50,000  annually  for  5 years  for  the  training 
of  students  in  the  scientific  methods  of  heart  research. 

Graduating  students  at  the  Medical  Branch  were  urged 
to  participate  in  public  affairs  to  help  preserve  freedom 
and  the  democratic  system.  M.  T.  Harrington,  Ph.D.,  presi- 
dent of  Texas  Agriculmral  and  Mechanical  College,  College 
Station,  spoke  at  graduation  exercises  May  28  in  Galveston 
at  which  237  degrees  and  certificates  were  awarded,  132 
to  new  doctors  of  medicine.  Presiding  over  the  ceremonies 
was  Dr.  John  B.  Truslow,  executive  director  of  the  Medical 
Branch.  Among  those  introduced  was  Dr.  Merton  M. 
Minter  of  San  Antonio,  an  alumnus  of  the  Medical  Branch 
and  now  chairman  of  the  board  of  regents  for  the  Uni- 
versity of  Texas. 

D.  Bailey  Calvin,  Ph.D.,  for  18  years  dean  of  student 
and  curricular  affairs  at  the  Medical  Branch  and  now  direc- 
tor of  the  office  of  research,  grants,  and  contracts,  was 
singled  out  for  special  tribute  with  a gift  of  a large  silver 
tray  and  a plaque  with  the  inscription:  "Presented  to  Dr. 
D.  Bailey  Calvin,  in  appreciation  of  his  many  years  of 
service  as  a student’s  friend.  Class  of  ’59.” 

A.  Packchanian,  Ph.D.,  director  of  the  Microbiology  Lab- 
oratory at  the  University  of  Texas  Medical  Branch,  has 
been  in  Europe  to  appear  on  the  program  of  the  second 
International  Congress  of  Infectious  Pathology  in  Milan, 
Italy,  and  to  visit  medical  and  scientific  instimtions  in 
several  other  countries  including  the  Soviet  Union. 

Dr.  Walter  O.  Klingman,  professor  of  neurology  at  the 
Medical  Branch,  read  a paper  at  a recent  international 
symposium  of  the  Myasthenia  Gravis  Foundation  in  Los 
Angeles. 

Wiktor  W.  Nowinski,  Ph.D.,  director  of  the  Tissue 
Metabolism  Laboratory  at  the  Medical  Branch,  has  been 
awarded  a 6 month  Fullbright  lecmreship  at  the  College  de 
France  in  France,  where  he  also  will  assist  in  establishing 
a biochemical  laboratory.  Dr.  Nowinski  had  just  remrned 
from  a 4 month  lecmre  series  in  Buenos  Aires,  Argentina, 
when  informed  of  the  new  honor. 

Two  delegates  to  the  Student  American  Medical  Associa- 
tion and  Auxiliary  convention  from  Galveston  returned 
with  national  offices.  Tom  R.  Turner,  a junior  medical 
student  at  the  time  of  the  Chicago  convention  in  May,  was 
named  vice-president  of  Region  8,  making  him  a member 
of  the  national  executive  council,  and  Mrs.  R.  D.  Cress, 
wife  of  a sophomore  medical  student  and  incoming  presi- 
dent of  the  local  Medical  Dames,  was  elected  second  vice- 
president  of  the  Woman’s  Auxiliary. 

About  seven  out  of  every  ten  United  States  families  now 
have  some  form  of  protection  under  voluntary  health  insur- 
ance, Health  Information  Foundation  reports.  The  propor- 
tion of  insured  families  has  increased  almost  10  per  cent 
in  the  last  5 years. 


OF  GENERAL  INTEREST 

Personals 

Dr.  Peter  B.  Kamin  of  Galveston  has  been  granted  a 
fellowship  in  pediatric  allergy  at  Children’s  Hospital  in 
Washington,  D.  C.,  for  a year’s  smdy,  research,  and  teach- 
ing. 

Dr.  Bill  C.  Lipsey  of  Van  Horn  was  recently  honored  by 
the  local  Chamber  of  Commerce  for  his  service  to  residents 
of  the  community.  He  is  the  only  physician  in  Van  Horn. 

Dr.  Joe  D.  Nichols,  Atlanta,  is  executive  director  of  the 
newly  established  International  Instimte  of  Clinical  Physi- 
ology and  managing  editor  of  its  quarterly  publication. 
Clinical  Physiology,  the  first  number  of  which  has  been 
issued  this  summer. 

Dr.  Walter  C.  Watkins,  Amarillo,  was  recently  elected 
president  of  the  Amarillo  College  board  of  regents. 

Dr.  Jack  Adelman,  San  Antonio  sports  car  club  official, 
was  picmred  in  a local  newspaper  inspecting  trophies  to 
be  given  in  connection  with  races  at  Hondo  in  April. 

Dr.  Mary  Henry,  San  Antonio,  has  been  installed  as 
president  of  the  Quota  Club. 

When  Dr.  Leo  J.  Peters  held  an  open  house  May  30  in 
Schulenburg  to  celebrate  50  years  of  medical  practice,  1,018 
visitors,  including  647  "babies”  of  the  approximately  2,500 
he  has  delivered,  registered.  As  a surprise  to  Dr.  Peters, 
representatives  of  numerous  civic  organizations  read  tributes 
to  him;  the  Texas  Senate  had  passed  a resolution  commend- 
ing him;  the  mayor  had  proclaimed  "Dr.  Peters  Day”;  and 
the  Colorado-Fayette  Counties  Medical  Society  had  adopted 
a resolution  honoring  him.  Dr.  Peters  reports  gifts  of  65 
cakes  and  many  cookies  and  said  that  the  well-wishers 
consumed  43  cases  of  soda  water,  945  ice  cream  cups,  and 
50  gallons  of  punch.  Dr.  Peters  was  named  General  Prac- 
titioner of  the  Year  by  the  Texas  Medical  Association  in 
1951. 

Dr.  J.  Leighton  Green  was  elected  president  of  the  El 
Paso  School  Board  following  the  resignation  from  the 
presidency  and  the  board  of  Dr.  Ralph  Homan.  Dr.  Homan, 
a board  member  since  1954,  became  president  in  February. 
Dr.  Green,  formerly  vice-president,  has  served  on  the  board 
since  1956. 

Dr.  Albert  W.  Hartman,  San  Antonio,  was  elected  presi- 
dent of  the  Southern  Society  of  Clinical  Surgeons  at  a 
recent  meeting  in  Baltimore.  The  next  meeting  is  scheduled 
for  Canada. 

Dr.  Patrick  McShane,  former  head  of  the  state  mbercu- 
losis  hospitals,  has  left  Austin  to  accept  a position  in  Mc- 
Dowell, Ky. 

Dr.  Marie  Gordon,  San  Antonio,  is  continuing  as  head 
of  the  board  of  directors  of  Girls  Council,  sponsors  of  a 
home  for  teen-age  girls  called  Aganier  Hall. 

Dr.  Lester  Keyser,  for  21  years  a practitioner  in  Freder- 
icksburg, and  Mrs.  Keyser  will  reside  in  Dallas,  where  Dr. 
Keyser  is  to  be  head  of  the  new  Southern  Methodist  Uni- 
versity Health  Center.  They  chose  to  make  the  move  be- 
cause "we  could  serve  our  church.” 

Dr.  John  M.  Smith,  Jr.,  San  Antonio,  who  was  chairman 
of  the  committee  which  encouraged  the  establishment  of 
a medical  school  in  Bexar  County,  was  selected  by  the  San 
Antonio  Council  of  Presidents  for  this  year’s  Outstanding 
Citizen  Award,  presented  annually  for  civic  contribution. 

Dr.  Max  E.  Johnson  is  beginning  a 2 year  elective  term 
on  the  City  Council  at  San  Antonio  after  filling  out  an 
unexpired  term  by  appointment. 

Drs.  Ralph  Hanna,  W.  W.  Kelton,  Jr.,  Clift  Price,  Miles 
Sedberry,  and  Albert  Tisdale  of  Austin  and  Dr.  Lewis  Heifer 
of  San  Antonio  participated  in  a workshop  on  cerebral 
palsy  conducted  at  the  University  of  Texas,  Austin,  for  19 
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teachers.  The  project  was  financed  by  the  United  Cerebral 
Palsy  research  and  educational  foundation. 

Boen  Swinny,  Jr.,  son  of  the  San  Antonio  doctor  and  his 
wife,  was  awarded  a $500  scholarship  for  research  and 
clinical  training  this  summer  by  the  Allergy  Foundation  of 
America.  Mr.  Swinny,  completing  his  third  year  at  the 
University  of  Texas  School  of  Medicine,  Galveston,  will 
carry  out  his  work  under  the  direction  of  Dr.  William  L. 
Marr,  associate  professor  of  medicine  at  the  Medical  Branch. 

Dr.  Linden  Moses  has  been  named  second  vice-president 
of  the  El  Paso  Civitan  Club. 

Dr.  Howard  O.  Smith,  Marlin,  immediate  past  president 
of  the  Texas  Medical  Association,  has  been  presented  with 
an  autographed  copy  of  "The  Lone  Star  State  Medical, 
Dental,  and  Pharmaceutical  History”  written  by  Dr.  J.  A. 
Chatman  of  Lubbock. 

Miss  Frances  Pope  Bates,  daughter  of  Dr.  and  Mrs.  Leroy 
E.  Bates,  San  Antonio,  was  to  be  married  June  6 to  John 
Ragland  Harrison  of  Austin. 

Miss  Edna  Porter  Brown,  daughter  of  Dr.  and  Mrs.  Porter 
Brown  of  Fort  Worth,  and  Dr.  William  M.  Hibbitts  of 
Dallas,  son  of  Dr.  and  Mrs.  William  Hibbitts  of  Texarkana, 
plan  a fall  wedding. 

Dr.  and  Mrs.  Raymond  Gardea,  El  Paso,  are  recent 
parents  of  a girl. 

Mrs.  Lee  Probst,  daughter  of  Dr.  and  Mrs.  Martin  H. 
Jensen  of  San  Antonio,  died  recently  at  her  home  in  Wash- 
ington, D.  C. 

Frank  Lewis  Spring  of  Friona,  father  of  Dr.  Paul  Spring 
and  Dr.  Lee  S{hing,  also  of  Friona,  died  June  8. 

Mrs.  Lee  A.  Blackwell,  mother  of  Dr.  Ben  T.  Blackwell, 
Amarillo,  died  in  Weatherford  on  June  2 following  a 
stroke  a few  days  earlier. 


Fort  Worth  Hospitals  Move  Ahead 

Opening  of  a new  All  Saints  Episcopal  Hospital,  ground 
breaking  for  a mental  wing  of  Peter  Smith  Hospital,  and 
appointment  of  a new  administrator  looking  toward  con- 
struction of  a new  building  for  Fort  Worth  Children’s 
Hospital  took  place  within  days  of  each  other  in  June  in 
Fort  Worth. 

A $5,000,000,  eight  story  plus  basement  building,  which 
ultimately  will  provide  365  beds,  was  opened  June  27  when 
patients  from  the  old  All  Saints  Hospital  were  transferred 
to  the  new  structure.  For  the  time  being,  three  floors  of 
beds  with  a capacity  of  150  will  be  in  operation;  the  com- 
plete unit  is  expected  to  be  in  use  within  about  2 years. 

As  the  new  All  Saints  opened,  it  was  recalled  that  Dr. 
T.  C.  Terrell  of  Fort  Worth,  managing  director,  long  has 
been  the  hospital’s  chief  benefactor,  for  many  years  keeping 
the  hospital  going  through  his  services  and  financial  sup- 
port. 

Earlier  in  June  the  Tarrant  County  Hospital  District 
board  extended  an  invitation  to  groundbreaking  ceremonies 
for  a new  mental  observation  wing  at  Peter  Smith  Hospital. 
City,  county,  and  state  provided  $171,000  for  building  the 
30  bed  unit. 

Another  increase  in  Fort  Worth  hospital  facilities  is  an- 
ticipated with  construction  of  a new  250  bed  building  to 
begin  in  September  for  the  Fort  Worth  Children’s  Hospital. 
First  phase  of  the  new  hospital  will  have  room  for  32 
beds  and  14  bassinets;  the  present  temporary  hospital  has 
a capacity  for  only  about  18  beds.  Bill  C Smith,  recent 
graduate  in  hospital  administration  from  Duke  University, 
returned  to  Fort  Worth  in  June  to  become  administrator 
and  supervise  building  of  the  hospital. 


Artificial  Kidney  Installed  at  Haustan 

One  of  the  first  artificial  kidneys  to  be  owned  and  op- 
erated by  a local  hospital  in  Texas  has  been  installed  in 
St.  Joseph’s  Hospital,  Houston.  The  unit  will  be  operated 
by  the  Department  of  Urology  and  was  the  gift  of  six 
members  of  that  staff:  Drs.  Michael  K.  O’Heeron,  D.  W. 
Pranke,  James  R.  Fish,  J.  S.  Boren,  N.  F.  McDonald,  and 
Walter  J.  Wolf. 

Any  physician  in  the  state  caring  for  a patient  who  needs 
this  type  of  equipment  may  obtain  the  services  of  the 
unit  by  getting  in  touch  with  one  of  the  named  physicians 
or  with  St.  Joseph’s  Hospital  and  by  arranging  to  transfer 
the  patient  to  the  hospital.  Air  ambulance  service  can  be 
provided  if  necessary. 

Use  of  the  artificial  kidney  generally  falls  into  three 
categories.  Dr.  O’Heeron,  chairman  of  the  Department  of 
Urology,  states:  (1)  cases  of  necrotizing  mbular  disease 
where  the  process  is  reversible;  (2)  cases  of  chronic  renal 
disease  complicated  by  the  stress  of  surgery,  trauma,  or  in- 
tercurrent illness;  and  (3)  cases  of  dialyzable  poisoning, 
barbiturates,  bromides,  and  so  forth. 

Although  the  artificial  kidney  is  not  new.  Dr.  O’Heeron 
points  out,  only  a few  units  are  in  use  in  Texas.  Brooke 
Army  Hospital  in  San  Antonio,  Baylor  University  in  Hous- 
ton, and  a hospital  in  Dallas  are  the  only  other  locations 
of  artificial  kidneys  in  the  state  known  to  the  St.  Joseph 
group. 


Basic  Science  Fees  Revised 

Fees  to  be  charged  by  the  Texas  State  Board  of  Exam- 
iners in  the  Basic  Sciences  have  been  changed  by  passage 
of  S.  B.  74  by  the  Legislamre  and  its  signing  by  the 
Governor.  ’The  amendment  to  the  basic  science  law  became 
effective  immediately. 

The  new  fees  are  as  follows:  for  examination  $25,  for 
reexamination  within  a 12  month  period  $15,  for  reexam- 
ination after  12  months  $25,  for  waiver  certification  $50, 
for  certification  by  reciprocity  $50.  All  fees  are  payable 
to  the  board  by  the  applicant  when  he  files  his  application. 


Radarte  Heads  Medical  Examiners 

Dr.  J.  G.  Rodarte,  Temple,  has  been  elected  president  of 
the  Texas  State  Board  of  Medical  Examiners  succeeding  Dr. 
Charles  D.  Reece  of  Houston.  R.  H.  Peterson,  D.O.,  Wich- 
ita Falls,  was  reelected  vice-president  and  Dr.  M.  H.  Crabb, 
Fort  Worth,  reelected  secretary-treasurer. 

Dr.  Peterson,  Dr.  Crabb,  Dr.  L.  H.  Denman  of  Lufkin, 
and  Dr.  Howard  O.  Smith  of  Marlin,  all  of  whom  had  been 
serving  on  the  board,  were  reappointed  June  1 to  a new  6 
year  term.  Other  members  of  the  board  are  Howard  R. 
Coats,  D.O.,  Tyler;  Dr.  Cecil  Greer,  Houston;  Dr.  M.  C. 
Carlisle,  Waco;  Dr.  Reece;  Dr.  David  S.  Stayer,  Dallas; 
Garland  Porter,  D.O.,  Lubbock;  and  Dr.  Chester  B.  Gard- 
ner, Merkel. 

When  annual  examinations  were  held  by  the  board  June 
20-24,  there  were  84  licenses  issued  by  reciprocity  and  571 
took  portions  of  the  examination.  Included  among  those 
who  took  the  examination  were  6 graduates  of  foreign 
medical  schools  whose  education  had  been  evaluated  and 
approved  by  the  recently  established  Educational  Council 
for  Foreign  Medical  Graduates,  making  them  eligible  to 
apply  for  a Texas  license.  The  board  will  meet  August  29 
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to  review  examination  papers  and  issue  licenses  for  those 
who  passed.. 

The  license  of  one  physician  was  reinstated,  and  another 
physician  was  put  on  probation. 

The  board  will  hold  examinations  and  consider  applica- 
tions for  reciprocity  December  3-5  in  Fort  Worth.  Applica- 
tions to  take  the  examination  must  be  filed  10  days  in 
advance  and  for  reciprocity  30  days  in  advance. 


State  Hospital  Board  Members  Named 

Vacancies  in  the  Board  for  Texas  State  Hospitals  and 
Special  Schools  have  been  filled  by  recent  appointments  of 
the  Governor.  Dr.  Raleigh  R.  White,  Temple;  W.  G.  (Cot- 
ton) Kirklin,  Odessa;  and  Walter  F.  Woodul,  Austin,  have 
been  named  to  serve  until  1965;  Dr.  Raleigh  R.  Ross, 
Austin,  will  fill  an  unexpired  term  until  1961.  Other 
members  of  the  board  are  Howard  Tellepsen,  Houston; 
Mrs.  H.  E.  Butt,  Corpus  Christi;  Dr.  George  W.  Pirtle, 
Tyler;  French  Robertson,  Abilene;  and  Nat  Goldsmith,  San 
Antonio. 


First  Seminar  by  Southwest  Foundation 

The  first  of  a series  of  seminars  to  be  sponsored  by 
Southwest  Foundation  for  Research  and  Education  in  the 
Hill  Country  northwest  of  San  Antonio  is  being  held  July 
20-22  at  the  Villa  Camille,  Hunt.  Experts  in  the  field  of 
gynecology  will  conduct  the  seminar. 

Instructor  in  charge  is  Dr.  John  W.  Simpson,  University 
of  Texas  Postgraduate  School  of  Medicine.  Other  speakers 
include  Dr.  Bayard  Carter,  Duke  University;  Dr.  Ralph  W. 
Gause,  Cornell  University;  Dr.  Roger  B.  Scott,  Western 
Reserve  University;  Dr.  Joseph  W.  Goldzieher,  Southwest 
Foundation  for  Research  and  Education;  Dr.  Doris  C. 
Grosskreutz  and  Dr.  George  W.  Thomason,  University  of 
Texas  Postgraduate  School  of  Medicine. 

M.  D.  Anderson  Staff  Speaks 

Recently  elected  a fellow  of  the  American  College  of 
Radiologists,  Dr.  Gilbert  H.  Fletcher,  radiotherapist  at  the 
M.  D.  Anderson  Hospital  and  Tumor  Institute,  Houston, 
lectured  on  "Radium  Dosage”  and  led  a panel  discussion 
at  the  New  York  Roentgen  Ray  Society  in  New  York  re- 
cently. He  also  spoke  at  the  Bronx  Veterans  Administration 
Hospital.  In  April,  he  presented  a paper  before  the  Ameri- 
can Radium  Society  in  Hot  Springs,  Va. 

Eleanor  J.  Macdonald,  Ph.D.,  epidemiologist,  delivered  an 
annual  lecture  series  on  "Cancer  Reporting”  at  Yale  Uni- 
versity School  of  Public  Health,  New  Haven,  Conn.,  April 
6. 

Recently  elected  a member  of  the  German  Society  for 
Maxillo-Facial  Surgery  was  Dr.  Marga  H.  Sinclair,  associate 
surgeon. 

Dr.  John  S.  Stehlin,  Jr.,  assistant  surgeon,  presented  a 
paper  titled  "Evaluation  of  Lymph  Node  Dissection  for 
Melanoma  of  the  Extremities — A New  Concept  of  Treat- 
ment (Perfusion)”  at  the  James  Ewing  Society  meeting  at 
the  Memorial  Center  in  New  York,  April  2.  He  also  spoke 
at  the  Southeastern  Surgical  Congress  at  Miami  Beach,  Fla. 

Dr.  W.  W.  Sutow,  associate  pediatrician,  spent  5 weeks 
in  the  Marshall  Islands,  February  18  to  March  27,  with 
the  Atomic  Energy  Commission  observation  team  smdying 
and  treating  residents  of  those  islands  who  had  received 
atomic  bomb  radiation. 


Aviation  School  to  New  Quarters 

The  Air  Force  School  of  Aviation  Medicine  is  moving 
into  new  quarters  at  Brooks  Air  Force  Base  southwest  of 
San  Antonio  from  its  old  location  at  Randolph  Air  Force 
Base.  The  move  into  multimillion  dollar  quarters  was  sched- 
uled to  begin  in  mid-July  with  official  dedication  in  No- 
vember. 

Seven  structures  comprise  the  new  facility.  The  Research 
Institute  will  house  part  of  the  space  medicine  laboratories, 
general  laboratories,  mechanical  equipment  and  supplies, 
administrative  offices,  library,  pathology  and  biochemistry 
departments,  and  animals  used  in  research.  The  Academic 
Building  will  have  16  classrooms  with  seats  for  735  plus 
a 433  seat  assembly  hall.  The  Flight  Medicine  Laboratory 
will  accommodate  the  consultation  services  center  and  pro- 
vide clinical  research  facilities.  Research  Laboratory  Shops 
will  contain  equipment  for  instrument  fabrication,  a photo- 


Largest  of  the  seven  buildings  at  the  new  School  of 
Aviation  Medicine  at  Brooks  Air  Force  Base,  the  Re- 
search Institute  will  house  part  of  the  space  medicine 
laboratories,  administrative  offices,  library,  animals  used 
in  research,  and  other  functions,  including  radiobiology 
and  microbiology. 


The  Altitude  Laboratory  will  have  two  major  sections: 
classrooms  and  altitude  chambers  for  indoctrinating 
students,  and  12  chambers  for  use  in  research.  The  lat- 
ter will  include  chambers  for  high  altitude,  rapid  de- 
compression, temperature  control,  simulation  of  various 
altitudes,  and  combination  evacuation-compression. 

graphic  laboratory,  and  electronic  machines  for  processing 
statistical  data.  The  Altitude  Laboratory  will  contain  low 
pressure  chambers  to  simulate  extreme  altitudes  as  well  as 
chambers  for  indoctrinating  students  in  the  physiological 
stresses  imposed  by  flight.  Heating  and  cooling  plants  com- 
plete the  present  unit.  At  least  seven  additional  buildings 
are  contemplated. 

The  School  of  Aviation  Medicine,  originally  at  Mitchel 
Field,  Long  Island,  was  at  Brooks  for  about  5 years,  moving 
in  1931  to  Randolph.  Cramped  quarters  there  have  forced 
a branch  to  be  opened  at  Gunter  Air  Force  Base,  Ala.;  some 
of  the  courses  which  have  been  offered  in  Alabama  will  be 
transferred  now  to  Brooks,  where  approximately  950  sm- 
dents  will  be  graduated  each  year. 

The  move  to  Brooks  of  the  41  year  old  school,  taking 
place  under  the  leadership  of  Major  General  Otis  O.  Ben- 
son, Jr.,  commandant,  was  contemplated  as  early  as  1946 
when  Major  General  Harry  Armstrong,  now  retired,  was 
commandant. 
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People-to-People  Health  Project  Begun 

Support  is  being  solicited  for  the  HOPE  (Health  Oppor- 
tunity for  People  Everywhere)  project  of  the  People-to- 
People  Health  Foundation,  a project  which  has  the  endorse- 
nent  of  the  American  Medical  Association. 

Planned  as  a floating  medical  center  primarily  for  teach- 
ing which  will  visit  friendly  countries  around  the  world,  the 
Navy  hospital  ship  "Consolation”  will  be  taken  out  of 
mothballs,  outfitted,  and  manned  for  a year’s  visit  to  South- 
east Asia.  It  is  planned  for  the  cruise  to  begin  in  September. 
The  latest  techniques  and  skills  developed  by  the  American 
medical  professions  will  be  taken  to  the  medical  and  para- 
medical personnel  of  the  Far  East  in  their  own  environ- 
ment, adapted  specifically  to  their  needs  and  way  of  life. 
A permanent  staff  of  15  physicians,  2 dentists,  20  graduate 
nurses,  and  20  technicians  is  contemplated  with  the  re- 
mainder of  the  medical  personnel  to  consist  of  volunteer 
units  who  will  be  flown  to  the  ship  for  tours  of  4 months. 
Some  of  the  staff  will  remain  with  the  ship;  others  will 
work  off  the  ship  on  inland  mobile  units. 

One  of  numerous  people-to-people  projects  encouraged  by 
President  Eisenhower,  the  HOPE  project  is  expected  to  cost 
$3,500,000  for  the  first  year.  Contributions,  large  or  small, 
are  encouraged  and  are  tax  deductible.  Donations  may  be 
sent  to  and  further  information  obtained  from  Project 
HOPE,  P.  O.  Box  9808,  Washington,  D.  C. 


New  Medical  Building  in  Amarillo 

Occupants  have  moved  into  the  ultra  modern,  four  story 
Medical  Towers  Building  recently  completed  in  Amarillo. 
A . pharmacy  and  parking  area  for  doctors  and  patients  is 
located  on  the  first  floor.  Two  dental  laboratories  and  a 
clinical  laboratory  are  in  the  basement.  Dentists’  and  doc- 
tors’ offices  are  located  on  the  three  upper  floors. 


Eight  Texans  Become  Chest  Fellows 

When  the  American  College  of  Chest  Physicians  met  in 
Atlantic  City,  June  3-7,  eight  Texas  physicians  were  among 
the  210  receiving  fellowship  certificates.  They  were  Drs. 
D.  C.  Campbell,  Jr.,  San  Antonio;  Robert  J.  Carabasi, 
Temple;  William  H.  Gordon,  Lubbock;  Robert  G.  Mc- 
Corkle,  Austin;  Pierre  P.  Poole,  Brownsville;  Jack  C.  Postle- 
waite,  El  Paso;  Alfons  Salinger,  Houston;  and  Rodger  G. 
Smyth,  San  Antonio. 

Dr.  Henry  R.  Hoskins,  San  Antonio,  was  reelected  gov- 
ernor of  the  college  for  Texas. 

Obstetrics  Board  Certifies  Texans 

The  May  16  list  of  physicians  certified  by  the  American 
Board  of  Obstetrics  and  Gynecology  includes  the  following 
names  from  Texas:  Major  James  A.  Austin,  Fort  Sam  Hous- 
ton; Dr.  Fred  W.  Bone,  Dallas;  Dr.  Andrew  O.  Jensen, 
Denison;  Dr.  Raymond  H.  Kaufman,  Houston;  Dr.  Melvin 
A.  Porter,  Big  Spring;  Dr.  Bert  H.  Walling,  Jr.,  Kingsville; 
and  Major  George  S.  Woodward,  Lackland  Air  Force  Base. 


Farm  Deaths  from  Accidents  Down 

Accidental  deaths  among  farm  people  have  been  reduced 
from  19,500  in  1947  to  12,000  in  1957,  the  Journal  of 
American  Insurance  for  July  reports.  Worst  causes  are  ma- 
chinery (34.11  per  cent),  drowning  (15.04  per  cent),  and 
firearms  (11.99  per  cent),  with  May,  June,  July,  and 
August  the  peak  months. 
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Publications  by  Texas  Physicians 


Recent  publications  by  Texas  physicians,  all  available  in 
the  Memorial  Library  of  Texas  Medical  Association,  include 
the  following: 

Bell,  William  H. : Sclerosing  Osteomyelitis  of  the  Mandi- 
ble and  Maxilla,  Oral  Surg.  12:391-402  (April)  1959. 

Blumel,  Johanna;  Evans,  E.  Burke;  and  Eggers,  G.  W. 
N.:  Partial  and  Complete  Agenesis  or  Malformation  of  the 
Sacrum  with  Associated  Anomalies,  J.  Bone  & Joint  Surg. 
41:497-518  (April)  1959. 

Brauer,  Raymond  O.:  A Comparison  of  the  Tennison 
and  Le  Mesurier  Lip  Repair,  Plast.  & Reconst.  Surg. 
23:249-250  (March)  1959. 

Caldwell,  Elbert  H. : Jejunal  Transplant  for  Congenital 
Esophageal  Atresia,  A.M.A.  Arch.  Surg.  78:524-527  (Ap- 
ril) 1959. 

Clark,  R.  Lee:  Total  Thyroidectomy  for  Cancer  of  the 
Thyroid;  Significance  of  Intraglandular  Dissemination,  Ann. 
Surg.  149:858-866  (June)  1959. 

Cook,  Thomas  E. : A Study  of  the  Degenerated  Disc, 
GP  19:85-88  (June)  1959. 

Cooley,  Denton  A.,  and  Collins,  Harold  A.:  Anomalous 
Drainage  of  Entire  Pulmonary  Venous  System  into  Left 
Innominate  Vein,  Circulation  19:486-495  (April)  1959. 

Cooley,  Denton:  Current  Stams  of  Surgical  Treatment  of 
Ventricular  Septal  Defect,  Dis.  Chest  35:651-662  (June) 
1959. 

DeBakey,  Michael  E.;  Cooley,  Denton  A.;  Crawford, 
E.  Stanley;  and  Morris,  George  C.,  Jr.:  Surgical  Considera- 
tions of  Occlusive  Disease  of  Innominate,  Carotid,  Sub- 
clavian, and  Vertebral  Arteries,  Ann.  Surg.  149:690-710 
(May)  1959. 

Engelking,  Charles  F. : Fibrous  Dysplasia  of  the  Trachea, 
Laryngoscope  69:438-444  (April)  1959. 

Glass,  Thomas  G.,  Jr.,  and  Fischer,  Albert:  Parenteral 
Trypsin  in  Trauma,  A.M.A.  Am.  J.  Dis.  Child.  97:571-574 
(May)  1959. 

Kaufman,  Raymond:  The  Endometrium  Before  and  After 
Wedge  Resection  of  the  Ovaries  in  the  Stein-Leventhal 
Syndrome,  Am.  J.  Obst.  & Gynec.  77:1271-1385  (June) 
1959. 

Levy,  George,  and  Brewer,  Ray  L. : Pseudoxanthoma 
Elasticum,  Am.  J.  Med.  26:157-160  (Jan.)  1959. 

Lipscomb,  Harry  S. : The  Determination  of  Blood  Sugar, 
Diabetes  7:486-489  (Nov. -Dec.)  1958. 

Livesay,  W.  R.:  Clinical  and  Physiologic  Studies  in  Eb- 
stein’s Malformation,  Am.  Heart  J.  57:701-711  (May) 
1959. 

Mannheimer,  Walter  H.,  and  Keats,  Arthur  S.:  Post- 
operative Apnea  and  Respiratory  Insufficiency;  The  Role 
of  the  Relaxant  Drugs  and  Other  Etiological  Factors,  Am. 
Surgeon  24:952-958  (Dec.)  1958. 

Margolis,  Jack:  Ollier’s  Disease,  A.M.A.  Arch.  Int.  Med. 
103:279-284  (Feb.)  1959. 

McGehee,  F.  O.:  Whiplash  Injury  of  the  Cervical  Spine, 
Orthopedics  1:105-108  (March)  1959- 

McKinney,  James  R. : Topical  Anesthesia  for  Bronchos- 
copy, Laryngoscope  68:1814-1818  (Oct.)  1958. 
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McMullen,  Faber  F.,  Jr.;  Excessive  Urinary  5-Hydroxy- 
3-Indole  Acetic  Acid  in  the  Absence  of  a Metastatic  Carci- 
noid, Circulation  18:883-886  (Nov.)  1958. 

Miller,  William  F.,  and  Sproule,  Brian  J.:  Smdies  on 
the  Role  of  Intermittent  Inspiratory  Positive  Pressure  Oxy- 
gen Breathing  (IPPB/I-O2)  in  the  Treatment  of  Pulmonary 
Edema,  Dis.  Chest  35:469-479  (May)  1959. 

Morris,  George  C,  Jr.;  Dunn,  J.  Ralph;  Foster,  Riley  P.; 
and  Cooley,  Denton  A.:  Traumatic  Aortico- Ventricular  Fis- 
tula: Report  of  T^wo  Cases  Successfully  Repaired,  Am. 
Surgeon  24:883-888  (Dec.)  1958. 

Murray,  Robert  A.:  Osteomyelitis,  Orthopedics  1:60-66 
(Jan.)  1959. 

Overton,  Robert  C.;  McMurrey,  James  D.;  Fledge,  Ray- 
mond; and  DeBakey,  Michael  E. : Blood  Volume  Studies 
in  Experimental  Hemorrhagic  Shock  Treated  by  Hypo- 
thermia and  Chlorpromazine,  Am.  Surgeon  24:978-985 
(Dec.)  1958. 

Overton,  Robert  C.,  Jr.,  and  Overstreet,  John  W. : Peptic 
Bronchitis;  Case  Report  of  Mediastinal  Gastrogenic  Cyst 
with  Bronchial  Communication,  Am.  Surgeon  24:964-968 
(Dec.)  1958. 

Peddie,  George  H.,  and  Longmore,  Donald  B. : The 
Treatment  of  Hyperhidrosis  by  Upper  Dorsal  Sympathec- 
tomy Through  an  Axillary  Approach,  Am.  Surgeon  24:959- 
963  (Dec.)  1958. 

Pritchard,  Jack  A.:  Anemia  in  Obstetrics  and  Gynecol- 
ogy; An  Evaluation  of  Therapy  with  Parenteral  Iron,  Am. 
J.  Obst.  & Gynec.  77:74-85  (Jan.)  1959. 

Rippy,  Edwin  L. : Diabetes  Mellitus,  Med.  Times 
86:1475-1482  (Dec.)  1958. 

Rochelle,  J.  B. : Clinical  Evaluation  of  Win  14,020-2  as 
an  Antihypertensive  Agent,  Geriatrics  13:815-818  (Dec.) 

1958. 

Rowe,  E.  B.;  Baxter,  M.  Ruth;  and  Rowe,  Caroline  W. : 
Intramural  Hematoma  of  the  Duodenum,  A.M.A.  Arch. 
Surg.  78:560-564  (April)  1959. 

Runge,  Gretchen:  Glucose  Tolerance  in  Mongolism, 
Am.  J.  Mental  Deficiency  63:822-828  (March)  1959. 

Rutledge,  Felix:  Lymphocysts:  A Complication  of  Radical 
Pelvic  Surgery,  Am.  J.  Obst.  & Gynec.  77:1165-1175 
(June)  1959. 

Samuels,  M.  D.;  Stehlin,  John  S.;  Dale,  Sebron  C.;  and 
Howe,  Clifton  D. : A Critical  Evaluation  of  Numorphan: 
A New  Synthetic  Morphine-Like  Alkaloid,  Southern  M.  J. 
52:207-210  (Feb.)  1959. 

Sanford,  Jay  P. : Inapparent  Pyelonephritis;  The  Missing 
Link?  J.A.M.A.  169:1711-1718  (April  11)  1959- 

Sarles,  Harry  E.,  and  Levin,  William  C:  The  Role  of 
Splenectomy  in  the  Management  of  Acquired  Autoimmune 
Hemolytic  Anemia  Complicating  Systemic  Lupus  Erythema- 
tosus, Am.  J.  Med.  26:547-554  (April)  1959. 

Shapiro,  Edward  M. : Serum  Lipoproteins  in  Psoriasis,  J. 
Invest.  Dermat.  31:215-217  (Oct.)  1958. 

Shaw,  Robert  R. : Recent  Advances  in  and  Results  of 
Surgical  Treatment  of  Pulmonary  Tuberculosis,  J.  Chronic 
Dis.  9:375-384  (April)  1959. 

Singleton,  A.  O.,  Jr.,  and  Lynch,  John  B.:  Idiopathic 
Esophageal  Varices,  Am.  Surgeon  24:109-114  (Feb.)  1959. 

Singleton,  Edward  B. : Chondro-Ectodermal  Dysplasia, 
Orthopedics  1:154-155,  165  (May)  1959. 

Smart,  Don  M. : New  Type  of  Enucleation  Scissors, 
A.M.A.  Arch.  Ophth.  60:1110-1111  (Dec.)  1958. 

Strughold,  Huberms : Space  Medicine  of  the  Next  Decade 
as  Viewed  by  a Physician  and  Physiologist,  U.  S.  Armed 
Forces  Med.  J.  10:397-405  (April)  1959. 

Thomas,  Paul:  Spontaneous  Pneumothorax;  Modern  Con- 
cepts in  Etiology  and  Treatment  of  an  Important  Syndrome 
in  Military  Practice,  Military  Med.  124:116-130  (Feb.) 

1959. 


Thompson,  C.  A.:  Chickenpox  Pneumonia  Treated  with 
Prednisolone:  A Case  Report,  Ann.  Int.  Med.  49:1239-1246 
(Nov.)  1958. 

Unger,  Roger  H. : A New  Diagnostic  Procedure  for  Mild 
Diabetes  Mellitus,  Diabetes  7:455-461  (Nov.-Dee.)  1958. 

Usher,  Francis  C.,  and  Gannon,  John  P. : Marlex  Mesh,  A 
New  Plastic  Mesh  for  Replacing  Tissue  Defects;  Experi- 
mental Studies,  A.M.A.  Arch.  Surg.  78:131-137  (Jan.) 
1959. 

Usher,  Francis  C;  Ochsner,  John;  and  Tuttle,  L.  L.  D., 
Jr.:  Use  of  Marlex  Mesh  in  the  Repair  of  Incisional  Hernia, 
Am.  Surgeon  24:969-974  (Dec.)  1958. 

Usher,  Francis  C.;  Fries,  John  G.;  Ochsner,  John  L.;  and 
Tuttle,  L.  L.  D.,  Jr.:  Marlex  Mesh,  A New  Plastic  Mesh 
for  Replacing  Tissue  Defects;  Clinical  Studies,  A.M.A. 
Arch.  Surg.  78:138-145  (Jan.)  1959. 

White,  Richard  Joseph:  Carcinoma  of  the  Larger  Bile 
Ducts  Exclusive  of  the  Papilla  of  Vater,  Ann.  Surg. 
149:690-710  (May)  1959. 

Williams,  Marjorie,  and  Howard,  Shirley:  The  Associa- 
tion of  Invasive  and  in  situ  Anaplastic  Bronchogenic  Car- 
cinoma of  the  Oat  Cell  Type,  Cancer  11:939-944  (Sept.- 
Oct.)  1958. 

Wilson,  Hugh  E.,  and  Ernst,  Richard  W.:  Massive  Hemo- 
thorax Caused  by  an  Intrathoracic  Meningocele,  J.  Thoracic 
Surg.  37:387-392  (March)  1959. 

Woodson,  W.  Burbank:  A Method  of  Removing  a Nasal 
Hemangiopericytoma,  Laryngoscope  69:445-448  (April) 
1959. 

Yow,  Ellard  M. : The  Management  of  Hospital- Acquired 
Staphylococcal  Infections,  Arch.  Int.  Med.  102:948-959 
(Dec.)  1958. 

Yow,  Martha  Dukes;  Desmond,  Murdina  M.;  and  Nickey, 
Laurance  N. : The  Management  of  Staphylococcal  Disease 
in  Infants  and  Children,  J.  Pediat.  54:409-428  (April) 
1959. 


Gifts  to  the  Library 

Mrs.  Haskell  Hatfield,  El  Paso,  1 book. 

Dr.  J.  Edward  Johnson,  Austin,  5 journals. 

Dr.  Georgia  F.  Legett,  Austin,  15  journals,  12  pamphlets. 
Dr.  Patrick  1.  MeShane,  Austin,  15  journals,  10  bound 
journals,  14  books. 

Dr.  T.  G.  Price,  Austin,  115  journals. 

Dr.  Walter  Roberts,  Austin,  2 books. 

Dr.  Raleigh  R.  Ross,  Austin,  406  books. 


★ Books 


Books  Newly  Acquired 

American  Broncho-Esophagologica  Association:  Transac- 
tions of  the  38th  Annual  Meeting,  published  by  the  Asso- 
ciation, 1958. 

Carter,  Richard:  The  Doctor  Business,  Garden  City, 
N.  Y.,  Doubleday,  1958. 

Cecil,  Russell  L.,  and  Loeb,  Robert:  Textbook  of  Medi- 
cine, ed.  10,  Philadelphia,  Saunders,  1959. 

Cullen,  Stuart  C. : Anesthesia,  A Manual  for  Students  and 
Physicians,  ed.  5,  Chicago,  Year  Book  Publishers,  1957. 

Directory  of  Medical  Specialists,  vol.  9,  1959,  Chicago, 
Marquis,  1959. 

Halstead,  Bruce  W. : Dangerous  Marine  Animals,  Cam- 
bridge, Md.,  Cornell  Maritime  Press,  1959. 
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Hughes,  E.  S.  R.:  Surgery  of  the  Anus,  Anal  Canal,  and 
Rectum,  Edinburgh,  Livingstone,  1957. 

Keys,  Thomas  E.:  Applied  Medical  Library  Practice, 
Springfield,  111.,  Charles  C Thomas,  1958. 

McKusock,  Victor  A.:  Cardiovascular  Sound  in  Health 
and  Disease,  Baltimore,  Williams  and  Wilkins,  1958. 

Miroyiannis,  Stanley  D. : 501  Questions  and  Answers  in 
Anatomy,  New  York,  Vantage  Press,  1959. 

Moyer,  John  H.  (Ed.):  Hypertension,  Philadelphia, 
Saunders,  1959. 

Ross  Laboratories:  Amino  Acid  and  Protein  Metabolism, 
Ross  Conference  on  Pediatric  Research,  30th  Report,  Co- 
lumbus, Ohio,  1959. 

Ross  Laboratories:  Immunity  and  Resistance  to  Infection 
in  Early  Infancy,  Ross  Conference  on  Pediatric  Research, 
29th  Report,  Columbus,  Ohio,  1959. 

Year  Book  of  Neurology,  Psychiatry  and  Neurosurgery, 
Chicago,  Year  Book  Publishers,  1958-59. 


Book  Notes 

Fundamentals  of  Electrocardiography 
And  Vectorcardiography 

Lawrence  E.  Lamb,  M.D.,  Direaor  of  Cardiology  and  Chief, 
Department  of  Internal  Medicine.  Air  University,  School  of 
Aviation  Medicine,  USAF,  Randolph  Air  Force  Base.  142 
pages.  $9-50.  Springfield,  111.,  Charles  C Thomas,  1957. 

Dr.  Lamb  begins  his  book  with  a clear  and  well  pre- 
sented review  of  vectors.  His  "fundamental  cellular  con- 
cepts” reviews  the  phenomona  which  create  the  potentials 
we  are  smdying  in  our  electronic  search  of  heart  action. 
The  correlation  of  the  origin,  mode  of  conduction,  and 
visualization,  with  the  clinical  interpretation  of  normal  and 
abnormal  states  (both  pathological  and  those  pharmacolog- 
ically induced ) , is  well  covered. 

The  three  visualizing  instruments,  the  string  gauge  gal- 
vanometer, the  direct  writing  instrument,  and  the  cathode 
ray  oscilloscope  are  discussed  along  with  the  fundamentals 
of  electrocardiographic  leads.  All  this  is  part  of  the  "hard- 
ware” making  the  information  possible.  Normal  electro- 
cardiograms are  discussed  and  then  vectorcardiograms.  The 
various  dismrbances  of  rhythm  are  included.  Dr.  Lamb  has 
displayed  rare  talent  in  trying  to  hold  an  inexact  subject  to 
as  exact  measurements  as  possible.  We  are  governed  by  the 
exact  laws  of  electronics  in  our  studies  and  instrumentation 
and  yet  we  are  handicapped  by  a remote  organ  with  poor 
conductive  pathways  of  a heterogenous  namre.  The  zero 
center  of  the  body  (volume  conductor)  potential  is  a 
stumbling  block  and  is  not  centrically  located  as  Dr.  Lamb 
explains.  We  are  also  dealing  with  small  potentials  of  the 
order  of  a few  millivolts  which  require  amplification  sev- 
eral hundreds  of  thousands  of  times. 

The  book  is  well  and  clearly  written  and  is  a good  work 
for  both  reference  and  teaching.  It  contains  an  index,  inter- 
pretative tables,  and  a complete  spatial  QRS-T  angle  chart. 
Dr.  Lamb  feels  the  QRS-T  angle  can  mean  more  and  more 
in  our  evaluation  of  cardiac  conditions.  The  table  of  con- 
tents is  detailed,  and  any  subject  matter  is  easily  and  quick- 
ly found. 

It  could  well  be  that  the  fumre  of  interpretation  of 
cardiac  condition  will  be  more  and  more  dependent  upon 
that  great  tool  of  electronics — the  cathode  ray  tube  ("TV” 
to  us).  Hence,  it  is  well  for  us  to  begin  now  to  familiarize 
ourselves  with  its  uses  and  functions.  Dr.  Lamb’s  book 
makes  a good  starting  point. 

— David  R.  Womack,  M.D.,  Austin. 


Atlas  of  Eye  Surgery 

R.  Townley  Paton,  M.D.,  F.A.C.S.,  Surgeon-Director, 

Manhattan  Eye,  Eat,  and  Throat  Hospital;  Clinical  Professor 
of  Ophthalmology,  New  York  University  School  of  Medicine, 
and  Herbert  M.  Katzin,  M.D.,  F.A.C.S.,  Director,  Eye 
Bank  Laboratory;  Associate  Surgeon,  Manhattan  Eye,  Ear,  and 
Throat  Hospital.  248  pages.  $15.  New  York,  McGraw-Hill 
Book  Company,  1957. 

This  beautifully  illustrated  atlas  of  eye  surgery  is  intended 
primarily  for  residents  in  ophthalmology.  A profusion  of 
line  drawings  clearly  picmres,  step  by  step,  the  various 
procedures  described,  leaving  little  to  be  filled  in  by  the 
neophyte  eye  surgeon.  The  main  topics  covered  are  anes- 
thesia, operations  for  cataract,  glaucoma,  retinal  detachment, 
corneal  transplantation,  enucleation,  evisceration,  extraocular 
muscles,  pterygium.  Several  variations  of  procedure  are 
described  under  each  category  of  operation,  preceded  by  a 
brief  text  which  includes  suggested  postoperative  care. 

Although  the  book  is  primarily  written  for  the  resident, 
the  experienced  surgeon  can  gain  a fresh  viewpoint  from 
the  techniques  illustrated.  In  some  instances  a change  might 
be  the  answer  to  some  worrisome  problem. 

The  authors  are  to  be  congramlated  on  filling  a great  gap 
in  the  training  of  the  ophthalmic  surgeon. 

— Irwin  H.  Stolzar,  M.D.,  Longview. 

Method  of  Anatomy 

J.  C.  Boileau  Grant,  M.B.,  F.R.C.S.  (Edin.),  Professor 
Emeritus  of  Anatomy  in  the  University  of  Toronto  and  Curator 
of  the  Anatomy  Museum,  ed.  6,  879  pages.  $11.  Baltimore, 
Williams  and  Wilkins  Company,  1958. 

The  sixth  edition  has  been  revised  throughout.  New 
material  has  been  added,  such  as  the  lubrication  of  joints, 
neurovascular  hila  of  muscles,  electromyography,  the  erup- 
tion of  the  teeth,  and  recent  information  on  the  fusion 
times  of  epiphyses.  Thirty-four  new  illustrations  have  been 
added.  The  new  international  anatomical  nomenclamre  or 
N.A.P.,  replaces  the  B.N.A.  and  its  Birmingham  Revision 
of  previous  editions,  but  where  the  new  and  old  terms 
differ  substantially  from  each  other,  the  B.N.A.  term  is 
given  in  brackets.  Professor  Grant  has  meant  the  book  to 
be  a working  instrument  designed  to  make  anatomy  ra- 
tional, interesting,  and  of  direct  application  to  the  problems 
of  medicine  and  surgery. 

Tumors  of  the  Lungs  and  Mediastinum 

B.  M.  Fried,  M.D.,  F.C.C.P.,  Associate  Attending  Physician. 
Montefiore  Hospital,  New  York,  and  Associate  Visiting  Physi- 
cian, Morrisania  City  Hospital.  New  York.  467  pages.  $13.50. 
Philadelphia,  Lea  & Febiger,  1958. 

The  author  first  became  interested  in  this  subject  in  the 
early  1920’s  when  he  performed  an  autopsy  on  a patient 
who  died  of  cancer  in  a sanatorium  for  consumptives.  The 
patient  had  been  referred  to  the  institution  with  a diagnosis 
of  mberculosis,  made  by  eminent  physicians.  Even  at  the 
sanatorium,  a distinguished  internist  had  made  a diagnosis 
of  "fibroid  mberculosis.” 

Since  then  much  work  and  research — spurred  on  by 
Evarts  Graham  in  particular — has  increased  the  interest  and 
shown  the  greater  frequency  of  cancer  of  the  lungs  than 
was  formerly  appreciated. 

There  are  a number  of  contributing  authors  in  the 
fields  of  surgery,  internal  medicine,  and  radiology  included 
in  the  book. 

The  book  contains  chapters  on  histogenesis,  classification, 
etiology,  clinical  manifestations  and  metastatic  manifesta- 
tions, diagnostic  procedures,  radiology,  pulmonary  function. 
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surgical  treatment,  radiotherapy,  adenoma,  and  cylindroma 
and  rare  tumors. 

It  is  well  illustrated  with  microphotographs  of  tissue  sec- 
tions, photographs  of  gross  pathology,  and  the  reproduc- 
tions of  x-ray  plates,  which  are  especially  good. 

The  author  believes  as  many  others  do  that  cigarette 
smoking  plays  a definite  factor  in  the  causation  of  lung 
cancer. 

Interestingly,  it  is  noted  that  the  time  lag  between  the 
first  symptoms  and  definite  diagnosis,  which  was  several 
months  in  a group  of  2;000  patients  cited,  has  not  de- 
creased in  the  last  decade  as  might  be  expected  with  more 
understanding  of  the  disease  and  more  perfected  techniques 
of  diagnosis,  but  has  actually  increased  a little,  because  of 
the  effect  of  antibiotics  on  symptom  manifestations. 

The  author  emphasizes  the  necessity  of  teamwork  in 
diagnosis  and  treatment — involving  the  internist,  surgeon, 
radiologist,  pathologist,  and  others. 

Although  the  treatment  as  far  as  cure  goes  is  almost 
totally  surgical — both  surgery  and  radiotherapy  are  used  in 
palliative  treatment.  The  percentage  of  5 year  cures  is  still 
small. 

Considerable  space  is  given  to  treatment  in  general,  but 
the  author  does  not  go  into  the  technical  details  of  treat- 
ment— impossible  in  a volume  of  this  size. 

This  book  should  be  of  interest  to  the  many  physicians, 
including  the  specialists  most  directly  involved,  as  it  gives 
clearly  a bird’s  eye  view  of  all  phases  of  the  problem  in 
a relatively  small  volume.  It  should  be  especially  valuable 
to  the  general  practitioner  who  probably  has  the  first  shot 
at  most  of  these  patients. 

— Ernest  H.  Morris,  M.D.,  Canadian. 

The  Cervical  Syndrome 

Ruth  Jackson,  M.D.,  F.A.C.S.,  Clinical  Assistant  Professor 
of  Orthopaedic  Surgery,  University  of  Texas,  Southwestern 
Medical  School,  Dallas.  176  pages.  $6.50.  Springfield,  111. 
Charles  C Thomas,  Publisher,  1958 

This  monograph  is  a succinct  exposition  of  the  anatomy, 
mechanisms,  etiology,  diagnosis,  differential  diagnosis,  and 
treatment  of  the  cervical  syndrome:  "...  a group  of  symp- 
toms and  clinical  findings  which  occurs  as  a result  of 
irritation  or  compression  of  the  cervical  nerve  roots  in  or 
about  the  intervertebral  foramina  . . .”  Dr.  Jackson  empha- 
sizes the  boundaries  of  the  neuroforamina  as  including  the 
uncovertebral  joints  rather  than  the  nucleus  pulposus.  She 
also  points  out  the  widespread  ramifications  of  referred 
pain  in  both  the  somatic  and  the  sympathetic  nervous 
systems  resulting  in  varying  presenting  complaints.  The 
section  on  treatment  is  based  on  a large  experience  on  the 
part  of  the  author  and  can  be  read  fruitfully  by  all  who 
care  for  these  patients. 

Your  Blood  Pressure 

William  A.  Brams,  M.D.  ed.  1.  160  pages.  $2.95.  Phila- 
delphia, J.  B.  Lippincott,  1956. 

A Synopsis  of  Surgicol  Anatomy 

Alexander  Lee  McGregor,  M.Ch.  (Edin.),  F.R.C.S. 

( Eng. ) , Consulting  Surgeon,  Johannesburg  General  Flospital, 
Flonorary  Research  Associate,  University  of  the  Witwatersrand. 
ed.  8.  808  pages.  $7.  Baltimore,  Williams  and  Wilkins,  1957. 

Orthopedic  Surgery  in  the 
European  Theater  of  Operations 
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Speakers  Announced  for 
Public  Relations  Conference 

A slate  of  speakers  expert  in  the  field  of  public  relations 
is  being  obtained  for  the  Public  Relations  Conference  to 
be  held  by  the  Texas  Medical  Association  in  conjunction 
with  an  Orientation  Program  for  new  and  transfer  mem- 
bers and  the  first  meeting  of  the  newly  reorganized  Execu- 
tive Board.  The  dates  are  September  26-27;  the  place.  As- 
sociation headquarters  in  Austin. 

Kenneth  W.  Haagensen,  Milwaukee,  director  of  public 
relations  for  Allis-Chalmers  Manufacturing  Company;  Nel- 
son J.  Young,  Detroit,  professional  management  counselor; 
and  Dr.  Donald  E.  Stubbs,  Washington,  D.  C,  chairman 
of  the  board  of  directors  for  Blue  Shield  Medical  Care 
Plans,  will  highlight  the  morning  program  on  Saturday. 
They  will  be  followed  by  a showing  of  the  new  American 
Medical  Association  movie,  "I  Am  a Doctor,”  designed  to 
attract  outstanding  students  into  a career  in  medicine. 

Dr.  Frederick  C.  Swartz,  Lansing,  Mich.,  chairman  of  the 
AMA  Committee  on  Aging,  will  begin  the  afternoon  pro- 
gram. Bill  Bernard,  Dallas,  bureau  chief  for  the  Associated 
Press;  W.  E.  Berger,  Hondo,  editor  of  the  Hondo  Anvil- 
Herald;  Bob  Reid,  El  Paso,  member  of  the  public  rela- 
tions firm  of  Mott,  Reid  and  McFall;  and  Dr.  A.  Fletcher 
Clark,  Jr.,  San  Antonio,  member  of  the  Texas  Medical 
Association  Council  on  Public  Relations  and  Public  Serv- 
ice, will  present  a panel  discussion  on  building  more  effec- 
tive liaison  between  the  press  and  medicine. 

Chester  Lauck,  Houston,  "Lum”  of  "Lum  and  Abner” 
fame,  and  now  with  Continental  Oil  Company,  will  con- 
clude the  formal  program  with  an  address  on  "Preserving 
the  American  Traditions  of  Free  Enterprise.” 

A hospitality  hour  courtesy  of  the  Charles  O.  Finley  and 
Company  and  an  opportunity  to  attend  the  football  game 
featuring  the  Universities  of  Maryland  and  Texas  will 
complete  the  day’s  activities,  to  which  all  members  of  the 
Association  and  its  Woman’s  Auxiliary  are  invited.  Orien- 
tees  will  participate  in  part  of  the  program  outlined  but 
will  have  some  special  presentations  on  the  services  of  the 
Texas  Medical  Association  and  certain  socioeconomic,  legal, 
and  ethical  consideration  in  medical  practice. 

Dr.  F.  W.  Yeager,  President  of  the  Association,  will  pre- 
side over  the  Executive  Board  at  a Sunday  morning  meet- 
ing. A number  of  Association  committees  and  councils  are 
expected  to  meet  during  the  week  end. 

Immediately  preceding  the  Association’s  week  end  ac- 
tivities, the  Woman’s  Auxiliary  will  hold  Executive  Board 
and  School  of  Instruction  sessions  in  Austin,  September  24 
and  25. 
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Col.  John  Boyd  Coates,  Jr.,  M.C.,  Editor  in  Chief.  397 
pages.  Washington,  D.  C.,  Office  of  the  Surgeon  General, 
Department  of  the  Army,  1956. 
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1960  Annual  Session  Plans  Under  Way 

Although  not  scheduled  until  April  9-12,  I960,  the  next 
Texas  Medical  Association  annual  session  is  already  taking 
shape  for  Fort  Worth.  Hotel  headquarters  have  been  se- 
lected, guest  speakers  are  being  obtained,  papers  for  pro- 
grams are  being  solicited,  exhibits  are  being  considered, 
and  entertainment  is  being  discussed. 

The  Hotel  Texas  will  be  headquarters  for  Association 
activities,  although  some  scientific  and  other  sessions  of 
the  Association  and  related  specialty  groups  will  be  held 
at  the  Worth  and  Hilton  Hotels  and  possibly  elsewhere. 
The  Hilton  Hotel  will  be  headquarters  for  the  Woman’s 
Auxiliary. 

At  press  time  10  guests  had  accepted  invitations  to 
participate  in  the  I960  session.  A total  of  25  is  anticipated, 
representing  all  major  fields  of  specialization.  Dr.  Louis 
M.  Orr  of  Orlando,  Fla.,  President  of  the  American  Medical 
Association,  will  address  the  Texas  doctors. 

Officers  of  the  Association’s  nine  scientific  sections  and 
of  the  score  of  specialty  organizations  that  meet  in  con- 
junction with  the  annual  session  are  working  out  details  of 
their  programs.  Anyone  wishing  to  offer  a paper  for  the 
program  is  encouraged  to  get  in  touch  promptly  with  the 
appropriate  officers  as  some  programs  already  are  nearing 
completion  on  a tentative  basis.  Names  of  section  officers 
were  published  as  a part  of  the  list  of  officers  in  the  June 
Journal  (page  549).  An  official  contact  for  specialty  soci- 
eties may  be  ascertained  from  the  Coming  Meetings  list 
published  in  each  issue. 

Inquiries  about  scientific  exhibits  may  be  addressed  to 
Dr.  J.  Edward  Johnson,  chairman  of  the  Committee  on 
Scientific  Exhibits,  Texas  Medical  Association,  1801  North 
Lamar  Boulevard,  Austin.  Information  about  space  for  com- 
mercial exhibits  may  be  obtained  from  the  exhibit  manager 
at  the  same  address. 

Dr.  L.  Bonham  Jones,  San  Antonio,  is  chairman  of  the 
Council  on  Annual  Session,  which  is  coordinating  and  super- 
vising the  entire  annual  session  operation.  He  has  called 
a meeting  of  the  council  with  representatives  from  the 
sections  and  specialty  societies  fojr . September  13  in  Austin 
for  reports  on  progress  since  the  initial  meeting  of  this 
group  in  May.  Dr.  Joseph  H.  Steger,  Fort  Worth,  is  chair- 
man of  the  local  Committee  on  General  Arrangements. 
Mrs.  William  W.  McKinney,  Fort  Worth,  is  convention 
chairman  for  the  Woman’s  Auxiliary.  - 


Headquarters  Undergoing  Remodeling 

Remodeling  of  the  Texas  Medical  Association  head- 
quarters building  in  Austin  to  keep  pace  with  current  de- 
mands and  those  of  the  immediate  future  is  now  under 
way  at  a cost  of  $15,000. 

Installation  of  better  lighting  in  the  basement  will  make 
possible  satisfactory  stack  space  to  take  care  of  growing 
demands  of  the  Library  collection.  Heavy  duty  electrical 
outlets  in  the  north  end  of  the  basement  for  catering  service 
will  help  the  serving  of  luncheon  during  January  and 
September  meetings  when  several  hundred  are  fed. 

A study  of  possible  provision  of  a meeting  room  to  ac- 
commodate 100  to  150  persons  resulted  in  a decision  not 
to  go  into  such  a program,  expensive  in  dollars  and  space, 
when  a room  of  this  type  is  needed  generally  only  twice  a 
year.  An  area  of  the  Library  on  the  first  floor  which  has 
been  draped  for  orientation  programs  twice  will  be  used 
as  required. 

Partitions  will  provide  private  offices  for  the  assistant 
executive  secretary  and  the  business  manager;  a private 


entrance  into  the  office  of  the  advertising  and  exhibit 
manager  will  be  cut  through  from  the  hall;  partitioning 
and  relighting  will  improve  the  room  used  for  printing  and 
mailing;  a closet  for  janitorial  supplies  will  be  installed  in 
the  vestibule  at  the  north  end  of  the  first  floor;  a small 
storage  room  at  the  north  end  of  the  first  floor  will  be 
converted  to  office  space;  and  relighting  will  be  carried  out 
in  several  areas. 

Although  no  remodeling  or  change  in  decor  or  furniture 
is  contemplated,  the  Woman’s  Auxiliary  lounge  on  the 
second  floor  will  be  relighted  and  will  be  made  more 
functional. 

This  remodeling  program  was  adopted  by  the  Board  of 
Trustees  after  careful  evaluation  of  existing  utilization  of 
the  building  by  the  staff  and  by  the  architectural  firm  of 
Jessen,  Jessen,  Millhouse,  and  Greeven  of  Austin,  which  was 
asked  to  draw  up  plans  for  the  authorized  projects.  Bids 
from  seven  general  contractors  were  received,  and  the  con- 
tract was  awarded  to  the  lowest  bidder,  Joe  Badgett  Gen- 
eral Contractor  of  Austin,  whose  base  proposal  was  $12,397. 

This  remodeling  of  the  headquarters  building  is  the  first 
major  work  done  since  completion  of  the  structure  in  1948. 


American 

^ Medical  Association 


AMA  Acts  on  Free  Choice, 

Osteopathy,  Social  Security 

Belief  in  the  principle  of  free  choice  of  physician  or  of 
the  patient’s  right  to  select  his  preferred  system  of  medical 
care,  permission  to  doctors  of  medicine  to  teach  students  in 
osteopathic  colleges  which  are  being  converted  into  approved 
medical  schools,  and  opposition  to  compulsory  social  security 
coverage  for  self-employed  physicians  were  major  policies 
adopted  by  the  House  of  Delegates  of  the  American  Medi- 
cal Association  during  the  June  8-12  annual  session  in 
Atlantic  City. 

Another  highlight  of  the  meeting  was  an  address  by 
President  Dwight  D.  Eisenhower,  who  told  an  overflow 
audience  that  the  "private  arrangement  between  doctor  and 
patient’’  should  be  protected  because  without  it  "we  shall 
all  have  suffered  a great  loss.”  The  President  warned  that 
inflation  is  the  greatest  danger  to  free  enterprise  practice  of 
medicine  and  urged  physicians  to  join  other  citizens  in 
fighting  inflation. 

The  President  spoke  at  inaugural  ceremonies  for  Dr. 
Louis  M.  Orr  of  Orlando,  Fla.,  as  President  of  the  AMA. 
Scheduled  to  succeed  Dr.  Orr  a year  hence  is  Dr.  E.  'Vincent 
Askey  of  Los  Angeles,  speaker  of  the  House  of  Delegates 
since  1955. 

Commission  on  Medical  Core  Plans 

Among  recommendations  relating  to  a report  of  the  Com- 
mission on  Medical  Care  Plans  adopted  by  the  House  were 
the  following: 

"In  an  effort  to  decrease,  or  at  least  to  prevent  an  in- 
crease, in  the  over-all  cost  of  health  care,  study  should  be 
given  to  the  removal  of  the  requirement  of  hospital  admis- 
sion as  the  only  condition  under  which  payment  of  certain 
benefits  will  be  made.” 

"Medical  care  plans  should  be  encouraged  to  increase 
their  efforts  to  provide  health  education  and  information 
concerning  the  coverage  of  their  subscribers.” 

"The  American  Medical  Association  believes  that  free 
choice  of  physician  is  the  right  of  every  individual  and  one 
which  he  should  be  free  to  exercise  as  he  chooses.  Each 
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individual  should  be  accorded  the  privilege  to  select  and 
change  his  physician  at  will  or  to  select  his  preferred  sys- 
tem of  medical  care  and  the  American  Medical  Association 
vigorously  supports  the  right  of  the  individual  to  choose 
between  these  alternatives.” 

" Tree  choice  of  physician’  is  an  important  factor  in  the 
provision  of  good  medical  care.  In  order  that  the  principle 
of  ’free  choice  of  physician’  be  maintained  and  be  fully 
implemented,  the  medical  profession  should  discharge  more 
vigorously  its  self-imposed  responsibility  for  assuring  the 
competency  of  physicians’  services  and  their  provision  at  a 
cost  which  people  can  afford.” 

"Those  who  receive  medical  care  benefits  as  a result  of 
colleaive  bargaining  should  have  the  widest  possible  choice 
from  among  medical  care  plans  for  the  provision  of  such 
care.” 

Medicine  and  Osteopathy 

A policy  statement  relating  to  interprofessional  relations 
was  adopted  as  follows: 

"(A)  All  voluntary  professional  associations  between 
doctors  of  medicine  and  those  who  practice  a system  of 
healing  not  based  on  scientific  principles  are  unethical. 

"(B)  Enactment  of  medical  practice  aas  requiring  all 
who  practice  as  physicians  and  surgeons  to  meet  the  same 
qualifications,  take  the  same  examinations,  and  graduate 
from  schools  approved  by  the  same  agency  should  be  en- 
couraged by  the  constituent  associations. 

"(C)  It  shall  not  be  considered  contrary  to  the  Principles 
of  Medical  Ethics  for  doctors  of  medicine  to  teach  students 
in  an  osteopathic  college  which  is  in  the  process  of  being 
converted  into  an  approved  medical  school  under  the  super- 
vision of  the  A.M.A.  Council  on  Medical  Education  and 
Hospitals. 

"(D)  A liaison  committee  be  appointed  by  the  Board  of 
Trustees  of  the  American  Medical  Association  to  meet  with 
representatives  of  the  American  Osteopathic  Association,  if 
mutually  agreeable,  to  consider  problems  of  common  con- 
cern including  inter-professional  relationships  on  a national 
level.” 

The  House  also  recommended  that  the  AMA  representa- 
tives on  the  Joint  Commission  for  Accreditation  of  Hospitals 
suggest  to  the  commission  that  they  inspect  upon  request 
and  consider  for  accreditation  without  prejudice  those  hos- 
pitals required  by  law  to  admit  osteopathic  physicians  to 
their  staff. 

Social  Security 

The  House  adopted  a resolution  reaffirming  its  opposi- 
tion to  the  compulsory  inclusion  of  physicians  under  social 
security.  The  House  also  recognized  "the  apparent  growing 
demand  by  physicians  for  economic  security”  and  requested 
the  Board  of  Trustees  to  investigate  the  possibilities  of 
developing  group  insurance  and  retirement  plans  which 
could  be  made  available  to  Association  members. 

Preparation  for  General  Practice 

The  final  report  of  the  Committee  on  Preparation  for 
General  Practice  was  approved.  The  report  proposes  a new 
2 year  internship  program  for  medical  school  graduates 
planning  to  become  family  physicians,  including  a basic 
minimum  of  18  months  of  hospital  training  in  the  diag- 
nostic, therapeutic,  psychiatric,  preventive,  and  rehabilitative 
aspects  of  medicine  and  pediatrics  in  a very  broad  sense, 
including  care  of  the  newborn.  A physician  then  could  elect 
to  spend  the  remaining  6 months  for  additional  training  in 
other  segments  of  the  program.  Participants  who  plan  to 
practice  obstetrics  would  be  expected  to  spend  at  least  4 
months  of  the  elective  period  in  obstetrical  training. 


Miseellaneaus  Aetien 

The  House  also: 

Urged  physicians  to  participate  more  fully  in  community 
activities  including  socio-economic  matters. 

Approved  the  inclusion  of  Today’s  Health,  AMA  News, 
Journal  of  the  AMA,  and  a specialty  journal  as  a benefit 
of  dues-paying  members. 

Recommended  that  state  medical  societies,  where  advis- 
able, initiate  legislative  efforts  to  eliminate  cancer  quackery. 

Received  a progress  report  indicating  "phenomenal  pro- 
gress” in  the  field  of  health  insurance  coverage  for  the 
aged. 

Urged  every  AMA  member  to  give  a substantial  gift 
through  the  American  Medical  Education  Foundation. 


Texas  Names  in  AMA  News 

Texans  made  the  headlines  in  connection  with  the  Ameri- 
can Medical  Association’s  1959  annual  session. 

Winner  of  the  distinguished  service  medal,  one  of  the 
coveted  prizes  in  American  medicine,  was  Dr.  Michael  E. 
DeBakey,  Houston  surgeon.  Elected  to  the  vice-speakership 
of  the  House  of  Delegates,  a position  which  often  leads  to 
the  speakership  and  to  places  of  even  higher  responsibility, 
was  Dr.  Milford  O.  Rouse  of  Dallas.  Dr.  Charles  T.  Stone, 
Sr.,  Galveston,  was  reelected  to  the  Council  on  Medical 
Education  and  Hospitals. 

Three  scientific  exhibits  from  Texas  won  recognition.  A 
bronze  medal  went  to  an  exhibit  on  linoleic  acid  in  infant 
feeding  displayed  by  a group  from  the  University  of  Texas 
Medical  Branch,  Galveston,  including  Drs.  Arild  E.  Hansen, 
Hilda  F.  Wiese,  Arr  Nell  Boelsche,  Mary  Ellen  Haggard, 

Dr.  Michael  E.  DeBakey,  chairman 
of  the  Department  of  Surgery  at  Bay- 
lor University  College  of  Medicine, 
received  the  AMA's  distinguished  serv- 
ice medal  this  year  primarily  for  pio- 
neer work  in  cardiovascular  surgery. 

A graduate  of  Tulane  University 
School  of  Medicine,  Dr.  DeBakey  has 
been  a member  of  the  AMA  Council 
on  Scientific  Assembly  since  1950, 
won  the  Matas  Award  for  his  work  in 
vascular  surgery  in  1954,  received 
the  legion  of  merit  in  1946  for  his 
work  as  director  of  the  Surgical  Con- 
sultants Division  in  the  office  of  the 
Army  Surgeon  General,  and  now 
serves  on  the  National  Advisory  Heart 
Council. 

Dr.  Milford  O.  Rouse,  chairman  of 
the  Texas  delegation  to  the  American 
Medical  Association  House  of  Dele- 
gotes;  president  of  the  Southern  Med- 
ical Association;  past  president  of  the 
Texas  Medical  Association,  Dallas 
Southern  Clinical  Society,  and  Texas 
Society  of  Gastroenterologists  and 
Proctologists;  and  clinical  professor  of 
medicine  (gastroenterology)  at  South- 
western Medical  School  of  the  Uni- 
versity of  Texas,  has  been  elected 
vice-speaker  of  the  AMA  House  of 
Delegates. 
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Doris  J.  D.  Adam,  and  Helen  Davis.  Certificates  of  merit 
went  to  Drs.  E.  Stanley  Crawford,  Michael  E.  DeBakey, 
and  George  C.  Morris  of  Houston  for  a presentation  of 
"Surgical  Considerations  in  the  Treatment  of  Cerebral  Ar- 
terial Insufficiency”  and  to  Drs.  Otis  O.  Benson,  Paul  A. 
Campbell,  and  Irving  B.  Davis  of  Randolph  Air  Force  Base 
for  an  exhibit  on  "Space  Medicine  Research.” 

Scientific  exhibitors  other  than  the  winners  previously 
mentioned  included  Drs.  David  M.  Cameron,  El  Paso;  Rob- 
ert Radding,  Houston;  Guenter  Corssen,  George  W.  N. 
Eggers,  Jr.,  and  Charles  R.  Allen,  Galveston;  George  Pra- 
zak  and  John  S.  Ferguson,  Fort  Sam  Houston;  Edward  H. 
Vogel,  Wilfred  T.  Tumbusch,  and  Duane  L.  Larson,  Fort 
Sam  Houston;  Dennis  M.  Voulgaris,  Wharton;  R.  D. 
Haines,  R.  A.  Murray,  W.  N.  Powell,  A.  W.  Sommer,  and 
W.  A.  Ross,  Temple;  G.  W.  N.  Eggers  and  E.  Burke  Evans, 
Galveston;  Marjorie  Williams  and  Shirley  A.  Howard,  Tem- 
ple; Quellin  T.  Box,  Cecilia  Y.  Willard,  and  Arild  E. 
Hansen,  Galveston;  and  Francis  C Usher,  John  R.  Hill, 
John  Ochsner,  and  L.  L.  D.  Tuttle,  Jr.,  Houston. 

Appearing  on  the  scientific  programs  were  Drs.  John  M. 
Knox,  A.  C.  Griffin,  and  R.  E.  Hakim  of  Houston;  Andrew 
S.  Tomb,  Victoria;  Ben  T.  Withers,  Houston;  Paul  A. 
Campbell,  Randolph  Air  Force  Base;  Charles  C.  Pixley,  Fort 
Sam  Houston;  Helen  Davis,  Galveston;  and  Lewis  A. 
Leavitt,  Houston. 

Dr.  Charles  T.  Stone,  Sr.,  Galveston,  was  delegate  for 
the  Section  on  Internal  Medicine  in  the  House  of  Delegates. 
Dr.  John  D.  Singleton,  Dallas,  was  on  the  nominating 
committee  for  the  Section  on  Laryngology,  Otology,  and 
Rhinology.  Dr.  Arild  E.  Hansen,  Galveston,  was  secretary 
of  the  Section  on  Pediatrics.  Dr.  Lewis  A.  Leavitt,  Houston, 
was  vice-chairman  of  the  Section  on  Physical  Medicine. 

As  mentioned  in  an  earlier  story  on  the  AMA  meeting, 
Texas  delegates  assisted  with  reference  committee  assign- 
ments. 

Attending  the  AMA  meeting  partly  as  guests  of  the  Texas 
Medical  Association  were  representatives  of  the  three  Texas 
chapters  of  the  Student  American  Medical  Association ; 
Lawrence  O.  Baum,  Jr.,  Baylor,  who  also  in  Atlantic  City 
was  presented  second  prize  in  the  national  essay  contest 
sponsored  by  the  American  College  of  Chest  Physicians; 
Joe  Max  Word,  Southwestern;  and  Charles  Frank  Webber, 
University  of  Texas  Medical  Branch. 

At  the  Woman’s  Auxiliary  convention,  Texas  won  an 
award  for  making  the  largest  contribution  to  the  American 
Medical  Education  Foundation,  the  Texas  Auxiliary  figure 
being  just  over  $17,000.  Navarro  County  Auxiliary  was  one 
of  five  county  groups  recognized  for  its  AMEF  contribution, 
a total  of  $700  or  $22.22  per  capita.  Mrs.  Haskell  D.  Hat- 
field, El  Paso,  President  of  the  Texas  Auxiliary,  not  only 
presented  the  state  report  but  also  gave  a discussion  on 
safety  and  acted  as  a teller.  She  will  serve  on  the  nominat- 
ing committee  during  this  year.  Mrs.  George  Turner,  also 
of  El  Paso,  and  historian  for  the  national  Auxiliary  last 
year  and  this,  showed  a film  on  "Crusade  for  Freedom.” 
Mrs.  Turner  was  awarded  an  honorary  life  membership  in 
the  Auxiliary. 

Texas  also  was  in  the  news  at  Atlantic  City  as  the  next 
site  for  the  AMA  clinical  session,  scheduled  for  December 
1-4,  1959,  in  Dallas. 

Nutrition  in  Pregnancy  Monograph  Subject 

A monograph  containing  five  papers  presented  at  a 
symposium  on  "Nutrition  in  Pregnancy”  in  Columbia,  Mo., 
in  October,  1957,  issued  by  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association,  may  be 
obtained  without  charge  from  the  council,  535  North 
Dearborn  Street,  Chicago  10. 


Booklet  on  Teen-Ager  Prepared 

A booklet  with  suggestions  for  helping  young  people 
overcome  some  of  their  difficulties  has  been  published  by 
the  Joint  Committee  on  Health  Problems  in  Education  of 
the  National  Education  Association  and  the  American 
Medical  Association.  Entitled  "As  Others  See  Us,”  the  book- 
let covers  such  areas  as  physical  appearance,  poise  and 
gracefulness,  personal  characteristics,  and  physical  defects 
as  they  affect  the  adolescent.  Single  copies  at  25  cents  each 
and  quantities  at  a discount  may  be  obtained  from  the 
AMA,  535  N.  Dearborn,  Chicago  10. 


^ County  Societies 


County  Society  Briefs 

"Diaphragmatic  Hiatus  Hernia”  was  the  subject  of  the 
March  10  meeting  of  the  Dallas  County  Medical  Society. 
Speakers  included  Dr.  A.  D.  Sears,  Dr.  John  S.  Bagwell, 
Dr.  Louis  Kregel,  and  Dr.  Eldon  K.  Siebel,  all  of  Dallas. 
On  April  14,  the  society  heard  a talk  on  "Primary  Treat- 
ment of  Mammary  Carcinoma  by  Criteria  of  Biologic  Po- 
tential,” by  Dr.  Ian  Macdonald,  professor  of  surgery  at  the 
University  of  Southern  California  School  of  Medicine,  Los 
Angeles. 

The  Pecos-Jeff  Davis-Presidio-Brewster  Counties  Society 
will  have  dinner  and  a program  on  surgery  August  4 at 
Cathedral  Mountain  Lodge,  Alpine. 

A talk  on  malpractice  by  Philip  R.  Overton,  general  coun- 
sel of  the  Texas  Medical  Association,  and  another  on  pub- 
lic relations  and  socio-economic  considerations  in  medical 
practice  by  C.  Lincoln  Williston,  executive  secretary  of  the 
Association,  will  be  feamred  at  a dinner  meeting  of  the 
Bell  County  Society  in  Temple  August  5.  Both  speakers  re- 
side in  Austin. 

Dr.  Jerry  A.  Stirman,  professor  of  surgery  at  Southwest- 
ern Medical  School  of  the  University  of  Texas,  Dallas,  spoke 
to  the  Potter -Randall  Counties  Society  on  "Treatment  of 
Acute  Renal  Failure”  at  a May  11  meeting  in  Amarillo. 
The  society  expected  to  dispense  with  meetings  during  the 
summer,  holding  the  next  session  in  September. 

Tarrant  County  Society  voted  in  March  to  present  each 
member  with  a certificate  of  membership  and  to  publish 
pictures  of  new  members  quarterly  in  the  Bulletin,  at  the 
expense  of  the  members.  Speaker  at  the  Fort  Worth  meet- 
ing was  J.  A.  Gooch,  president  of  the  Fort  Worth  Chamber 
of  Commerce,  whose  subject  was  "Our  City  from  the  Pro- 
fessional Man’s  Point  of  View.”  His  remarks  dealt  with  a 
proposed  hospital  district.  On  April  7,  the  society  had  a 
program  on  the  eye  in  general  medical  diagnosis  and  glau- 
coma presented  by  Dr.  Walton  H.  McKenzie. 

Meeting  with  the  Tarrant  County  Society  on  May  5 were 
members  of  the  Tarrant  County  Pharmaceutical  Association, 
local  members  of  the  Texas  Hospital  Association,  and  three 
members  of  the  hospital  district  board.  Waggoner  Carr, 
speaker  of  the  Texas  House  of  Representatives,  spoke  to 
the  group.  He  placed  on  the  shoulders  of  physicians  and 
hospital  administrators  the  responsibility  to  produce  leader- 
ship in  solving  the  problems  of  financing  medical  care. 
"If  this  responsibility  is  ignored,”  Speaker  Carr  emphasized, 
"then  there  is  no  alternative  but  for  the  federal  govern- 
ment to  step  in.  It  is  necessary  to  talk  to  the  public  in 
terms  that  he  will  understand.  The  gains  which  the  doc- 
tors achieve  public  relationswise  are  going  to  be  accom- 
plished much  more  at  the  local  level  by  personal  contact 
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than  by  any  amount  of  paid  advertising,  printed  literature, 
films,  or  other  devices.” 

Cameron-W illacy  Counties  Society,  meeting  June  15  in 
Brownsville,  heard  a discussion  of  "Management  of  the 
Painful  Shoulder”  by  Dr.  Frank  Parrish  of  Houston.  Busi- 
ness transacted  included  consideration  of  industrial  and 
bracero  insurance  problems  and  approval  of  an  American 
Cancer  Society  film. 

An  installation  party  was  held  in  Austin  in  May  by  the 
Travis  County  Society.  Dr.  George  W.  Tipton  was  installed 
as  president  succeeding  Dr.  Raleigh  R.  Ross.  Other  new  of- 
ficers include  Dr.  M.  D.  McCauley,  vice-president,  and  Dr. 
Ruth  Bain,  secretary-treasurer.  The  board  of  directors  also 
was  recognized. 


Woman’s  Auxiliary 


$3,000,000  Service  Spells  PR 

In  an  estimated  count  of  volunteer  service,  wives  of 
Texas  physicians  last  year  gave  873,178  hours  in  their  com- 
munities. As  brick  layers  they  would  have  earned  $3,- 
580,029,  as  skilled  plumbers  13,274,417.50,  and  as  field 
hands  more  than  $300,000.  As  Auxiliary  members  they  did 
an  outstanding  job  in  public  relations. 

Public  relations-wise,  the  various  county  auxiliaries  found 
many  means  of  distributing  copies  of  "Your  Family  Health 
Record,”  "Personal  Health  Information  Card,”  and  "What 
Everyone  Should  Know  About  Doctors”  via  county  fairs, 
schools,  libraries,  beauty  shops,  doctors’  offices,  P-TA 
groups,  Brownie-Scout  leaders,  and  summer  round-up  of 
preschoolers. 

Other  public  relations  projects  listed  are  volunteer  hos- 
pital service,  all  phases  of  church  work.  Red  Cross,  youth 
centers,  YWCA,  Senior  Citizens  or  Golden  Age  Clubs, 
mberculosis  association,  poll  tax  sales,  school  immuniza- 
tions, cancer  drive  and  dressings.  United  Fund,  Commun- 
ity Welfare  Council,  visually  handicapped,  automobile  and 
bicycle  safety  programs,  mosquito  control  plans,  preschool 
round-up,  school  eye  checks,  mental  health  via  films  and 
sponsored  health  talks,  safety  committees  which  sponsored 
the  film  "The  Baby  Sitter”  and  a course  in  baby-sitting  in 
Junior  Red  Cross  classes,  P-TA,  Symphony  and  Art  Leagues, 
blood  bank  drives,  and  civil  defense  in  the  nuclear  age 
and  simulated  disaster  training. 

In  auxiliaries  with  more  than  200  members,  Dallas  Coun- 
ty raced  through  the  year,  breaking  the  tape  far  ahead  of 
the  other  contenders  in  the  group.  Members  gathered  up  a 
grand  total  of  9 blue  ribbon  awards,  down  San  Antonio- 
way. This  record  represents  a great  amount  of  united  and 
consistent  efforts  expended  unselfishly  and  unfailingly.  Most 
impressive  statistics  show  that  Dallas  sold  2,148  poll  taxes 
and  in  the  mental  health  field  sponsored  312  films  and  312 
talks  plus  distributing  17,000  leaflets  through  the  schools. 

The  Gonzales  County  Auxiliary,  that  phenomenal  little 
band  that  knows  not  defeat,  divided  the  big  jobs  among  its 
4 capable  members  and  became  "sweepstakes”  winner  in 
the  10-members-or-less  division.  In  addition  to  earning  8 
blue  ribbons  this  year,  these  wives  took  the  time  to  smdy 
and  digest  The  Washington  News  Letter. 

Here  is  a gem  from  Denton  County’s  Auxiliary  report: 
'We  estimated  the  amount  of  money  we  would  need  for 
our  projects  and  paid  same  with  dues.  We  discovered  that 
not  only  did  we  have  more  money  to  put  to  use,  but  also 
there  was  more  time  for  Community  Service!”  Denton  spon- 


sors one  evening  program,  honoring  Future  Nurses  and 
parents,  at  which  time  pins  are  presented  to  FN  members 
and  the  feamred  speaker  is  president  of  the  medical  society. 
Outstanding  project  for  this  group’s  26  members  was  coun- 
ty coverage  of  the  film,  "Self  Breast  Examination.”  With 
help  from  the  medical  society  and  cancer  society,  this  in- 
valuable program  was  presented  to  more  than  1,900  women. 
An  exceptional  reaction  of  gratitude  placed  this  endeavor 
high  on  public  relations  programs. 

Navarro  County’s  31  member  Auxiliary  hit  upon  a plan 
to  "lick”  the  procrastination  problem  in  contacting  congress- 
men. At  critical  times,  the  legislative  chairman  furnished 
stamped  post  cards  to  members  at  meeting  time.  Those 
present  addressed  these,  included  a personal  message,  and 
left  them  to  be  mailed  together.  Result:  some  constiments 
were  heard. 

Liberty-Chambers  Counties,  stronghold  of  Past  State 
President  (Mrs.  Richard  C.)  Bellamy,  with  its  14  united 
members,  may  well  prove  the  best  informed  "allied-health” 
group  in  our  midst  this  year.  They  tabulated  100  per  cent 
in  both  Today’s  Health  and  AMA  Auxiliary  Bulletin  sub- 
scriptions. 

Cooke  County,  another  14  member  Auxiliary,  made  avail- 
able and  possible  the  showing  of  a cancer  film  to  approxi- 
mately 400  women.  The  local  Junior  Chamber  of  Com- 
merce organization  sponsored  this  health  education  with  the 
Auxiliary  assisting. 

All  17  members  of  the  Johnson  County  Medical  Auxil- 
iary help  on  their  annual  project  of  adding  improvements 
to  the  Johnson  County  Memorial  Hospital.  ’They  maintain 
coke  machines  to  net  yearly  profits  of  $300  to  $400  for 
these  necessary  expenditures. 

Nacogdoches  County  Auxiliary,  16  members,  has  estab- 
lished and  maintained  a prayer  room  in  the  county  hos- 
pital. 

A lucrative  and  enjoyable  project  for  the  benefit  of 
AMEF  is  San  Antonio’s  annual  "silver  tea”  held  in  the 
home  of  the  mayor  and  his  wife. 

In  McAllen,  the  Auxiliary  distributed  sample  copies  of 
Today’s  Health  by  Welcome  Wagon  hostesses. 

One  time,  during  the  club  year.  Bell  County  Auxiliary 
writes  a letter  to  the  editor  of  the  local  paper  thanking  him 
for  medical  coverage  favorable  to  medical  groups.  And  Bell 
County  Auxiliary  cooperated  with  the  county  dental  auxil- 
iary on  the  year’s  legislative  duties.  From  this  report  looms 
the  only  miraculous  statistics  in  physical  examinations:  74 
members,  74  physicians  examined,  136  other  members  of 
the  family — and  50  employees  were  checked,  too. 

Travis  County  Auxiliary  lists  popular  speaker  and  topic 
used  by  its  mental  health  committee:  Dr.  Robert  Peck  on 
"Will  You  Stay  as  Sweet  as  You  Are?”  And  Lamar-Delta 
Counties  Auxiliary  provided  a rare  program,  "Meet  Your 
Mind” — a recorded  explanation  of  how  our  mind  works 
by  Dr.  W.  C.  Menninger.  Illustrated  pamphlets  were  dis- 
tributed and  followed  during  the  recording.  At  the  conclu- 
sion, a scored  test  determined  whether  or  not  participants 
should  make  appointments  with  psychiatrists! 

Washington-Burleson  Counties  Auxiliary  concentrated  its 
efforts  on  AMEF  via  memorials  and  replacing  the  tradition- 
al red  carnations  of  Doctors’  Day  with  a card  to  each  doc- 
tor informing  him  that  a $1  contribution  had  been  sent 
in  his  honor  to  AMEF. 

Travis  County  Auxiliary  gives  annual  recognition  to 
"Woman  of  the  Year,”  a lay  person  from  Austin  who  has 
performed  outstanding  voluntary  health  service. 

And  so  the  reports  read.  There  is  not  space  for  half  of 
the  real  accomplishments  that  are  end  results  of  women 
wanting  and  trying  to  help  their  doctors. 

— Mrs.  C.  P.  Lipscomb,  Fort  Worth. 
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DR.  OSCAR  M.  MARCHMAN,  SR. 

Dr.  Oscar  Milton  Marchman,  Sr.,  former  head  of  the 
Department  of  Clinical  Otolaryngology  at  Southwestern 
Medical  School  in  Dallas  and  professor  at  Baylor  University 
College  of  Medicine  for  more  than  35  years,  died  May 
24,  1959. 

Dr.  Marchman  was  born  April  5,  1872,  in  Jefferson,  the 
son  of  William  R.  and  Fannie  (Franks)  Marchman.  He 
attended  Alexander  Institute  at  Kilgore  for  2 years  and 
was  a registered  pharmacist  before  going  to  Washington 
University  School  of  Medicine  in  St.  Louis.  He  received 
his  doctor  of  medicine  degree  in  1899.  Specializing  in 
diseases  of  the  eye,  ear,  nose,  and  throat,  he  took  a resi- 
dency at  Lakeside  Hospital  in  Cleveland.  His  other  train- 
ing was  done  at  the  New  York  Eye  and  Ear  Infirmary, 
the  Chicago  Eye,  Ear,  Nose,  and  Throat  Hospital,  the  Uni- 
versity of  Vienna  in  Austria,  and  in  schools  in  St.  Louis 
and  New  Orleans.  Dr.  Marchman  practiced  general  medi- 
cine at  Mineola  and  Grand  Saline  before  going  in  1906 
to  Dallas,  where  he  served  on  the  staffs  of  the  Baylor 
Hospital  and  the  Texas  Children’s  Hospital.  He  remained 
in  Dallas  until  his  death,  limiting  his  practice  to  otolaryn- 
gology the  past  35  years. 

Holding  membership  in  numerous  medical  societies.  Dr. 
Marchman  was  also  active  in  church,  civic,  and  fraternal 
affairs.  Shortly  before  his  death,  he  was  honored  by  the 
Dallas  Exchange  Club  when  it  presented  him  with  a "Gold- 
en Deeds”  service  award  given  only  once  before  in  Dallas. 
Other  organizations  which  had  recognized  him  with  service 
awards  included  the  Dallas  Health  Museum,  Dallas  Chap- 
ters of  the  Medical  Service  Society  of  America  and  of  the 
American  Red  Cross,  Senate  Club,  Dallas  Young  Men’s 
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Christian  Association  and  Dallas  Commandery  No.  6 of 
Knights  Templar. 

Dr.  Marchman  was  a past  president  of  the  Van  Zandt 
County  Medical  Society,  the  Dallas  County  Medical  Society, 
the  Dallas  Ophthalmological  and  Otolaryngological  Society, 
the  Texas  Society  of  Ophthalmology  and  Otolaryngology, 
the  Dallas  Chapter  of  the  American  Red  Cross,  the  Dallas 
YMCA,  and  the  Texas  for  Christ  Association.  He  was  a 
founder  as  well  as  the  first  president  of  the  Dallas  Southern 
Clinical  Society  and  a founder  and  director  of  the  Dallas 
Health  Museum. 

A member  for  more  than  50  years  of  the  Texas  Medical 
Association,  Dr.  Marchman  was  made  an  emeritus  member 
of  this  organization  in  1955.  He  was  a former  vice-presi- 
dent of  the  Association  and  served  as  chairman  of  the 
Section  on  Eye,  Ear,  Nose,  and  Throat  in  1935. 

Dr.  Marchman  also  held  membership  in  the  American 
Medical  Association,  the  Southern  Medical  Asscxiation,  the 
American  Academy  of  Ophthalmology  and  Otolaryngology, 
Clinical  Society  of  South  Texas,  and  the  World  Medical 
Association.  He  was  a diplomate  of  the  American  Board  of 
Otolaryngology  and  a fellow  of  the  American  College  of 
Surgeons.  From  1907  to  1911  he  was  secretary  of  the 
Dallas  Board  of  Health. 

Other  organizations  to  which  Dr.  Marchman  belonged 
were  the  Dallas  Athletic  Club,  Exchange  Club,  High  Noon, 
Greater  Dallas  Planning  Council,  Theta  Kappa  Psi  fraternity, 
Washington  University  Alumni,  and  the  Dallas  Historical 
Society.  He  was  an  honorary  member  of  the  National  Ex- 
change Club,  a deacon  of  the  First  Baptist  Church,  and  a 
thirty-second  degree  Scottish  Rite  Mason,  belonging  to  the 
Tannehill  Masonic  Lodge  and  Hella  Temple  Shrine.  During 
World  War  II  he  received  a medal  for  his  work  in  the 
Selective  Service. 

The  former  Miss  Martha  Jenkins  of  Waco  and  Dr. 
Marchman  were  married  in  1911.  Mrs.  Marchman,  a past 
president  of  the  Woman’s  Auxiliary  to  the  Texas  Medical 
Association;  two  children.  Dr.  Oscar  Marchman,  Jr.,  Dallas 
ophthalmologist,  and  Mrs.  Horace  R.  Nash,  also  of  Dallas; 
and  six  grandchildren,  all  of  Dallas,  survive. 


DR.  JOHN  B.  HERFF 

Dr.  John  Bennett  Herff,  member  of  a pioneer  San  An- 
tonio family,  died  March  11,  1959,  in  a San  Antonio  hos- 
pital. 

Dr.  Herff  was  born  in  the  Alamo  City  on  September 
20,  1878,  the  son  of  Dr.  John  Herff  and  Eda  (Kampmann) 
Herff.  After  attending  Seeley’s  Academy  in  San  Antonio 
and  Smith  Academy  in  St.  Louis,  he  received  his  medical 
degree  from  the  University  of  Michigan  in  1902.  He  prac- 
ticed in  San  Antonio  throughout  his  career,  from  the  time 
he  completed  his  internship  until  his  retirement  5 years 
before  his  death. 

The  physician  was  a charter  member  of  the  Bexar  County 
Medical  Society.  The  Texas  Medical  Association  named  him 
an  honorary  member  in  1954.  He  was  also  a member  of 
the  American  Medical  Association,  Chi  Psi  fraternity,  and 
the  Episcopal  Church.  Since  his  retirement.  Dr.  Herff  had 
lived  in  the  home  of  his  daughter,  Mrs.  T.  C.  Frost,  Sr. 

Dr.  Herff  was  preceded  in  death  by  his  wife,  the  former 
Mrs.  Florence  Harris,  whom  he  married  in  St.  Louis  in 
1902.  Mrs.  Herff  died  in  1953. 

He  is  survived  by  two  daughters,  Mrs.  T.  C.  Frost,  Sr. 
and  Mrs.  James  Henderson,  San  Antonio;  a half  sister,  Mrs. 
John  Meusebach  of  San  Antonio;  a half  brother,  Theodore 
Meyer,  Jr.,  of  San  Antonio;  and  six  grandchildren. 
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DR.  FIELDING  M.  POPE 

Dr.  Fielding  Meigs  Pope  of  Brownwood  died  in  that  city 
on  February  13,  1959. 

He  was  born  in  Jonesboro  on  November  4,  1891,  and 
was  the  son  of  Dr.  and  Mrs.  R.  J.  Pope.  After  graduation 
from  Sweetwater  High  School,  he  attended  the  University 
of  Texas,  receiving  his  degree  from  the  Medical  Branch  in 
Galveston  in  1920.  He  did  his  internship  at  Providence 
Hospital  in  Waco  and  began  his  private  practice  in  West, 
remaining  until  1940. 

Dr.  Pope  entered  active  service  with  the  Texas  National 
Guard  in  November,  1940.  In  January,  1943,  he  was  sent 
as  brigade  surgeon  to  Australia,  New  Guinea,  and  the  Phil- 
ippines, seeing  considerable  action.  Dr.  Pope  received  a 
bronze  star  for  his  work  on  Leyte  Island,  where  he  re- 
ceived a leg  wound  which  resulted  in  his  being  evacuated 
to  the  United  States.  He  was  assigned  to  the  Camp  Bowie 
Regional  Hospital  at  Brownwood  until  his  discharge  as  a 
lieutenant  colonel  in  1946. 

The  physician  entered  private  practice  in  Brownwood 
after  his  military  service.  He  was  a member  of  the  American 
Medical  Association,  the  Texas  Medical  Association,  and 
the  Brown-Comanche-Mills-San  Saba  Counties  Medical  So- 
ciety, of  which  he  was  secretary-treasurer  in  1953  and  presi- 
dent in  1954.  He  was  a member  of  the  Methodist  Church, 
belonged  to  the  Masons,  and  was  a Kiwanian. 

Dr.  Pope  is  survived  by  his  wife,  the  former  Miss  Irene 
Thompson,  whom  he  married  in  Amarillo  in  1922;  a son, 
F.  T.  Pope,  Dallas;  and  a sister,  Mrs.  A.  P.  Walker,  Hamil- 
ton. 


DR.  CHARLES  H.  HARRIS,  II 

Dr.  Charles  Houston  Harris,  II,  Fort  Worth  physician 
died  April  21,  1959,  in  Dallas.  His  death  was  due  to  acute 
myelozenous  leukemia. 

Dr.  Harris  was  born  February  6,  1915,  at  Fort  Worth. 
His  parents  were  Claude  H.  and  Ida  Mae  (Meaders)  Har- 
ris. His  grandfather  was  the  late  Dr.  Charles  H.  Harris, 
also  of  Fort  Worth.  He  attended  the  University  of  Texas 
from  1935  until  1938,  when  he  transferred  to  the  Univers- 
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ity’s  Medical  Branch  at  Galveston.  While  at  the  Medical 
Branch,  Dr.  Harris  was  a student  assistant  in  pediatrics. 
Following  his  graduation  in  1942,  Dr.  Harris  interned  at 
Harris  Memorial  Methodist  Hospital  in  Fort  Worth,  later 
serving  a 3 year  residency  in  surgery  at  the  Scott  and  White 
Clinic  in  Temple.  He  began  his  practice  in  Fort  Worth  in 
1949,  and  remained  there  until  his  death. 

A member  of  the  American  Medical  Association,  Df. 
Harris  held  membership  in  the  Texas  Medical  Association 
through  the  Tarrant  County  Medical  Society.  He  also  was 
a member  of  District  13  Medical  Society,  and  the  Texas 
Traumatic  Surgical  Society,  and  a fellow  of  the  American 
College  of  Surgeons.  He  belonged  to  Phi  Chi  medical 
fraternity.  He  was  a steward  in  the  Central  Methodist 
Church  and  was  vice-chairman  of  the  board  of  Harris  Col- 
lege of  Nursing  at  Texas  Christian  University.  He  also  was 
a physician  at  Texas  Christian  University.  Dr.  Harris  served 
in  the  Army  Medical  Corps  from  1943  until  1946,  holding 
the  rank  of  captain. 

Survivors  include  his  wife,  the  former  Miss  Elvira  Her- 
nandez of  Chihuahua,  Mexico;  four  children,  Charles  H., 
Ill,  Anthony  Gardner,  Paul  Stephen,  and  Alicia  Dawn,  all 
of  Fort  Worth;  his  mother,  Mrs.  Frank  Dorn  of  Buffalo, 
N.  Y.;  two  half  brothers,  Ralph  Candler  of  New  York  and 
Warren  Candler  of  Dayton,  Ohio;  and  two  half  sisters,  Mrs. 
Ed  Kneussle  and  Mrs.  Andy  Castner,  both  of  Buffalo. 


DR.  RICHARD  H.  RAY 

Dr.  Richard  Horace  Ray,  Corpus  Christi  anesthesiologist, 
died  April  2,  1959,  at  Phoenix,  Ariz.,  where  he  was  at- 
tending the  Biennial  Western  Conference  on  Anesthesiology 
and  where  he  was  a candidate  for  the  oral  examinations  of 
the  American  Board  of  Anesthesiology.  Death  was  due  to 
a coronary  thrombosis. 

Born  March  10,  1912,  at  St.  Louis,  Dr.  Ray  received 
a bachelor  of  science  degree  from  St.  Louis  University  in 
1932  and  in  1936  was  graduated  from  St.  Louis  University 
Medical  School.  Following  his  graduation,  he  interned  at  St. 
Mary’s  Hospital,  St.  Louis.  He  joined  the  Army  Medical 
Corps  in  1940  and  during  his  military  service  was  awarded 
a campaign  ribbon  with  a bronze  battle  star,  the  bronze  star 
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medal,  and  the  American  defense  service  medal.  He  held 
the  rank  of  lieutenant  colonel  on  discharge  in  1949.  Dr. 
Ray  entered  the  private  praaice  of  anesthesiology  in  Corpus 
Christi  in  1955,  after  serving  residencies  in  this  field  at 
the  Veterans  Administration  Hospital  and  St.  Mary’s  Hos- 
pital, both  in  St.  Louis.  In  Corpus  Christi  he  was  on  the 
staffs  of  the  Spohn,  Memorial,  and  Driscoll  Foundation 
Children’s  Hospitals. 

Dr.  Ray  was  a member  of  the  Texas  Medical  Association 
through  the  Nueces  County  Medical  Society.  He  belonged 
to  the  American  Medical  Association,  the  International 
Anesthesia  Research  Society,  Texas  Society  of  Anesthesiolo- 
gists, American  Society  of  Anesthesiologists,  and  the  Corpus 
Christi  Surgical  Society.  Previously,  he  had  been  a member 
of  the  Missouri  State  Medical  Society  and  the  Missouri 
State  Society  of  Anesthesiologists.  Dr.  Ray  also  held  mem- 
bership in  Phi  Beta  Pi  medical  fraternity,  the  Privateers 
Country  Club,  and  the  SS  Cyril  and  Methodius  Catholic 
Church. 

In  1936  Dr.  Ray  married  Miss  Dolores  E.  Struckel  of  St. 
Louis.  Mrs.  Ray;  three  children,  Barbara  Carole,  Kathleen 
Marie,  and  Richard  Conway,  III,  all  of  Corpus  Christi; 
and  a brother,  Oliver  A.  Ray  of  St.  Louis,  survive. 


DR.  DANIEL  LAWRENCE  HEIDRICK 

Dr.  Daniel  Lawrence  Heidrick  of  Mercedes,  one  of  that 
city’s  former  mayors,  died  at  his  home  on  April  13,  1959, 
as  a result  of  coronary  occlusion. 

Born  in  Madison,  Kan.,  on  April  6,  1884,  Dr.  Heidrick 
was  the  son  of  Anthony  and  Cora  (Bitler)  Heidrick.  He 
received  his  medical  degree  from  the  University  of  Kansas 
in  Lawrence  on  June  6,  1906,  and  interned  at  Kansas  City 
General  Hospital.  After  practicing  in  Welda,  Kan.,  from 
1906  to  1918,  Dr.  Heidrick  served  as  a first  lieutenant  in 
the  Army  Medical  Corps  Sixteenth  Cavalry  for  2 years. 

Dr.  Heidrick  came  to  Mercedes  with  the  Army  and  re- 
mained there  to  establish  his  private  practice  when  his 
service  period  ended.  He  is  said  to  have  officiated  at  the 
birth  of  half  the  present  native  population  of  Mercedes, 
and  he  was  noted  for  his  physical  stamina  which  some- 
times allowed  him  to  work  2 or  3 days  without  sleep.  In 
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earlier  years.  Dr.  Heidrick  practiced  to  a considerable  extent 
in  Mexico. 

The  physician  was  mayor  of  Mercedes  in  the  Depression 
Thirties  and  was  recently  credited  by  the  Mercedes  Enter- 
prise with  putting  the  city  on  a cash  basis  and  paying  up 
at  full  face  value  a large  quantity  of  script  which  the  city 
had  out. 

Dr.  Heidrick  was  a member  of  the  American  Medical 
Association,  the  Hidalgo-Starr  Counties  Medical  Society,  and 
the  Texas  Medical  Association,  which  elected  him  post- 
humously to  honorary  membership  at  the  1959  annual 
session.  He  belonged  to  such  organizations  as  the  Masonic 
Lodge  and  Shrine  and  the  International  Order  of  Odd  Fel- 
lows. 

Survivors  include  his  wife,  the  former  Miss  Hattie  Crav- 
ens of  Madison,  whom  he  married  in  1902;  one  daughter. 
Dr.  Fausteena  Heidrick,  specialist  in  anesthesia,  of  Mer- 
cedes; a brother,  William  D.  Heidrick  of  Emporia,  Kan.; 
and  a sister,  Mrs.  Elizabeth  Heidrick  Shunk  of  Madison, 
Kan. 


DR.  CLAUDE  M.  POFF 

Dr.  Claude  Meek  Poff,  Tuleta  general  practitioner,  died 
in  a Beeville  hospital  April  6,  1959,  of  cerebrovascular  ac- 
cident after  an  illness  of  more  than  2 years. 

Dr.  Poff  was  born  on  December  26,  1881.  He  was  the 
son  of  Bluford  Tucker  Poff  and  Texas  (MacDonald)  Poff, 
pioneer  residents  of  Bardwell.  He  attended  schools  in  Italy, 
Texas,  and,  in  1900,  was  graduated  from  Ferris  Institute, 
a preparatory  school,  in  Ferris.  He  received  his  medical 
degree  from  the  University  of  Louisville,  Ky.,  in  1904,  also 
attending  Hospital  College  of  Medicine  at  Central  Uni- 
versity and  being  awarded  a diploma  on  diseases  of  infancy 
and  childhood.  In  later  years,  he  did  postgraduate  study  at 
Tulane  University  Medical  School,  New  Orleans. 

Practicing  briefly  in  Waco,  on  the  staff  of  the  state  hos- 
pital in  Terrell,  and  in  San  Antonio,  Dr.  Poff  settled  in 
Tuleta  in  1910.  He  made  his  rounds  by  horse  and  buggy 
and,  for  some  time,  operated  a drugstore  in  his  office  in 
order  to  accommodate  his  patients  and  fill  his  own  pre- 
scriptions. 
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Dr.  Poff  superintended  the  building  of  the  First  Presby- 
terian Church  in  Tuleta  in  1922.  He  was  a life  member  of 
the  Beeville  Masonic  Lodge  and  the  Scottish  Rite  Masons 
in  San  Antonio;  a member  of  the  American  Medical  As- 
sociation; and  a member  of  the  Bee-Live  Oak-McMullen 
Counties  Medical  Society,  which  elected  him  president  in 
1941.  He  belonged  to  the  Texas  Medical  Association,  which 
named  him  to  inactive  membership  in  1957.  His  hobby  was 
growing  oranges  and  roses,  and  he  had  an  orchard  and  a 
rose  garden  at  his  home. 

Surviving  are  Dr.  Poff’s  wife,  the  former  Miss  Christine 
Holley  Stoltzfus,  whom  he  married  in  Tuleta  in  1915;  a 
daughter,  Miss  Claudia  Poff  of  Tuleta;  two  nephews,  Jack 
W.  Poff  and  B.  W.  Poff,  Fort  Worth;  and  a niece,  Miss 
Ruth  Poff  of  Ennis. 


DR.  ALBERT  WOLDERT 

Dr.  Edwin  Albert  Woldert,  Tyler  city  health  officer  for 
36  years,  died  May  13,  1959,  of  embolism. 

A native  of  Tyler  (he  was  born  on  May  9,  1867),  Dr. 
Woldert  attended  local  public  schools  and  the  old  East 
Texas  University  in  Tyler.  His  parents  were  John  George 
and  Alma  Edelina  (Richter)  Woldert.  He  received  his  de- 
gree in  medicine  at  the  University  of  Pennsylvania,  grad- 
uating with  honorable  mention.  Dr.  Woldert  was  also  a 
graduate  of  the  New  York  College  of  Pharmacy.  Following 
graduation  from  medical  school,  Dr.  Woldert  remained  for 
4 years  in  Philadelphia,  where  he  was  associated  with  How- 
ard and  St.  Joseph’s  Hospitals  and  the  Pennsylvania  Poly 
Clinic.  He  returned  to  Tyler  in  1901  and  in  later  years 
specialized  in  diseases  of  the  nose,  throat,  and  stomach. 

Dr.  Woldert  was  credited  during  his  early  work  in  Tyler 
with  aiding  in  the  securing  of  drainage  ditches  for  the  city 
as  a means  of  combatting  the  then-prevalent  malaria.  Also, 
he  is  credited  with  helping  to  establish  the  city’s  early  milk 
ordinance  and  the  city  manager-city  commission  form  of 
government.  In  the  early  part  of  the  century,  Dr.  Woldert 
did  research  pertaining  to  the  conveyance  of  malaria  fever 
through  mosquitoes.  His  research  on  this  project  was  the 
second  successful  project  in  the  United  States,  and  his 
report  of  his  work  came  several  months  before  the  Yellow 
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Fever  Commission  brought  out  its  report  on  mosquitoes 
and  yellow  fever.  Dr.  Woldert  was  the  author  of  some 
40  scientific  articles. 

The  physician  wrote  a history  of  Smith  County  and  did 
research  work  on,  other  historical  phases  of  the  state.  His 
historical  writings  were  published  in  the  Chronicles  of 
Oklahoma  as  well  as  Southwestern  Historical  Quarterly. 
He  also  contributed  to  the  "Historical  Encyclopedia  of 
Texas”  published  by  the  Texas  Historical  Society. . 

Dr.  Woldert  was  a past  president  of  Smith  County 
Medical  Society,  and  held  membership  in  the  American 
Medical  Association.  An  active  member  of  the  Texas  Medi- 
cal Association  since  1904,  he  was  chairman  of  the  Section 
on  Medicine  ip  1906,  chairman  of  the  Section  on  Pathol- 
ogy in  1910,  and  Councilor  of  the  Eleventh  District  from 
1912  to  1915.  He  was  elected  to  honorary  membership  in 
the  Texas  Medical  Association  in  1952,  was  a member  of 
the  Tri-State  Medical  Society.  In  addition.  Dr.  Woldert  was 
a member  of  the  Knights  of  Pythias,  the  Elks  Club,  and 
was  a life  member  of  the  vestry  of  the  Episcopal  Church. 
He  was  a real  Son  of  the  Republic  of  Texas  and  in  1945 
was  appointed  by  Governor  Coke  R.  Stevenson  as  com- 
missioner of  the  Texas  Centennial  of  Statehood. 

Dr.  Woldert  and  the  former  Miss  Elva  Buford  of  Hen- 
derson were  married  May  6,  1923.  She  survives  as  do  two 
nephews.  Jack  Woldert  and  Alex  Woldert,  Jr.,  both  of 
Tyler;  and  five  nieces.  Miss  Katherine  Downs  and  Miss 
Elizabeth  Downs  of  Temple,  Mrs.  Margaret  Moore  of  Pal- 
estine, Mrs.  Elizabeth  W.  Cunliff  of  Tyler,  and  Mrs.  Celia 
Bell  of  Fort  Smith,  Ark.  Also  surviving  are  Will  A.  Wol- 
dert of  El  Paso  and  Mrs.  Christine  Briggs  of  California. 


DR.  MINNIE  C.  O'BRIEN 

Dr.  Minnie  Carry  O’Brien  (Mrs.  J.  G.  Purvis),  longtime 
San  Antonio  gynecologist,  died  at  her  home  on  March  12, 

1959. 

Dr.  O’Brien  was  born  January  17,  1885,  in  Dublin, 
Texas,  the  daughter  of  Dr.  J.  G.  O’Brien  and  Carry  (Sears) 
O’Brien.  After  being  graduated  from  Dublin  High  School, 
she  attended  the  University  of  Texas  Medical  Branch  in 
Galveston  for  1 year.  She  received  her  medical  degree  from 
Woman’s  Medical  College  of  Pennsylvania,  in  Philadelphia, 
in  1906.  During  her  internship,  she  was  a bacteriologist 
in  a private  sanatorium  in  Dublin  for  a year,  and  in  later 
years  she  did  postgraduate  study  at  Bellevue  Hospital,  New 
York. 

Practicing  in  Dallas  briefly.  Dr.  O’Brien  moved  to  San 
Antonio  in  1908.  She  served  as  chief  of  obstetrics  at  Robert 
B.  Green  Hospital  for  several  years,  and  she  was  one  of  five 
physicians  who  founded  the  Texas  Association  of  Obstetri- 
cians and  Gynecologists,  which  elected  her  vice-president  at 
one  time.  She  estimated  that  during  her  career  she  delivered 
more  than  10,000  babies. 

Dr.  O’Brien  was  vice-president  of  the  Texas  Medical 
Association  in  1925-1926  and  chairman  of  its  Section  on 
Obstetrics  and  Gynecology  in  1929.  She  was  also  vice- 
president  of  the  Bexar  County  Medical  Society,  a member 
of  the  American  Medical  Association,  and  author  of  a 
number  of  papers  in  her  field.  She  maintained  an  office 
in  the  Nix  Building  until  her  death  at  75. 

Dr.  O’Brien  was  a member  of  the  Baptist  Church.  Her 
hobby  was  making  original  ceramics  pieces. 

Twice  married.  Dr.  O’Brien  was  widowed  in  1927.  Her 
second  marriage,  to  J.  G.  Purvis,  was  solemnized  in  Okla- 
homa in  June,  1928. 

Survivors  are  her  husband;  two  brothers,  Jess  G.  O’Brien 
of  San  Antonio  and  Joe  A.  O’Brien,  Perryville,  Mo.;  and 
one  sister.  Miss  Emily  O’Brien,  San  Antonio. 
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The  alphabetical  membership  list  which  follows  is  compiled  from  names  sent  by  county  society  secretaries  to  the  state  office.  The 
number  at  the  end  of  each  entry  designates  the  coimty  society  to  which  the  member  belongs.  A key  to  county  societies  follows,  with  the 
appropriate  district  indicated  for  each.  Thus  "Doe,  John,  Crockett,  10”  would  indicate  that  Doctor  Doe  is  a member  of  Anderson-Houston-Leon 
Counties  Medical  Society  in  Distria  11. 


Key  County  Society District 

1 0 Anderson-Houston-Leon  11 

' 14  Andrews-Eaor-Midland  2 

18  Angelina  10 

22  Armstrong-Donley-Childress- 

Collingsworth-Hall-Wheeler  3 

26  Atascosa  5 

30  Austin-Waller 9 

34  Bastrop-Lee  7 

38  Baylor-I^ox-Haskell 13 

42  Bee-Live  Oak-McMullen  6 

46  Bell  12 

50  Bexar  5 

52  Borden-Dickens-Garza-Kent-King- 

Scurry-Stonewall 2 

54  Bosque-Hamilton  12 

58  Bowie 15 

62  Brazoria  8 

66  Brazos-Robertson  12 

70  Brooks-Duval-Jim  Wells 6 

74  Brown-Comanche-Mills-San  Saba  ....  4 

78  Caldwell  7 

82  Cameron-Willa^  6 

86  Camp-Morris-Titus  15 

90  Cass-Marion  15 

94  Cherokee  11 

98  Clay-Montague-Wise 13 

102  Coleman 4 

106  Collin  14 

110  Colorado-Fayette 8 

114  Comal  5 

118  Cooke 14 

122  Coryell 12 

126  Crane-Upton-Reagan 4 

130  Dallam-Hardey-Sherman-Moore  3 

134  Dallas 14 

138  Dawson-Lynn-Terry-Gaines-Yoakum  . . 2 
142  Deaf  Smith-Parmer-Castro-Oldham- 

Swisher  3 

146  Denton 14 

150  DeWitt 8 

154  Eastland-Callahan-Stephens- 

Shackelford-Throckmorton  13 

< 


Key  County  Society District 


158  Ellis  14 

162  El  Paso 1 

166  Erath-Hood-Sometvell 12 

170  Falls 12 

174  Fannin  14 

178  Freestone  11 

182  Galveston  8 

186  Gonzales  5 

190  Grayson  14 

194  Gregg 15 

198  Grimes 9 

202  Guadalupe  5 

206  Hale-Floyd-Briscoe  3 

214  Hardeman-Cottle-Foard-Motley  3 

218  Hardin-Tyler  10 

222  Harris  9 

226  Harrison  15 

230  Hays-Blanco  7 

234  Henderson  11 

238  Hidalgo-Starr  6 

242  Hill  12 

246  Hopkins-Franklin  14 

250  Howard-Martin-Glasscock  2 

254  Hunt-Rockwall-Rains  14 

258  Jasper-Newton  10 

262  Jefferson  10 

266  Johnson  12 

270  Karnes-Wilson  5 

274  Kaufman  14 

278  Kerr-Kendall-Gillespie-Bandera 5 

282  Kimble-Mason-Menard-McCulloch  ...  4 

286  Kleberg-Kenedy  6 

290  Lamar-Delta  14 

294  Lamb-Bailey-Hockley-Cochran 3 

298  Lampasas-Burnet-Llano  7 

302  LaSalle-Frio-Dimmit  5 

306  I.avaca  8 

310  Liberty-Chambers  10 

314  Limestone 12 

318  Lubbock-Ctosby  3 

322  McLennan  12 


Key  County  Society District 


326  Medina-Uvalde-Maverick-Val  Verde- 

Edwards-Real-Kinney-Terrell-Zavala  . . 5 

330  Milam  12 

334  Montgomery 9 

342  Nacogdoches  10 

346  Navarro  12 

350  Nolan-Fisher-Mitchell 2 

354  Nueces 6 

358  Orange 10 

362  Palo  Pinto-Parker-Young-Jack-Archer . .13 

366  Panola  . . . 11 

370  Pecos-Jeff  Davis-Presidio-Brewster  ....  1 

374  Polk-San  Jacinto 9 

378  Potter-Randall  3 

386  Red  River  15 

390  Reeves-Ward-Winkler-Loving- 

Culberson-Hudspeth  1 

394  Runnels  4 

398  Rusk  11 

402  San  Patricio-Aransas-Refugio 6 

406  Shelby-San  Augustine-Sabine 10 

410  Smith 11 

414  Tarrant 13 

418  Taylor-Jones  13 

426  Tom  Green-Coke-Crockett-Concho- 

Irion-Sterling-Sutton-Schleicher 4 

430  Top  of  Texas  ( Gray-Hansford- 

Hemphill-Li^comb-Roberts-Ochiltree- 

Hutchinson-Carson  ) 3 

434  Travis  7 

438  Upshur 15 

442  Van  Zandt 14 

446  Victoria-Calhoun-Goliad 8 

450  Walker-Madison-Trinity  9 

454  Washington-Burleson  9 

458  Webb-Zapata-Jim  Hogg  6 

462  Wharton-Jackson-Matagorda- 

Fort  Bend 8 

466  Wichita  13 

470  Wilbarger 13 

474  Williamson  7 

478  Wood 11 


(Int. ) indicates  Intern  Membership.  (Hon.)  indicates  Honorary  Membership.  (Emer.)  indicates  Membership  Emeritus.  (Inac.)  indicates 
Inactive  Membership.  (Mil.)  indicates  Military  Membership. 


A 

Abbey,  Joseph  A., 

2451  Morgan,  Corpus  Christi — 354 
Abbott,  Jack  P., 

6516  Bertner  Blvd.,  Houston — 222 
Able,  Luke  W., 

905  Hermann  Prof.  Bldg.,  Houston — 222 
Abney,  Thomas  B., 

Box  285,  Weatherford — 362 
Abolafia,  Max,  3016  Canal  St.,  Houston — 222 
Abrams,  Raymond  H., 

3707  Gaston  Avenue,  Dallas — 134 
Acker,  Julian  H., 

1300  8th  St.,  Wichita  Falls — 466 
Ackert,  Joseph  W., 

114  S.  Mirick  Ave.,  Denison — 190 
Adam,  Doris  J.  D., 

3219  St.  Johns  Dr.,  Dallas — 182 
Adam,  George  F., 

4510  Caroline  St.,  Houston — 222 
Adam,  Maurice 

3707  Gaston  Ave.,  Dallas — 182 
Adami,  Gilbert  E.,  500  W.  Oak,  Denton — 146 
Adamo,  Dominick  C., 

411  West  20th  St.,  Houston— 222 
Adams,  Barnette  E.  J.,  Jr., 

1950  Ninth  Ave.,  Port  Arthur — 262 
Adams,  Clinton  E., 

1436  North  4th  St.,  Abilene — 418 
Adams,  Clyde,  Box  31,  Pineville,  La. — 94 
Adams.  Erie  Dell, 

3801  19th  St..  Lubbock— 318 
Adams,  James  N.. 

210  Mobberly  Ave.,  Longview — 194 


Adams,  Jerome  M.. 

121  Hill  Top,  Burkburnett — 466 
Adams,  Joe  E.,  904  Houston  St..  Kilgore — 194 
Adams,  Kenned  P., 

1300  Fielder  Rd.,  Arlington — 414 
Adams,  M.  Dean,  Box  395,  Bronte — 426 
Adams,  Reuben  H., 

Parkland  Mem.  Hosp.,  Dallas — 134 
Adams,  Roben  M., 

P.  O.  Box  878,  Groves — 262 
Adams,  Walter  B.,  Jr.. 

1100  8th  St.,  Wichita  Falls— 466 
Adams,  Walter  B.,  Sr., 

1100  8th  St..  Wichita  Falls — 466 
Adamson,  William  B., 

1434  N.  4th  St..  Abilene — 418 
Addison,  Eugene  M.,  Huntsville— 450 
Addison,  Jack  J., 

8146  San  Benito.  Dallas — 134 
Addy,  Ervin  E.,  Jr.,  1106  W.  6th.  Cisco — 154 
Adelman,  Jack  A., 

621  Med.  Prof.  Bldg.,  San  Antonio — 50 
Aderhold,  James  P., 

131  E.  Elsmere,  San  Antonio— 50 
Adin,  Louis  E.,  Jr.,  3707  Gaston.  Dallas — 134 
Adkins,  Charles  F., 

675  Fifth  St.,  Beaumont — 262 
Adler,  Harry  F., 

1510  Pleasanton  Rd.,  San  Antonio — 50 
Adriance,  Carroll  T., 

2402  Sealy,  Galveston — 182 
Adwan,  Kenneth  O.,  (Int.), 

3706  N.  Versailles,  Dallas— 134 
Agnew,  Colvin  H., 

115  Trout,  Galveston — 182 


Ahern,  Gerald  S., 

1017  Santa  Fe,  Corpus  Christi — 354 
Aijian,  1^1  M., 

738  W.  French  PL.  San  Antonio — 50 
Ailts,  Bernard  H. 

4755  Hartford,  Abilene— 418 
Ainsworth,  Joseph  T., 

6515  Lawndale,  Houston — 222 
Ainsworth,  William  H., 

828  Postoffice,  Galveston — 182 
Alanis,  Artemio  A., 

318  N.  Santa  Rosa,  San  Antonio — 50 
Alben,  Arnold, 

2714  S.  Presa  St.,  San  Antonio — 50 
Albert,  Monroe, 

2714  S.  Presa  St.,  San  Antonio — 50 
Albert,  Richard  O., 

64  N.  Wright  St.,  Alice— 70 
Aldredge,  Geo.  N.,  Jr., 

623  Medical  Arts,  Dallas — 134 
Alexander,  Arthur  B., 

Box  694,  Ruidoso,  N.  M. — 52 
Alexander,  Billy  Bob, 

Petroleum  Bldg.,  Eastland — 154 
Alexander,  Boyd  D., 

1105  Washington  Ave.,  Waco — 322 
Alexander,  Charles  B., 

1716  Nix  Prof.  Bldg.,  San  Antonio — 50 
Alexander,  Charles  S., 

Hermann  Prof.  Bldg.,  Houston — 222 
Alexander,  Eugene  P., 

2021  W.  Beauregard,  San  Angelo — 426 
Alexander,  George  G., 

1029  East  Thomas,  Pasadena — 222 
Alexander,  Gough  H.,  Terrell — 274 
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Alexander,  Herbert  L., 

4404  San  Jacinto.  Houston — 222 
Alexander,  Howard  G., 

Wichita  State  Hosp.,  Wichita  Falls — 466 
Alexander,  Hugh  E., 

2372  Calder  Ave.,  Beaumont — 262 
Alexander,  J.  Ernest,  Jr.,  (Inac. ), 

214  E.  Houston,  Tyler — 410 
Alexander,  James  H., 

P.  O.  Box  606,  Cleveland — 310 
Alexander,  James  K., 

1200  M.  D.  Anderson  Blvd.,  Houston — 

222 

Alexander,  Jo  C.,  3707  Gaston,  Dallas — 134 
Alexander,  Lee  J., 

Medical  Arts  Bldg.,  Dallas — 134 
Alexander,  Margaret  H., 

720  Talbot,  Taylor— 474 
Alexander.  Robert  B., 

1105  Washington,  Waco — 322 
Alexander,  Sam  A.,  3707  Gaston,  Dallas — 134 
Alfieri,  Anthony  L., 

3427  Cedar  Springs,  Dallas — 134 
Alford.  Bobby  R..  ( Int. ) , 

3910  Law  St.,  Houston — 222 
Alford.  Jack  A.,  (Mil.), 

4562  Old  Richmond,  Bellaire — 222 
Alger,  Leon  J.. 

624  Tatar  St..  Pasadena — 222 
Allamon,  Emmett  L., 

456  1st  Fed.  Bldg.,  Beaumont — 262 
Allday,  Louie  E., 

2929  Welborn,  Dallas— 134 
Allen,  Charles  G., 

123  W.  Main  St.,  Itasca — 266 
Allen,  Charles  R., 

928  Strand,  Galveston — 182 
Allen,  Clarence  G.,  Commerce — 254 
Allen,  Daisy  E.,  (dead),  (Hon.), 

Fort  Worth— ^14 
Allen.  David  H.. 

Medical  Arts  Bldg.,  Wichita  Falls — 466 
Allen.  Edgar  H.,  Jr., 

210  N.  Lafayette,  Marshall — 226 
Allen,  Francis  A., 

112  E.  11th,  Mission — 238 
Allen,  George  B., 

818  Clinic  Dr.,  Tyler — 410 
Allen,  George  Earl,  ( Mil. ),  Harlingen — 82 
Allen,  George  S., 

410  S.  Water  St.,  Burnet— 298 
Allen,  Herbert  C.,  Jr., 

6516  Bertner  Dr.,  Houston — 222 
Allen,  Homer  B.,  Jr., 

400  Main  St.,  McGregor — 322 
Allen,  James  I.,  Nacogdoches — 342 
Allen,  John  B., 

4105  Live  Oak,  Dallas — 134 
Allen,  Joseph  H.,  (Hon.), 

1121  Ector,  Denton — 146 
Allen,  Leonardo,  (Inac.), 

Medical  Arts  Bldg.,  Houston — 222 
Allen,  Platt  L.,  Weatherford — 362 
Allen,  Richard  C.,  Jr., 

1702  N.  Laurent,  ViCToria — 446 
Allen,  Rollie  E.. 

1005  Green  Ave.,  Orange — 358 
Allen,  S.  Thomas,  ( Mil. ) , 

103  Colorado,  Travis  AFB,  Calif. — 134 
Allen,  Sovern  W., 

1020  Med.  Arts  Bldg.,  San  Antonio — 50 
Allen,  Walter  B., 

1301  Raguet,  Nacogdoches — 342 
Allensworth,  Dan  C.,  Ill,  (Int.), 

U.  of  Tex.  Med.  Br.,  Galveston — 182 
Allensworth,  John  C., 

208  N.W.  2nd  St.,  Mineral  Wells— 362 
Allensworth,  William  B., 

208  N.W.  2nd  St.,  Mineral  Wells— 362 
Allin,  Frederick  A.,  ( Hon. ) , 

Rt.  4 Box  349,  Seguin — 50 
Allin,  Willis  W., 

1109  E.  Commerce,  San  Antonio — 50 
Allison,  Albert  M., 

1031  E.  Main  St.,  Alice — 70 
Allison,  Bruce,  ( Inac. ) , 

5121  Pershing  Ave.,  Fort  Worth — 434 
Allison,  F.  Peel, 

Hotel  Beaumont,  Beaumont — 262 
Allison,  George  M., 

126  W.  Nopal  St.,  Uvalde— 326 
Allison,  Joe  M., 

Box  215,  Grapevine — 134 
Allison,  Richard  F., 

McKnight  State  San.,  Sanatorium — 426 
Alliston,  Wiley  S.,  Jr., 

701  5th  Ave.,  Fort  Worth — 414 
Allman,  Robert  M.,  Jr.,  (Mil.), 

U.S.P.H.S.  Hosp.,  Seattle,  Wash. — 134 
Allums,  Loraine  L., 

316  Henderson,  Kilgore — 194 
Almand,  James  R.,  Jr., 

305  N.W.  Third  St.,  Grand  Prairie — 134 
Almaraz,  Herman, 

2749  Proaer  St.,  Port  Arthur — 262 


Alsop,  Joseph  F., 

3154  Reid  Dr.,  Corpus  Christi — 354 
Alston,  Herbert  M., 

502  East  Broadway,  Gainesville — 118 
Altaras,  Leon  M., 

Box  2,  Stephenville — 166 
Altgelt,  Daniel  D., 

1018  S.  Texas  Bldg.,  San  Antonia— 50 
Altgelt,  James  E., 

1018  S.  Texas  Bldg.,  San  Antonio — 50 
Althaus,  John  W.  A., 

McCloskey  V.A.  Hosp.,  Temple — 46 
Altick,  Frank  J., 

9528  Lemmon  Ave.,  Dallas — 134 
Altman,  William  A., 

202  West  10th  St.,  Dallas— 134 
Alvelais,  Guillermo  R., 

1212  Nix  Bldg.,  San  Antonio — 50 
Alvis,  Milton  E., 

422  Med.  Arts  Bldg.,  San  Antonio — 50 
Alvord,  Ellsworth  C.,  Jr., 

1200  M.  D.  Anderson  Blvd.,  Houston — 
222 

Ameen,  Ray  C., 

8849  Long  Point  Rd.,  Houston — 222 
Ames,  Frederick  D., 

2708  Weslayan,  Houston — 222 
Amidon,  Vivien  M., 

McKelvey  Bldg.,  Harlingen — 82 
Amman,  Franz  E.,  806  3rd,  Rosenberg — 462 
Anchell,  Melvin, 

9129  E.  Houston  Rd.,  Houston — 222 
Anderson,  A.  Burton, 

Hermann  Prof.  Bldg.,  Houston — 222 
Anderson,  Carter,  Jr., 

712  S.  Bois  D'Arc,  Tyler — 410 
Anderson,  F.  Katherine, 

1026  N.  21st  St.,  Abilene — 418 
Anderson,  George  H.,  Jr., 

Box  928,  Friona — 142 
Anderson,  Gilbert  I., 

1609  S.  12th  St.,  Waco— 322 
Anderson,  Harold  B., 

Scott  & White  Hosp.,  Temple — 46 
Anderson,  Herman  W.,  Jr., 

715  Fifth  Ave.,  Fort  Worth — 414 
Anderson,  Hiram  M., 

224  E.  Harris,  San  Angelo — 426 
Anderson,  James  P.,  Brady — 282 
Anderson,  James  S.,  ( Hon. ) , Brady — 282 
Anderson,  Roland  B., 

1950  Ninth  Ave.,  Port  Arthur — 262 
Anderson,  Thomas  A.,  Jr., 

2708  Weslayan,  Houston — 222 
Anderson,  William  E., 

1001  Louisiana,  Corpus  Christi — 354 
Anderson,  William  F., 

1312  Main  St.,  Lubbock — 318 
Anderson,  William  T., 

421  South  Oak,  LaMarque — 182 
Anderson,  Wilson  D., 

123  W.  Harris,  San  Angelo — 426 
Andreassian,  M.  G., 

8215  Westchester,  Dallas — 134 
Andres,  Ben, 

Med.  Surg.  Clinic,  Longview — 194 
Andres,  David, 

906  E.  Southmore  St.,  Pasadena — 222 
Andres,  Dwight  W., 

3501  Texas  Ave.,  Bryan — 66 
Andrew,  John  G., 

904  E.  Southmore,  Pasadena — 222 
Andrew,  Leora  P., 

8060  Moline,  Houston — 222 
Andrew,  William  H.,  Jr.,  (Int.), 

Parkland  Mem.  Hosp.,  Dallas — 134 
Andrews,  Tom  A.,  Jr., 

1017  Hermann  Prof.  Bldg.,  Houston — 
222 

Andronis,  Aristos  C., 

1105  Med.  Towers,  Houston — 222 
Andrus,  Allen  G.,  Pittard  Bldg.,  Anson — 418 
Andujar,  John  J., 

2951  Benbrook  Blvd.,  Fort  Worth — 414 
Ansley,  Leslie  R., 

3615  21st  St.,  Lubbock— 318 
Anspach,  Harold  M., 

1316  Austin  Ave.,  Waco — 322 
Anthony,  Ernest  E.,  Jr., 

409  Med.  Arts  Bldg.,  Fort  Worth— 414 
Anthony,  James  M., 

8215  Westchester,  Dallas — 134 
Anthony,  Walter  P.,  Jr., 

705  Eifth  Ave.,  Fort  Worth — 414 
Antony,  O.  Owen, 

2921  Luell  St.,  Houston — 222 
Appel,  Myron  H., 

1200  Santa  Fe,  Corpus  Christi — 354 
Appel,  Saul  B., 

1501  Arizona,  lOE,  El  Paso — 162 
Apple,  George  W.,  1534  K St.,  Plano — 106 
Applebe,  Edward  W.,  ( Hon. ) , 

1806  Holman,  Houston — 222 
April,  Paul  A.,  (Int.), 

5323  Hatty  Hines,  Dallas— 134 
Arango,  George  A., 

4115  Fannin  St.,  Houston — 222 


Arbuckle,  Bertrand  D., 

201  E.  Jackson,  El  Campo— -462 
Archer,  Francis  C., 

721  E.  Texas  Ave.,  Baytown — 222 
Archer,  James  T.,  Box  395,  Spur — 52 
Archer,  John  Dale, 

U.  Tex  Health  Cen.,  Austin— 434 
Archer,  John  R., 

2603  Henning,  Amarillo — 378 
Archer,  Maurice  C., 

1216  Pennsylvania,  Fort  Worth — 414 
Archer,  Richard  K.,  ( Int. ) , 

10125  Brockbank,  Dallas — 134 
Archer,  Thos.  J.,  Jr., 

3203  Meredith  St.,  Austin — 434 
Arguelles,  F.  L.,  ( Hon. ) , 

401  S.  Stanton,  El  Paso — 162 
Arledge,  Robert  M., 

203  E.  Harris,  San  Angelo — 426 
Armbrust,  Charles  A.,  Jr., 

4109  Montrose  Blvd.,  Houston — 222 
Armstrong,  J.  Otis, 

3810  Swiss  Ave.,  Dallas — 134 
Armstrong,  John  T., 

Hermann  Prof.  Bldg.,  Houston — 222 
Armstrong,  Wm.  F., 

1400  8th  Ave..  Fort  Worth — 414 
Armstrong,  Willie  O., 

Box  2197,  Houston — 222 
Arnett,  Robert  K., 

302  N.  Raguet,  Lufkin — 18 
Arnett,  Sam  C.,  Jr., 

2609  19th  St.,  Lubbock — 318 
Arnim,  Landon  C., 

2424  Morgan,  Corpus  Cbristi — 354 
Arnold,  Harrell  R., 

1214  Santa  Fe,  Corpus  Christi — 354 
Arnold,  Hiram  P., 

Hermann  Prof.  Bldg.,  Houston — 222 
Arnold,  Hugh  F., 

6448  Fannin,  Houston — 222 
Arnold,  Jasper  H., 

1611  Med.  Towers,  Houston — 222 
Arnold,  Lawrence  E., 

3607  Gaston,  Dallas — 134 
Arnold,  Robert  N., 

1910  Knoxville,  Lubbock — 318 
Arnold,  William  T., 

6448  Fannin,  Houston — 222 
Arnspiger,  Larry  A., 

1511  N.  Berkley,  Dallas — 134 
Aronoff,  Billie  L., 

3607  Gaston,  Dallas — 134 
Aronson,  Howard  S., 

926  Med  Arts.  Bldg.,  Dallas— 134 
Aronson,  Sam  J.  R., 

1422  Tyler,  Amarillo — 378 
Arrant,  Arthur  G., 

868  Hickory  St.,  Abilene — 418 
Arrington,  Joe  O.,  Jr., 

2022  Broadway,  Lubbock — 318 
Arrington,  John  H., 

1411  9th  St.,  Wichita  Falls — 466 
Ashby,  Charles  H., 

1701  N.  Hobart  St.,  Pampa — 430 
Ashby,  Joe  M.,  Box  456,  Anahuac — 310 
Ashby,  John  E., 

3610  Fairmount,  Dallas — 134 
Ashcraft,  E.  Jeff,  Jr., 

613  W.  Filmore,  Harlingen — 82 
Ashe,  William  M., 

919  Medical  Arts,  Dallas — 134 
Ashkenazy,  Moses, 

910  Med.  Towers — Houston  222 
Ashmore,  Alvin  J., 

225  Med.  Dental  Bldg.,  Corpus  Christi — 
354 

Ashmore,  Charles  M., 

1411  Mem.  Prof.  Bldg.,  Houston — 222 
Ashworth,  Charles  T., 

5323  Harry  Hines,  Dallas — 134 
Askew,  Wesley  L.,  Jr., 

719  Austin,  Amarillo — 378 
Askins,  J.  Robert,  Jr., 

723  Bliss  Ave.,  Dumas — 130 
Aston,  S.  N.,  (Hon.),  Coleman — 102 
Aston,  William, 

8802  Curry  Rd.,  Houston — 222 
Atchison,  James  W., 

215  S.  Commerce,  Gainesville — 118 
Atchison,  Martin  V., 

1622  Ed  Carey  Dr.,  Harlingen — 82 
Aten,  Eugene  L., 

8215  Westchester,  Dallas — 134 
Atkins.  Neal  M., 

605  Columbus  St.,  Waco — 322 
Atkins,  Richard  D.,  Jr., 

3229  Wisconsin,  Baytown — 222 
Atkinson,  Basil  E.,  Jr., 

923  Ellis  Ave.,  Lufkin — 18 
Atkinson,  Charles  N., 

210  Pierce  St.,  Clarksville — 386 
Atkinson,  Donald  T.,  (dead), 

San  Antonio — 50 
Atkinson,  Geo.  N.,  Jr., 

101  N.  Zangs  Blvd.,  Dallas— 134 


608 


TEXAS  State  Journal  of  Medicine,  JULY,  1959 


MEMBERSHIP  LIST,  ]959— Continued 

Atlas,  Joe, 

5408  Palms  Center,  Houston — 222 
Atlas,  Leon  T., 

624  Tatar.  Pasadena — 222 
Atmar,  Robert  C., 

205  Camden  St.,  San  Antonio — 50 
Auler,  Hugo,  ( Inac. ) , 

4701  Crestway,  Austin— 434 
Aurin,  Fred  B., 

1216  Pennsylvania,  Fort  Worth — 414 
Auringer,  Arthur  J., 

410  W.  Abram,  Arlington — 414 
Austin,  Carl  M., 

1325  S.  Main,  Fort  Worth— 414 
Austin,  Dale  J., 

1008  N.  Washington,  Dallas — 134 
Austin,  Flavius  L.,  Jr., 

Box  57,  Dallas — 134 
Austin,  Frank  H., 

8215  Westchester,  Dallas — 134 
Austin,  John  D., 

Box  98,  Pleasanton — 26 
Austin,  Ona  Mae,  101  S.  Iowa,  Irving — 134 
Autrey,  Stacy  L.,  Trinity — 450 
Autrey,  Walter  Claude, 

7792  C Franklin  Rd.,  El  Paso — 162 
Autry,  Paul  G., 

2010  W.  Illinois,  Midland — 14 
Avant,  W.  Harold,  ( Mil. ) , 

1508  E.  Mimosa  St.,  Viaoria — 446 
Avent,  Woodrow  M., 

1624  Colcord  Ave.,  Waco — 322 
Avery,  Eldridge  F., 

906  E.  Southmore,  Pasadena — 222 
Avery,  Jack  W.. 

515  S.  Summit,  Fort  Worth— 414 
Aves,  Fred  W.,  (Inac.), 

1501  Ave.  J.  Galveston — 182 
Aves,  Frederick  H., 

4520  Rossmoyne  Blvd.,  Houston — 222 
Avila,  Alejandro  P., 

303  Med.  Prof.  Bldg.,  San  Antonio — 50 
Avner,  Saul  L., 

6380L  Morgan  Ave.,  Fort  Bliss — 162 
Await,  Elmer  W., 

324  Glover-Crim  Bldg.,  Longview — 194 
Awe,  Chester  D., 

1501  Arizona  St.,  El  Paso — 162 
Axelrod,  Alexander, 

1009  Med.  Arts  Bldg.,  Houston — 222 
Axelrod,  William, 

1109  Med.  Towers,  Houston — 222 
Axtell,  Earl  C.,  (Hon.), 

5741  Electric  Ave.,  La  Jolla,  Calif. — 414 
Aynes worth,  Horace  T.,  (Hon.), 

Box  1492.  Waco — 322 
Aynesworth,  M.  Brian, 

105  S.  18th  Sc,  Waco— 322 
Ayub,  Pablo. 

4622  Alameda  Ave.,  El  Paso — 162 
Azzato,  Nicholas  M.,  (Mil.), 

USAF  Hosp.,  Lackland  AFB— 50 


B 


Babcock,  Darrow  S., 

2921  Luell  St.,  Houston — 222 
Baber,  Dunbar  H.,  (Hon.), 

Daingerfield — 86 
Baca,  Francisco  E., 

624  Caples  Bldg.,  El  Paso— 162 
Bachman,  George  P., 

110  W.  Mountain,  Seguin — 202 
Bachtel,  May  B., 

Student  Health  Cen.,  Austin — 434 
Bacon,  Dan  W., 

Peterson  Hosp.  Bldg.,  Kerrville — 278 
Bade,  Craig  P., 

2006  N.  Navarro,  Victoria — 446 
Baden,  Ervin  E., 

152  S.  6th  St.,  Raymondville — 82 
Baden,  Wayne  F., 

Scott  & White  Clin.,  Temple — 82 
Bader,  Joseph  N.,  Box  816,  Edna — 462 
Baen,  Daniel  R.,  Mathis — 402 
Baggett,  Seldon  O., 

7 Med  Arts  Square,  Austin — 434 
Bagley,  Jimmie  C., 

705  Kay  Drive,  Longview — 194 
Bagwell,  John  S., 

3710  Swiss,  Dallas — 134 
Bailes,  Jerry  Ray, 

602  West  Tate,  Brownfield — 138 
Bailes,  Porter  M.,  Jr., 

932  Hospital  Dr.,  Tyler — 410 
Bailey,  Charles  F.,  Ballinger — 394 
Bailey,  Carles  W., 

2729  Exposition,  Austin — 434 
Bailey,  Edward  B.,  ( Hon. ) , 

1701  Huff  St.,  Wichita  Falls — 466 
Bailey,  Herbert  A., 

1414  Med.  Arts  Bldg.,  Dallas— 134 


Bailey,  Joe  W., 

502  W.  15th  Sc,  Austin — 434 
Bailey,  Noel  R., 

1506  W.  Terrell  St.,  Fort  Worth — 414 
Bailey,  Percy  W.,  Jr., 

675  Fifth  St.,  Beaumont — 262 
Bailey,  Ralph  C., 

Pearl  Star  Rte.,  Gatesville — 94 
Bain.  George  P., 

Scott  & White  Clin.,  Temple — 46 
Bain,  Ruth  M., 

1805  Nueces  St.,  Austin — 434 
Baird,  Elwood  E., 

John  Sealy  Hosp.,  Galveston — 182 
Baird,  J.  Byron, 

906  E.  Southmore,  Pasadena — 222 
Baird,  Raleigh  W.,  Jr., 

3701  Montrose  Blvd.,  Houston — 222 
Baird,  Sydney  S.,  Box  28,  Dallas — 134 
Baird,  Val  C., 

382  Humble  Bldg.,  Houston — 222 
Baird,  William  D., 

1500  N.  Marion.  Garland — 134 
Baker,  B.  Orland,  Jr.,  (Int.), 

Ill  East  Woodin,  Dallas — 134 
Baker,  Charles  D.,  ( Hon. ) , 

11 IV^  N.  St.  Mary,  Carthage — 366 
Baker,  Edmund  F.,  Ennis — 158 
Baker,  Gordon  P., 

Box  351,  Laredo  AFB,  Laredo — 458 
Baker,  Horace  A.,  Wills  Point — 442 
Baker,  John  O., 

ill  E.  Woodin.  Dallas — 134 
Baker,  Julia  M., 

Campos  Eliseos  15,  Mexico  5,  D.  F. — 458 
Baker,  Lowell  B., 

1805  Crawford,  Houston — 222 
Baker,  Robert  G..  , , , , 

715  Med.  Arts  Bldg.,  Fort  Worth — 414 
Bakker,  Johannes  P., 

John  Sealy  Hosp.,  Galveston — 182 
Balch,  Mwin  H.,  Seymour — 38 
Baldridge.  Max, 

401  E.  Fifth  Sc,  Texarkana — 58 
Baldwin,  Alvin,  Jr., 

3707  Gaston,  Dallas — 134 
Baldwin,  James  L., 

1627  Med.  Arts  Bldg.,  Dallas — 134 
Baldwin,  Marion  C.  L.,  (Int.), 

5916  Azalea  Ave.,  Dallas — 134 
Baldwin,  Russell  E.  G., 

1015  Hospital  Dr.,  Tyler — 410 
Ball,  Bert  C., 

604  Doctors  Bldg,  Fort  Worth — 414 
Ball,  D.,  Cisco — 154 
Ball,  James  A., 

10801  Garland  Rd.,  Dallas — 134 
Ball,  James  E., 

1114  N.  Jefferson,  Mt.  Pleasant — 86 
Ball,  William  P.,  Cleburne — 266 
Balia,  George  A., 

3707  Gaston  Ave.,  Dallas — 134 


Ballantyne,  A.  J., 

■R.^rtner  Rlvd..  Houston- 


Ballard,  John  E., 

Shannon  Mem.  Hosp.,  San  Angelo — 426 


Ballew,  Charles  H., 

900  W.  8th  Sc,  Cisco — 154 
Ballinger,  Thos.  I., 

3309  N.E.  28th  St.,  Fort  Worth — 414 
Balyeat,  Ray  M..  (Mil.), 

Avn  TlflnHoInh  AFB 50 


Bambace,  Felix  S., 

5800  S.  Presa,  San  Antonio — 50 
Bancroft,  Chas.  E., 

4828  Caroline,  Houston — 222 
Banfield,  Michael  D., 

3004  Holman,  Houston — 222 
Banker,  Harry  W., 

Box  1719,  Fort  Worth — 414 
Bankhead,  Alexander  J., 

214  E.  Houston,  Tyler — 410 
Barbee,  Fred, 

P.  O.  Box  305,  Copperas  Cove — 122 


Barber,  Forest  C., 

2801  Race,  Fort  Worth — 414 
Barber,  Ivan  J.,  Jr., 

8117  Highway  6,  Hitchcock — 182 
Barbour.  J.  Lane, 

2417  Avenue  G.,  Bay  City — 462 
Barclay,  Watt,  ( dead ) , Woodville — 218 
Barcus,  James  R., 

708  S.  Henderson,  Fort  Worth — 414 
Barcus,  Wm.  Shelton, 

708  S.  Henderson,  Fort  Worth — 414 
Barekman,  Wm.  H., 

1221  Med.  Arts  Bldg.,  Dallas — 134 
Barfield,  Frank  T..  Jr.,  (Mil.), 

Naval  Air  Station,  Pensacola,  Fla. — 222 


Barganier,  John  H., 

3003  Eastover  Dr.,  Odessa — 14 


Barger,  Marius  I., 

216  N.  Sherman,  Mexia — 314 
Barker,  Carl  D., 

930  Clarksville,  Paris — 290 


Barker,  Frank  R., 

1237  N.  Mockingbird,  Abilene — 418 
Barker,  Gates  R., 

214  N.  Caddo,  Cleburne — 266 
Barker,  Julian.  ( Int. ) , 

506  E.  16th  Sc,  Austin — 182 
Barker.  Nym  L., 

930  Clarksville,  Paris — 290 
Barker,  Paul  W., 

1103  Nueces,  Austin — 434 
Barker,  Robert  C., 

1501  Summit,  Fort  Worth — 414 
Barker,  William  E., 

315  1st  Natl.  Bank.  Longview — 194 
Barkley,  Douglas  F., 

1702  N.  Congress,  Austin — 434 
Barkley,  Howard  T., 

4414  Montrose  Blvd.,  Houston — 222 
Barkley,  Howard  T.,  Jr.,  (Inc), 

Presbyterian  Hosp.,  Philadelphia,  Pa. — 

222 

Barkley,  Thomas  S., 

Box  1487,  Rockdale — 330 
Barkman,  Floyd  J., 

1603  Junior  Dr.,  Dallas — 134 
Barksdale,  William  C., 

510  N.  Weatherly,  Borger — 430 
Barnard,  James  L., 

1240  3rd  Sc,  Corpus  Christ! — 354 
Barnard,  Wm.  C., 

1240  3rd  Sc,  Corpus  Christi — 354 
Barnebee,  James  H.,  Jr., 

205  South  15th,  Corsicana — 346 
Barnes,  Chas.  K., 

Neil  P.  Anderson  Bldg.,  Fort  Worth — 414 
Barnes,  Dorsey  K., 

3701  Maple,  Dallas — 134 
Barnes,  Elbert  D., 

1212  Houston  Sc,  Levelland — 294 
Barnes,  George  B., 

2400  Morgan  Ave.,  Corpus  Christi — 354 
Barnes,  Harry  T.,  Jr., 

1015  Avenue  G,  Bay  City — 298 
Barnes,  J.  Peyton, 

617  Med.  Towers,  Houston — 222 
Barnes,  John  W.,  (Inc), 

St.  Paul’s  Hosp.,  Dallas — 134 
Barnes,  Livingston,  (Hon.),  Hubbard — 242 
Barnes,  Louis  R.,  Jr., 

Seagraves  Clinic,  Seagraves — 138 
Barnes,  Maurice  C., 

1310  Austin  Ave.,  Waco — 322 
Barnes,  Sam  R.,  Trinity — 450 
Barnes,  Thomas  S., 

118  S.  Edgefield,  Dallas — 134 
Barnes,  Walter  C., 

401  East  Fifth,  Texarkana — 58 
Barnes,  William  B.,  (Mil.), 

Gunter  AFB,  Ala. — 182 
Barnett,  John  B., 

Torbett  Clinic,  Marlin — 170 
Barnett,  Lawrence  M., 

Box  608,  Bishop — 286 
Barnett,  Lewis  B., 

Box  986,  Hereford — 142 
Barnett,  William  D.,  (Inc), 

3707  Gaston  Ave.,  Dallas — 134 
Barnett,  William  E,, 

3534  Maple  Ave.,  Dallas — 134 
Barnett,  William  L., 

P.  O.  Box  518,  Cleveland — 310 
Barnhart,  Joseph  M., 

1817  Dryden  Rd.,  Houston — 222 
Baros,  James  A., 

807  Gibbs  Bldg.,  San  Antonio — 50 
Barr,  H.  Buford, 

501  Perlstein  Bldg.,  Beaumont — 262 
Barr,  W.  Tom, 

Medical  Arts  Bldg.,  Dallas — 134 
Barrett,  Frank  O.,  (Hon.), 

1501  Arizona  St.,  El  Paso — 162 
Barrett,  Isaac  P., 

3210  W.  Lancaster,  Fort  Worth — 414 
Barrett,  John  G., 

1109  Ellis  Ave.,  Lufkin — 18 
Barrett,  John  H., 

1616  Mem.  Prof.  Bldg.,  Houston — 222 
Barrier,  Chas.  W., 

Med.  Arts  Bldg.,  Fort  Worth — 414 
Barron,  Stanton  J., 

1241  N.  Mockingbird,  Abilene — 418 
Barron,  Stewart  S., 

3616  Maple,  Dallas — 134 
Barrow,  Rex  A.,  Jr., 

2601  Welborn,  Dallas — 134 
Barrow,  W.  Burton, 

Mexia  State  School,  Mexia — 314 
Barry,  Douglas  J., 

115  E.  Beauregard,  San  Angelo — 426 
Barsh,  Albert  G., 

2010  Broadway,  Lubbock — 318 
Bartels,  Robert  N., 

304  S.  22nd  St.,  Temple — 46 
Barth,  John  H.,  Yorktown — 150 
Barton,  Harry  L., 

2002  Holcombe  Blvd.,  Houston — 222 
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Barton,  James  G., 

Whitney  Clinic,  Whitney — 242 
Barton,  Julian  C., 

909  Nix  Prof.  Bldg.,  San  Antonio — 50 
Barton,  Robert  M., 

3601  Swiss  Ave.,  Dallas — 134 
Barzune,  Benjamin, 

1614  N.  Industrial,  Dallas — 134 
Bash,  Vincent  C.,  Jr., 

8849  Long  Point  Rd.,  Houston — 222 
Bashour,  Samuel  B., 

2020  W.  Grauwyler,  Irving — 134 
Baskin,  John  L., 

8215  Westchester,  Dallas — 134 
Baskin,  Roy  H.,  Box  3278,  Waco — 322 
Baskin,  T.  Grady, 

214  E.  Houston,  Tyler — 410 
Basom,  W.  Compere, 

520  Montana  St.,  El  Paso — 162 
Bass,  James  W., 

1936  Amelia,  Dallas — 134 
Bass,  Robert  K., 

3205  Oak  Lawn,  Dallas — 134 
Bassel,  Paul  M., 

Scott  & White  Clin.,  Temple — 46 
Bassett,  Wallace  H.,  3707  Gaston,  Dallas — 134 
Bates,  B.  Clary, 

1108  Nueces,  Austin — 434 
Bates,  Charles  R., 

1501  5th  St.,  Wichita  Falls— 466 
Bates,  Harriet  H.,  ( Int. ) , 

Wichita  Gen.  Hosp.,  Wichita  Falls — 466 
Bates,  I.  C., 

202  N.  Walnut  St.,  Sherman — 190 
Bates,  Leroy  E., 

717  E.  Houston,  San  Antonio — 50 
Bates,  Leroy  E.,  Jr.,  ( Int. ) . 

Box  4038,  San  Antonio — 50 
Bates,  Richard  D.,  (Int.), 

Children’s  Med.  Cen.,  Dallas — 134 
Batmanis,  Elizabeth, 

4010  Montrose  Blvd.,  Houston — 222 
Batson,  Carey  B., 

1315  Tenth  St.,  Lubbock — 318 
Bauer,  James  E., 

403  W.  Laurel  Ave.,  Victoria — 446 
Baugh,  William  L.,  ( Hon. ) , 

1302  Main  St.,  Lubbock — 318 
Bauknight,  James  M.,  Ganado— 462 
Bauman,  John  E., 

413  N.  Lincoln,  Odessa — 14 
Bausman,  Charles  H.,  Jr., 

1601  E.  Abram,  Arlington — 414 
Baxter,  M.  Ruth, 

1820  21st  St.,  Galveston — 182 
Baxter,  Virgil  C.. 

1820  21st  St..  Galveston — 182 
Bayer,  Bernard  H.. 

104  East  20th  St..  Houston — 222 
Bayles,  Spencer, 

6655  Travis,  Houston — 222 
Bayoud,  George  S.. 

Miller  at  Shiloh  Rd.,  Garland — 134 
Bayoud,  Paige  B., 

9323  Garland  Rd..  Dallas— 134 
Bazan,  Carlos,  Jr.,  ( Int. ) , 

1024  Church,  Galveston — 238 
Baze,  Perry  A.,  ( Hon. ) , Mason — 282 
Beach,  Asa, 

205  Camden  St.,  San  Antonio — 50 
Beachley,  Charles  E.,  Jr.. 

811  Bonham  St.,  Paris — 290 
Beall,  J.  Frank, 

820  N.  Mound,  Nacogdoches — 342 
Beall,  John  R.. 

2615  Cole  Ave.,  Dallas — 134 
Beard,  Bruce  H.. 

921  Eighth  Ave.,  Fort  Worth — 414 
Beard,  Earl  F.. 

6655  Travis,  Houston — 222 
Beasley,  C.  Harold, 

711  Fifth  Ave.,  Fort  Worth — 414 
Beasley,  Grace  A., 

3226  Odessa.  Fort  Worth — 414 
Beaton,  Hugh, 

1316  Med.  Arts  Bldg.,  Fort  Worth — 414 
Beaver,  Norman  B.,  (Hon.), 

4th  U.  S.  Army,  Ft.  Sam  Houston — 134 
Beazley,  H.  Liston, 

1716  Ed  Carey  Dr..  Harlingen — 82 
Bebb,  Edwin  C.. 

5 th  & Broad,  Wichita  Falls — 466 
Bebb,  Kenneth  C., 

1518  10th  St..  Wichita  Falls— 466 
Bebeau,  Eugene  R.. 

3495  Ctestwood,  Beaumont — 262 
Beck,  Edmund  J., 

1110  Longfellow,  Beaumont — 262 
Beck.  Emma,  (Inac. ),  Fredericksburg — 50 
Beck,  Jay  M..  (Int.), 

Baylor  Hospital,  Dallas — 134 
Beckering,  Henry  H., 

3701  Maple,  Dallas — 134 
Becton,  Joseph  D., 

4200  Stuart  St.,  Greenville — 254 


Bedolla,  Miguel  A., 

706  S.  Laredo.  San  Antonio — 50 
Bedri,  Marcel  R., 

501  McKelvey  Bldg.,  Harlingen — 82 
Beeler,  George  W., 

9th  Ave.  N.  at  5th  N.,  Texas  City — 182 
Beene,  Bruce  G., 

343  Miles  Ave.,  Hereford — 142 
Begley,  Grant  F., 

1415  Pennsylvania,  Fort  Worth— 414 
Behr,  Thomas  S., 

5656  Westheimer,  Houston — 222 
Behrens,  Charles  A., 

5644  Lawndale  St.,  Houston — 222 
Bell,  Charles  D.,  (Mil.), 

Bergstrom  AF®,  Austin — 434 
Bell,  Exter  F.,  Jr., 

1510  Hermann  Prof.,  Houston — 222 
Bell,  Henry  G., 

101  E.  Phillips  St.,  Conroe — 334 
Bell,  Herbert  J.. 

1501  Arizona  St.,  El  Paso — 162 
Bell,  Howard  B., 

3155  Stagg  Dr.,  Beaumont — 262 
Bell.  J.  Ardis, 

1325  S.  Main,  Fort  Worth— 414 
Bell,  Justin  E., 

2255  W.  Holcombe,  Houston — 222 
Bell,  Marvin  D., 

1109  Med.  Arts  Bldg.,  Dallas — 134 
Bell,  Robert  H., 

109  E.  Angelina  St.,  Palestine — 10 
Bell,  Walter  L., 

1408  West  6th  St.,  Pott  Arthur— 262 
Bell,  William  E., 

313  Circle  Dr.,  Kerrville — 278 
Bell,  Wm.  Sterling, 

5323  Harry  Hines,  Dallas — 134 
Bellamy,  Richard  C., 

1815  Cos  Ave.,  Liberty — 310 
Bellamy,  Russell  M., 

Combs  Worley  Bldg.,  Pampa— 430 
Belleggie,  Philip  A., 

5019  Westheimer,  Houston — 222 
Bellegie,  Nicholas  J.,  Box  3278,  Waco — 322 
Benavides,  Jose  M.,  (Int.), 

Lahey  Clinic,  Boston,  Mass. — 50 
Benavides,  Simon  I.,  Jr., 

335  East  Kimball,  Raymondville — 82 
Benbow,  Robert  H., 

408  W.  28th  St.,  Bryan — 66 
Bendel,  Henry  W.,  Jr., 

607  E.  Abram,  Arlington— 414 
Bennack,  Gene  E., 

Box  778,  Raymondville — 82 
Bennack,  George  E., 

152  S.  6th  St.,  Raymondville — 82 
Bennett,  Alfred  C., 

Torbett  Clinic,  Marlin — 170 
Bennett,  Bruce  H..  (Mil.), 

3510th  USAF  Hosp.,  Randolph  AFB — 50 
Bennett,  David, 

409  Ninth  St..  Orange — 358 
Bennett,  Eaton  W., 

P.  O.  Box  1840,  San  Antonio — 50 
Bennett,  George  E., 

402  S.  Bolivar,  Marshall — 226 
Bennett,  Hugh  D., 

2002  Holcombe  Blvd.,  Houston — 222 
Bennett,  J.  Travis, 

1501  Arizona  St.,  El  Paso — 162 
Bennett,  Jerrell, 

650  S.  Henderson,  Fort  Worth — 414 
Bennett,  Katharine  P., 

915  St.  Joseph,  Dallas — 134 
Bennett,  Raymond  J., 

1501  Arizona  St.,  El  Paso — 162 
Bennett,  Thomas  R.,  Jr., 

3707  Gaston  Ave.,  Dallas — 134 
Bennett,  William  H.,  (Hon.),  Humble — 222 
Benold,  Douglas  M., 

703  E.  12th  St.,  Georgetown — 474 
Benson,  Otis  O.,  Jr.,  (Mil.), 

Sch.  of  Avn.  Med.,  Randolph  AFB — 50 
Benson,  William  F., 

906  E.  Southmore,  Pasadena — 222 
Bentley,  Bascom  W.,  Jr., 

700  N.  Sycamore  St.,  Palestine — 10 
Benzon,  George  H.,  Ill, 

801  West  8th  St.,  Plainview — 206 
Berbary,  Maurice  S..  (Mil.), 

Walter  Reed  Hosp.,  Washington  12,  D.  C. 
—134 

Berchelmann,  Adolph,  (Inac.), 

809  S.  Laredo,  San  Antonio — 50 
Berchelmann,  August  G.. 

200  Donaldson,  San  Antonio— 50 
Berchelmann,  David  A., 

809  S.  Laredo  St.,  San  Antonio — 50 
Berg,  Owen  C., 

1300  8th  St..  Wichita  Falls — 466 
Berger,  Benjamin  J.. 

8215  Westchester,  Dallas — 134 
Bergfeld,  Arthur  W.  C, 

Box  49,  New  Braunfels — 1 14 


Bergfeld,  Jack  A., 

Box  859,  New  Braunfels — 114 
Bergsagel,  Daniel  E., 

6723  Bertner  Dr.,  Houston — 222 
Berk,  William  R., 

1909  Second  Ave.,  Dallas — 134 
Berler,  James  M., 

Med.  Prof.  Bldg.,  San  Antonio — 50 
Bernard,  George  E., 

2911  S.  New  Braunfels,  San  Antonio — 50 
Bernard,  Jack  A., 

1501  Arizona  St.,  El  Paso — 162 
Bernard,  Lynn  A., 

Hermann  Prof.  Bldg.,  Houston — 222 
Bernell,  Edward  C., 

1017  1st  Natl.  Bldg.,  El  Paso — 162 
Bernhardt,  Donald  R., 

Medical  Arts  Bldg.,  Dallas — 134 
Bernwanger,  Damon  C., 

3639  S.  Staples,  Corpus  Christ! — 354 
Berrey,  Bedford  H.,  (Mil.), 

108  Lyman  Dr.,  San  Antonio — 82 
Berry,  Charles  A.,  ( Mil. ) , 

Sch.  of  Avn.  Med.,  Randolph  AFB — 50 
Berry,  CJeorge  W., 

107  S.  18th  St..  Waco — 322 
Betty,  Joe  H., 

516  Lexington,  San  Antonio — 50 
Berry,  Lloyd  E.,  Jr., 

1100  Austin  Hwy.,  San  Antonio — 50 
Bettinot,  Chapman  W., 

1100  E.  Holcombe  Blvd.,  Houston — 222 
Bertram,  Harold  F.. 

650  Fifth  Ave.,  Fort  Worth — 414 
Betumen,  Joe  F., 

618  "ratar  St.,  Pasadena — 222 
Betumen,  Thelma  C., 

317  Park  Towers  Bldg.,  Houston — 222 
Beskow,  Richard  N., 

217  Craig  St.,  Hillsboro — 242 
Bessire,  Milton  C., 

1325  Hickory  St.,  Abilene — 418 
Best,  Abraham  R., 

101  S.  Iowa,  Irving — 134 
Best,  Edward  B.,  (Int.), 

Scott  & White  Clin.,  Temple — 46 
Best,  Paul  W., 

807  Med  Arts  Bldg.,  Houston — 222 
Bethea,  James  A.,  (Inac.), 

116  Tower  Dr.,  San  Antonio — 434 
Bettis,  Moody  C., 

706  Med.  Towers,  Houston — 222 
Betts,  Floyd  G.,  Jr., 

1020  Clinic  Dr.,  Tyler — 410 
Betts,  William  A..  Jr., 

4205  Leeland,  Houston — 222 
Bevil,  H.  Grady, 

301  Doctors  Bldg.,  Beaumont — 262 
Bevil,  Harold  H., 

1110  Longfellow  Dr.,  Beaumont — 262 
Bevil,  Jack  N., 

1528  Mem.  Prof.  Bldg.,  Houston — 222 
Bevil,  John  R.,  (Hon.), 

2625  Laurel  Ave.,  Beaumont — 262 
Bevil,  Lamar  C., 

2625  Laurel  Ave.,  Beaumont — 262 
Beyer,  Alvin,  Jr.. 

1521  Mem.  Prof.  Bldg.,  Houston — 222 
Beyer,  Lawrence  A., 

Box  352,  Hereford — 142 
Beyt,  Frank  J., 

235  Adams  Bldg.,  Port  Arthur — 262 
Bibby,  Douglas  E., 

1217  W.  Cannon,  Fort  Worth— 414 
Bickel,  Laura  C.,  30  Oakdale,  Houston — 222 
Bickel,  Robert  D., 

Professional  Bldg.,  Fort  Worth— 414 
Bickford,  Colon  U., 

2007  N.  Laurent,  Viaoria — 446 
Bickley,  Estill  T., 

2524  Morgan,  Corpus  Christ! — 354 
Bida,  John  F., 

715  W.  Abram,  Arlington — 414 
Biggar,  James  H.,  (Hon.), 

242  Rockwood  St.,  San  Antonio— 50 
Biggart,  James  F.,  Jr., 

3607  Gaston,  Dallas — 134 
Biggers,  Lawton  C., 

200  W.  5th,  Bonham — 174 
Bilbro.  Griff  W., 

1303  Hillcrest,  Jacksonville — 94 
Bilder,  Joseph,  Jr., 

112  N.  Burnett,  Denison — 190 
Biles,  Ervin  W., 

6621  Fannin  St.,  Houston — 222 
Billups,  J.  T., 

Hermann  Prof.  Bldg.,  Houston — 222 
Bing.  Arlys  W., 

Box  94,  Fairbanks — 222 
Bing,  Lyndon  W.,  Katy — 222 
Binion,  John  T., 

3707  Gaston  Ave.,  Dallas — 134 
Binion,  Warren  W., 

711  Fifth  Ave.,  Fort  Worth— 414 
Binney,  Charles,  II, 

1720  Ed  Carey  Dr.,  Harlingen — 82 
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Biotliff,  Charles  V., 

520  Pine  St.,  Texarkana — 58 
Birdsell,  John  E., 

8411  E.  Houston  Rd.,  Houston — 222 
Birdsong,  Karl  K., 

Scott  & White  Clin.,  Temple — 46 
Birdsong,  William  F.,  Muleshoe — 318 
Birdwell,  Henry  V.,  Jr.,  (Int. ), 

Scott  & White  Clin.,  Temple — 46 
Birdwell,  J.  Weldon, 

214  E.  Houston,  Tyler — 410 
Birt,  John  B.,  Harper — 278 
Bischoff,  Harold  W., 

P.  O.  Box  488,  Dimmitt — 142 
Bishop,  Alton  A., 

2501  W.  Berry  St.,  Fort  Worth— 414 
Bishop,  Charles  L.,  Box  426,  Ganado — 462 
Bishop,  Elmer  W., 

1911  Pleasanton  Rd.,  San  Antonio — 50 
Bisland,  Theodore, 

3707  Gaston  Ave.,  Dallas — 134 
Black,  Arthur  P., 

525  Montana  St.,  El  Paso — 162 
Black,  Crawford  H., 

505  N.  Weatherly,  Borger — 430 
Black,  Douglas  B.,  Box  90,  L^esa — 138 
Black,  F.  Ray, 

1312  Eleventh  St.,  Huntsville — 450 
Black,  Gordon  L., 

1501  Arizona  St.,  El  Paso — 162 
Black,  Thos.  W., 

808  8th  Ave.,  Fort  Worth — 414 
Black,  Vernon  A., 

105  Hawes  St.,  Wharton — 462 
Blackburn,  Bill  R., 

Hermann  Prof.  Bldg.,  Houston — 222 
Blackburn,  Edward  A.,  Jr., 

1616  Mem.  Prof.  Bldg.,  Houston — 222 
Blackketter,  Donald  E., 

113  East  2nd  St.,  Shamrock — 22 
Blacklock,  David  M., 

421  S.  Oak,  Lamarque — 182 
Blackstock,  Mathis  W., 

4804  Grover  Ave.,  Austin — 434 
Blackwell,  Ben  T., 

705  Fisk  Bldg.,  Amarillo — 378 
Blackwell,  James  H.,  (Hon.),  Marfa — 370 
Blackwood,  James  Q., 

447  1st  Fed.  Sav.  Bldg.,  Beaumont — 262 
Blaha,  Frank  J., 

2404  W.  Seminary  Dr.,  Fort  Worth — 414 
Blain,  James  M., 

Baylor  Hospital,  Dallas — 134 
Blaine,  Alva  L., 

2466  Morgan,  Corpus  Christ! — 354 
Blaine,  Mose  H.,  Jr., 

2466  Morgan,  Corpus  Christi — 354 
Blair,  D.  Shelton, 

1609  Medical  Arts,  Dallas — 134 
Blair,  James  R.,  Jr., 

516  Lexington  Ave.,  San  Antonio— 50 
Blair,  John  V., 

308  Wilson  Bldg.,  Corpus  Christi — 354 
Blair,  Lyman  C., 

1212  Rothwell,  Houston — 222 
Blair,  Robert  K., 

2418  Travis,  Houston — 222 
Blaisdell,  Glenn  D., 

819  Martin  Rd.,  Amarillo— 430 
Blake,  Emerson  M., 

1910  Knoxville,  Lubbock — 318 
Blake,  John  V.,  Jr..  Floresville — 270 
Blakemore,  Henry  C., 

107V^  E.  Erwin,  Tyler — 410 
Blalock,  Raymond  B.,  Huntsville — 450 
Blanco,  Viaot  M., 

Banner  Building,  El  Paso — 162 
Blankenship,  W.  W.,  Mosheim — 54 
Blanton,  Bassel  N., 

532  Medical  Arts,  Dallas— 134 
Blasingame,  F.  J.  L.,  ( Hon. ) , 

1350  N.  Astor  St.,  Chicago,  111.— 462 
Blassingame,  W.  Doak, 

Box  131,  Denison — 190 
Blattner,  Russell  J., 

Baylor  College  of  Med.,  Houston — 222 
Blaustone,  Henry  H., 

223  Main  St.,  Kenedy — 270 
Bleakney,  Phil  A., 

214  E.  Harrison,  Harlingen — 82 
Blend,  Max  H., 

3607  Gaston  Ave.,  Dallas — 134 
Blewett,  Emerson  K., 

13  Med.  Arts  Sq.,  Austin — 434 
Bliss,  Sheldon  P., 

600  La  Veta  Dr.,  N.E.,  Albuquerque, 

N.  Mex. — 134 
Block.  Harold  M., 

Medical  Arts  Bldg.,  Dallas — 134 
Block,  Richard  E., 

3707  Gaston  Ave.,  Dallas — 134 
Block,  William  J., 

1111  Nix  Prof.  Bldg.,  San  Antonio — 50 


Blocker,  Truman  G.,  Jr., 

Univ.  of  Tex.  Med.  Br.,  Galveston — 182 
Blocker,  Virginia  I., 

Univ.  of  Tex.  Med.  Br.,  Galveston — 182 
Blocker,  William  P., 

P.  O.  Box  887,  Donna — 238 
Blonkvist,  Brent  G., 

2005  West  Wall,  Midland — 14 
Bloom,  l^rnard  H.. 

308  Med.  Prof.  Bldg.,  San  Antonio — 50 
Bloom.  Charles  S., 

Box  512,  Gladewater — 194 
Bloom,  Fred  A., 

10  Chelsea  PL,  Houston — 222 
Bloom,  Manuel  G., 

912  Med.  Towers,  Houston — 222 
Bloss,  Charles  L., 

1420  Med.  Arts  Bldg.,  Dallas — 134 
Blount,  Robert  E.,  (Mil.), 

Brooke  Army  Hosp.,  Ft.  Sam  Houston — 
50 

Blow,  Frank  T.,  (Hon.),  Alpine — 370 
Bloxsom,  Allan  P., 

4402  Travis  St.,  Houston — 222 
Blum,  Morton  A., 

6410  Fannin  St.,  Houston — 222 
Blum,  Sigmund  L., 

573  Pearl  St.,  Beaumont — 262 
Blumer,  Max  A.,  ( Inac. ) , 

P.  O.  Box  4083,  Normandy  Branch, 
Miami,  Fla. — 50 
Blundell,  J.  Reese, 

302  Med.  Arts  Bldg.,  Houston — 222 
Bobo,  Thomas  C.. 

805  West  Wall,  Midland— 14 
Bobo,  Zack,  Jr., 

311  S.  Center,  Arlington — 414 
Boccelato,  Salvador  L., 

3304  W.  Commerce,  San  Antonio— 50 
Bodenhamer,  James  G.,  Mason — 282 
Boehler,  Clement  C., 

1501  Arizona  St.,  El  Paso — 162 
Boehning,  Harold  C., 

915  St.  Joseph  St.,  Dallas — 134 
Boehs,  Charles  J., 

1119  Med.  Arts  Bldg.,  San  Antonio — 50 
Boelsche,  Arr  Nell, 

John  Sealy  Hosp.,  Galveston — 182 
Boelsche,  Leslie  D., 

Box  359.  La  Grange — 110 
Bohannon,  Richard  F.. 

225  West  Park,  Pharr — 238 
Bohls,  Sidney  W., 

803  E.  32nd  St.,  Austin— 434 
Bohman,  Alfred  J..  Cuero — 150 
Bohmfalk,  John  H., 

227  E.  Hildebrand,  San  Antonio — 50 
Bohmfalk,  Stanley  W., 

587  Kansas  Ave.,  Weslaco — 238 
Boice,  Edward  H.,  ( Int. ) , 

6303  S.  Park  Blvd.,  Houston— 222 
Boland,  Grant  L., 

1423  Medical  Arts,  Dallas — 134 
Bolch,  Alfred  P.. 

1004  Briarwood,  Arlington — 414 
Bolen,  John  G., 

Med.  Arts  Bldg.,  San  Angelo — 426 
Boles,  Ttuett  C., 

600  W.  Park  Row,  Arlington — 414 
Boling,  John  S.. 

1910  Knoxville,  Lubbock — 318 
Bolton,  Billy  F., 

2701  N.  Azalea,  Viaoria — 446 
Bolton,  M.  Graham, 

12th  & Wilkens,  Hempstead — 30 
Boluch,  John  J., 

121  W.  Pipeline  Rd.,  Hurst- 414 
Bond,  Tom  B., 

815  Med.  Arts  Bldg.,  Fort  Worth — 414 
Bondurant,  Drewry  C., 

4811  Lake  Park  Dr.,  Wichita  Falls — 466 
Bondurant,  William  W.,  Jr., 

811  Nix  Prof.  Bldg.,  San  Antonio — 50 
Bondy,  Robert  C.,  Jr., 

203  W.  Tyler,  Richardson— 134 
Bone.  Fred  W.,  3702  Worth,  Dallas — 134 
Bone.  Robert  D.,  Box  841,  Corsicana — 346 
Boneili,  Victor  E.,  (Inac.), 

611  W.  4th  St.,  Fort  Worth — 414 
Bonham,  Russell  F.,  Box  6237,  Houston — 222 
Bonin,  Wilfred  P., 

1601  W.  Alabama,  Houston — 222 
Bonner,  Dickson  P., 

207  W.  Mulberry,  Sherman — 190 
Bonner,  Leslie  L., 

Box  157,  Fairfield — 178 
Bonnet,  Edith  M., 

210  Med.  Prof.  Bldg.,  San  Antonio — 50 
Bonnet,  John  D., 

Scott  & White  Clin.,  Temple— 46 
Bonnstetter,  Harold  J.,  Box  638,  Kenedy — 270 
Bonte,  Frederick  J., 

5201  Harry  Hines,  Dallas— 134 
Bontley,  Paul  T., 

909  Briarwood,  Arlington — 414 
Bookatz,  Allan,  3707  Gaston,  Dallas — 134 


Boone,  Carroll  L., 

906  E.  Southmore,  Pasadena — 222 
Boone,  Clifford  M., 

121  S.  Zangs,  Dallas — 134 
Boone,  James  B., 

Southmore  Hosp.  CL,  Pasadena — 222 
Boone,  Martin  H.,  Jr.. 

210  North  C St.,  Midland— 14 
Boone,  Thetford  B.,  Jr.,  (Int.), 

1315  Stemmons.  Dallas — 134 
Booth,  Earnest, 

St.  Joseph’s  Hosp.,  Fort  Worth — 414 
Booth,  James, 

1322  Pentagon  Pkwy.,  Dallas — 134 
Borchardt,  Alvin  L.,  Vernon — 470 
Borchers,  Charles  L., 

2006  N.  Navarro,  Viaoria — 446 
Bordelon,  Howard  M., 

2204  W.  6th  Ave.,  Amarillo — 378 
Borders,  James  L.,  (Mil.), 

1605th  USAF  Hosp.,  New  York,  N.  Y. 
—50 

Boren.  Darrell  W., 

3341A  Winthrop,  Fort  Worth — 414 
Boren,  James  S., 

1016  Med.  Arts  Bldg.,  Houston — 222 
Borg,  Fritz  H., 

800  S.  Lake  St.,  Fort  Worth — 414 
Boring,  Billy  Ray, 

1911  Westway,  McKinney — 106 
Bornstein,  David  M., 

3707  Gaston  Ave.,  Dallas — 134 
Bornstein.  Frederick  P., 

Providence  Mem.  Hosp.,  El  Paso — 162 
Borsheim,  Raymond  S., 

2608  N.  Main  Ave.,  San  Antonio — 50 
Borum,  Valington  F., 

312  Crestwood  Dr.,  Fort  Worth— 414 
Bos,  Norman  C.,  (Mil.), 

926  Fairchild.  Lackland  AFB — 50 
Bosquez,  Roberto,  ( Int. ) , 

Memorial  Hospital,  Corpus  Christi — 354 
Bosshardt,  Carl  E., 

1226  Nix  Prof.  Bldg.,  San  Antonio — 50 
Boster,  Raymond  G., 

510  W.  Beauregard,  San  Angelo— 426 
Boston,  Don  Wayne, 

3101  Travis  Ave.,  Fort  Worth— 414 
Boston,  John  A.,  Jr., 

412  West  17th  St.,  Austin — 434 
Boswell,  George  M.,  Jr., 

364  Casa  Linda  Plaza,  Dallas — 134 
Boswell,  Leta  N.,  Canyon — 378 
Boswell,  Samuel  R., 

P.  O.  Box  72,  Rosenberg — 462 
Botkin,  Rolan  R., 

3721  S.  Ptesa,  San  Antonio — 50 
Bounds,  Lloyd  D., 

15  Medical  Center,  Corpus  Christi — 354 
Bounds,  Murphy, 

Medical  Arts  Bldg.,  Dallas — 134 
Bourdon,  Lynn  L., 

414  West  20th  St.,  Houston — 222 
Bourgeois,  Richard  J.. 

2301  Proaer  St.,  Port  Arthur — 262 
Bourland,  J.  W.,  Jr.. 

4105  Live  OaJc,  Dallas— 134 
Bourland,  J.  W.,  Sr.,  (Hon.), 

4105  Live  Oak,  Dallas — 134 
Bourland.  John  B.,  Box  28,  Dallas — 134 
Boverie,  Robert  F., 

415  E.  Yandell  Blvd.,  El  Paso— 162 
Bowden,  A.  M.,  (Hon.),  May — 74 
Bowden.  Andy  J.,  Jr., 

650  S.  Henderson,  Fort  Worth — 414 
Bowden,  Ben  W., 

10801  Garland  Rd.,  DaUas — 134 
Bowen,  Robert  E.,  Jr., 

531  Med.  Arts  Bldg.,  San  Antonio — 50 
Bowsn,  Robert  E.,  Sr.,  (Inac.), 

1849  _W.  Gramercy,  San  Antonio— 50 
Bowen,  Shirley  S., 

1408  Hermann  Prof.,  Houston — 222 
Bowie.  Albert  Ely, 

3117  Dowling  St.,  Houston — 222 
Bowie,  Carl  W., 

3701  Montrose  Blvd.,  Houston — 222 
Bowles,  John  D., 

618  Prairie,  Houston— 222 
Bowman,  Ralph  F.,  Jr., 

202  West  Nash.  Terrell — 274 
Bowyer.  Charles  H., 

P.  O.  Box  535,  Los  Fresnos — 82 
Bowyer,  Mack  F., 

1101  N.  19th  St.,  Abilene — 418 
Box,  Quellin  T., 

915  Strand,  Galveston — 182 
Boyd,  Adam  N., 

2918  Caroline  St.,  Houston — 222 
Boyd,  Arthur  M., 

Box  177,  Sherman — 190 
Boyd,  Charles  D., 

6717  Sherwood,  Houston — 222 
Boyd,  Craig  H., 

554  S.  Summit,  Fort  Worth — 414 
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Boyd,  Dickson  K., 

525  S.  Locust.  Denton — 146 
Boyd.  Elvin  M., 

1208  Live  Oak,  Hearne — 66 
Boyd  Everett  M.,  (Int.), 

Robt.  B.  Green  Hosp.,  San  Antonio — 50 
Boyd,  G.  D., 

410  Thelma,  San  Antonio — 50 
Boyd.  James  T., 

915  Hillcrest,  Jacksonville — 94 
Boyd,  Newell  D., 

227  W.  Kleberg  St.,  Kingsville — 286 
Boyd,  Virginia  H.,  Box  333,  Abilene — 418 
Boyer.  Lorenzo  A., 

7117  Military  Parkway,  Dallas — 134 
Boykin,  Solomon  R.,  Floresville — 270 
Boyle,  Frank  B., 

2248  Proaer  St.,  Port  Arthur — 262 
Boyle,  James  W.,  ( Inac. ) , 

5015  Highland  Ct.,  Austin — 306 
Boysen,  Arthur  E., 

1520  McCullough,  San  Antonio — 50 
Bozzell,  James  D.. 

1501  Arizona  St.,  El  Paso — 162 
Bracken,  Frank  L., 

Ill  N.E.  11th  St.,  Grand  Prairie — 134 
Braden,  Albert  H.,  Jr., 

No.  2 Chelsea  PI.,  Houston — 222 
Braden,  David  J.. 

No.  2 Chelsea  PL,  Houston — 222 
Bradfield,  Eldon  O., 

Scott  & White  Clin.,  Temple— 46 
Bradfield.  James  Y., 

3601  Swiss  Ave.,  Dallas — 134 
Bradfield,  John  L., 

Medical  Arts  Bldg.,  Dallas — 134 
Bradford,  Andrew  L.,  ( Hon. ) . 

Coolidge — 242 
Bradford,  Charles  C., 

Box  21,  Burleson — 266 
Bradford,  Clarence  T.,  (Hon.), 

1404  Hayden,  Amarillo— 466 
Bradford,  F.  Keith, 

435  Hermann  Prof.  Bldg.,  Houston — 222 
Bradford,  Harry  M.,  ( Hon. ) , 

1232  N.  Selva  Dr.,  Dallas — 134 
Bradford,  Sidney  W., 

2015  S.  College,  Tyler — 410 
Bradford,  William  H., 

3714  Fairmount,  Dallas — 134 
Bradley,  Ben  H.,  Rising  Star — 154 
Bradley.  Roy  W., 

120  Med.  Prof.  Bldg.,  San  Antonio — 50 
Bradshaw,  Wilber  V.,  Jr., 

1800  University  Dr.,  Fort  Worth — 414 
Brady,  J.  J..  1705  Colorado.  Austin— 434 
Brady,  Randle  J., 

3317  Binz,  Houston — 222 
Bragg,  William  J.,  Jr., 

3004  Little  York  Rd.,  Houston — 222 
Braithwaite,  Alfred  T., 

229  Clifton  St.,  Waco — 322 
Btalley,  Ernest  M.,  Jr.,  ( Mil. ) , 

20th  Sta.  Hosp.,  New  York,  N.  Y.— 134 
Branch,  George  R., 

4143  Cole  Ave.,  Dallas — 134 
Branch,  William  M., 

514  Med.  Arts  Bldg.,  Dallas — 134 
Brandau,  George  H., 

619  Med.  Arts  Bldg.,  Houston — 222 
Brandau,  William  H., 

703  Amer.  Natl.  Bk.  Bldg.,  Beaumont — 
262 

Btandenstein,  Luise  C.,  Kerrville — 278 
Brandes,  E.  B.. 

1700  E.  Holcombe  Blvd.,  Houston — 222 
Brandes,  Gerald  E.. 

817  Quince.  McAllen — 238  , 

Brandon,  Sylvan, 

703  Med.  Arts  Bldg.,  Houston — 222 
Brandt,  Donald  H., 

213  N.  Barrett,  Denison — 190 
Brandt,  Otto,  Jr., 

1506  Guadalupe.  Austin — 434 
Brannin,  Dan, 

929  Medical  Arts,  Dallas — 134 
Brannon,  Earl  W.,  (Mil.), 

Lackland  AFB,  San  Antonio — 50 
Brannon,  Jack  G., 

2715  Fannin  St.,  Houston — 222 
Brantley,  E.  Clayton,  Jr., 

1207  E.  Tenth,  Odessa — 14 
Braselton,  Chas.  W.,  Jr., 

1050  W.  Dashwood,  Fort  Worth — 414 
Btashear,  Doyle  H., 

919  Ellis  Ave.,  Lufkin — 18 
Brasher,  Ray  V., 

1008  W.  Petersmith,  Fort  Worth — 414 
Brask,  H.  Kermit, 

1411  Shafter,  San  Angelo — 426 
Braswell,  Marlin  T., 

119  S.  MarshaJl,  Henderson — 398 
Bratteng,  Elizabeth  H., 

8916  Spring  Br.  Dr.,  Houston — 222 
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Bratton,  Robert  E., 

1606  Poquonack,  Austin — 434 
Brau,  J.  Gilmore, 

3817  Brown  St.,  Dallas — 134 
Brauer,  Raymond  O., 

6615  Travis,  Houston — 222 
Braun,  Howard  E., 

5900  Lyons  Ave.,  Houston — 222 
Brauns,  Wilhelm  H., 

234  W.  Beauregard,  San  Angelo— 426 
Bray,  Willis  J., 

1325  Hickory  St.,  Abilene — 418 
Brazda,  A.  W.,  (dead).  Ranger — 154 
Breck,  Louis  W., 

520  Montana  St.,  El  Paso— 162 
Breckenridge,  Carlyle  G., 

2014  Crawford,  Houston — 222 
Breeden,  Roy  F.. 

105  W.  Elizabeth,  Brownsville— 82 
Breihan,  E.  W.,  Box  5297.  Dallas — 134 
Brelsford,  Harold  J., 

4062  Tartan  Lane,  Houston — 222 
Brelsford,  H.  Gates, 

214  E.  Houston,  Tyler — 410 
Brendel,  William  B., 

Ill  Gen.  Krueger,  San  Antonio— 50 
Breneman,  Fairfax  V., 

810  Lamar,  Paris — 290 
Brener,  Lazard  S., 

2219  Dorrington,  Houston — 222 
Brener,  Zidella  S., 

2219  Dorrington,  Houston — 222 
Brentlinger,  Robert  W., 

1005  Sherwood,  Arlington— 414 
Brereton,  Gilbert  E., 

723  Medical  Arts,  Dallas — 134 
Bressler,  J.  L., 

1215  Walker  Ave.,  Houston — 222 
Breuer,  Alfred, 

525  Richmond,  San  Antonio— 50 
Brewer,  Dorothy, 

124  Dallas  St.,  San  Antonio — 50 
Brewer,  Earl  J.,  Jr., 

210  N.  Houston,  Wharton — 462 
Brewer.  Jesse  H.,  Jr., 

3803  North  22nd  St.,  Waco — 322 
Brewer,  Paul  L.,  Box  308,  Bay  City— 462 
Brewer,  Raymond  L., 

6800  Long  Point  Rd.,  Houston — 222 
Brewer,  Thomas  W., 

910  Hermann  Prof.  Bldg.,  Houston — 222 
Brewster,  Charles  H., 

216  N.  Sherman,  Mexia — 314 
Brian,  Bruce  O., 

202  Upshur  Ave.,  Gladewater — 194 
Bridge,  Harry  R., 

1229  N.  Mockingbird,  Abilene— 418 
Bridges,  Ben  F., 

214  E.  Houston,  Tyler — 410 
Bridges,  Doye  R., 

2701  N.  Azalea,  Victoria — 446 
Bridges,  James  L., 

2190  Harrison  St.,  Beaumont — 262 
Bridges,  James  P..  Box  166,  Center— 406 
Bridges.  William  H., 

504  W.  DeFee,  Baytown— 222 
Brigham,  Floyd  H.,  Rusk — 94 
Brignac,  Louis  F.,  Jr., 

31614  W.  Davis,  Conroe — 334 
Brindley,  George  V., 

Scott  & White  Clin.,  Temple— 46 
Brindley,  George  V.,  Jr., 

Scott  & White  Clin.,  Temple— 46 
Brindley,  Hanes  H., 

Scott  & White  Clin.,  Temple — 46 
Brittain,  Mary  Ruth, 

204  E.  Zavala,  Crystal  City — 326 
Britton,  Bloyce  H., 

505  1st  Natl.  Bldg.,  El  Paso— 162 
Britton,  Howard  A., 

402  Fulton  Ave.,  San  Antonio — 50 
Britton,  Mortis  L., 

600  N.  Highland  Ave.,  Sherman — 190 
Britton,  W.  W.,  (Hon.), 

2704  Fort  Blvd.,  El  Paso — 162 
Broadrick,  Broadway, 

Drawer  949.  Big  Spring — 250 
Brock,  Bill  L., 

307  New  York,  Arlington— 414 
Brock,  Ernest  H.,  (Inac.), 

707  Hawkins,  Fort  Worth — 414 
Brodets,  Albert  C., 

Scott  & White  Clin,  Temple— 46 
Broders,  Albert  C..  Jr., 

Scott  & White  Clin,  Temple — 46 
Broders,  Charles  W., 

Scon  & White  Clin.  Temple— 46 
Brodsky,  Alexander  E., 

505  Med.  Towers,  Houston — 222 
Brogdon,  William  M.. 

Blackwell  Hosp.,  Gorman — 154 
Btohn,  Alfred  J., 

P.  O.  Box  882,  Big  Spring — 250 
Bromberg,  Leon, 

1501  Broadway,  Galveston — 182 
Bronwell,  Alvin  W., 

3801  19th  St..  Lubbock— 318 


Brook,  Winston  M.,  Box  786,  Lampasas — 298 
Brooking,  Donald  G.  W., 

414  Medical  Arts,  Dallas — 134 
Brooks,  Benjy  F.. 

1506  Med.  Towers,  Houston — 222 
Brooks,  Cleveland  H., 

1104  Amicable  &dg.,  Waco— 322 
Brooks,  Donald  A., 

2200  Evans  Ave.,  Fort  Worth— 414 
Brooks,  Earl  E.,  Bogota — 386 
Brooks,  Ernest  J.,  (Hon.), 

1312  N.  Henry  Road,  Arlington — 134 
Brooks.  James  W., 

5182  Ollie,  Fort  Worth— 414 
Brooks,  Jesse  M.,  Atlanta — 90 
Brooks,  Marion  J., 

2200  Evans  Ave.,  Fort  Worth— 414 
Brooks,  M.  James,  Jr.,  Atlanta — 90 
Brooks,  Robert  H.,  (Mil.), 

Kelly  AFB,  San  Antonio — 50 
Brooks.  Walter  A., 

404  Mercer  St.,  Quanah — 214 
Brooks,  William  C.,  ( Int. ) , 

St.  Paul’s  Hosp.,  Dallas — 134 
Brooksaler,  Fred  S., 

8215  Westchester,  Dallas — 134 
Brothers,  Joe  F.,  (Int.), 

Scott  & White  Clin.,  Temple — 46 
Brous,  Marion  W., 

1012  S.  Henderson,  Fort  Worth — 414 
Browder,  Maurice  M.,  (Int.), 

St.  Paul’s  Hosp.,  Dallas — 134 
Brown,  Adelbert  B.,  Jr., 

Box  942,  Crockett — 10 
Brown,  Alexander  A.,  (Hon.), 

233  Linda  Dr..  San  Antonio — 50 
Brown,  Arthur.  1015  Lamar,  Fort  Worth — 414 
Brown,  Audie  A.,  Gorman — 154 
Brown,  Chadwick  G., 

211  N.  Carpenter,  Mart — 322 
Brown,  C.  Frank, 

P.  O.  Box  2699.  Dallas— 134 
Brown,  Charles  H., 

1418  Eghth  St.,  Wichita  Falls— 466 
Brown,  Charles  H.,  Jr.. 

401  West  Collin,  Corsicana — 346 
Brown,  Charles  T., 

215  Blue  Bonnet  Blvd.,  San  Antonio— 50 
Brown,  Clarence  A., 

600  W.  Fourth  St.,  Odessa— 14 
Brown,  Clarence  E., 

209  Waters  St.,  Mansfield— 414 
Brown,  Dan  M., 

110  E.  Pecan  St.,  Gainesville — 118 
Brown,  Donald  S.,  3710  Swiss,  Dallas — 134 
Brown,  Dor  W.,  Jr., 

109  S.  Adams,  Fredericksburg — 278 
Brown,  Dorothy  V.  M., 

Box  53,  Catarina — 302 
Brown,  G.  Bedford,  Jr., 

432  Mulberry  St.,  Angleton — 62 
Brown,  G.  Wootten, 

Scott  & White  Clin.,  Temple — 182 
Brown,  George  W., 

305  W.  Rusk  St.,  Tyler — 410 
Brown,  Glynne, 

432  S.  Spring  St.,  Tyler — 410 
Brown,  Harold,  1400  Marion.  Garland — 134 
Brown,  Hubert  L., 

207  W.  Mulberry.  Sherman — 190 
Brown,  Hugh  N.,  (Int.), 

4809  Shoal  Creek,  Austin— 434 
Brown,  Irving, 

815  Peoples  Bank  Bldg.,  Tyler — 410 
Brown,  Jack  Ross, 

1010  Federal  Rd.,  Houston — 222 
Brown,  James  A., 

5101  Almeda,  Houston — 222 
Brown,  James  M., 

Torbett  Clinic,  Marlin — 170 
Brown,  Jesse  B., 

Kings  Daughters  Clin.,  Temple — 46 
Brown,  John  F.,  Jr., 

315  N.  Sam  Houston.  San  Benito — 82 
Brown,  John  H., 

1319  S.  Richey,  Pasadena — 222 
Brown,  John  R., 

3004  Little  York  Rd.,  Houston — 222 
Brown,  John  T., 

200  N.  Lutterloh,  Gatesville — 122 
Brown,  M.  I.. 

209  Capital  Natl.,  Austin-— 434 
Brown,  Olen  E.,  (Hon.), 

8903  S.  Becldey,  Dallas — 134 
Brown,  R.  Alex, 

7401  Harrisburg,  Houston — 222 
Brown,  R.  Malcolm. 

Florida  & Hobart,  Pampa — 430 
Brown,  Robert  W., 

811  Fifth  Ave.,  Fort  Worth— 414 
Brown,  Samuel  R., 

219  West  10th  St.,  Dallas— 134 
Brown,  W.  Herbert, 

106  Vi  S.  Rusk,  Denison — 190 
Brown,  W.  Porter, 

1106  Med.  Arts  Bldg.,  Fort  Worth— -414 
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Brown,  Walter  C., 

2550  Morgan,  Corpus  Christi — 354 
Brown,  Walter  D.,  (Hon.), 

2262  North  St.,  Beaumont — 262 
Brown,  William  K., 

Hermann  Prof.  Bldg.,  Houston — 222 
Brown,  William  W.,  Jr., 

2224  Washington,  Waco— 322 
Brown,  Wilson  G., 

165  Hermann  Prof.  Bldg.,  Houston — 222 
Browne,  Charles  F.,  Sonora-^26 
Browne,  Frank  S., 

Medical  Arts  Bldg.,  Wichita  Falls— 466 
Browne,  Robert  S., 

Adams  Bldg.,  Port  Arthur — 262 
Brownfield,  Jack  D., 

806  S.  Lake  St.,  Fort  Worth— 414 
Browning,  Carroll  W., 

101  N.  Zangs,  Dallas — 134 
Brownlee,  Charles  H.,  ( Inac. ) , 

603  W.  14th  St.,  Austin — 434 
Brownrigg,  Thos.  H., 

1485  Calder  Ave.,  Beaumont — 262 
Broyles,  George  D.,  Jr., 

Hermann  Prof.  Bldg.,  Houston — 222 
Bruce,  Charles  H., 

1317  N.  Washington,  Dallas — 134 
Bruce,  E.  Ivan,  Jr., 

1014  Strand,  Galveston — 182 
Bruce,  George  D., 

721  E.  Texas  Ave.,  Baytown — 222 
Bruce,  R.  Grady, 

209  Med.  Arts  Bldg.,  Dallas — 134 
Bruce,  William  J., 

916  South  45th,  Temple — 46 
Bruhl,  Charles  E.,  (Hon.), 

1706  North  Blvd..  Houston — 222 
Bruhl,  Charles  K., 

345  Hermann  Prof.  Bldg.,  Houston — 222 
Brtimage,  Wm.  S., 

State  Health  Dept.,  Austin — 434 
Brumby,  William  M.,  (Hon.), 

811  Capital  Ave.,  Houston — 222 
Brunazzi,  Richard  R., 

6th  and  Walnut  Sts.,  Texarkana — 58 
Bruner,  Cavan  B.,  (Mil.), 

5754  Blue  Ridge  Dr.,  Fort  Worth — 414 
Brunken,  Robert  B., 

3707  Gaston  Ave.,  Dallas — 134 
Brunner,  G.  Harmon, 

306  Med.  Prof.  Bldg.,  San  Antonio— 50 
Brunner,  George, 

1208  Mills  Bldg.,  El  Paso — 162 
Brunner,  Robbie  Neeley, 

306  Med.  Prof.  Bldg.,  San  Antonio— 50 
Bruton,  Emmett  B., 

4217  Swiss  Ave.,  .Dallas — 134 
Bryan,  Arthur  F., 

919  Ellis  Ave.,  Lufkin — 18 
Bryan,  E.  Kay, 

819  Martin  Rd.,  Amarillo — 378 
Bryan,  John  J., 

6026  Milart  St.,  Houston — 222 
Bryan,  J.  Manly, 

608  16th  St.,  Canyon — 378 
Bryan,  John  N., 

1600  N.  Texas  St.,  Odessa — 14 
Bryan,  Nelson  A.,  (Hon.), 

978  Peavy  Rd.,  Dallas — 134 
Bryan,  Robert  T.,  Jr., 

3511  Fairmount,  Dallas — 134 
Bryan,  T.  F.,  ( Hon. ) , 

121  E.  Black  Jack,  Dublin— 166 
Bryan,  W.  G., 

1401  Ea^e  St.,  Houston — 222 
Bryant,  David  W., 

Box  428,  Bridgeport — 98 
Bryant,  George  C.,  ( Int. ) , 

1740  Cornell  Dr.,  Augusta,  Ga. — 322 
Bryant,  W.  Howard, 

P.  O.  Box  600,  Tyler — 410 
Bryson,  J.  Gordon,  Jr., 

1209  Santa  Fe,  Corpus  Christi — 354 
Bryson,  John  B.,  Box  516,  Belton — 46 
Bublis,  Mary  E., 

1001  W.  Ninth,  Plainview — 206 
Bublis,  Norbert  J., 

801  West  8th,  Plainview — 206 
Bucci,  Robert  J., 

1200  M.  D.  Anderson  Blvd.,  Houston — 
222 

Buchanan,  A.  C.,  (Mil.), 

Corpus  Christi — 354 
Buchanan,  Martha  B., 

700  Brook,  Wichita  Falls— -466 
Buchele,  Matthew  J.,  San  Augustine — 342 
Buck,  Haldor  R.,  Premont — 70 
Buck,  Roger,  304  North  N,  Midland — 14 
Buckholts,  Walter  H., 

V.  A.  Hospital,  Dallas — 134 
Buckner,  Edwin  E., 

910  E.  Marshall,  Longview — 194 
Bucy,  Roy  S.,  Box  32,  Linden — 90 


Budd,  Robert  G., 

P.  O.  Box  7087,  Amarillo — 378 
Budd,  Wilbur  Q.,  802  Rusk,  Amarillo — 378 
Budwig,  Ira  A., 

1501  Arizona  St.,  El  Paso — 162 
Buehler,  Martin  S., 

3225  Turtle  Creek,  Dallas — 134 
Buell,  David  S., 

8215  Westchester,  Dallas — 134 
Buford,  Ben  R., 

1425  Med.  Arts  Bldg.,  Dallas — 134 
Buford,  Lee  Owen  S., 

2514  Welborn  St.,  Dallas — 134 
Bugg,  Robert  N., 

208  N.  Garfield,  Midland — 14 
Buie,  James  Morgan, 

206  E.  Elm,  Hillsboro — 242 
Buie,  Neil  D., 

Buie  Clinic,  Marlin — 170 
Bukowski,  John, 

532  N.  Esperson  Bldg.,  Houston — 222 
Bukowski,  Lucian  M., 

1814  Crawford,  Houston — 222 
Buldain,  Martha, 

4510  Caroline  St.,  Houston — 222 
Bulgerin,  Harold  J., 

507  Connelle  St.,  Eastland — 154 
Bullard,  Chester  C.,  ( Hon. ) , 

1616  Austin  Ave.,  Brownwood — 74 
Bullard,  Ray  E.,  Jr.,  Box  346,  Blanco— 230 
Bullion,  Charles  F., 

233  W.  Wheatland  Rd.,  Dallas — 134 
Bullock,  Elza  V., 

906  E.  Southmore,  Pasadena — 222 
Bumpass,  S.  R., 

915  St.  Joseph,  Dallas — 134 
Bundy.  David  T.,  (Hon.), 

County  Court  House,  Tyler — 410 
Bunkley,  E.  P.,  (Hon.),  Stamford — 38 
Bunkley,  Thomas  A., 

Stamford  San.,  Stamford — 418 
Bunting,  John  J., 

4705  Montrose  Blvd.,  Houston — 222 
Bunyard,  Joseph  A., 

S.  A.  Natl.  Bk.  Bldg.,  San  Angelo— 426 
Burch,  George  W., 

908  Hospital  Drive,  Tyler— 410 
Burch,  Neil  R.. 

1200  M.  D.  Anderson  Blvd.,  Houston — 
222 

Bordeaux,  Billie  D.,  Jr., 

815  Med.  Arts  Bldg.,  Houston — 222 
Burden,  Alfred  L.,  Jr.,  (Int.), 

1203  Ross  Sterling,  Houston — 222 
Burdick,  Jesse  G., 

Ethyl  Corporation,  Pasadena — 222 
Burditt,  Bucky  L., 

901  Griner,  Del  Rio — 326 
Burditt,  Jesse  N., 

Clinic  Bldg.,  Abilene — 418 
Burditt,  Tom  C., 

1442  N.  3rd  St.,  Abilene — 418 
Burford,  Raymond  W., 

4105  Live  Oak,  Dallas — 134 
Burg,  Abner  D., 

806  Med.  Towers,  Houston — 222 
Burg,  Edward  M., 

805  Maverick  Bldg.,  San  Antonio— 50 
Burge,  Curtis  H., 

Hermann  Prof.  Bldg.,  Houston — 222 
Burgess,  George  A., 

248  Jefferson  St.,  Eagle  Pass — 326 
Burgess,  H.  M., 

Normal  & Scripture,  Denton — 146 
Burgess,  Jack  Ray. 

2206  Midlane,  Apt.  6,  Houston — 222 
Burgess,  John  L.. 

1314  Austin  Ave.,  Waco — 322 
Burgess,  Richard  M., 

3226  E.  Rosedale,  Fort  Worth — 414 
Burgess,  Richard  M..  Jr., 

3226  E.  Rosedale,  Fort  Worth— 414 
Burk,  Houston  M., 

200  N.  Austin,  Tulia — 142 
Burk,  Houston  W., 

1402  E.  Rancier  Ave.,  Killeen — 46 
Burk,  Joseph  E., 

3203  San  Pedro,  San  Antonio — 50 
Burk,  William  E., 

1030  Med.  Arts  Bldg.,  San  Antonio — 50 
Burke,  Colman  J., 

205  N.  Main  St.,  Pleasanton — 26 
Burke,  Francis  M., 

309  S.  Pecos,  Coleman — 102 
Burke,  Thomas  W., 

Esperson  Bldg.,  Houston — 222 
Burkett,  Howard  M.. 

1530  Med.  Arts  Bldg.,  Dallas— 134 
Burkhalter,  Archie  H., 

906  E.  Southmore,  Pasadena — 222 
Burleson,  John  H.,  (Emer.),  (dead), 

San  Antonio— 50 

Burnett.  Jack  F..  (Mil.),  Dallas — 134 
Burnett,  Jack  H.,  Jr., 

811  Main  St.,  Big  Spring — 250 


Burnett,  Jesse  M., 

415  East  Sixth,  Fort  Worth — 414 
Burnett,  Mathew  D.,  Jr., 

Hermann  Prof.  Bldg.,  Houston — 222 
Burnett,  Samuel  H.,  (Hon.), 

Box  168,  Corsicana — 346 
Burnett,  Thomas  R.,  (Hon.), 

Mission — 238 
Burns,  Coleman  C., 

1026  N.  21st  St.,  Abilene— 418 
Burns,  Herbert  V., 

2430  Morgan,  Corpus  Christi — 354 
Burns,  Maudie  Marie, 

Medical  Arts  Bldg.,  Dallas — 134 
Burns,  Robert  B.,  Giddings — 34 
Burns.  Thomas  B., 

1717  Nix  Prof.  Bldg.,  San  Antonio — 50 
Burnside.  Ronald  M., 

4105  Live  Oak,  Dallas — 134 
Burow,  F.  Paul, 

Burow  Clinic,  Killeen — 46 
Burr,  Harry  B., 

636  Hermann  Prof.  Bldg.,  Houston — 222 
Burross,  D.  Clifford, 

4007  Faith  Rd.,  Wichita  Falls — 466 
Burrows,  John  B., 

Hermann  Prof.  Bldg.,  Houston — 222 
Bursey,  Leroy, 

3101  Winthrop,  Fort  Worth — 414 
Burton,  Kenneth  G., 

3506  S.  New  Braunfels,  San  Antonio — 50 
Burton,  L.  Gayle,  Box  788.  Woodville — 218 
Bush,  Howard  M., 

1629  Nix  Prof.  Bldg.,  San  Antonio — 50 
Bush,  Leonard  E.,  Box  328,  Huntsville — -450 
Bush,  Oliver  F., 

3707  Gaston  Ave.,  Dallas — 134 
Btish,  W.  Leslie,  3707  Gaston,  Dallas — 134 
Bussell,  James  S., 

Torbett  Clinic,  Marlin — 170 
Bussey,  C.  D., 

Medical  Arts  Bldg.,  Dallas — 134 
Bussey,  Joe  L., 
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c 
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Canales,  Gregorio  M., 
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Cappleman,  William  P., 

203  Bayshote  Dr.,  Baytown — 222 
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1410  Austin  Ave.,  Waco— 322 
Carlson,  Glenn  D., 
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Carpenter,  Philip  A.,  Burkburnett — 466 
Carpenter,  Robert  G., 
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I T/v*  I 
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Carter,  Margaret  A., 

602  Lamar,  Houston — 222 
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Carter,  Samuel  C., 
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Carter,  William  W.,  (Hon.), 
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Carter,  Willis  H., 
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1040  N.  Bowie.  San  Benito— 82 
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901  Albany  St.,  Abilene — 418 
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Caskey,  Charles  J., 

1785  Washington,  Beaumont — 262 
Caskey,  Marion  W., 

311  Hamilton  Bldg.,  Wichita  Falls— 466 
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217  Craig.  Hillsboro — 242 
Cassidy,  John  M.,  ( Inac. ) , 

5606  Wesley  St..  Greenville — 254 
Casso,  Ramiro  R., 
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Castle,  Charles  W., 

717  San  Jacinto,  Liberty — 310 
Castle,  Margaret  R., 

545  New  Moore  Bldg.,  San  Antonio — 50 
Casdeberry,  Lawrence  M., 

Wilson  & Jones  Hosp.,  Sherman — 190 
Castner,  Chas.  W., 

Rusk  State  Hosp.,  Rusk — 106 
Catalano,  Russell  J., 

502  Goodhue  Bldg.,  Beaumont — 262 
Cato,  Dorothy  A., 

1400  Hermann  Dr.,  Houston — 222 
Caton,  McKee, 

1607  N.  8th  St.,  McAllen— 238 
Catto,  C.  Gray, 

1010  Professional.  Waco — 322 
Causey.  Oscar  M., 

2927  Montana,  El  Paso — 162 
Cavazos,  Ninfa, 

4206  Yoakum  Blvd.,  Houston — 222 
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609  E.  Whaley,  Longview — 194 
Cayce,  John  H., 

1015  Pennsylvania  Ave.,  Fort  Worth — 
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Caylor,  Robert  N., 

415  E.  Yandell,  El  Paso— 162 
Cayo,  Edward  A., 

923  Med.  Arts  Bldg.,  San  Antonio — 50 
Cayo,  Ernest  P..  ( Inac. ) , 

755  E.  Mulberry,  San  Antonio — 50 
Cecala,  Philip  J., 

2319  S.  Shepherd  Dr.,  Houston — 222 
Cedars,  Nathan, 

441  N.  Belknap  St.,  Stephenville — 166 
Celaya,  Albert, 

124  Dallas  St.,  San  Antonio — 50 
Celaya,  Henry, 

1211  Med.  Arts  Bldg.,  San  Antonio — 50 
Center.  William  M., 

605  Belknap.  San  Antonio— 50 
Chaffin,  Curtis  R., 
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Chalk,  John  R., 

802  Avenue  N.  Lubbock — 318 
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Chandler,  H.  Norman, 

6331  Prospect,  Dallas — 134 
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1422  Tyler  St.,  Amarillo— 378 
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525  Ninth  Ave.,  Port  Arthur — 262 
Chiasson,  John  L..  (Hon.), 

1118  Dearing  St.,  Port  Neches — 262 
Chiasson,  Mary  P., 

261  E.  Circuit  Dr.,  Beaumont — 262 
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Box  22,  McAllen — 238 
Clark,  Robert  E.,  Jr..  Box  111,  Memphis — 22 
Clark,  Vester  V.,  (Hon.), 

4716  22nd  St.,  Lubbock — 318 
Clark,  William  A., 

3407  Montrose  Blvd.,  Houston — 222 
Clark.  William  K., 

5323  Harry  Hines,  Dallas — 134 
Clarke,  Edward  T., 

2404  Rice  Blvd.,  Houston — 222 
Clarke,  Herndon  H., 

2015  Dryden  Rd.,  Houston — 222 
Clarke,  Jared  E., 

713  Med.  Arts  Bldg.,  Houston — 222 
Clarke.  Thomas  P., 

514  Med.  Towers,  Houston — 222 
Clarkson,  Alwin  M., 

526  E.  Jefferson,  Dallas — 134 
Clarkson.  Ira  S., 

3205  Fannin,  Houston — 222 
Claunch,  Ben  C., 

V.  A.  Hosp.,  Providence,  R.  I. — 134 
Claunch,  Dewitt, 

900  Eighth  Ave.,  Fon  Worth — 414 


Clawater,  Earl  W.,  Jr., 

1016  Clinic  Dr.,  Tyler — 410 
Clayton,  Chas.  F., 

1100  W.  Cannon,  Fort  Worth — 414 


Clayton,  George  W., 

1200  M.  D.  Anderson  Blvd.,  Houston — 
222 


Clayton,  Irvin, 

1100  W.  Cannon,  Fort  Worth— 414 
Clayton.  Ralph  S., 

415  E.  Yandell  Blvd.,  El  Paso— 162 


Clayton,  Stanley  L., 

101  Barrett  Bldg.,  Denison — 190 
Clearman,  Ralph  E., 

P.  O.  Box  488,  Granger — 474 
Clement,  J.  Carroll, 

110  S.  Raguet,  Lufkin — 18 
Qements,  Peyton  C., 

402  South  First,  Lufkin — 18 
Clements,  Richard  O.,  715  Main,  Liberty — 310 
Cleveland,  Chas.  C.,  Hamilton — 54 
Cleveland,  Edwin  M., 

4105  Live  Oak,  Dallas — 134 
Cleveland,  G.  W., 

1209  Parkway,  Austin— 434 
Clifford,  James  L., 

856  Lamar  Ave.,  Paris — 290 
Clifford,  William  S.. 

1017  Pennsylvania.  Fort  Wonh— 414 
Clifton,  Collis  B., 

303  Maverick  Bldg.,  San  Antonio — 50 
Cline,  Deane  T., 

4520  Rossmoyne  St.,  Houston — 222 


Cline.  William  B.,  Jr., 

2471  Morgan,  Corpus  Christi — 354 
Cloud,  James  P., 

1212  Park  Ave.,  Orange — 358 
Cloud,  Ralph  E.,  (Inac.), 

48  Summit  View,  Austin— 434 
Cloud,  Thomas  M., 

613  Med.  Towers,  Houston — 222 
Cluff,  Frederick  M., 

401  Cole.  Corpus  Christi — 354 
Coates,  Elmer  T., 

401  W.  Summit,  San  Antonio — 50 
Cobb.  John  L., 

4412  W.  17th  St..  Lubbock— 318 
Cobb.  Joseph  B., 

9323  Garland  Rd.,  Dallas— 134 
Cobb.  Stephen  W., 

317  N.  Zangs,  Dallas — 134 
Cobble,  Thomas  H., 

606  N.  Main,  Rusk — 94 
Cochran,  Chester  G., 

6655  Travis,  Houston — 222 
Cochran,  E.  Winston, 

675  Fifth  St.,  Beaumont — 262 
Cochran,  J.  Layton, 

1220  Med.  Arts  Bldg.,  San  Antonio — 50 
Cochran.  J.  Robert. 

717  Fifth  Ave.,  Fort  Worth — 414 
Cochran.  Leroy  M., 

V.  A.  Center,  Temple — 46 
Cochran,  William  E., 

5811  Burnet  Rd.,  Austin— 434 
Cochrane,  John  H.,  Jr., 

9th  Ave.  N.  at  5th  N.,  Texas  City — 182 
Cockerell.  Earl  R., 

Clinic  Bldg.,  Abilene — 418 
Cockerell,  Lonnie  L..  Athens — 234 
Cockrell,  C.  Ray, 

2612  Ave.  R.  Snyder — 52 
Cockrell,  J.  Aubrey, 

201  N.  6th.  Bellaire— 222 
Cody,  Claude  C.,  Jr.,  (Emer.), 

1715  S.  Boulevard,  Houston — 222 
Cody,  Claude  C.,  Ill, 

1616  Mem.  Prof.  Bldg.,  Houston — 222 
Cody,  James  R., 

3006  M.  A.  S.,  Apt.  6,  Houston — 222 
Cody.  Melville  L., 

4115  Fannin  St.,  Houston — 222 
Coe.  Richard  O.,  Jr., 

7444  Harrisburg  Blvd.,  Houston — 222 
Coffelt,  Ralph  L., 

2320  Columbus,  Waco — 322 
Coffman,  Graham  M., 

625  Med.  Arts  Bldg.,  San  Antonio — 50 
Cogburn,  Charles  C., 

617  Tatar  St.,  Pasadena — 222 
Coggeshall,  Howard  C., 

3710  Swiss.  Dallas — 134 
Cogswell.  Jack  W., 

2701  N.  Azalea,  Victoria— 446 
Cogswell,  Ronald  E.,  Dimmitt — 142 
Cohen.  Frank, 

712  S.  Henderson,  Fort  Worth — 414 
Cohen,  Irvin  M., 

Hermann  Prof.  Bldg.,  Houston — 222 
Cohen,  Kenneth,  ( Mil. ) , 

Foster  AFB,  Viaoria — 446 
Cohen,  Manley  B.,  (dead),  El  Paso — 162 
Cohen,  Raymond, 

1700  E.  Holcombe,  Houston — 222 
Cohn,  Robert  L., 

312  W.  Hurst  Blvd.,  Hurst — 414 
Coindreau,  Albert  A.,  (Int.), 

204  E.  Rosewood  Ave.,  San  Antonio — 50 
Colbert.  Robert  E., 

Rule  Clinic,  Rule— 418 
Colby.  Fred  W.  C.. 

2380  Hazel  St.,  Beaumont — 262 
Coldwell,  William  I., 

800  Montana  St.,  El  Paso — 162 
Cole.  Charles  Max, 

1421  Med.  Arts  Bldg.,  Dallas — 134 
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Cole,  Charles  M.,  Box  747,  Bryan — 66 
Cole,  Charles  T., 

122  N.  Grafton  St.,  Dublin — 166 
Cole,  Gillon  M., 

1315  Eastus  Dr.,  Dallas — 134 
Cole,  Marion  W., 

V.  A.  Hosp.,  Amarillo — 378 
Cole,  Richard  D., 

1910  Knoxville,  Lubbock — 318 
Cole,  Thomas  C., 

1203  Ave.  j,  Huntsville — 450 
Cole,  W.  Frank, 

112  Meyerland  Plaza,  Houston — 222 
Coleman,  Blair  P., 

1300  8th  St.,  Wichita  Falls — 466 
Coleman,  Catherine  E., 

Brazoria  Co.  Health  Dept.,  Angleton — 62 
Coleman,  James  A.,  Jr., 

1901  N.  25th,  Waco — 322 
Coleman,  James  L.,  Jr. 

Box  3346,  Victoria — 446 
Coleman,  James  M., 

108  W.  30th  St.,  Austin — 434 
Coleman,  Jesse  L., 

210  North  C St.,  Midland — 14 
Coleman,  Rogers  K., 

308  W.  Chandler,  Brownwood — 74 
Coleman,  Ruth, 

1516  Pierce  St.,  Houston — 222 
Coleman,  Sherman  T., 

1001  Louisiana,  Corpus  Christi — 354 
Coleman,  Solon  D., 

Drawer  311.  Navasota — 198 
Coleman,  T.  Gabe,  ( Mil. ) , 

510  W.  Beauregard,  San  Angelo — 426 
Coleman,  Thos.  J., 

1221  W.  Lancaster,  Fort  Worth— 414 
Coleman,  William  C.,  Vernon-— 470 
Coleman,  Winton  L., 

2203  Retama,  Viaoria — 446 
Colgin,  James  H., 

2320  Columbus  Ave.,  Waco — 322 
Colgin,  Merchant  W., 

2320  Columbus  Ave.,  Waco — 322 
Colip,  William  L., 

330  N.  W.  2nd  St.,  Grand  Prairie— 134 
Collette,  Allan, 

1006  Med.  Arts  Bldg.,  Houston — 222 
Colletti,  Ben  M., 

601  Ninth  Ave.,  Pott  Arthur — 262 
Collier,  Gates,  7515  Yamini,  Dallas — 134 
Collier,  James  L., 

4705  Montrose,  Houston — 222 
Collier,  Julius  W., 

1067  W.  Magnolia,  Fort  Worth — 414 
Collier,  Richard  E., 

Baylor  Hospital,  Dallas — 134 
Collins,  C.  T., 

2320  Columbus  Ave.,  Waco — 322 
Collins,  George  P., 

618  S.  Tatar,  Pasadena — 222 
Collins,  Lawrence  D., 

2226  Washington,  Waco — 322 
Collins.  Lois  Cowan, 

M.  D.  Anderson  Hosp.,  Houston — 222 
Collins,  R.  Paul, 

500  Broad  St.,  Wichita  Falls — 466 
Collins,  Ray  G., 

718  Med.  Arts  Bldg.,  Houston — 222 
Collins,  Vera  L.,  Box  715,  Itaan — 370 
Collins,  Vincent  P., 

1200  M.  D.  Anderson  Blvd.,  Houston — 
222 

Colpitts,  R.  Vernon, 

703  Med.  Towers,  Houston — 222 
Colvin,  Joseph  W., 

5201  Camp  Bowie  Blvd.,  Fort  Worth — 
414 

Colwell,  Leslie  C., 

1110  Nueces  St.,  Austin — 434 
Colyer,  George  E., 

1001  Louisiana,  Corpus  Christi — 354 
Combes,  Button, 

5323  Harry  Hines,  Dallas — 134 
Compere,  Dolphus  E., 

1415  Pennsylvania,  Fort  Worth — 414 
Compere,  Thomas  H., 

2631  Fenwood  Rd.,  Houston — 222 
Compton,  John  G.,  Jr., 

201  Ferris  Ave.,  Waxahachie — 158 
Concklin,  Charles  L., 

P.  O.  Box  3475,  Corpus  Christi — 354 
Cone,  Hubert  E., 

3302  46th  St.,  Lubbock — 318 
Cone,  Jesse  D., 

318  N.  Alleghaney,  Odessa — 14 
Conerly,  Fred  S., 

P.  O.  Box  272,  MarshaU— 226 
Conkling,  William  Scott, 

500  E.  Washington,  Navasota — 198 
Conlin,  F.  Dixon, 

I6I9  Ed  Carey  Dr.,  Harlingen — 82 
Connally,  H.  Frank, 

3102  Perthuis  Farm  Rd.,  Lamarque — 322 


Connell,  Anna  Beth, 

1000  Frank  Ave.,  Lufkin — 18 
Conner,  ^adie  E.,  Box  1004,  Austin — 434 
Conner,  Cooper  M., 

1055  West  Terrell,  Fort  Worth— 414 
Conner,  Paul  K.,  Drawer  2,  Jacksboto— 362 
Connery,  David  B., 

2006  W.  Ohio,  Midland — 14 
Connolly,  John  V.,  Box  787,  Ingleside — 402 
Connor.  Edwin  E., 

618  S.  Tatar.  Pasadena — 222 
Connor,  Robert  B., 

8215  Westchester,  Dallas — 134 
Connor,  W.  Harris, 

1220  Med.  Arts  Bldg.,  Houston — 222 
Conolly,  Sidney  M., 

1300  3rd  St.,  Corpus  Christi — 354 
Conrad,  Emmett  J., 

4303  Oakland,  Dallas — 134 
Conradt,  Louis  W.. 

Alexander  Hosp.,  Terrell — 274 
Conroy,  Normabelle  H., 

307  Wyndale,  San  Antonio — 50 
Constant,  George  A., 

306  North  Moody,  Victoria — 446 
Conte,  Raphael  J., 

3517  Louisiana.  Houston — 222 
Conyers,  Loyd  W., 

208  Med.  Arts  Bldg.,  Dallas — 134 
Cook,  Albert  T.,  (Hon.),  (dead), 

Zapata — 458 

Cook,  Chester  E.,  Box  2699.  Dallas — 134 
Cook,  Clara  G., 

1008  Rigsby  Ave.,  San  Antonio — 50 
Cook,  Hulen  J.,  Jr., 

1500  8th  St.,  Wichita  Falls— 466 
Cook,  James  T.,  (Mil.), 

Griffiss  AFB,  Rome,  N.  Y. — 50 
Cook,  John  R.,  Box  32.  Trinity — 450 
Cook,  Percy  L.,  209  Waters,  Mansfield— -414 
Cook,  T.  Edwin, 

Dow  Hospital.  Freeport — 62 
Cook,  Walter  R., 

123  Ogden  Lane,  San  Antonio — 50 
Cook,  Willis  G.,  (Hon.). 

3625  Park  Hill  Dr..  Fort  Worth — 414 
Cooke,  Lane  B., 

740  6th  St.,  S.W.,  Paris — 290 
Cooke,  Willard  R.,  (Hon.), 

Univ.  of  Tex.  Med.  Br.,  Galveston — 182 
Cooley,  Denton  A., 

Baylor  Med.  College,  Houston — 222 
Cooley,  Robert  N., 

John  Sealy  Hosp.,  Galveston — 182 
Coons,  Robert  E.,  ( Int. ) , 

4515  Normandy  Way,  Houston — 222 
Cooper,  Arlin  B., 

1501  Arizona  St.,  El  Paso — 162 
Cooper,  Dewey  H..  Georgetown— 474 
Cooper,  Elmer  E., 

505  Howard,  San  Antonio — 50 
Cooper,  Fred  B., 

2001  Nonh  Main,  San  Antonio— 50 
Cooper,  Grundy. 

808  N.  Daniel,  Carthage — 366 
Cooper,  Harold  N., 

212  W.  Laurel,  San  Antonio — 50 
Cooper,  Jack  C., 

1109  S.  Shepherd,  Houston — 222 
Cooper,  Jack  C.,  ( Mil. ) , 

103  Beverly  St.,  Hampton,  Va. — 134 
Cooper,  James  F., 

308  W.  28th  St..  Bryan — 66 
Cooper,  James  L.,  McCamey — 126 
Cooper,  Jean  Head, 

211  Richmond  Ave.,  San  Antonio— 50 
Cooper,  Melbourne  J., 

211  Richmond  Ave.,  San  Antonio — 50 
Cooper,  Oliver  C., 

408  W.  28th  St.,  Bryan — 66 
Cooper,  R.  Allwyn, 

924  East  32nd  St.,  Austin— 434 
Cooper,  Sidney  P., 

U. S.P.H.S.  Hosp.,  Galveston — 182 
Cope,  R.  Louis, 

713  Med.  Arts  Bldg.,  Houston — 222 
Copeland,  Horace  V.,  (Hon.), 

125  S.W.  Dallas  St.,  Grand  Prairie — 134 
Copeland.  Joseph  B., 

1014  Med.  Arts  Bldg.,  San  Antonio — 50 
Copeland,  Sam  P.,  Jr., 

735  North  Fifth.  Silsbee — 218 
Corbett,  Joseph  H., 

2226  Washington,  Waco — 322 
Corbett,  Louis  B., 

3507  Crawford,  Houston — 222 
Corgill,  Donald  A., 

V.  A.  Hospital,  Dallas — 134 
Cornelison,  Joe  L., 

510  W.  Beauregard,  San  Angelo— 426 
Cornelius,  Eugene  A., 

Hermann  Hospital,  Houston — 222 
Cornwell,  Charles  H., 

Buie  Clinic.  Marlin — 170 


Corpening,  Thomas  N., 

10521  S.  Post  Oak  Rd.,  Houston — 222 
Corso,  John,  Livingston — 374 
Corssen,  Gunter, 

928  Strand  St.,  Galveston — 182 
Cotham,  Christian  M., 

414  Med.  Arts  Bldg.,  San  Antonio — 50 
Cotlar,  Nathan, 

711  Med.  Towers,  Houston — 222 
Couch,  Marshall  D., 

504  Med.  Prof.  Bldg.,  San  Antonio — 50 
Couch,  Ray  E., 

Box  3277,  Port  Arthur — 262 
Coufal,  Frank  H.,  Jr..  ( Int. ) 

Baylor  Hospital.  Dallas — 134 
Coulter,  William  W.,  Sr., 

1215  Walker  Ave.,  Houston— 222 
Council,  Francis  E., 

1404  Pensylvania,  Fort  Worth— 414 
Council.  Frank  C..  Jr., 

705  Randal  Mill  Rd.,  Arlington— 414 
Courtin,  Raymond  F., 

4224  Swiss  Ave.,  Dallas — 134 
Coussons,  Charles  W., 

Box  482,  Nacogdoches — 342 
Coventry,  William  V., 

115  W.  5th  St..  Dumas — 130 
Cover,  Ellen  C.,  ( Inac. ) , 

Rt.  6 Box  297.  San  Antonio — 50 
Covert,  Frank  M.,  Ill, 

2903  Red  River,  Austin — 434 
Covington,  Chas.  M., 

5909  Shoalcreek  Blvd.,  Austin — 94 
Cowan,  Seth  B., 

505  Chestnut  St.,  Colorado  City — 350 
Cowan,  W.  Kenneth, 

505  Chestnut  St.,  Colorado  City — 350 
Cowart,  Edmund  M., 

10  Chelsea  PL,  Houston — 222 
Cowart,  James  E.,  Box  1467,  Bay  City— 462 
Cowart,  Marolyn  M., 

8849  Long  Point  Rd.,  Houston — 222 
Cowgill,  David  M., 

1135  N.  Sam  Houston,  San  Benito — 82 
Cowles,  Andrew  G.,  (Hon.), 

202  W.  Kings  Hwy.,  San  Antonio — 50 
Cowper,  Roscoe  B.  G., 

Box  111,  Big  Spring — 250 
Cox.  Charles  H.,  Jr., 

317  N.  Second,  Temple— 46 
Cox,  Dewitt  W..  Jr., 

1429  Mem.  Prof.  Bldg.,  Houston — ^222 
Cox,  E.  Aubrey, 

5th  & Broad  Sts.,  Wichita  Falls — 466 
Cox,  Eli  R.,  6331  Prospect,  Dallas — 134 
Cox,  Jack  R.,  Box  117,  Teague — 178 
Cox,  James  F.,  Jr., 

2701  Berry  Rd..  Houston — 222 
Cox,  John  K., 

1508  Hermann  Prof.  Bldg.,  Houston — 
222 

Cox,  Joseph  H.,  618  Tatar.  Pasadena — 222 
Cox,  Joseph  M., 

202  E.  27th  St.,  Bryan— 66 
Cox,  Kelly, 

630  Med.  Arts  Bldg.,  Dallas — 134 
Cox,  Robert  G., 

804  S.  Sycamore  St.,  Palestine — 10 
Cox,  Stanley,  Groesbeck — 314 

Cox,  Virgil  M.,  Jr.,  (Mil.), 

4081st  USAF  Hosp.,  New  York.  N.  Y.— 

134 

Coyle,  Edward  W., 

1030  Nix  Prof.  Bldg.,  San  Antonio — 50 
Cozby,  Raymond  W..  Grand  Saline — 442 
Crabb,  McKinley  H.. 

1710  Med.  Arts  Bldg.,  FortWorth— 414 
Crabtree,  Jerry  W., 

401  E.  Murray  St..  Viaoria— -446 
Crager,  Jay  C., 

601  Goodhue  Bldg.,  Beaumont — 262 
Craige,  Branch, 

1501  Arizona  St.,  El  Paso — 162 
Crain,  Carroll  F., 

1214  Santa  Fe,  Corpus  Christi — 354 
Crain,  Edward  L.,  Jr., 

Hermann  Prof.  Bldg.,  Houston — 222 
Crain,  Lovell  B., 

Hermann  Prof.  Bldg.,  Houston — 222 
Cramm,  Carl  J.,  Jr., 

Scott  & White  Clin.,  Temple — 46 
Crane,  Frances  B.. 

936  N.  Edgefield.  Dallas — 134 
Crane,  William  D., 

936  Edgefield.  Dallas— 134 
Cranfill,  General  Lee,  Box  307,  Friona — 142 
Crank,  H.  Harlan, 

805  N.  Post  Oak  Rd..  Houston — 222 
Crapitto,  Louis  A., 

1113  Med.  Arts  Bldg.,  Houston — 222 
Crass,  Gwendolyn, 

Univ.  of  Tex.  Med.  Br.,  Galveston — 182 
Crawford,  E.  Stanley, 

1200  M.  D.  Anderson  Blvd.,  Houston — 
222 

Crawford,  Elisabeth  S., 

Hermann  Prof.  Bldg.,  Houston — 222 
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Crawford,  Franklin  L., 

501  Jefferson  St..  Cedar  Hill — 134 
Crawford.  Geo.  F., 

3155  Stagg  Dr.,  Beaumont — 262 
Crawford,  James  L.,  ( Hon. ) , 

1701  Rosario  St.,  Laredo— 458 
Crawford,  Joe  D.,  Box  870.  Jacksonville — 94 
Crawford,  John  M..  Carrizo  Springs — 302 
Crawford,  Ralph  C.. 

408  Mobberly,  Longview — 194 
Crawford,  William  M., 

612  Sixth  Ave.,  Fort  Worth— 414 
Crawley,  Henry  K., 

320  South  St.,  Kilgore — 194 
Crawley,  James  W., 

1200  M.  D.  Anderson  Blvd.,  Houston — 
222 

Crayton,  Philip  L., 

210  N.  Lafayette,  Marshall — 226 
Creamer,  Dick  O.. 

817  S.  Texas  Bldg.,  San  Antonio— 50 
Crenshaw,  Allen,  Jr., 

3707  Gaston.  Dallas — 134 
Crenshaw.  Earl  S., 

Box  500,  Point  Comfort — 446 
Crews,  Eli  Rush, 

410  Med.  Prof.  Bldg.,  San  Antonio — 50 
Crigler,  Cecil  M.. 

Hermann  Prof.  Bldg.,  Houston — 222 
Ctim,  E.  Truett, 

4005  Wesley  St.,  Greenville — 254 
Crisp,  Euell  W..  Jr.. 

501  N.  Reynolds  St.,  Alice — 70 
Crocker,  Edward  S., 

2121  San  Jacinto.  Houston — 222 
Crockett,  John  A., 

Univ.  Health  Center,  Austin— 434 
Cromer,  Horace  E., 

605  Capital  Natl.,  Austin— 434 
Cromwell,  Henry  A., 

5000  Montrose  Blvd.,  Houston — 222 
Cronin,  Thomas  D., 

6615  Travis  St.,  Houston — 222 
Croom,  William  S., 

1910  Knoxville,  Lubbock — 318 
Cross,  Denzil  D.,  (Inac. ). 

1312  Main  St..  Lubbock— 318 
Cross,  George  W.,  (Hon.), 

4805  Eilers,  Austin — 150 
Cross,  Thomas  J., 

1414  Pennsylvania,  Fort  Worth— 414 
Crossett,  Egbert  Samuel, 

1501  Arizona,  El  Paso — 162 
Ctossman,  Lyman  W., 

416  W.  Defee  Ave.,  Baytown — 222 
Crossno,  Joe  D.,  Box  687,  Fairfield — 178 
Crosthwait,  R.  Wilson, 

107  S.  18th  St.,  Waco — 322 
Crosthwait,  Wm.  L.,  (Hon.), 

107  S.  18th  St.,  Waco — 322 
Crouch,  Robert  B., 

712  Med.  Towers,  Houston — 222 
Crow,  Howard  G., 

809  Med.  Towers.  Houston — 222 
Crow,  Jack  A., 

1825  Hickory,  Abilene — 418 
Crow.  Louise  C., 

4930  Braes  Valley,  Houston — 222 
Crow,  William  E., 

1028  Medical  Arts.  Dallas — 134 
Crowell,  Caroline, 

Univ.  of  Tex.,  Austin — 434 
Cruce,  William  V., 

1407  N.  Shepherd,  Houston — 222 
Crum,  Kenneth  O., 

1514  37th  St.,  Lubbock — 206 
Crume,  John  J.,  (Hon.), 

Herring  Hotel,  Amarillo— 378 
Crumley,  Fred  J., 

916  Fisk  Bldg.,  Amarillo — 378 
Crump,  Thos.  E.,  Cameron — 330 
Crump,  William  E.. 

1300  8th  St.,  Wichita  Falls— 466 
Crumpler,  Hulen  P.,  Bowie — 98 
Crumpler,  Prentice,  Jr.,  Bowie — 98 
Crumpler,  W.  Emmett, 

Adams  Bldg.,  Port  Arthur — 262 
Cruse,  Ray, 

1208  Live  Oak,  Hearne — 66 
Crutcher,  Howard  K., 

1511  N.  Berkley.  Dallas— 134 
Crutcher,  Howard  K.,  Jr.,  ( Mil. ) , 

USS  Lexington,  F.P.O.,  San  Francisco. 
Calif.— 134 

Crymes,  J.  Melvin,  Colorado  City — 350 
Cuellar,  Armando, 

lOlA  S.  Kansas  Ave.,  Weslaco— 238 
Culbertson,  Marvin  C.. 

3619  Fairmount,  Dallas — 134 
Cull,  Herbert  G., 

8518  Humble  Rd.,  Houston — 222 
Cullen,  Billy  B.. 

2 Parkdale  Plaza,  Corpus  Christi — 354 
Cullick,  Louis, 

737  S.  75th  St.,  Houston — 222 


Culmer,  Harold  H.,  2626  Bryan,  Dallas — 134 
Culotta,  Ralph  J.. 

624  Tatar  St.,  Pasadena — 222 
Culver,  Warren  T.,  (Mil.), 

Sch.  of  Avn.  Med.,  Randolph  AFB — 50 
Culwell,  Jerry  H., 

642  E.  2nd  St.,  Irving — 134 
Cumming,  Robert, 

416  W.  2nd.  McGregor — 322 
Cummings.  Hatch  W., 

Hermann  Prof.  Bldg.,  Houston — 222 
Cummins,  Erwin  J., 

1015  Mills  Bldg.,  El  Paso — 162 
Cummins,  James  E..  Weimar — 110 
Cummins,  John  B.,  (Hon.),  (dead), 

Fort  Worth— 414 
Cunningham,  Ernest  S.,  Jr., 

921  8th  Ave.,  Fort  Worth— 414 
Cunningham,  G.  Norman, 

Esjietson  Bldg.,  Houston — 222 
Cunningham.  George  B.,  Uvalde — 326 
Cunningham,  James  E., 

1603  Calhoun,  Houston — 222 
Cunningham,  John  H., 

201  Texas  Blvd.,  Dalhart — 130 
Cunningham,  M.  A., 

Jefferson  Co.  TB  Hosp.,  Beaumont — 262 
Cunningham,  Perry  J., 

1806  Austin  Ave.,  Waco — 322 
Cupp,  Charles  D., 

1114  E.  Main,  Grand  Prairie — 134 
Curb.  Dolph  L., 

6448  Fannin,  Houston — 222 
Curbo,  James  R., 

3820  Fannin,  Houston — 222 
Curby,  John  H.,  (Hon.),  Maypearl — 158 
Curd,  George  W.,  Jr., 

2002  Holcombe  Blvd.,  Houston — 222 
Curlee,  Curtis  L.,  Sinton — 402 
Curry,  Dale  W., 

1200  N.  Texas,  Odessa — 14 
Curry,  Dwight  E., 

2600  Procter  St.,  Port  Arthur — 262 
Curtess,  Ross  L.,  Jr., 

3607  Gaston  Ave.,  Dallas — 134 
Curtis,  Dean  D., 

4205  Leeland  Ave.,  Houston — 222 
Curtis,  Harrison  E., 

1910  Knoxville.  Lubbock — 318 
Curtis,  Margaret  S., 

310  Med.  Prof.  Bldg.,  San  Antonio — 50 
Curtis.  Raleigh  R., 

V.  A.  Hospital,  Temple — 46 
Curtis,  Wickliffe  R., 

1501  Arizona  St.,  El  Paso — 162 
Cushing,  Ivan  E.,  Jr.,  (Int. ), 

Parkland  Mem.  Hosp.,  Dallas — 134 
Cutbirth,  Seale  T., 

308  W.  Chandler.  Brownwood — 74 
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Dabney,  Joseph  T.,  Jr.,  Livingston — 374 
Daeschner,  Chas.  Wm.,  Jr., 

Baylor  Med.  School,  Houston — 222 
Daeschner,  George  L., 

325  West  20th  St.,  Houston— 222 
Dailey,  James  E., 

4109  Montrose  Blvd.,  Houston — 222 
Daily,  Harold  I., 

1803  Crawford  St.,  Houston — 222 
Daily,  Herschel, 

4520  Ardennes  St.,  Houston — 222 
Daily,  Louis,  Jr., 

1117  Med.  Arts  Bldg.,  Houston — 222 
Daily,  Ray  K., 

1117  Med.  Arts  Bldg.,  Houston — 222 
Daily,  Robert  L., 

115  Med.  Arts  Bldg.,  Wichita  Falls — 466 
Daily,  William  M.. 

3707  Gaston  Ave.,  Dallas — 134 
Dale,  David  B., 

208  N.W.  2nd  St.,  Mineral  Wells — 362 
Dale,  Sebron  C., 

6723  Bertner  Blvd.,  Houston — 222 
Dalkowitz,  Marcus  B.. 

515  Med.  Prof.  Bldg.,  San  Antonio — 50 
Daly,  Jack  E., 

1325  S.  Main  St.,  Fort  Worth — 414 
Dameron,  James  H.,  Livingston — 374 
Damiani,  Ann  B., 

626  Mills  Bldg.,  El  Paso — 162 
Damiani,  Michel  S., 

6800  Long  Point  Rd.,  Houston — 222 
Dampeer,  John  O.,  Jr.,  Kermit — 390 
Danford,  Edwin  A., 

712  Booty,  Corpus  Christi — 354 
Danforth,  Duncan  R., 

820  6th  St.,  N.,  Texas  City— 182 
Daniel,  Arthur  L., 

2613  34th  St.,  Lubbock — 318 
Daniel.  Crawford  J., 

720  W.  6th  St.,  Taylor — 474 
Daniel,  Noble  B., 

317  State  Line  Ave.,  Texarkana — 58 


Daniel,  Ruby  K., 

706  Med.  Arts  Bldg.,  Dallas— 134 
Daniell,  Alfred  H.,  Brownfield — 138 
Daniels,  Herbert  B.,  Jr., 

911  South  Beckham,  Tyler— 410 
Daniels,  John  G.,  Gilmer — 438 
Dansby,  Garland  L.,  Llano — 298 
Darden,  Paul  M., 

203  S.  Munger  Blvd.,  Pasadena — 222 
Dargan,  Joseph  L., 

1737  W.  Alabama,  Houston — 222 
Darnall,  Charles  M., 

605  Cap.  Natl.  Bk.  Bldg.,  Austin — 434 
Darnall,  Joseph  R.,  ( Inac. ) , 

3209  Duval  St.,  Austin — 434 
Darnell,  B.  C., 

4620  Gladys  St.,  Beaumont — 262 
Darnell,  Ruth  Little, 

3125  Handley  Dr.,  Fort  Worth — 414 
Darrough,  Lawrence  E., 

4105  Live  Oak,  Dallas — 134 
Darsey,  Edward  S.,  Box  820,  Crockett — 10 
Darwin,  James  T.,  Decatur — 98 
Darwin,  Lloyd  K., 

1600  N.  Texas  Ave.,  Odessa — 14 
Dathe,  Richard  A., 

3707  Gaston,  Dallas — 134 
Daugherty,  Frank  J., 

515  South  Summit,  Fort  Worth— 414 
Daugherty,  Roy, 

4002  S.  Washington,  Amarillo — 378 
Daughety,  Jewel  D., 

5203  Valerie,  Bellaire — 222 
Daughety,  Jewel  S.,  ( Mil. ) , 

229  Clem  Rd.,  San  Antonio — 134 
Davenport,  Emory, 

Box  1719,  Fort  Worth — 414 
Davenport,  Harheft,  Jr., 

P.  O.  Box  1569,  Jacksonville — 94 
Davenport,  Howard  S., 

318  E.  Elm,  Gainesville — 118  ■ 

Davey,  Joseph  A., 

617  Ave.  D,  Burkburnet — 466 
David,  J.  Wilson, 

401  W.  Collin,  Corsicana — 346 
David,  Solomon  D., 

911  Med.  Arts  Bldg.,  Houston — 222 
Davidson,  Eli,  Liberty — 310 
Davidson,  G.  A., 

4105  Live  Oak,  Dallas — 134 
Davidson,  Harry  T., 

1403  Rio  Grande,  Austin — 434 
Davidson,  Joseph  W.,  Jr., 

302  Preston  Royal  Med.  Center.  Dallas — 
. 134 

Davidson,  Maurice  C., 

1501  Arizona  St.,  El  Paso — 162 
Davidson,  Morris,  (Inac.), 

Box  7780,  Austin— 434 
Davidson,  Thomas  H., 

1820  West  43rd.  Houston — 222 
Davidson,  Vanda  A., 

3207  Turtle  Creek,  Dallas — 134 
Davis,  Avolin  Ross, 

Hermann  Prof.  Bldg.,  Houston — 222 
Davis.  Bert  E.,  Denton — 146 
Davis,  Charles  Q.. 

2407  N.  Main  St.,  Houston — 222 
Davis-Clark,  Bertha  M., 

1909  Sharp  PL.  Houston— 222 
Davis,  David  F., 

105  Med.  Prof.  Bldg.,  San  Antonio — 50 
Davis,  Earl  D., 

2255  W.  Holcombe  Blvd.,  Houston— 222 
Davis,  Edwin,  Jr., 

1216  Pennsylvania.  Fort  Worth — 414 
Davis,  Elmer  L., 

317  State  Line  Ave.,  Texarkana — 58 
Davis,  F.  Milton, 

1502  Nix  Prof.  Bldg.,  San  Antonio — 50 
Davis,  Frances  E., 

2301  West  7th,  Amarillo — 378 
Davis,  George  R.,  Box  1524,  El  Paso — 162 
Davis,  George  W.,  Jr., 

1414  Hermann  Prof.  Bldg.,  Houston — 
222 

Davis,  Glenn  B.,  Box  576,  Falfurrias — 70 
Davis,  Glenn  E., 

201  N.  6th  St..  Bellaire — 222 
Davis,  Hamlet  I., 

9 North  Ashbel,  Baytown — 222 
Davis,  Harry  K., 

Hwy.  3 at  Wilkins,  League  City — 182 
Davis,  J.  Walker, 

635  Rice  Dr.,  Andrews — 122 
Davis,  James  W.,  Box  248,  Leonard — 254 
Davis,  Jeff  H., 

220  St.  Louis.  Plainview — 206 
Davis,  John  C., 

212  East  Morris,  Yoakum — 150 
Davis,  Leo  G., 

521  Med.  Arts  Bldg.,  Dallas — 134 
Davis,  Lum  M., 

Embee  Bldg.,  Harlingen — 82 
Davis,  Margaret  M., 

814  Lamar  St.,  Amarillo — 378 
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Davis,  Milton  V., 

3707  Gaston  Ave.,  Dallas — 134 
Davis,  Phil, 

1200  M.  D.  Anderson  Blvd.,  Houston — 
222 

Davis,  Roy  N., 

1419  Nix  Prof.  Bldg.,  San  Antonio — 50 
Davis,  Rufus  C.,  Jr., 

618  Tatar  St.,  Pasadena — 222 
Davis,  W.  J.,  ( Hon. ) , 

Rt.  1 Box  80A,  Anthony,  N.  M. — 162 
Davis,  Wallace  Rex, 

P.  O.  Box  O,  West  Columbia — 62 
Davis,  Walter  T., 

517  Clifford  St.,  Corpus  Christi — 354 
Davison,  Milton  A., 

407  Chambers  St.,  Marlin — 170 
Dawson,  Donald  C., 

906  E.  Southmore,  Pasadena — 222 
Dawson.  George  A.,  (Mil.), 

4021st  USAF  Hosp.,  Abilene— 434 
Dawson,  J.  L.,  (Hon.), 

4533  S.  Versailles,  Dallas — 134 
Day,  Ancie  Fred,  Jr., 

P.  O.  Box  357,  Runge — 270 
Day,  George  P.,  (Inac.), 

701  Med.  Arts  Bldg.,  Houston — 222 
Day,  Giles  W., 

910  Eighth  Ave.,  Fort  Worth — 414 
Day,  Harold  C., 

31  Main  St.,  Boerne — 278 
Day,  Phillip  L., 

1108  Nix  Prof.  Bldg.,  San  Antonio — 50 
Day,  Procter  W., 

Kelly  AFB,  San  Antonio — 50 
Day,  Richard  T.,  (Mil.), 

Sch.  of  Avn.  Med.,  Randolph  AFB — 50 
Day,  Wm.  Kenneth, 

4755  Hartford,  Abilene — 418 
Dean,  Garland  R., 

1500  W.  8th  St.,  Wichita  Falls— 466 
Dean,  John  L.,  Jr.,  (dead),  Crockett — 10 
Dean,  Wesley  N.,  (Hon.),  Boyd — 98 
Dean,  William  B., 

238  West  10th  St.,  Dallas— 134 
Deason,  Loyd, 

300  Ragley,  Henderson — 398 
Deaton,  Hobart  O., 

616  Sixth  Ave.,  Fort  Worth — 414 
DeBakey,  Michael  E., 

1200  M.  D.  Anderson  Blvd.,  Houston — 
222 

DeBord,  Bert  A., 

1116  North  9th  St.,  Temple— 46 
DeBusk,  Jack  S., 

1001  Pennsylvania,  Fort  Worth — 414 
DeCharles,  Patrick  M., 

200  E.  Houston,  Tyler — 410 
de  Chenar,  Coloman, 

Austin  State  Hosp.,  Austin — 434 
DeCoursey,  Elbert,  ( Mil. ) , 

Army  Med.  Serv.  Sch.,  Ft.  Sam  Houston 
—50 

Dees,  Doyce  B.,  Jr.,  (Mil.), 

3948  Weyburn  Dr.,  Fort  Worth — 414 
Deets,  Kenneth  H., 

4007  Faith  Rd.,  Wichita  Falls — 466 
DeGasperi,  Joseph  A., 

146  Brandon  Dr,,  W,,  San  Antonio — 50 
DeGinder,  William  L., 

2410  Rio  Grande,  Austin— 434 
deHaro,  J.  Anthony, 

2923  Fairmount,  Dallas — 134 
Deitch,  Ernest  R., 

501  W.  Market,  Sinton — 402 
De  La  Garza,  Enrique, 

Box  2042,  Brownsville — 82 
De  La  Garza,  Raul, 

Sames  Moore  Bldg.,  Laredo— 458 
Delaney,  Albert  L.,  Liberty — 310 
DeLaney,  Robert  M., 

2609  19th  St.,  Lubbock — 318 
DeLange,  Arnott, 

1511  N.  Beckley,  Dallas— 134 
Delany,  John  J., 

22nd  & Sealy,  Galveston — 182 
deLarios,  Arthur  T., 

3631  Fairmount,  Dallas — 134 
Del  Campo,  Dante, 

5737  Trowbridge,  El  Paso — 162 
del  Castillo,  Heaor, 

4400  San  Jacinto,  Houston — 222 
DeLeon,  John  J., 

1418  Nix  Bldg.,  San  Antonio— 50 
del  Valle,  Antonio  F., 

P.  O.  Box  10067,  San  Antonio — 50 
Demarest,  Harry  W., 

5532  Bandy  Rd.,  H Paso— 162 
deMesquita,  Paul  B., 

2402  Avenue  I,  Galveston — 182 
Dempsey,  Edwin  B., 

P.  O,  Box  1987,  Andrews — 14 


Denko,  John  V.,  Box  1110,  Amarillo — 378 
Denman,  Byford  H., 

221  S.  First  St.,  Lufkin — 18 
Denman,  Frank  R., 

309  Hermann  Prof.  Bldg.,  Houston — 222 
Denman,  John  L., 

3707  Gaston  Ave.,  Dallas — 134 
Denman,  Linwood  H.,  Box  354,  Lufkin — 18 
Denman,  Peyton  L., 

302  S.  Raguet,  Lufkin — 18 
Dennis,  Edward  W., 

1200  M.  D.  Anderson  Blvd.,  Houston — 

222 

Dennis,  Mills,  ( Hon. ) , Cleburne — 266 
Denny,  Ben  W., 

1511  N.  Beckley,  Dallas — 134 
Denton,  Guy  T.,  Jr., 

1311  N.  Stemmons,  Dallas — 134 
Denton,  Guy  T.,  Sr.,  (Hon.), 

1002  N.  Edgefield,  Dallas— 134 
DeOnier,  Carl  W.  H., 

High  Island  Clinic,  High  Island — 182 
Derrick,  John  R., 

Univ.  of  Tex.  Med.  Br.,  Galveston — 182 
Derrick,  Joseph  P., 

2190  Harrison  St.,  Beaumont — 262 
Derrick,  William  S., 

6723  Bertner  Blvd.,  Houston — 222 
D’Errico,  Albert  P., 

3707  Gaston,  Dallas — 134 
Desmond,  Murdina  M., 

2210  Belfontaine,  Houston — 222 
Des  Rochers,  Jean  B., 

Box  7206,  Hackberry  Sta.,  San  Antonio — 
50 

Destefano,  Frederick  W., 

55  W.  Elizabeth,  Brownsville — 82 
DeTar,  Webb  T.,  Jr.,  ( Int. ) , 

3316  Norfolk,  Apt.  A,  Houston — 222 
Deter.  Russell  L., 

1501  Arizona  St.,  El  Paso — 162 
Devanney,  Louis  R., 

2209  W.  7th  Ave.,  Amarillo — 378 
Devereux,  Wm.  P.. 

1311  N.  Washington,  Dallas — 134 
deVlaming,  William,  Kaufman — 274 
DeVore,  Marion  S., 

8777  Katy,  Houston — 222 
DeVore,  Neal  M., 

923  Med.  Arts  Bldg.,  Houston — 222 
DeWare,  Jesse  M.,  Ill, 

403  Vale,  Jefferson — 90 
DeWitt,  Joseph  L., 

201  N.  Broadway,  Elsa — 238 
Dewlett,  Hal  J., 

8107  Chadbourne  Rd.,  Dallas — 134 
DeYoung,  Richard, 

833  Hermann  Prof.  Bldg.,  Houston — 222 
Diamond,  Max  M.,  919  Maple,  Pasadena — 222 
Diamond,  William  D., 

1000-B  Fifth  Ave.,  Fort  Worth — 414 
Dickerson,  Joe  W.,  Jasper — 258 
Dickson,  J.  Charles, 

Hermann  Prof.  Bldg.,  Houston — 222 
Dieck,  John  A., 

211  E.  Harrison,  Harlingen — 82 
Dierolf,  Leon  W.,  Jr., 

1511  N.  Beckley,  Dallas — 134 
Dieste,  Antonio, 

P.  O.  Box  272.  Marshall — 226 
Dietrich,  Hervey  W., 

415  E.  Yandell,  El  Paso— 162 
Dildy,  Charles  B., 

504  W.  17th  St.,  Austin— 434 
Dillaha,  Carl  A.,  Jr., 

P.  O.  Box  1086,  Snyder — 52 
Dillen,  William  A., 

Box  1031,  Littlefield — 294 
Dillon,  George  F., 

811  Main  St.,  Big  Spring — 250 
Dils,  Grover  C.,  Caliente,  Nevada — 206 
Dimmette,  James  E., 

3607  Gaston  Ave.,  Dallas — 134 
Dimmitt,  Dean  P.,  Uvalde — 326 
Dine,  William  C.. 

1422  Tyler  St.,  Amarillo — 378 
Dinges,  Malcolm  D.,  Jr., 

6243  Old  Richmond,  Houston — 222 
Dingier,  Clark  M.,  Jr., 

418  S.  Mobberly,  Longview — 194 
Dingwerth,  Frank  S., 

1300  Fielder  Rd.,  Arlington — 414 
Dinkier,  Fred, 

4310  Dunlavy  St.,  Houston — 222 
Dippel,  A.  Louis, 

Hermann  Prof.  Bldg.,  Houston — 222 
Disch,  Ralph  C., 

3330  S.  Lancaster,  Dallas — 134 
Diseker,  Thomas  H., 

328  Med.  Arts  Bldg.,  San  Antonio— 50 
Dittman,  Charles  H., 

411  Med.  Arts  Bldg.,  San  Antonio— 50 
Dittman,  Hyman, 

1702  Heights  Blvd.,  Houston — 222 


Dittman,  Sol  L., 

104  East  20th  St.,  Houston — 222 
Ditto,  Hugh  H., 

1216  Pennsylvania,  Fort  Worth— 414 
Divine,  Blaine,  Graham — 362 
Divita,  Eugene  C., 

9935  Bessemer  Dr.,  Houston — 222 
Dixon,  Chalmer  D., 

P.  O.  Box  109,  Corpus  Christi — 354 
Dixon,  James  W.,  (Hon.), 

Box  30,  Winters — 394 
Dixon.  Ward  G., 

1420  Med.  Arts  Bldg.,  Dallas — 134 
Dixon.  Warren  F., 


311  Preston  Royal  Med.  Center,  Dallas — 
134 

Doak,  Edmond  K.,  Jr., 

Hermann  Prof.  Bldg.,  Houston — 222 
Dobbs,  Charles  E., 

1616  Mem.  Prof.  Bldg.,  Houston — 222 
Dobson,  Harold  L., 

Baylor  U.  Col.  Med.,  Houston — 222 
Dodd,  George  E.,  Jr., 

5012  Travis,  Houston — 222 
Dodd,  Tilman  E.. 

3303  Hillview  Rd.,  Austin — 454 
Dodge,  Donald  T., 

1216  S.  Texas  Bldg.,  San  Antonio — 50 
Dodge,  John  M., 


Dodge,  Warren  F.,  (Int.), 

5327  Dora,  Apt.  1,  Houston — 222 
Dodson,  Dwain  F., 

2219  Colorado,  San  Angelo— 426 
Dodson,  Pattie  May, 

_ , 1801  N.  Laurent  St.,  Victoria — 446 
Dolch,  Stanley  F.  N.,  Jr., 

4206  Ayers  St.,  Corpus  Christi — 354 
Doles,  Emmett  A., 


704  Cap.  Natl.  Bk.  Bldg.,  Austin — 434 
Dolph,  Chancey  H.,  Box  4281,  Baytown — 222 
Dombrowsky,  Edward  F., 

233  W.  10th  St..  DaUas— 134 
Domenicali,  Pete.  Jr., 

7705  N.  Loop  Rd.,  El  Paso — 162 
Don,  Rita  Louisa, 

616  Mills  Bldg.,  El  Paso — 162 
Donada,  Maria  N., 

Med.  Dental  Bldg.,  Corpus  Christi — 354 
Donaghey,  Charles  J., 

603  N.  Travis,  Sherman — 190 
Donald,  Roberr  L.,  (Int.), 

411  W.  20th  St.,  Houston — 222 
Donaldson,  Elizabeth, 

Ross  Bldg.,  Del  Rio — 326 
Donaldson,  J.  D.,  Jr., 

3213  42nd  St.,  Lubbock — 318 
Donaldson,  James  M.,  Bonham — 174 
Donaldson,  James  M.,  Jr., 

923  Nix  Bldg.,  San  Antonio — 50 
Donaldson,  Joe  R., 

Hughes  Bldg.,  Pampa — 430 
Dones,  Henry  C., 

219  E.  Locust  St.,  San  Antonio— 50 
Donnell,  Herbert, 

507  W.  Main,  Waxahachie — 158 
Donnell,  Ralph  E.,  Jr., 

1133  N.  19th  St.,  Abilene— 418 
Donnelly,  Allen  D., 

Box  300,  Wichita  Falls — 466 
Donnelly,  Verner  J., 

1100  Holcombe  Blvd.,  Houston — 222 
Donoho,  Charles  P., 

3607  Gaston,  Dallas — 134 
Donohue,  William  M., 

6448  Fannin,  Houston — 222 
Donop,  Perry  T., 

2020  Alamo  Natl.  Bk.,  San  Antonio — 50 
Donovan,  Michael  M., 

Hermann  Prof.  Bldg.,  Houston — 222 
Dorbandt,  Barton  W., 

1411  9th  St.,  Wichita  Falls— 466 
Dorbandt,  Moss  M., 

128  W.  Commerce  St.,  San  Antonio — 50 
Dorman,  George  W., 

3524  Fairmount,  Dallas — 134 
Dornak,  Franklin  K., 

4705  Montrose  Blvd.,  Houston — 222 
Dorsey,  Frederick  G., 

Hermann  Prof.  Bldg.,  Houston — 222 
Doss,  A.  Keller, 

800  Fifth  Ave.,  Fort  Worth — 414 
Doss,  Doyle  J., 

3427  E.  Lancaster,  Fort  Worth — 414 


Doss,  George  W.,  Box  846,  Edna — 462 
Dotson,  J.  C., 

414  Banner  Bldg.,  El  Paso— 162 
Doubleday,  Leonard  C., 

Mem.  Prof.  Bldg.,  Houston — 222 
Dougall,  J.  M., 

5000  Montrose  Blvd.,  Houston — 222 
Dougherty,  Edward  F., 

2708  Wesleyan,  Houston — 222 
Douglas,  F.  Clark, 

1414  Medical  Arts,  Dallas — 134 
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Douglas,  Jake  S., 

935  Buford  St.,  Beaumont — 262 
Douglas,  John  E., 

1403  San  Antonio,  Austin — 434 
Douglas,  Richard  C., 

1318  Main  St.,  Lubbock — 318 
Douglass,  Daniel  D., 

416  S.  Broadway,  McAllen — 238 
Douglass,  Hal  C.,  ( Inac. ) , 

3708  Bellaire  Dr.,  N.,  Fort  Worth— 414 
Douthett,  J.  C.  B.,  (Hon.), 

IlOA  N.  Austin,  Seguin — 202 
Douthit,  Thomas  E.,  Jr., 

2327  N.  Riverside,  Fort  Worth — 414 
Dow,  Antonio, 

1023  Mills  Bldg.,  El  Paso — 162 
Dow,  Harold  D.,  Box  546,  Seminole — 138 
Dowlen,  Joseph  A., 

1103  W.  Lobit,  Baytown — 222 
Downs.  James  T.,  Jr., 

8540  San  Fernando,  Dallas — 134 
Downs,  James  T.,  Ill, 

3707  Gaston,  Dallas — 134 
Downs,  Seth  R.. 

316  Henderson  Blvd.,  Kilgore — 194 
Doyle,  John  L.,  (Int.), 

Lahey  Clinic,  Boston,  Mass. — 50 
Drane,  Hugh  A..  Jr.,  Kerrville — 278 
Draper,  Leonidas  M., 

207  Wilson  Bldg.,  Corpus  Christ! — 354 
Draper,  Wm.  Leonard, 

2815  Prescott  St.,  Houston — 222 
Dravin,  Isadore, 

2209  W.  7th  Ave.,  Amarillo — 378 
Drawhorn,  Chester  W.. 

917  Port  Neches  Ave.,  Port  Neches — 262 
Driggs,  Guy  K., 

724  Town  Creek  Dr.,  Dallas — 134 
Driscoll,  Edward  T., 

2010  W.  Illinois,  Midland — 14 
Dross,  Raymond  L., 

1100  E.  Holcombe  Blvd.,  Houston — 222 
Druckman,  Ralph  L, 

1200  M.  D.  Anderson  Blvd.,  Houston — 
222 

Dryden,  Charles  B.,  Jr., 

1511  Tenth  St.,  Wichita  Falls — 466 
Dryden,  Sam  H., 

1302  Sabine,  Austin — 434 
DuBilier,  Ben, 

528  Capital  Natl.,  Austin— 434 
DuBoise,  Otho  K.,  Lockhart — 78 
Duckett,  J.  Warner, 

1004  N.  Washington.  Dallas — 134 
Duckworth,  Frederick  L., 

3005  Mayfair  Dr.,  Victoria— 446 
DuCroz,  James  L., 

1004  Seymour,  Pasadena — 222 
Dudgeon,  Howard  R..,  Jr., 

2226  Washington,  Waco — 322 
Dudney,  Newton  E., 

Davis-Dudney  Cilin.,  League  City — 182 
Duff,  J.  C.,  1054  12th  St.,  Anson— 418 
Duff,  Kenneth  R., 

2220  W.  Alabama,  Houston — 222 
Duff,  Robert  L., 

908  Hospital  Drive,  Tyler — 410 
Duffy,  Jack  G.,  (Int.), 

5130  Carew  St..  Houston — 222 
Duflot,  Leo  S.  M., 

John  Sealy  Hosp.,  CJalveston — 182 
Dufner,  Romie  M., 

3721  S.  Presa  St.,  San  Antonio — 50 
Duke.  Herbert  H.,  Box  359,  Baytown — 222 
Duke,  Jean  D., 

208  W.  College,  Coleman — 102 
Duke.  Tom  W., 

1422  Tyler  St.,  Amarillo— 378 
DuLaney,  Charles  H.,  Box  3265,  Waco— 322 
Dumas,  Edward  D., 

425  Med.  Arts  Bldg.,  San  Antonio— 50 
Dumas,  Lawrence  W., 

608  Eighth  Ave.  N.,  Texas  City — 182 
Duncan,  Charles  N.,  6003  Victor,  Dallas — 134 
Duncan,  Everett  T., 

1009  S.  Texas  Bldg.,  San  Antonio — 50 
Duncan,  Frank  B., 

339  Amarillo  Bldg.,  Amarillo — 378 
Duncan,  George  W., 

1710  Ed  Carey  Dr.,  Harlingen — 82 
Duncan,  Horace  E., 

4500  Lancaster,  Dallas — 134 
Duncan,  Robert  A., 

339  Amarillo  Bldg.,  Amarillo — 378 
Duncan,  Robert  W., 

106  Vi  S.  Rusk,  Denison — 190 
Duncan,  Wallace  H., 

1411  Beaumont,  McAllen — 238 
Dunkelberg,  Walter  R.,  (Int.), 

Austin  State  Hosp.,  Austin— 434 
Dunlap,  Elbert,  (Hon.), 

5339  Nakoma,  Dallas — 134 
Dunlap,  J.  Hudson, 

4000  Junius,  Dallas — 134 


Dunlap,  John  C., 

2320  Columbus  Ave.,  Waco — 322 
Dunlap,  John  E., 

8215  Westchester,  Dallas — 134 
Dunlop.  Josephine  N.,  (Inac.), 

108  W.  15th  St.,  Austin — 434 
Dunn,  Fred  H.,  ( Int. ) , 

Michael  Reese  Hosp.,  Chicago,  111. — 134 
Dunn,  Jack,  Jr., 

1910  Knoxville,  Lubbock — 318 
Dunn,  John  P., 

8th  & Elm,  Pecos — 390 
Dunn.  Nelson  L.,  (Inac.), 

Medical  Arts  Bldg.,  Fort  Worth — 414 
Dunn,  Ralph  O.,  Jr., 

714  Med.  Towers,  Houston — 222 
Dunn,  S.  Chester, 

831  Alexander  St.,  Kingsville — 286 
Dunn,  Sam  G., 

1312  Main  St.,  Lubbock — 318 
Dunton,  E.  Frank,  ( Int. ) , 

108  Bonita  St.,  (jalveston — 182 
Duplan,  Don  C.,  Jr., 

4627  Alamosa  Dr.,  Port  Arthur — 262 
Dupre,  John  D.. 

1212  Houston.  Levelland — 294 
Dupre,  Joseph  R., 

2331  Vance  Jackson,  San  Antonio— 50 
Duran  C,  Armando,  Box  601,  Lubbock — 318 
Duren,  Norman, 

3155  Stagg  Dr..  Beaumont — 262 
Durham,  Charles  A., 

411  West  20th  St.,  Houston — 222 
Durham,  Mylie  E., 

411  West  20th  St.,  Houston — 222 
Durham,  Mylie  E.,  Jr.. 

411  West  20th  St.,  Houston — 222 
Duringer,  William  C.,  ( Hon. ) , 

3729  Lenox  Dr.,  Fort  Worth — 414 
Durso,  Joseph, 

949  7th  St.,  Pon  Arthur — 262 
Duson,  Craddock  K., 

4115  Fannin  St.,  Houston — 222 
Dustin,  Herman  E., 

4400  San  Jacinto,  Houston — 222 
Dutton,  Loraine  O., 

616  Mills  Bldg.,  El  Paso— 162 
Dutton,  Robert  V., 

7026  Stella  Link  Rd.,  Houston — 222 
Duty,  Rebecca  T., 

1811  Coral  St.,  Houston — 222 
Duty,  Winthrop  S., 

1811  Coral  St..  Houston — 222 
Dworin,  Jack  W., 

Med.  & Surg.  Clinic,  Longview — 194 
Dwyer,  Charles  A., 

Shamrock  Hotel,  Houston — 222 
Dye,  Fulton  E., 

2230  Avenue  F,  Bay  City — 462 
Dye.  Mary  R., 

312  Skaggs  Bldg.,  Plainview — 206 
Dyer,  Edward  L.,  Kerrville — 278 
Dykes,  Arthur  O.,  Italy — 158 
Dykes,  Thomas  L., 

1121  W.  Jefferson,  Dallas— 134 
Dyo,  Kaoru, 

324  E.  Harrison  St.,  Harlingen — 82 
Dysart,  Donald  N., 

Scott  & White  Clin.,  Temple — 46 


E 


Eads,  Ray  A.,  Uvalde — 326 
Fames,  Daniel  H., 

525  Hwy.  348,  Lamarque — 182 
Eanes,  David  F.  S., 

518  North  5th  St.,  Temple — 46 
Earl,  David  M., 

Hermann  Prof.  Bldg.,  Houston — 222 
Earle,  Kenneth  M., 

133  San  Fernando,  Galveston — 182 
Earlywine,  Charles  H.. 

8777  Katy  Rd.,  Houston — 222 
Eastman,  George  L.,  1005  Elm.  Orange — 358 
Eastwood,  Herbert  K.,  (Mil.), 

Sch.  of  Avn.  Med.,  Randolph  AFB— 50 
Eberle,  Howard  J., 

1201  3rd  St.,  Corpus  Christ! — 354 
Echols,  Obie  L., 

634  Avenue  C,  Port  Neches — 262 
Echols,  Robert  B., 

320  South  St.,  Kilgore — 194 
Eck,  Andrew  J., 

5970  Alameda  Ave.,  El  Paso — 162 
Eckert,  Robert  R., 

Castroville  Hosp.  & Clin.,  Castroville — 
326 

Eckhardt,  Gus  F., 

510  W.  Beauregard.  San  Angelo — 426 
Eckhardt,  James  W.. 

512  (Capital  Natl.,  Austin — 434 
Eckhardt,  Joe  C.  A.,  Jr., 

514  Medical  Towers,  Houston — 222 
Eckhardt,  Kleberg, 

3832  Denver,  Corpus  Christ! — 354 


Eckles,  Nylene  E., 

M.  D.  Anderson  Hosp.,  Houston — 222 
Eckley,  Robert, 

33  E.  Elizabeth,  Brownsville — 82 
Eden,  George  F., 

1516  Pierce  Ave.,  Houston — 222 
Edens,  Lee  E., 

522  Cap.  Natl.  Bk.  Bldg.,  Austin — 434 
Edgar,  Cecil  C.,  Mexia — 314 
Edgar,  George  V., 

1209  B Houston  St.,  Levelland — 294 
Edmondson,  John  W., 

908  N.  St.  Mary’s,  Beeville— 42 
Edmondson,  Paul  J., 

1147  E.  42nd  St.,  Odessa— 14 
Edwards,  George  M.,  (Hon.), 

2507  Nasworthy  Dr.,  San  Angelo — 162 
Edwards,  J.  Bruce, 

3330  S.  Lancaster,  Dallas — 134 
Edwards,  Martin  L., 

Edwards  Clin.  Hosp.,  Hawkins — 410 
Edwards,  Rex  L., 

504  N.  Walnut.  Clarksville— 386 
Edwards,  Thomas  G., 

301  Texas,  Mercedes — 238 
Edwards,  Thomas  P.,  Karnes  City — 270 
Edwards,  T.  S.,  Knox  City — 38 
Edwards,  Thos.  W., 

244  Oleander  St.,  Corpus  Christ! — 354 
Edwards.  W.  L.  Jack, 

3710  Swiss,  Dallas — 134 
Edwards,  Walter  T., 

4104  E.  Lancaster,  Fort  Worth — 414 
Egan,  Robert  L., 

6723  Bertner  Blvd.,  Houston — 222 
Egbert,  O.  Edward,  Jr., 

2526  Frankfort  Ave.,  El  Paso — 162 
Egbert,  Orville  E., 

1501  Arizona  St.,  El  Paso — 162 
Egdorf,  Otto  C., 

225  Hamilton  Bldg.,  Wichita  Falls— 466 
Eggers,  G.  W.  N.,  Jr., 

Univ.,  of  Tex.  Med.  Br.,  Galveston — 182 
Eggers,  George  W.  N.. 

2201  Avenue  D,  Galveston — 182 
Egyed,  Miklos  H.,  Box  527,  Corsicana — 346 
Ehlers,  H.  Jack, 

Hermann  Prof.  Bldg.,  Houston — 222 
Ehlert,  Edward  A.,  Jr., 

121 S.  Main,  Viaoria — 446 
Ehni,  George  J., 

Hermann  Prof.  Bldg.,  Houston — 222 
Eiband,  John  M..  (Mil.), 

P.  0.  Box  31,  New  Braunfels — 114 
Eichelberger,  Philip  T.,  ( Mil. ) , 

3939  Southport  St.,  San  Antonio — 222 
Eichhorn,  Ralph  D., 

1717  Med.  Towers.  Houston — 222 
Eidman,  Frederich  G., 

5644  Lawndale,  Houston — 222 
Eidson,  Jack  L., 

614  Palo  Pinto  St.,  Weatherford — :362 
Eiland,  David  C.,  Munday — 38 
Eisenberg,  Alex  A., 

3707  Gaston  Ave.,  Dallas — 134 
Eisenstadt,  Heinz  B., 

2301  Proaer  St.,  Port  Arthur — 262 
Ekman,  C.  J.  Ivan, 

Med.  Arts  Bldg.,  Houston — 222 
Elder,  John  F., 

600  W.  Kenmcky,  Pampa— 430 
Elder,  Lindsey  T.,  Jr.. 

1511  N.  Beckley,  Dallas — 134 
Elder,  Nathan  A.,  Nixon — 186 
Eley,  Julia  S.,  Kerrville — 278 
Eliasson,  Sven  G., 

5323  Harry  Hines.  Dallas— 134 
Elizondo,  Cesar  M., 

7428  Park  PI.  Blvd.,  Houston — 222 
Elizondo,  Oscar  L., 

Mercy  Hospital,  Laredo — 458 
Elkins,  Clyde  F.,  Jr., 

1626  15th  St.,  Lubbock — 318 
Elkins,  Oliver  W., 

211  Bramlette  Bldg.,  Longview — 194 
Eller,  Thomas  O., 

1305  16th  St.,  Plano — 106 
Ellingson,  Eugene  A., 

I6I9  Med.  Towers.  Houston — 222 
Ellingson,  Harold  V.,  ( Mil. ) , 

Sch.  of  Avn.  Med.,  Randolph  AFB — 50 
Ellington,  Jesse  C., 

128  W.  Commerce  St.,  San  Antonio — 50 
Elliott,  Boyce, 

424  S.  Commercial,  Aransas  Pass— 402 
Elliott,  Benge, 

222  W.  Hopkins,  San  Marcos — 230 
Elliott,  Earlie  E., 

1401  Eagle,  Houston — 222 
Elliott,  John  J., 

4400  San  Jacinto,  Houston — 222 
Elliott,  Monroe  L., 

4212  Caroline,  Houston — 222 
Elliott,  Robert  B., 

217  Med.  Arts  Bldg.,  Houston — 222 
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Elliott,  Thomas  J.,  Box  1631.  Odessa — 14 
Elliott,  Vance  J., 

Medical  Arts  Clin.,  Odessa — 14 
Ellis.  Frank  A.,  (Inac.), 

611  Blucher,  Corpus  Christi — 354 
Ellis,  George  R., 

Jeff  Davis  Hosp.,  Houston — 222 
Ellis,  Ira  D.,  (Hon.),  Troy — 46 
Ellis,  J.  Victor, 

2301  W.  Seventh,  Amarillo — 378 
Ellis,  Jack  R., 

427  Kansas  Ave.,  Weslaco — 238 
Ellis.  Jack  Reese, 

1501  Arizona  St.,  El  Paso — 162 
Ellis,  Joe  B., 

3805  Southwest  Blvd.,  Fort  Worth — 414 
Ellis,  John  M., 

Box  107,  Mt.  Pleasant — 86 
Ellis.  John  W., 

Med.  Arts  Clinic,  Sherman — 190 
Ellis,  Neely  Joe, 

Combs  Worley  Bldg.,  Pampa — 430 
Ellis,  Noel  A., 

2602  Avenue  Q,  Lubbock — 318 
Ellis,  Sam, 

710  Med.  Arts  Bldg.,  San  Antonio — 50 
Ellison,  Eugene  T., 

619  Main  St.,  Texarkana — 58 
Ellzey,  Robert  F., 

2410  Rio  Grande,  Austin— 434 
Elmendorf,  Hugo  F.,  Jr., 

215  Camden,  San  Antonio — 50 
Elsberg,  Charles  P., 

800  Montana,  El  Paso — 162 
Elster,  Benjamin  B., 

2301  Procter  St.,  Port  Arthur — 262 
Elston,  Fredrick  A., 

P.  O.  Box  127,  Sunray — 130 
Embree,  Elisha  D., 

2207  Stony  Brook,  Houston — 222 
Emery,  Oscar  J., 

406  Med.  Arts  Bldg.,  Fort  Worth — 414 
Emken,  Roy  Lee, 

622  Highway  3.  Lamarque — 182 
Emmert,  John  A., 

8215  Westchester,  Dallas — 134 
Emmert,  Max  W., 

Hermann  Prof.  Bldg.,  Houston — 222 
Emmett,  George  Earl, 

915  St.  Joseph,  Dallas — 134 
Emmett.  John  E., 

612  Mills  Bldg.,  El  Paso — 162 
Emmett,  William  B., 

6003  Lyndhurst.  Houston — 222 
Engel,  Eugen, 

329  E.  San  Antonio,  El  Paso — 162 
Engelbach,  Albert  G., 

18  Browne  St.,  Brookline,  Mass. — 134 
Engelhardt,  Hugo  T., 

Box  2180,  Houston — 222 
Engelking,  Chas.  F., 

234  W.  Beauregard,  San  Angelo — 426 
Engler,  Joseph  I., 

104  Med.  Towers.  Houston — 222 
Englerth,  Fred  L., 

306  S.  3rd  St.,  Harlingen — 82 
Engles,  Estelle  S.,  (Int. ), 

Methodist  Hosp.,  Dallas — 134 
Engles.  Robert  E.,  (Int.), 

Methodist  Hosp.,  Dallas — 134 
English,  Dudley  M., 

550  Tenth  St.,  Beaumont — 262 
English,  Otis  W., 

1312  Main  St.,  Lubbock — 318 
Enloe,  David  C., 

M & P Bank  Bldg.,  Sherman — 190 
Ensey,  James  E., 

310  Preston  Royal  Med.  Center.  Dallas — 
134 

Entzminger,  Lindell  B., 

2404  Rice  Blvd.,  Houston — 222 
Eppright,  Richard  H., 

1803  Calumet.  Houston — 222 
Epstein,  I.  M., 

525  Montana,  El  Paso — 162 
Epstein,  Isadore  V.,  Box  429,  Pasadena — 222 
Epstein,  Maurice  W.,  (Int.), 

2555  W.  Grammercy,  San  Antonio — 134 
Erdmann,  Ralph  R.,  (Int.), 

5323  Harry  Hines,  Dallas — 134 
Erhard,  Peter  S.,  Box  294,  Beaumont — 262 
Ericson,  Ruth  Ann, 

4227  Herschel,  Dallas — 134 
Ernst,  Frank  J., 

Hermann  Prof.  Bldg.,  Houston — 222 
Erwin,  J.  C.,  Jr.. 

I2OV2  W.  Virginia,  McKinney — 106 
Erwin,  Karl  W., 

10517  Allegheney,  Dallas — 134 
Eschenbrenner,  John  W., 

1216  Pennsylvania,  Fort  Worth — 414 
Esquivel,  Sandi, 

1306  Rio  Grande,  Austin — 434 
Essin,  Emmett  M., 

600  N.  Highland  Ave.,  Sherman — -190 


Esslinger,  Josh  J., 

301  Doctors  Bldg.,  Beaumont — 262 
Estes,  Ben  P., 

900  Eighth  Ave.,  Fort  Worth — 414 
Estes,  Bobby  Jack, 

641  Hickory  St.,  Abilene — 418 
Estes.  Ivan  A., 

8220  Westchester,  Dallas — 134 
Estes,  Jack  M., 

641  Hickory,  Abilene — 418 
Estes,  Sol  B., 

1502  N.  2nd  St.,  Abilene — 418 
Estes,  Ted  G.,  Waxahachie — 158 
Estess,  Berthold  H., 

6215  Edloe,  Houston — 222 
Estrada,  Felipe, 

1216  Nix  Prof.  Bldg.,  San  Antonio — 50 
Estrada,  Ramiro  P., 

318  N.  Santa  Rosa,  San  Antonio — 50 
Estrada,  William  J., 

414  W.  20th  St..  Houston — 222 
Etheridge,  John  M., 

1611  Fifth  St.,  Corpus  Christi — 354 
Etier,  Edgar  L.,  Jr., 

310  Prof.  Bldg.,  Fort  Worth — 414 
Etter,  Edward  F., 

207  W.  Mulberry,  Sherman — 190 
Etter.  Richard  L., 

156  Hermann  Prof.  Bldg.,  Houston — 222 
Etter,  Roscoe,  Arp — 410 
Evans,  Allan  C.,  (Mil.), 

304  Shreveport  Rd.,  Barksdale  AFB,  La. 
—134 

Evans,  Charles  W.,  Jr., 

1022  Ellis  Ave.,  Lufkin — 18 
Evans,  Edward  L., 

1038  E.  Kessler  Pkwy.,  Dallas — 134 
Evans,  Ernest  Burke, 

Univ.  of  Tex.  Med.  Br.,  Galveston — 182 
Evans,  Fred  G., 

415  E.  Yandell,  El  Paso — 162 
Evans,  Howard  L., 

Hermann  Prof.,  Bldg.,  Houston — 222 
Evans,  Robert  W.,  Clyde — 418 
Evans,  Sheridan  S., 

619  S.  Broadway,  McAllen — 238 
Evans,  Walter  G.,  (Hon.), 

4065  Purdue,  Dallas — 134 
Evans,  Ward, 

414  Banner  Bldg.,  El  Paso — 162 
Evans,  William  G., 

1910  Knoxville,  Lubbock — 3 1 8 
Everett.  Eva  T., 

1950  Ninth  Ave.,  Port  Arthur — 262 
Everhart,  Merrill  W., 

2704  Douglas  Dr.,  San  Angelo — 426 
Everton,  Marta  Ve, 

Hermann  Prof.  Bldg.,  Houston — 222 
Ewalt,  Donald  H.. 

1501  Arizona  St.,  El  Paso — 162 
Ewert,  William  A., 

704  E.  Ceasar  St.,  Kingsville — 286 
Ewing,  Dwight  S.,  (Mil.), 

3380th  USAF  Hosp.,  Keesler  AFB,  Miss. 
—50 

Ewing,  F.  Stanley,  Sinton — 402 
Ewing,  Mahon  M., 

2609  19th  St..  Lubbock — 318 
Exline,  Albert  L., 

505  W.  15th  St..  Austin — 434 
Ezell,  Edgar  S.,  Box  1719.  Fort  Worth — 414 


F 


Fabian,  Harold  F.,  Box  Q,  McLean — 430 
Fadal,  Richard  G., 

2425  Ethel  Ave.,  Waco— 322 
Fader,  David  E.,  3707  Gaston,  Dallas — 134 
Faggard,  John  M.,  Poteet — 26 
Fahring,  George  H..  Anahuac — 310 
Fahring,  Thomas  L.,  Anahuac — 310 
Fain,  Allen  M.,  Duncanville — 134 
Fain,  Guy  Burton.  (Hon.),  DeSoto — 134 
Fain,  Harold  B.. 

P.  O.  Box  100.  Fort  Worth — 414 
Fain,  J.  Randel,  Box  632,  Littlefield — 294 
Fain,  Robert  H.. 

1803  Calumet  St.,  Houston — 222 
Fair,  Harry  E.,  Jr., 

Box  870.  Jacksonville — 94 
Fair,  Richard  H., 

4200  Stuart,  Greenville — 254 
Fairchild,  Robert  J., 

624  Tatar,  Pasadena — 222 
Fairweather,  M.  Jeanne,  ( Int. ) , 

M.  D.  Anderson  Hosp.,  Houston — 50 
Falke,  Clarence  G., 

Wynnewood  Prof.  Bldg.,  Dallas — 134 
Falkenstein,  Richard  D., 

600  W.  Kentucky,  Pampa — 430 
Fama,  Joseph  R., 

3360  Fannin,  Beaumont — 262 
Fangman,  Donald  F., 

HOG  Walnut  Hill  Village,  Dallas — 134 


Farfel,  Bernard, 

1215  Med.  Towers,  Houston — 222 
Faris,  Arthur  M., 

2625  San  Jacinto.  Houston — 222 
Farley,  Frederick  W.,  San  Saba — 74 
Farley,  James  A.. 

1000  Fifth  Ave.,  Fort  Worth — 414 
Farquhar,  George  A., 

Kahn  Mem.  Hosp.,  Marshall — 226 
Farragut,  Loyall  D.,  Box  4116,  Houston — 222 
Farrar,  William  P., 

P.  O.  Box  2266,  Longview — 194 
Farrell,  Elnora  Anne. 

2819  N.  McCullough,  San  Antonio — 50 
Farrington,  Evan  S., 

318  1st  Natl.  Bk.  Bldg.,  Longview — 194 
Farris,  Chester  A.,  Jr., 

1832  E.  Abram.  Arlington — 414 
Farris,  Robert  G., 

Cap.  Natl.  Bank  Bldg.,  Austin — 434 
Farrow,  Irving  J., 

1403  E.  Hiller,  Victoria — 402 
Fashena,  Gladys  J., 

Southwest  Med.  Sch.,  Dallas — 134 
Fathertee,  Thomas  J., 

6448  Fannin.  Houston — 222 
Fatter,  Mervin  E., 

500  W.  15th  St.,  Austin — 434 
Faubion,  Darrell  B., 

2901  Red  River,  Austin — 434 
Faulk,  M.  Edmund,  Jr., 

675  Fifth  St.,  Beaumont — 262 
Faulkner,  Hershell  M., 

8917  Long  Point  Rd.,  Houston — 222 
Faust,  Fredric  B., 

Faust  Clin.  & Lab.,  Earth — 294 
Faust,  John  J., 

903  S.  Beckham,  Tyler— 410 
Fayle,  Percy  R.. 

324  W.  DeFee,  Baytown — 222 
Feamster,  Robert  C., 

5202  Spruce.  Bellaire — 222 
Fears,  T.  Alvin, 

Goodhue  Bldg.,  Beaumont — 262 
Featherston,  Elmer  W., 

Med.  & Surg.  Clinic,  Vernon — 470 
Feener,  Lester  C., 

404  Banner  Bldg.,  El  Paso — 162 
Feerer,  Donald  J., 

2 Parkdale  Plaza,  Corpus  Christi — 354 
Fein.  Bernard  T., 

216  Med.  Prof.  Bldg.,  San  Antonio— 50 
Feinberg,  Walter  D., 

1501  Arizona,  14D,  El  Paso — 162 
Feinstein,  Daniel  J., 

1104  Med.  Towers,  Houston — 222 
Felder,  Fred  E.,  Palestine — 10 
Feldman,  Jerald,  ( Int. ) , 

Parkland  Mem.  Hosp.,  Dallas — 134 
Felknor,  George  E.,  Jr., 

1004  W.  Sterling,  Baytown — 222 
Feller,  Lorence  W.,  Fredericksburg — 278 
Felton,  Harriet  M., 

Univ.  of  Tex.  Med.  Br.,  Galveston — 182 
Felts,  Richard  C.,  San  Saba — 74 
Fender,  Ernest  L.,  Jr., 

605  N.  Madison,  Mt.  Pleasant — 86 
Fenlaw,  Joseph  L.,  Gilmer — 438 
Ferguson,  Doyle  W., 

3631  Fairmount,  Dallas — 134 
Ferguson.  Edward  C., 

Goodhue  Bldg.,  Beaumont — 262 
Ferguson,  Edward  C..  Ill, 

Iowa  State  Univ.,  Iowa  City,  Iowa — 262 
Ferguson,  James  P., 

11018  Atwell  Dr.,  Houston — 222 
Ferguson,  Sarah, 

1301  Raguet,  Nacogdoches — 342 
Fernandez,  Carlos  A., 

5980  Alameda  Ave.,  El  Paso — 162 
Fernbach,  Donald  J., 

6621  Fannin,  Houston — 222 
Ferrell,  Oran  L.,  Jr.,  (Int.),  Bullard — 410 
Ferrero,  James  J., 

205  Camden  St.,  San  Antonio — 50 
Ferrin,  Charles  E., 

1116  Lamar  Plaza,  Austin — 434 
Ferris,  John  A.,  Jr.,  Box  778,  La  Feria — 82 
Fershstand,  John  B., 

1501  Summit,  Fort  Worth — 414 
Fertitta,  Julian  J., 

590  Center  St.,  Beaumont — 262 
Fertitta,  Sam  J.,  Jr., 

570  Center  St.,  Beaumont — 262 
Ferwerda,  Thomas, 

703  Hermann  Prof.  Bldg.,  Houston — 222 
Fetzer,  William  J., 

1530  W.  Summit,  San  Antonio — 50 
Fiegel,  Walter  L.,  Box  576,  Carrollton — 134 
Fiel,  Charles  A., 

3701  1 9th  St.,  Lubbock — 3 1 8 
Fielder,  Darwin  L.,  Lockhart — 78 
Fields,  William  S., 

1200  M.  D.  Anderson  Blvd.,  Houston — 
222 
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Filardi.  Hector  H., 

310  W.  Chambers,  Cleburne — 266 
Filippone,  John  M., 

801  Med.  Arts  Bldg.,  Houston — 222 
Fillmore,  Rollin  S.,  Jr., 

Kings  Daughters  Clin.,  Temple— 46 
Finch,  Albert  B., 

1200  N.  Texas  Ave.,  Odessa — 14 
Finch,  William  O.,  Jr., 

1921  W.  Main  St..  Baytown — 222 
Fine,  Eldon  B., 

Professional  Bldg.,  Waco — 322 
Fine,  Jacob  S., 

3614  Fairmount,  Dallas — 134 
Fine,  Myron  G., 

616  Med.  Arts  Bldg.,  Dallas — 134 
Fink,  Frederick, 

5806  Joyce  Way,  Dallas — 134 
Finks,  Robert  M., 

Clinic  Hospital,  San  Angelo — 426 
Finlay,  Alexander  M.,  Jr., 

909  Edgewood  St.,  Denton — 146 
Finley,  Dorothy  G., 

156  Wynnewood  Prof.  Bldg.,  Dallas — 134 
Finn,  John  H.,  Refugio — 402 
Finnegan,  Chas.  R., 

610  Med.  Arts  Bldg.,  Dallas — 134 
Finney,  James  W., 

200  Donaldson,  San  Antonio — 50 
Finney,  R.  Milton, 

3701  Montrose  Blvd.,  Houston — 222 
Finsterwald,  James  F., 

119  General  Krueger,  San  Antonio — 50 
Fiore,  Charles  N.. 

6725  Weslayan,  Houston — 222 
Fisch,  Ben  R.,  (Int. ), 

923  Foxboro,  Dallas — 134 
Fischer,  Albert, 

611  Med.  Prof.  Bldg.,  San  Antonio— 50 
Fischer,  J.  Philip, 

3601  Swiss  Ave.,  Dallas — 134 
Fish,  James  R., 

1804  Med.  Towers,  Houston — 222 
Fish,  John  H.,  Box  1191,  Big  Spring — 250 
Fish,  Pascal  E.. 

419  N.  Waggoner  St.,  Electra — 466 
Fish,  Stewart  A., 

1311  N.  Washington,  Dallas — 134 
Fishbein,  Harry, 

609  Med.  Towers,  Houston — 222 
Fisher,  James  A.,  Jr., 

1407  West  10th,  Freeport — 62 
Fisher,  John  W., 

1414  Med.  Arts  Bldg.,  Dallas — 134 
Fisher,  Rowan  E., 

1109  S.  Texas  Bldg.,  San  Antonio— 50 
Fisher.  Thomas  B.,  (Hon.), 

3620  Armstrong,  Dallas — 134 
Fisher,  William  C.,  lU, 

Hermann  Prof.  Bldg.,  Houston — 222 
Fisher,  William  C.,  (Hon.), 

505  S.  Prairieville,  Athens — 182 
Fitch,  Edward  A.,  (Int.), 

309  Hermann  Prof.  Bldg.,  Houston — 222 
Fitch,  Edward  O., 

1729  Sunset  Blvd.,  Houston — 222 
Fitch,  James  F., 

817  Quince,  McAllen — 238 
Fitzpatrick,  William  W.,  (Hon.), 

637  Clarksville  St.,  Paris — 290 
Fitzgerald,  Thomas  F., 

1001  Louisiana,  Corpus  Christi — 354 
Fitzwilliam,  C.  Dennis, 

800  Fifth  Ave.,  Fort  Worth — 414 
Flaherty,  Bernard  E.,  ( Mil. ) , 

Sch.  of  Avn.  Med.,  Randolph  AFB — 50 
Flake,  Raymond  E.,  Jr., 

Dow  Chemical  Co.,  Freeport — 62 
Flamm,  Kenneth  R., 

2209  W.  7th  Ave.,  Amarillo — 378 
Flanagan,  James  C., 

Univ.  of  Tex.  Med.  Br.,  Galveston — 182 
Flanary,  Lemuel  M.,  Jr., 

530  West  20th  St.,  Houston — 222 
Flanz,  Bernard, 

6303  South  Park  Blvd.,  Houston — 222 
Fleet,  Carl  W., 

6615  Travis  St.,  Houston — 222 
Fleming,  Ben  P.,  Box  1108,  Texas  City — 182 
Fleming,  James  P.,  Jr., 

710  Magnolia,  Hearne — 66 
Fleming,  John  W.,  Jr.,  Kilgore — 194 
Fletcher,  Donald  E., 

1600  8th  St.,  Wichita  Falls — 466 
Fletcher,  Gilbert  H., 

M.  D.  Anderson  Hosp.,  Houston — 222 
Fletcher,  Mary  W.  C., 

906  Med.  Towers,  Houston — 222 
Fletcher,  Thomas  A., 

232014  Dowling,  Houston — 222 
Flinn,  Don  E.,  (Mil.), 

Sch.  of  Avn.  Med.,  Randolph  AFB— 50 
Flohr,  Leonard  J., 

Medical  Arts  Bldg.,  Dallas — 134 


Flood,  William  E., 

Medical  Arts  Bldg.,  Fort  Worth— 414 
Florence,  Lewis, 

7444  Harrisburg  St.,  Houston — 222 
Flory,  David  W., 

P.  O.  Box  271,  Harlingen — 82 
Flowers,  Jack  W., 

2524  Washington,  Waco — 322 
Flowers,  W.  K.,  Jr., 

23171/2  Hall  St.,  Dallas— 134 
Floyd,  Joe  R., 

1501  Arizona  St.,  El  Paso — 162 
Floyd,  Osborne  E., 

2100  Dowling  at  Gray,  Houston — 222 
Fly,  Orceneth  A..  Jr., 

1212  Med.  Towers,  Houston — 222 
Fly,  Sterling  H.,  Jr., 

105  N.  Piper  Lane,  Uvalde — 326 
Flynt,  Otis  P., 

1213  Med.  Arts  Bldg.,  Houston — 222 
Fogelman,  Mortis  J., 

3607  Gaston  Ave.,  Dallas — 134 
Fogleman,  James  D., 

535  W.  Pleasant  Run  Rd.,  Lancaster — 134 
Folbre,  Thomas  W., 

1219  Nix  Prof.  Bldg.,  San  Antonio — 50 
Folsom,  Charles  W., 

1700  S.  Elm,  Alhambra,  Calif. — 326 
Foote,  Stephen  A.,  Jr., 

No.  2,  Chelsea  PL,  Houston — 222 
Forbes,  M.  Allen,  Jr., 

607  W.  14th  St.,  Austin— 434 
Forcher,  Henry, 

521  S.  12th  St.,  Edinburg — 238 
Ford,  Charles  E., 

8117  Highway  6,  Hitchcock — 182 
Ford,  Donald  P., 

5000  Montrose  Blvd.,  Houston — 222 
Ford,  G.  David, 

1501  Broadway,  CJalveston — 182 
Ford,  George  W.,  ( Mil. ) , 

322  Artemis  Ave.,  San  Antonio — 222 
Ford,  Hamilton  F., 

John  Sealy  Hosp.,  Galveston — 182 
Ford,  Joseph  C.,  Box  98,  Moody — 46 
Ford,  Ralph  V., 

2920  Kirby  Dr.,  Houston — 222 
Ford,  T.  Carroll, 

P.  O.  Box  7,  Breckenridge — 154 
Ford,  Walter  L., 

V.  A.  Hosp.,  Waco — 322 
Forde,  George  P.  A., 

618  Prairie,  Houston — 222 
Fotdtran,  Robert  L.,  ( Mil. ) , 

4338  Yucca  St.,  Corpus  Christi — 354 
Foree,  Kenneth,  III, 

631  Med.  Arts  Bldg.,  Dallas — 134 
Foreman,  Lee  S.,  Tulia — 142 
Forister,  Bryan  W.,  Jr.,  (Int.), 

6723  Bertner  Blvd.,  Houston — 222 
Forman,  Sol, 

2212  Avenue  L.,  Galveston — 182 
Forner,  Vincent  T., 

809  Med.  Towers,  Houston — 222 
Forsythe,  John  R., 

115  S.  18th  St.,  Waco — 322 
Forsythe,  Ted  H., 

2303  56th  St.,  Lubbock — 318 
Fortner,  Amos  H.,  Sweetwater — 350 
Fortney,  Paul  N., 

550  Tenth  St.,  Beaumont — 262 
Foster,  Dee  R.,  Box  245,  Hale  Center — 206 
Foster,  Fred  M.,  (Int.), 

Parkland  Mem.  Hosp.,  Dallas — 134 
Foster,  John  H.,  (Hon.), 

700  S.  McCarty  Ave.,  Eagle  Lake — 222 
Foster,  Juanita  E., 

219  W.  Alabama,  Houston — 222 
Foster,  Riley  P., 

1512  Hermann  Prof.  Bldg.,  Houston — 
222 

Fountain,  Edmund  M., 

Hermann  Prof.  Bldg.,  Houston — 222 
Fowler,  Donald  H.,  Sr., 

310  E.  Avenue  B,  Killeen — 46 
Fowler,  Forrest  F.,  Box  657,  Denison — 190 
Fowler,  Hanes  M., 

Wynnewood  Prof.  Bldg.,  Dallas — 134 
Fowler,  Joe  A., 

310  E.  Ave.  B,  Killeen— 46 
Fowler,  M.  Lake,  Jr., 

4508  Woodrow,  Galveston — 182 
Fox,  Everett  C., 

Medical  Arts  Bldg.,  Dallas — 134 
Fox,  Grover  C.,  Childress — 22 
Fox,  Jack  F., 

801  Commerce  St.,  Childress — 22 
Fox,  Kermit  W., 

1010  W.  19th  St.,  Austin — 434 
Fox,  Morris  E., 

307  Dwyer  St.,  San  Antonio — 50 
Fox,  W.  Irby, 

1227  N.  Mockingbird,  Abilene— 418 
Foy,  James  D., 

1609  South  12th  St.,  Waco — 322 


Frachtman,  H.  Julian, 

2547  N.  MacGregor  W.,  Houston — 222 
Frank,  Charles  H., 

811  Bonham  St.,  Paris — 290 
Frank,  Gordon  D., 

3707  Gaston  Ave.,  Dallas — 134 
Frank,  Thelma  E., 

1314  16th  St.,  Corpus  Christi — 354 
Frank,  Theo  M., 

American  Oil  Co.,  Texas  City — 182 
Franke,  Winthrop  I., 

2608  N.  Main  Ave.,  San  Antonio — 50 
Frankel,  Richard  A., 

5404  Palm  Center,  Houston — 222 
Franken,  Robert, 

408  Chadbourne  Bldg.,  San  Angelo — 426 
Franklin,  Floyd  S., 

3606  Maple,  Dallas — 134 
Franklin,  Robert, 

1205  College,  Carrollton — 134 
Fraser,  David  B., 

1611  5th  St.,  Corpus  Christi — 354 
Fraser,  Wilson  M.,  (Int.), 

5106  Grape  Rd.,  Houston — 222 
Frawley,  John  T., 

1004  Seymour  St.,  Pasadena — 222 
Frazier,  Sam  Z.,  Lamesa — 138 
Fredricks,  Simon,  (Int.), 

1103  Med.  Towers,  Houston — 222 
Freeman,  Bromley  S., 

1810  Med.  Towers,  Houston — 222 
Freeman,  Don  W., 

112  N.  Burnett,  Denison — 190 
Freeman.  George  A., 

1155  Parkwood  PL,  Brownsville — 82 
Freeman,  Ray  W.,  Hale  Center — 206 
Freeman,  Robert  G.,  (Int.), 

1200  M.  D.  Anderson  Blvd.,  Houston — 
222 

Freiberg,  Milton, 

932  Hospital  Dr.,  Tyler — 410 
French,  Cecil  M., 

339  W.  Harris,  San  Angelo — 426 
French,  Jack  A., 

9O6  Fredericksburg,  San  Antonio — 50 
Frerichs,  John  B., 

616  Mills  Bldg.,  El  Paso — 162 
Fretz,  Howard  Z., 

105  Hawes  St.,  Wharton — 462 
Freundlich,  Chatles  G., 

2259  W.  Holcombe.  Houston — 222 
Freundlich,  Thomas  W., 

3817  Fannin  St.,  Houston — 222 
Frey.  C.  Elmer. 

2204  Baldwin  St.,  Houston — 222 
Frey,  Harry,  (Inac.), 

107  Via  Mentone,  Newport  Beach,  Calif. 
—46 

Frich,  Michael  C., 

525  Everhart  Rd.,  Corpus  Christi — 354 
Friddell,  Delmas  T.,  Terrell — 274 
Friedewald,  Vincent  E., 

811  Main  St.,  Big  Spring — 250 
Friedman.  Bernard  B., 

916  Jones  Bldg.,  Corpus  Christi — 354 
Friedman.  Carl, 

604  Med.  Arts  Bldg.,  Waco — 322 
Friedman,  David  K., 

6303  S.  Park  Blvd.,  Houston — 222 
Friedman,  Leo, 

2505  Washington,  Waco — 322 
Friend,  Victor  V., 

1022  Med.  Arts  Bldg.,  Houston — 222 
Frierson,  James  N., 

1818  Caroline,  Houston — 222 
Frietsch,  Werner  H., 

Barrett  Bldg.,  Denison — 190 
Frink,  Berton  F., 

M & J Nelson  Bldg.,  McAllen — 238 
Frizzell,  Thos.  P.,  Knox  City — 38 
Fromm,  Chas.  S.,  3707  Gaston,  Dallas — 134 
Frost,  Jack  E.,  New  Boston — 58 
Frueholz,  Bertha, 

Box  960,  New  Braunfels — 114 
Frueholz,  Fred, 

Box  960,  New  Braunfels — 114 
Frueholz,  Frederick,  Jr., 

Box  960,  New  Braunfels — 114 
Fry.  Harry  T..  (Hon.),  Wills  Point— 442 
Fry,  Murdock  D., 

1132  Med.  Arts  Bldg.,  Dallas — 134 
Fry,  Wilburn  S.,  Jr., 

2301  S.  Austin,  Denison — 190 
Fuchs,  Carl  J., 

511  9th  Ave.  N,  Texas  City — 182 
Fulbright,  Carl  W..  (Inac.), 

4230  Sunken  Cts.,  Port  Arthur — 262 
Fulcher,  Oliver  A., 

520  W.  4th  St.,  Odessa — 14 
Fuller,  Lillian  M., 

6723  Bertner  Blvd.,  Houston — 222 
Fuller,  Colonel  B., 

504  Flood  St.,  Wichita  Falls — 466 
Fuller,  Rex  G..  Jr.,  Box  188,  Weimar — 110 
Fuller,  William  W., 

6200  Lemmon,  Dallas — 134 
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Funk,  Presley  C., 

9528  Lemmon  Ave.,  Dallas — 134 
Funk,  Theron  H., 

501  S.  Summit,  Fort  Worth— 414 
Fuqua,  Foster,  3707  Gaston,  Dallas — 134 
Fuqua,  W.  N.,  Jr.,  3707  Gaston,  Dallas — 134 
Fuqua,  Wm.  Cruse, 

3155  Stagg  Dr.,  Beaumont — 262 
Futbeck,  G.  Nelson, 

2213  Avenue  G,  Bay  City — 462 
Furey,  Ellen  D., 

1025  Avenue  B,  Beaumont — 262 
Furman,  John  M.,  Jr., 

404  Med.  Arts  Bldg.,  Fort  Worth — 414 
Furman,  Mclver, 

Furman  Bldg.,  Corpus  Christ! — 354 
Furst,  William  D., 

601  W.  4th,  Odessa— 14 
Fuselier,  Julius  D., 

749  16th  St.,  Port  Arthur — 262 
Fuste,  Carlos  E.,  Jr., 

907  Gordon,  Alvin — 62 
Futch,  Edward  D., 

611  U.  S.  Natl.  Bk.  Bldg.,  Galveston — 
182 

Fyke,  Edgar  D., 

Chillicothe  Clin.,  Chillicothe — 214 


G 

Gaarde,  Fred  W., 

501  Andrews  Hwy.,  Midland — 14 
Gabbard,  James  G., 

1001  Louisiana,  Corpus  Christ! — 354 
Gabbert,  W.  E.,  Rusk — 94 
Gaddis,  Don  A.,  Fort  Davis — 370 
Gaddis,  Herman  W., 

302  E.  Second,  Hallettsville — 306 
Gaddis,  Leo  R., 

1223  MiUs  Bldg.,  El  Paso— 162 
Gaddis,  William  R., 

1223  Mills  Bldg.,  H Paso— 162 
Gaddy,  Howell  R.,  Jr., 

703  E.  12th  St.,  Georgetown — 474 
Gaddy.  S.  J., 

912  N.  Mesa  Ave.,  El  Paso — 162 
Gafford,  Gordon  M., 

415  N.W.  2nd  St..  Mineral  Wells— 362 
Gage,  Maurice,  Box  278,  Teague — 178 
Gainer,  Marthalyn  J., 

612  E.  Parkway,  San  Angelo— 426 
Gainer,  Sam  H., 

Med.  Arts  Bldg.,  San  Angelo— 426 
Gaines,  Sidney  W., 

134  E.  Church,  Grand  Prairie — 134 
Gaitz,  Charles  M., 

918  Med.  Towers,  Houston — 222 
Galatzan,  Joe  S., 

2911  Pershing  Dr.,  El  Paso — 162 
Galbreath,  John  C., 

606  S.  Broad,  Lampasas — 298 
Galindo,  Desiderio  L., 

7038  Callaghan  Rd.,  San  Antonio — 50 
Gallager,  H.  Stephen, 

M.  D.  Anderson  Hosp.,  Houston — 222 
Gallagher,  Joseph  C.,  Box  753.  Hearne — 66 
Gallagher,  Paul,  ( Hon. ) , 

1423  Del  Rio  Blvd.,  Eagle  Pass — 162 
Gallagher,  Robert?.,  (Hon.), 

4201  Bonham,  Amarillo— 378 
Gallaher,  George  L., 

McKelvey  Bldg.,  Harlingen — 82 
Galloway,  Ballard  E., 

306  Houston  Bldg.,  San  Antonio — 50 
Galloway,  William  T., 

304  West  Broad,  Freeport — 62 
Galt,  Jabez. 

510  Med.  Arts  Bldg.,  Dallas— 134 
Galt.  Sidney, 

220  Med.  Arts  Bldg.,  Dallas— 134 
Gambill,  Alice  F., 

1601  Clover  Lane,  Fort  Worth— 414 
Gamble,  Charles  E., 

2524  Washington,  Waco— 322 
Gamble,  Jesse  F.,  (Hon.), 

2703  Fannin,  Houston — 222 
Gambrell,  William  M.,  Jr., 

831  5th  Ave.  N.,  Texas  City — 182 
Gammill,  Ralph  R., 

406  W.  28th  St.,  Bryan — 66 
Gandy,  D.  Truett, 

901  Med.  Arts  Bldg.,  Houston — 222 
Gandy,  Joe  R., 

Hermann  Prof.  Bldg.,  Houston — 222 
Gandy,  William  M., 

1710  Colcord  Ave.,  Waco — 322 
Gannon,  John  P., 

Hermann  Prof.  Bldg.,  Houston — 222 
Gantt,  Donald  L., 

Idle  Ease  Farms,  Centerburg,  Ohio— 414 
Garbade,  Francis  A., 

22nd  & Sealy,  Galveston — 182 


Garber,  E.  Peter, 

1501  Broadway,  Galveston — 182 
Garcia.  Albert  G., 

209Vi  E-  6th  St.,  Austin — 434 
(Jarcia,  Clotilde  P., 

3838  Baldwin  St..  Corpus  Christi — 354 
Garcia,  George  V., 

1915  Convent  Ave.,  Laredo— 458 
Garcia.  Heaor  P., 

3024  Morgan,  Corpus  Christi — 354 
Garcia,  John  A., 

209l/i  E.  6th  St.,  Austin — 434 
Garcia.  Jose  A., 

1101  19th  St.,  Corpus  Christi — 354 
Garcia,  Octavio, 

720  S.  Main,  McAllen — 238 
Garcia,  Raul, 

620  S.  Broadway.  McAllen — 238 
Garcia-Canm,  Armando, 

306  E.  San  Antonio,  El  Paso — 162 
Garcia-Esteves.  Juan, 

820  Pecan,  McAllen — 238 
Gardea,  Raymond  A., 

4618  Alameda  Ave.,  El  Paso— 162 
Gardiner,  Henry  G.,  Jr.. 

Box  1719.  Fort  Worth — 414 
Gardner,  Chester  B.,  Merkel — 418 
Gardner,  Herman  L., 

Hermann  Prof.  Bldg.,  Houston — 222 
Gardner,  John  N., 

613  Goodhue  Bldg.,  Beaumont — 262 
Gardner.  Joseph  E., 

1214  Santa  Fe,  Corpus  Christi — 354 
Gardner,  Ralph  E., 

Beruam  Hosp.,  Bertram — 298 
Gardner,  Robert  A., 

4006  Montrose  Blvd.,  Houston — 222 
Gardner,  Thomas  L.,  Livingston — 374 
Garfias,  Francisco  G., 

5535  Denton  Dr.,  Dallas — 134 
Garner,  Amos  D., 

3707  Gaston  Ave.,  Dallas — 134 
Garnett.  John  W.,  Jr., 

1016  W.  Cannon,  Fort  Worth — 414 
Garnett,  Walter  L., 

Paseo  Reforma  510,  Mexico  6,  D.  F.,  Mex. 
—50 

Garre,  Peter  R., 

1422  Tyler  St.,  Amarillo — 378 
Garrett.  Charles  A., 

300  Carr  St.,  Hillsboro— 242 
Garrett,  Edwin  E., 

Mem.  Prof.  Bldg.,  Houston — 222 
Garrett,  Henry  D., 

1501  Arizona  St..  El  Paso — 162 
Garrett,  James  M., 

1408  Austin  Ave.,  Waco — 322 
Garrett,  Leslie  M., 

2481  Med.  Center,  Corpus  Christi — 354 
Garrett,  Wm.  J.,  Van — 442 
Garvey,  Ronald  F.,  (Int.), 

Parkland  Mem.  Hosp.,  Dallas — 134 
Gary,  Charles  L.,  Jr., 

Box  633,  Corsicana — 346 
Garza,  Luis, 

1601  South  F,  Harlingen — 82 
Garza,  Marcelo,  Jr.,  (Int.), 

Univ.  of  Tex.  Med.  Br.,  Galveston — 182 
Garza,  Rafael, 

718  S.  Main,  McAlien — 238 
Garza,  Remberto, 

525  Richmond,  San  Antonio — 50 
Gaspar,  Geza, 

9 S.  Magdalen,  San  Angelo — 426 
Gassier,  Robert  K., 

1710  Colcord,  Waco — 322 
Gaston,  Earl, 

722  E.  Ragland  St.,  Kingsville — 286 
Gaston,  John  Zell,  ( Hon. ) , 

P.  O.  Box  147,  Webster — 222 
Gates,  Charles  S.,  Jr., 

So.  Coast  Life  Bldg.,  Houston — 222 
Gates,  Ellis  F., 

577  Ceylon,  Eagle  Pass — 326 
Gates,  Joseph  W., 

P.  O.  Box  1421,  Pampa— 430 
Gates,  Philip  A.,  Box  1421,  Pampa — 430 
Gatoura,  George  J.. 

2404  Rice  Blvd.,  Houston — 222 
Gatti,  Robert  R., 

1000  Clinic  Dr.,  Tyler — 410 
Gaulke,  David  W., 

104  E.  20th  St.,  Houston — 222 
Gauntt,  Eugenia  T.,  Kountze — 218 
Gauntt,  W.  Charles, 

811  Nueces.  Austin— 434 
Geary,  Francis  B.,  Jr., 

219  S.  Willomet,  Dallas — 134 
Geddie,  Nolen  D.,  Jr.,  Athens — 234 
Geddie,  Nolen  D.,  Athens — 234 
Geers,  Paul  E.,  Whitewright — 190 
Geibel,  John  Wm.,  Jr., 

4105  Live  Oak,  Dallas — 134 
Geibel,  Roger  S., 

618  Tatar  St.,  Pasadena — 222 
Geissler,  Wallace  H., 

313  Med.  Prof.  Bldg.,  San  Antonio — 50 


Geist,  Frederick  S., 

Wynnewood  Prof.  Bldg.,  Dallas — 134 
Gemoets,  Albert  A.. 

3 72 6 Vi  Alameda,  El  Paso— 162 
(Jemoets,  Henry  N., 

1506  Mem.  Prof.  Bldg.,  Houston — 222 
Gentling,  Allen  A., 

5109  Bryce,  Fort  Worth — 414 
Gentry,  M.  Elizabeth, 

2209  Quarry  Rd.,  Austin — 434 
Gentry,  William  H.,  (Hon.), 

1726  Second  St.,  Corpus  Christi — 354 
George.  Gerald  Y., 

5214  Spruce,  Bellaire — 222 
Geppert,  Joseph  W., 

202  E.  27th  St.,  Bryan — 66 
CJeorge,  James  C.,  II, 

705  W.  Jefferson,  Brownsville — 82 
George,  Joseph  M.,  (^anab — 214 
George,  William  K.,  ( Int. ) , 

513  12th  St.,  Galveston — 182 
Gerard,  Marvin,  ( Mil. ) , 

1604  USAF  Hosp.,  New  York,  N.  Y.— 
134 

Gerard,  Rene  G., 

509  S.  Mirick,  Denison — 190 
Gerardy,  Carl  W., 

317  Panola,  Carthage — 366 
Gerdes,  Jack  D.. 

7338  McHenry,  Houston — 222 
Geringer,  Benjamin  J., 

4901  Caroline,  Houston — 222 
Gerodetti,  Orlando  F., 

344  Mary  Louise  Dr.,  San  Antonio — 50 
Geyer,  C.  Mac, 

102  Med.  Arts  Bldg.,  Wichita  Falls— 466 
Ghormley,  William  C., 

615  Oliver  Courts,  Corpus  Christi — 354 
Gibbons,  O.  W., 

Medical  Arts  Bldg.,  Dallas — 134 
Gibbons,  Raymond  R.,  (Int.), 

Parkland  Mem.  Hosp.,  Dallas — 134 
Gibbons,  William  E., 

Med.  Arts.  Bldg.,  Dallas — 134 
Gibbs,  Donald  S., 

650  Fifth  Ave.,  Fort  Worth — 414 
Gibbs.  Reagan  H., 

1501  Broadway,  Galveston — 182 
Gibson,  Boyce  E.,  Hull — 310 
Gibson,  H.  M.,  Jr., 

209  Med.  Arts  Bldg.,  El  Paso — 162 
Gibson,  John  P., 

202  Grape  St.,  Abilene — 418 
Gibson,  Louis  E., 

Box  841,  Corsicana — 346 
Gibson,  U.  G.. 

1000  Texas  Ave.,  Port  Arthur — 262 
Giddings,  Thomas  H., 

604  Stone  St.,  Brenham— 454 
Gidney,  William  H.,  West— 322 
Giesecke,  Carl  G.,  (Mil.), 

Office  of  Surg.,  3rd  Co.,  Fort  Hood — 50 
Giessel,  Julius  W., 

215  Milby,  Houston — 222 
Giessel,  Lotta,  215  Milby,  Houston — 222 
Giessel,  William  U., 

215  Milby.  Houston — 222 
Gilbert,  Franklin  M., 

101  S.  Iowa,  Irving — 134 
Gilbert,  Joe  T., 

918  E.  32nd  St.,  Austin — 434 
Gilbert,  Stanley  L., 

9528  Lemmon  Ave.,  Dallas — 134 
Gilbert,  Taylor  C., 

1316  Med.  Arts  Bldg.,  Dallas — 134 
Gilchrist.  John  Q.,  Woodville — 218 
Giles,  E.  Jackson, 

2442  Morgan,  Corpus  Christi — 354 
Giles,  Robert  B., 

1114  Med.  Arts  Bldg.,  Dallas— 134 
Giles,  Robert  B.,  Jr., 

1114  Med.  Arts  Bldg.,  Dallas — 134 
Giles,  Roy  G.,  (Hon.), 

417  Houghton,  Marlin — 170 
Gilkerson,  Nan  L.,  ( Inac. ) , 

Fisk  Bldg.,  Amarillo — 378 
Gill,  Atticus  J., 

7103  Lakewood  Blvd.,  Dallas — 134 
Gill,  Dan  C.,  3707  Gaston,  Dallas — 134 
Gill,  E.  King, 

2414  Morgan,  Corpus  Christi — 354 
Gill,  George  G., 

370  Tenth  St.,  Beaumont — 262 
Gillespie.  Charles  H., 

Scott  & White  Clin.,  Temple — 46 


Gillespie,  Charles  W., 

Killeen  Gen.  Hosp.,  Killeen— 46 
Gilliam,  Hilburn  D., 

416  S.  Broadway,  McAllen — 238 
Gilliam,  Rochell  B., 

1801  N.  Laurent.  Viaoria— 446 
Gilliland,  Lloyd  N.,  Jr., 

424  S.  Summit,  Fort  Worth— 414 
Gilmore,  Clarence  E., 

811  Bonham,  Paris — 290 
Gilmore.  Jack  T., 

9429  El  Centro  Dr.,  Dallas — 134 
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Gilmore,  Richard  C.,  Jr., 

927  Raynolds  Blvd.,  El  Paso — 162 
Gilmore,  Robert  M.,  Porfand— 402 
Ginderske,  Monica  M., 

1002  Marion  Dr.,  Garland — 134 
Gingrich,  Wendell  D., 

Univ.  of  Tex.  Med.  Br.,  Galveston — 182 
Ginther,  Clarke  E.,  Box  308,  Bishop — 286 
Gipson,  James  F., 

211  N.  Nelson,  Fort  Stockton — 370 
Girard,  Louis  J., 

Hermann  Prof.  Bldg.,  Houston — 222 
Girard,  Percy  M., 

2601  Welborn,  Dallas— 134 
Gish,  James  R., 

3155  Stagg  Dr.,  Beaumont — 262 
Gladstone,  Larry  A., 

1501  Arizona,  14D,  El  Paso — 162 
Glantzberg,  Herman, 

Hermann  Prof.  Bldg.,  Houston — 222 
Glanz,  Sanford, 

2435  Morgan,  Corpus  Christ! — 354 
Glass,  Cecil  R., 

2462  Calder  Ave.,  Beaumont — 262 
Glass,  Henry  G., 

Hermann  Prof.  Bldg.,  Houston — 222 
Glass,  Paul  F.,  Jr., 

Normal  & Scripmre,  Denton — 146 
Glass,  Thomas  G., 

Buie  Clinic,  Marlin — 170 
Glass,  Thomas  G.,  Jr.,  (Int. ), 

102  Med.  Prof.  Bldg.,  San  Antonio — 50 
Glass,  Walter  W.,  Jr., 

2130  Memorial  Blvd.,  Port  Anhur — 262 
Glassman,  Arthur  L., 

Hermann  Prof.  Bldg.,  Houston — 222 
Gleckler,  Arthur, 

207  W.  Mulberry,  Sherman — 190 
Gleckler,  John  D., 

211  N.  Fannin  Ave.,  Denison — 190 
Gleichert,  James  E., 

1511  N.  Beckley,  Dallas — 134 
Glen,  John  K., 

4412  Montrose  Blvd.,  Houston — 222 
Glendenning,  F.  C.,  Hebbronville — 70 
Glenn,  Thomas  Lane,  ( Mil. ) , 

MacDill  AFB,  Tampa,  Fla. — 134 
Glenn,  Vernon  B.,  Jr.,  Box  32,  Linden — 90 
Glenn,  William  A., 

2412  Line  Ave.,  Amarillo — 378 
Glover,  F.  Scott, 

4506  Caroline,  Houston — 222 
Glover,  George  E.,  Jr., 

2008  N.  Navarro,  Victoria— 446 
Glynn,  James  D., 

707  W.  19th  St.,  Austin — 434 
Goat,  Everett  L., 

1616  Mem.  Prof.  Bldg.,  Houston — 222 
Goatcher,  Joann  H., 

1425  Pennsylvania,  Fort  Wonh— 414 
Gober,  Olin  B., 

Scott  & White  Qin.,  Temple — 46 
Gochnour,  Runnald  W.,  Justin — 146 
Goddard,  Chauncey  G.,  Bastrop — 34 
Goddard,  Walter  C., 

508  Littlefield  Bldg.,  Austin— 434 
Godfrey,  William  A.,  Jr.,  (Mil.), 

Caswell  AFB  Hosp.,  Eort  Worth — 134 
Godley,  Louie  O.,  (Hon.), 

2129  Park  Place,  Fort  Worth — 414 
Goehrs,  Homer  R., 

509  W.  26th  St.,  Austin — 434 
Goens,  Ray  W., 

6615  Travis,  Houston — 222 
Goerger,  Verne  F., 

665  W.  Riggs,  Raymondville — 82 
GoesI,  Andrew  G., 

3301  Pine  St.,  Texarkana — 58 
Goeth,  Carl  F., 

603  Med.  Prof.  Bldg.,  San  Antonio — 50 
Goeth,  Richard  A.,  (Hon.), 

809  Gibbs  Bldg.,  San  Antonio — 50 
Goetz,  Joseph  T., 

109  W.  Gonzales,  Seguin — 202 
Goff,  Gomer  F., 

3601  Cedar  Springs,  Dallas — 134 
Goforth,  John  L.,  Box  1074,  Dallas — 134 
Goggans,  Albert  M., 

811  5th  Ave.,  Fort  Worth— 414 
Gohlke,  Marvin  H.,  Yorktown — 150 
Gold,  Jacob  C., 

10229  Bauman  Rd.,  Houston — 222 
Gold,  Philip  S.,  Brownwood — 74 
Goldberg,  Abraham  I., 

Burk  Burnett  Bldg.,  Fort  Worth — 414 
Goldberg,  Michael  N., 

104  East  20th  St,,  Houston — 222 
Goldberg,  Morton  N., 

Burkburnett  Bldg.,  Fort  Worth — 414 
Goldblum,  Harvey  H., 

3048  Procter  St.,  Pott  Arthur — 262 
Goldfarb,  Irvin  J., 

1501  Arizona,  El  Paso— 162 


Goldfeder,  Jesse, 

Peoples  Bank  Bldg.,  Tyler— 410 
Golding,  Frank  C., 

1501  Arizona  St.,  El  Paso — 162 
Goldsmith,  J.  Paul, 

929  N.  Glenwood,  Tyler— 410 
Goldston,  Alton  B., 

1501  W.  10th  St.,  Amarillo — 378 
Goldziehet,  Joseph  W., 

1133  Med.  Ans  Bldg.,  San  Antonio — 50 
Golighdy,  Chester  G., 

1312  Main  St.,  Lubbock — 318 
Golladay,  Roben  M., 

Box  307,  Wills  Point — 442 
Gollihar,  William  P., 

Young  Clinic,  Sweetwater — 350 
Gomez,  Fabian  S.,  Jr., 

411  E.  9th  St.,  Big  Spring — 250 
Gomez,  Frank,  Box  348,  Evant — 54 
Gomillion,  Jesse  D., 

Western  Clinic,  Midland — 14 
Gonzalez,  Angel  G., 

604  Scanlan  Bldg.,Houston — 222 
Gonzalez,  Francisco  J.,  (Int.), 

3121  Bryan  St.,  Dallas — 134 
Gonzalez,  Hesiquio  N., 

318  N.  Santa  Rosa,  San  Antonio — 50 
Gonzalez,  Joaquin  B., 

318  N.  Santa  Rosa,  San  Antonio — 50 
Gonzalez,  Juan  C.,  Benavides — 70 
Gooch,  Frank  B., 

1009  Pennsylvania,  Fort  Worth— 414 
Gooch,  J.  Oliver, 

Medical  Arts  Bldg.,Midland — 14 
Gooch,  James  W.,  Shamrock — 22 
Good,  Louis  P., 

401  East  5th  St.,  Texarkana — 58 
Goodall,  Edwin, 

109  E.  Dyer,  Breckenridge — 154 
Goodall,  O.  R.,  Memphis — 22 
Goodall,  Roben  J., 

1005  Med.  Towers,  Houston — 222 
Goodall,  Van  D.,  Clifton — 54 
Goode,  Emmett  P., 

P.  O.  Box  58,  Terrell— 274 
Goode,  James  E., 

737  N.  Bishop,  Dallas — 134 
Goode,  John  V., 

3707  Gaston  Ave.,  Dallas — 134 
Goode,  John  W., 

205  Camden  St.,  San  Antonio — 50 
Goodfried,  Max  Paul, 

3814  Swiss,  Dallas — 134 
Goodlad,  James  K., 

3330  S.  Lancaster,  Dallas — 134 
Goodloe,  B.  Lynn, 

415  E.  Yandell,  El  Paso — 162 
Goodloe,  Noble  M., 

1104  Hermann  Prof.  Bldg.,  Houston — 
222 

Goodman,  Aubrey  L., 

2216  Austin  Ave.,  Waco — 322 
Goodman,  Paul  H., 

1214  Santa  Fe,  Corpus  Christ! — 354 
Goodman,  Thomas  L.,  (Hon.), 

1933  Forest  Park,  Fon  Wonh— 414 
Goodnight,  James  E., 

1005  Nix  Prof.  Bldg.,  San  Antonio — 50 
Goodpasture,  John  E., 

2407  W.  Huisache,  San  Antonio — 50 
Goodrich,  William  A.,  Jr., 

P.  O.  Box  26,  Baytown — 222 
Goodrich,  William  A.,  Sr.,  Huntsville— -450 
Goodson,  James  H., 

10801  Garland  Rd.,  Dallas — 134 
Goodwin,  Charles  R., 

109  12th  St.,  Nederland — 262 
Goodwin,  Frank  C., 

701  College  Ave.,  Lubbock — 318 
Goodwin,  Roy  T., 

4705  Monnose  Blvd.,  Houston — 222 
Goolsbee,  Robert  L.,  (Int.), 

Univ.  of  Tex.  Med.  Br.,  Galveston — 182 
Goolsby,  Carl  B.,  Box  942,  Crockett — 10 
Gootee,  Huben  George, 

2714  S.  Presa  St.,  San  Antonio — 50 
Gordon,  Clarence  E., 

412  S.  Main  St.,  McAllen — 238 
Gordon,  Jack  R., 

4552  Holmes  Rd.,  Houston — 222 
Gordon,  Joseph  B., 

3707  Gaston  Ave.,  Dallas — 134 
Gordon,  Marie  D., 

205  Camden  St.,  San  Antonio— 50 
Gordon,  Virgil,  Sealy — 30 
Gordon,  Wm.  B.,  Jr., 

Hermann  Prof.  Bldg.,  Houston — 222 
Gordon,  William  H., 

2022  Broadway,  Lubbock — 318 
Gordon,  Wm.  H.,  Jr., 

205  Camden  St.,  San  Antonio — 50 
Gorman,  James  A.,  Jr.,  (Int.), 

300  Kelly  Dr.,  San  Antonio — 134 
Gorman,  James  J., 

701  1st  Natl.  Bldg.,  El  Paso — 162 
Gorsuch,  Paul  L., 

1208  Nix  Prof.  Bldg.,  San  Antonio — 50 


Goss,  Jesse  M.,  (Hon.), 

Hotel  Plaza,  Houston — 222 
Goss,  Vernon  V., 

908  Hospital  Dr.,  Tyler— 410 
Gossard.  Wayne  H., 

135  Melba,  Dallas— 134 
Gossett,  James  D.,  Rankin — 126 
Gossett,  Robert  F., 

205  Camden  St.,  San  Antonio — 50-.  , 
Goth,  Andres, 

5323  Harry  Hines,  Dallas — 134 
Gottlieb,  Arthur  P., 

800  N.  Washington,  Dallas — 134 
Gottlieb.  Mansfred  F., 

2815  Reid,  Houston — 222 
Gottschalk,  Paul  R.. 

201  N.  6th  St.,  BeUaire— 222 
Gough,  Edgar  F..  (Hon.), 

W axahachie — 158 
Gould,  Marcel  J., 

4208  Ella  Blvd.,  Houston — 222 
Gouldin,  Edmund  N., 

6448  Fannin  St.,  Houston — 222 
Gowan,  R.  E.  L.,  Graham — 362 
Graber,  W.  J., 

610  Amer.  Natl.  Bk.  Bldg.,  Beaumont — 


ivoDcrt  w.. 


6331  Prospect,  Dallas — 134 
Gracia,  Valentin,  ( Int. ) , 

1408  Med.  Arts  Bldg.,  Fort  Worth — 134 
Grafa,  Barney  G.,  Jr., 

^ 1806  W.  Wall.  Midland— 14 

Graff,  Homer  L.,  Jr., 

5000  Montrose  Blvd.,  Houston — 222 
Grafton,  Edwin  G., 

8215  Westchester,  Dallas — 134 
Graham,  Emmett  L.,  Cisco — 154 
Graham.  James  F., 

1418  W.  Jefferson,  Dallas — 134 
Graham,  James  M., 

1504  Guadalupe,  Austin — 434 
Graham,  Marion  F., 

9323  Garland  Rd.,  Dallas — 134 
Graham,  Norman  E., 

Graham  Wright  Clin.,  Tomball — 222 
Graham,  Richard  G., 

6417  Richmond  Rd.,  Houston — 222 
Graham.  Robert  N..  Del  Rio — 326 
Graham,  Ronald  A.. 

710  S.  Cage,  Pharr — 238 
Graham,  Russell  B., 

4105  Live  Oak,  Dallas — 134 
Graham,  Stephen  H.,  Jr., 

M & S Clinic,  Laredo— 458 
Grammer,  James  H., 


1400  8th  Ave.,  Fort  Worth— 414 
Grammer,  John  C., 

501  Andrews  Hwy.,  Midland — 14 
Grammer,  Richard  B., 

1400  8th  Ave.,  Fon  Worth— 414 
Gran,  Gerson, 

3427  Cedar  Springs,  Dallas — 134 
Granbery,  Richard  G., 

402  S.  Bolivar,  Marshall — 226 
Granger,  W.  Hanson, 

1316  Austin  Ave.,  Waco— 322 
Grant,  David  Alan,  (Int.), 

113  Trout,  Gtilveston — 182 
Grant,  Harold, 

602  W.  French  PL,  San  Antonio— 50 
Grant,  Lee  B..  (Mil.), 

Kelly  AFB,  San  Antonio— 50 
Grant,  Richard  B.,  Jr., 

308  W.  28th  St.,  Bryan — 66 
Grant,  Silas  W., 

206  E.  Elm,  Hillsboro— 242 
Grantham,  Edwin  S., 

124  Dallas  St.,  San  Antonio— 50 
Granville,  George  E., 

2002  Holcombe  Blvd.,  Houston — 222 
Grater,  William  C., 

1620  Med.  Arts  Bldg.,  Dallas — 134 
Graves,  E.  Ghent, 

1st  City  Natl.  Bk.  Bldg.,  Houston — 222 
Graves,  Ghent,  Jr.,  (Int.), 

V.  A.  Hospit^,  Dallas — 134 
Graves.  William  E., 

1717  Nix  Prof.  Bldg.,  San  Antonio — 50 
Gray.  Arthur  M., 

119  Burked^e,  San  Antonio— 50 
Gray,  Billy  N., 

1517  E.  Berry,  Fort  Worth— 414 
Gray,  Charles  W.,  (Hon.),  Comanche — 74 
Gray,  Clarence  E.,  (Hon.),  Ennis — 158 
Gray,  Emily  M., 

1910  Crawford,  Houston — 222 


Gray,  George  A., 

3700  Ross  Ave.,  Dallas — 134 


Gray,  George  L.,  ( Hon. ) , Llano — 298 
Gray,  Paul  M., 

2420  Morgan,  Corpus  Christ! — 354 
Gray.  Ralph  E., 

819  Gulf  Blvd.,  Velasco — 62 
Gready,  Donald  M., 

810  Caroline,  Houston — 222 
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Gready,  Thomas  G.,  Jr., 

Hermann  Prof.  Bldg.,  Houston — 222 
Greathouse,  C.  W.,  Jr., 

Box  255,  Newton — 258 
Green,  Adam  D., 

4105  Live  Oak,  Dallas — 134 
Green,  Charles  L., 

105  Med.  Arts  Bldg.,  El  Paso — 162 
Green,  F.  Ray, 

8327  Santa  Clara,  Dallas — 134 
Green,  Frank  D., 

1012  E.  Lake  St.,  Tyler — 410 
Green,  J.  Leighton, 

1501  Arizona  St.,  El  Paso — 162 
Green,  John  E.,  Jr.,  Ballinger — 394 
Green,  John  E.,  Sr., 

714  Coleman  St.,  Marlin — 170 
Green,  Lathaggar,  Jr., 

Box  368,  Muleshoe — 294 
Green,  Louis  H., 

Hermann  Prof.  Bldg.,  Houston — 222 
Green,  Robert  Paul, 

823  6th  Ave  N.,  Texas  City — 182 
Green,  Tim  R., 

1107  W.  Jefferson,  Dallas— 134 
Green,  Travis  C., 

730  W.  Cameron  St.,  Rockdale — 330 
Green,  Wilbur  K., 

404  N.  Washington,  Odessa — 14 
Green,  William, 

3205  Vi  Thomas  Ave.,  Dallas — 134 
Green,  William  T., 

10th  Fir.  Med.  Arts  Bldg.,  Dallas — 134 
Green,  Willie  Joe, 

5535  Denton  Dr.,  Dallas — 134 
Greenberg,  Philip  B., 

502  Perlstein  Bldg.,  Beaumont — 262 
Greenberg,  S.  Donald,  (Int. ), 

2398  Laurel,  Beaumont — 222 
Greene,  James  A., 

332  Hermann  Prof.  Bldg.,  Houston — 222 
Greene,  Maurice  L.,  Box  3035,  McAllen — 238 
Greene,  W.  Leonard, 

670  7th  St.,  Beaumont — 262 
Greenfield,  Keller  P., 

Box  1096,  Denver  City — 138 
Greenlee,  Ralph  G., 

401  N.  Garfield,  Midland — 14 
Greenlees,  David  L., 

518  W.  4th  St.,  Odessa — 14 
Greenwood,  James, 

Hermann  Prof.  Bldg.,  Houston — 222 
Greenwood,  Joseph  H., 

Scott  & White  Hosp.,  Temple — 46 
Greenwood,  William  M.,  West  Columbia — 62 
Greer,  Alvis  E., 

1010  Louisiana  St.,  Houston — 222 
Greet,  Cecil, 

7438  Harrisburg  Blvd.,  Houston — 222 
Greer,  David,  Jr., 

4006  Montrose  Blvd.,  Houston— 222 
Greer,  David,  Sr., 

24  Crestwood  Dr.,  Houston — 222 
Greet,  Rex  E., 

412  Barfield  Bldg.,  Amarillo — 378 
Greer,  Sam  J.,  Jr., 

823  Nix  Prof.  Bldg.,  San  Antonio — 50 
Gregg,  Dick  B.,  Round  Rock — 474 
Gregg,  F.  Banner, 

1302  Sabin'*  St.,  Austin — 434 
Gregg,  William  E., 

607  W.  Water,  Kertville— 278 
Gregory,  Charles  F., 

5323  Harry  Hines,  Dallas — 134 
Gregory,  Ernest  J.,  Jr., 

Box  7206,  Hackberry  Sta.,  San  Antonio — 
50 

Gregory,  Lloyd  J.,  Jr., 

No.  2 Chelsea  PL,  Houston — 222 
Gregory,  Raymond  L., 

Care  Med.  College,  Galveston — 182 
Greif,  Emmett  W., 

613  E.  Ragland  St.,  Kingsville — 286 
Greiner,  Theodore  H.,  ( Int. ) , 

1200  M.  D.  Anderson  Blvd.,  Houston — 
222 

Greines,  Abe, 

1549  N.  Main  St.,  Fort  Worth — 414 
Gremmel,  Gilbert  C., 

P.  O.  Box  428,  Boerne — 278 
Gteve,  Anna  M., 

1210  Virginia  PL,  Fort  Worth — 414 
Greve,  Marion  J., 

3710  Swiss,  Dallas — 134 
Grice,  Thomas  W., 

1312  Med.  Arts  Bldg.,  Fort  Worth — 414 
Griffey,  Earle  B., 

915  Palm  Blvd.,  Brownsville — 82 
Griffey,  Edward  W., 

1805  Med.  Towers,  Houston — 222 
Griffin,  Anderson  A., 

1137  E.  Bessie,  Fort  Worth— 414 
Griffin,  B.  B.,  Graham — 362 


Griffin,  Belton  G., 

6448  Fannin,  Houston — 222 
Griffin,  Ben  H.,  Frost — 346 
Griffin,  Frank  S.,  Liberty — 310 
Griffin,  H.  E.,  Graham — 362 
Griffin,  Harold  E., 

308  Med.  Arts  Bldg.,  Corpus  Christi — 354 
Griffin,  Jack  B., 

800  N.  Washington,  Dallas — 134 
Griffin,  John  E.,  Box  898,  Winters — 394 
Griffin,  John  W., 

117  Ash,  Port  Lavaca— 446 
Griffin,  John  W., 

Box  841,  Corsicana — 346 
Griffin,  Lawrence  L., 

1010  W.  19th  St.,  Austin— 434 
Griffin,  Oscar  R.,  Box  750,  Orange — 358 
Griffin,  Otho  P., 

800  Fifth  Ave.,  Fort  Worth — 414 
Griffin,  Robert  W., 

1432  Nix  Prof.  Bldg.,  San  Antonio— 50 
Griffith,  E.  Clay,  (Int.), 

P.  O.  Box  1769,  Dallas— 134 
Grimes,  Wilford  A., 

2136  Yale  St.,  Houston — 222 
Grimm,  John  H.,  ( Int. ) , 

8715  Timberside,  Houston — 222 
Grininger,  Donn  Robert, 

8003  Chocolate  Bayou,  Houston — 222 
Grininger,  George  E., 

1603  Lorraine,  Houston — 222 
Grissom,  Paul  M.,  (Mil.), 

USAF  Hosp.,  Lackland  AFB — 50 
Griswold,  Culver  M., 

1408  Hermann  Prof.  Bldg.,  Houston — 10 
Griswold,  James  A., 

35  )6  S.  New  Braunfels,  San  Antonio — 50 
Grizzaffi,  Anthony  L., 

205  S.  15th  St.,  Corsicana — 346 
Groff,  A.  Edward, 

Hermann  Prof.  Bldg.,  Houston — 222 
Grogan,  Oscar  R., 

3200  Avondale,  Fort  Worth — 414 
Grogan,  Roy  L., 

921  Fifth  Ave.,  Fort  Wonh— 414 
Grollman,  Arthur, 

5323  Harry  Hines,  Dallas — 134 
Groner,  Edwin  Ben, 

533  Gordon,  Corpus  Christi — 354 
Gross,  Norman  H., 

3614  Fairmount,  Dallas — 134 
Gross,  Perry  E., 

3707  Gaston  Ave.,  Dallas — 134 
Grosskreuu,  Doris  C., 

110  Norfolk,  San  Antonio — 50 
Grossman,  Alex, 

V.  A.  Hospital,  Temple— 46 
Grossman,  Bernard  B., 

1001  Louisiana,  Corpus  Christi — 354 
Grossman,  David  N., 

(Commerce  Bldg.,  Corpus  Christi — 354 
Grossman,  Mervin  H., 

St.  Paul  Hospital,  Dallas — 134 
Grossman,  Maurice  S., 

2425  Morgan  Ave.,  Corpus  Christi — 354 
Grossman,  Saul, 

2530  Morgan,  Corpus  Christi — 354 
Grover,  Frederick  W.,  ( Int. ) , 

Children’s  Med.  Cen.,  Dallas — 134 
Grow,  Max  H., 

3616  Maple  Ave.,  Dallas — 134 
Grubbs,  Roy  J.,  Box  352,  Hereford — 142 
Grumbles,  Ernest  W.,  Atlanta — 90 
Grunbaum,  Franz  V., 

1219  Med.  Arts  Bldg.,  Houston — 222 
Grunow,  Otto  H., 

650  5th  Ave.,  Fort  Worth — 414 
Guenther,  John  C., 

P.  C).  Drawer  269,  Ea  Grange — 110 
Guerra,  Gilbert  A., 

107  S.  13th  St.,  Edinburg — 238 
Guerra,  Lauro  G., 

701  S.  16th  St.,  McAllen— 238 
Guerra,  M.  Barrera,  Hebbronville — 458 
Guerrero,  Emilio, 

1049  E.  Washington,  Brownsville — 82 
Guerriero,  Wm.  F., 

3207  Turtle  Creek,  Dallas — 134 
Guffy,  Joseph  L.,  Hillsboro — 242 
Guilbrau,  Joseph  A.,  Jr., 

1403  E.  Hiller  St.,  Viaoria— 402 
Guilford,  Frederick  R., 

Hermann  Prof.  Bldg.,  Houston — 222 
Guill,  Russell  E., 

Sid  Peterson  Hosp.,  Kerrville — 278 
Guin,  Jere  D.,  (Int.), 

2018  Bancroft,  Houston — 222 
Guinn,  Edward  W., 

5306  Ramey,  Fort  Worth— 414 
Guinn,  Gene  A., 

Hermann  Prof.  Bldg.,  Houston — 222 
Guinn,  James  E., 

61‘i-A  Missouri  Ave.,  Fort  Worth — 414 
Gunter,  Marion  B.,  Mart — 322 
Gustafson,  Robert  E., 

4006  Montrose  Blvd.,  Houston — 222 


Gutekunst,  Roscoe  A., 

201  Texas  Blvd.,  Dalhart — 130 
Guthrie,  Aubrey  E., 

302  S.  Main  St.,  Floydada — 206 
Guthrie,  Thomas  H., 

5420  Caroline,  Houston — 222 
Guttman,  L.  Paul, 

1626  10th  St.,  Corpus  Christi — 354 
Guttman,  Paul  B., 

1626  10th  St.,  Corpus  Christi — 354 
Guy,  E.  Lloyd,  Box  9786,  Houston — 222 
Guy,  Robert  S., 

1001  Pennsylvania,  Fort  Worth — 414 
Guynes,  Henry  C.,  ( Int. ) , 

22  Lyncrest,  Galveston — 66 
Guynes,  William  A.,  Mathis — -402 
Gwin,  H.  Shannon  B., 

407  Med.  Arts  Bldg.,  Corpus  Christi — 354 
Gwozdz,  Feliks, 

P.  O.  Box  1719,  Fort  Worth — 414 


H 

Haag,  Edmund  L.,  Jr.,  Freer — 70 
Haan,  George  W., 

3001  Perry  Lane,  Austin— 434 
Haas,  Nelson  W.,  Box  789,  San  Benito— 82 
Hackfield,  Alfred  J.,  Industry — 30 
Hackney,  U.  P.,  ( Hon. ) , 

Medical  Arts  Bldg.,  Dallas — 134 
Haden,  Joe  B.,  Ill,  (Int.), 

1203  Ross  Sterling,  Houston — 222 
Hadnott,  William  H., 

2500  Avenue  C.,  Bay  City — 462 
Hafer,  Wm.  Fred,  Box  507,  Hico— 166 
Haffke,  Oscar  W., 

1017  Pennsylvania,  Fort  Worth — 414 
Haffner,  Vorha  M.  B., 

Box  163,  Kerrville — ^278 
Hageman,  Phyllis  M., 

3461  Blue  Bonnet,  Fort  Worth— 414 
Hageney,  Harry  M.,  Ill,  (Int.), 

2404  Rice  Blvd.,  Houston — 222 
Hager,  Dale  C., 

2040  Park  St.,  Beaumont — 262 
Haggard,  Charles  H., 

1228  Med.  Arts  Bldg.,  San  Antonio— 50 
Haggard,  Frank  N., 

1228  Med.  Arts  Bldg.,  San  Antonio — 50 
Haggard,  Fred  A.,  (Hon.), 

Westbrook  Hotel,  Fort  Worth— 414 
Haggard,  Mary  Ellen, 

John  Sealy  Hosp.,  Galveston — 182 
Haggard,  Scott,  121  Finer  St.,  Denton — 146 
Hahn,  William  B., 

1506  Guadalupe,  Austin — 434 
Haig,  Martin  R., 

2130  Memorial  Blvd.,  Port  Anhur — 262 
Hailey,  Eugene  L.,  (Hon.), 

Barrett  Bldg.,  Denison — 190 
Haines,  Richard  D., 

Scott  & White  Hosp.,  Temple— 46 
Hairston,  J.  Frank, 

Hermann  Hosp.,  Houston — 222 
Halamicek,  John  A.,  Box  167,  El  Campo — 462 
Halamicek,  John  F.,  Box  167,  El  Campo— 462 
Halbert,  Bill  L., 

315  Main  St.,  Teague — 178 
Halbrooks,  Norman  E.,  Box  3143,  Tyler — 410 
Halden,  William  J., 

1424  Berkshire,  Austin — 434 
Hale,  Lee  E., 

802  Avenue  N,  Lubbock — 318 
Hale,  Martha  Helen, 

3403  Hall.  Dallas— 134 
Halebian,  Hratch  S.. 

806  Med.  Arts  Bldg.,  Dallas — 134 
Haley,  Arvel  E., 

737  N.  Bishop,  Dallas — 134 
Haley,  Curtis  R., 

Baggett  Bldg.,  San  Augustine — 342 
Haley,  Jack  A., 

2121  San  Jacinto,  Houston — 222 
Haley,  Melvin  D., 

1200  M.  D.  Anderson  Blvd.,  Houston — 
222 

Haley,  Raphael  R., 

624  S.  Tatar  St.,  Pasadena — 222 
Haley,  Robert  Roscoe, 

216  N.  Santa  Rosa,  San  Antonio— 50 
Haley,  S.  Willard, 

511  Chronicle  Bldg.,  Houston — 222 
Haley.  William  E., 

702  Med.  Arts  Bldg.,  Dallas— 134 
Hall.  Allon  K..  (dead),  Baytown— 222 
Hall.  Augustus  A., 

222  Med.  Prof.  Bldg.,  San  Antonio — 50' 
Hall,  Edward  I., 

Kaufman  Clinic.  Kaufman — 274 
Hall,  Ewin  P.,  Jr., 

402  Med.  Arts  Bldg.,  Fort  Worth — 414 
Hall,  Granville  T., 

P.  O.  ^x  1191.  Big  Spring — 250 
Hall,  James  T., 

511  College  Ave.,  Lubbock — 318 
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Hall.  John  E.. 

3811  Oakland  Ave.,  Dallas — 134 
Hall,  Joseph  D., 

1500  8th  St..  Wichita  Falls — 466 
Hall,  Oscar  E.,  Jr., 

106  W.  Reuss  Blvd.,  Cuero — 150 
Hall,  William  Larkin, 

4808  Lansing  Dr.,  Austin — 434 
Hall.  William  L.. 

936  N.  Edgefield,  Dallas — 134 
Halley,  B.  C.  Jr., 

3707  Gaston,  Dallas — 134 
Hallmark,  James  A., 

951  W.  Magnolia,  Fort  Worth — 414 
Hallson,  Charles  H., 

1439  W.  Alabama,  Houston — 222 
Hallson,  D.  C.  McK., 

1410  Hillcroft  Ave.,  Houston — 222 
Hallum,  B.  A.,  Jr.,  Brady — 282 
Hallum,  Roy  G.. 

409  E.  Adams  St.,  Brownwood — 74 
Halpern,  Salmon  R., 

3534  Maple,  Dallas — 134 
Halpert,  Bela, 

2002  Holcombe  Blvd.,  Houston — 222 
Halpin,  Frank  W., 

3500  W.  7th,  Fort  Worth — 414 
Ham,  Goldie  S., 

1813A  Crawford.  Houston — 222 
Hamer,  James  G., 

4015  Guadalupe,  Austin — 434 
Hames,  Frederick  W., 

1505  Eleventh  St.,  Brownwood — 74 
Hamill,  Dan  B.,  Box  1356,  Corsicana — 346 
Hamill,  James  E.,  (Mil.), 

2301  Procter  St.,  Port  Arthur — 262 
Hamilton,  Carlos  R., 

5212  Caroline,  Houston — 222 
Hamilton,  Chas.  F.. 

1616  Med.  Arts  Bldg.,  Dallas — 134 
Hamilton,  Con  D.,  Jr.,  Cleburne — 266 
Hamilton,  Dixie  G.,  Jr., 

710  W.  Rancier,  Killeen — 46 
Hamilton,  Doyne  B.,  Robstown — 354 
Hamilton,  Hinton  H., 

4755  Hartford  St.,  Abilene — 418 
Hamilton,  James  M.,  Box  908,  Overton — 398 
Hamilton,  Lawrence  E.,  Rogers — 330 
Hamilton,  Oscar  A., 

310  S.  3rd  St.,  Harlington — 82 
Hamme,  Ralph  E., 

505  S.  Closner,  Edinburg — 238 
Hammond,  D.  Scott, 

811  Bonham,  Paris — 290 
Hammond.  Fred  M.,  Jr., 

Scott  & White  Clin.,  Temple — 46 
Hampshire,  George  H.,  (Hon.), 

215  Winters  St..  Marlin — 170 
Hampton,  Dan  E., 

207  S.  McGee,  Borger— 430 
Hampton,  James  A., 

1032  Med.  Arts  Bldg.,  Dallas — 134 
Hampton,  Raymond  M., 

M & S Clinic,  Pampa — 430 
Hamra,  Henry  M., 

1008  Megert  Sh.  Cen.,  Borger — 430 
Hamrick,  Wendell  H., 

218  Main  St.,  Houston — 222 
Hancock,  A.  R.,  ^x  72,  Gladewater — 194 
Hancock,  Howard  R., 

2615  19th  St..  Lubbock— 318 
Hancock,  Leslie  D., 

P.  O.  Box  318.  Rusk— 94 
Hancock,  Warren  E., 

9323  Garland  Rd.,  Dallas — 134 
Hand,  Orra  Robert, 

1910  Knoxville,  Lubbock — 318 
Hander,  William  W., 

Univ.  of  Tex.  Med.  Br.,  Galveston — 182 
Hanes,  Lisburn  C.,  (Mil.),  Austin— 434 
Haney,  Edward  L..  (Inac.),  Ralls — 318 
Haney,  Fred  T., 

3724  Broadway,  Houston — 222 
Hankins,  Lawson  A., 

119  W.  DeFee,  Baytown — 222 
Hanks,  Robert  J., 

702  Prof.  Bldg.,  Waco — 322 
Hanna,  Ralph, 

108  W.  30th  St..  Austin— 434 
Hanna,  Roger  J., 

2698  Heather  Dr.,  East  Lansing,  Mich. — 
434 

Hanna,  W.  Ray, 

525  Church  St.,  Sulphur  Springs — 246 
Hannon,  Theo  R., 

2625  San  Jacinto,  Houston — 222 
Hansen,  Arild  E., 

4319  Caduceus,  Galveston — 182 
Hansen,  C.  Marius,  Box  227,  Navasota — 198 
Hansen,  J.  Harvey, 

801  W.  8th  St.,  Plainview — 206 
Hansen,  William  M,, 

812114  Chocolate  Bayou.  Houston — 222 


Hansford,  David  P., 

Med.  Arts  Clinic,  Corsicana — 346 
Hanson,  Hugh  H., 

6448  Fannin,  Houston — 222 
Hanson.  Leroy  W.,  ( Int. ) , 

Hermann  Hospital,  Houston — 222 
Hanson,  Minter  D.,  Huntsville — 450 
Hanus,  Joseph  J., 

Austin  State  Hosp.,  Austin — 282 
Haralson,  Prescott  H., 

2750  Duniven  Cir.,  Amarillo — 378 
Hardey,  C.  Eugene, 

600  W.  Park  Row,  Arlington — 414 
Hardie,  Bradford, 

403  1st  Natl.  Bldg.,  El  Paso— 162 
Hardie,  Robert  H., 

1701  S.  Shepherd,  Houston — 222 
Hardin,  John  B., 

1912  Pease  St.,  Vernon — 470 
Harding,  Robert  J., 

3513  Mansfield  Rd.,  Fort  Worth — 414 
Hardman,  Robert  L., 

1 1 1 4 N.  Jefferson,  Mt.  Pleasant — 86 
Hardt,  Sterling  M.. 

1109  Church  St.,  Bastrop— 34 
Hardwick,  B.  Randol, 

3 341 A Winthrop,  Fort  Worth— 414 
Hardwick,  Jack  F., 

334iA  Winthrop,  Fort  Worth — 414 
Hardwick,  M.  Warren. 

839  E.  Mulberry,  Angleton — 62 
Hardwick,  Robert  S., 

400  N.  3rd.  Djngview — 194 
Hardwicke,  Charles  P.. 

918  E.  32nd,  Austin— 434 
Hardy,  Douglas  M., 

3330  S.  Lancaster,  Dallas — 134 
Hardy,  John  M.. 

600  N.  Highland  Ave.,  Sherman — 190 
Hardy,  Robert  C., 

922  Nix  Bldg.,  San  Antonio — 50 
Hardy,  S.  Baron, 

1200  M.  D.  Anderson  Blvd.,  Houston — 
222 

Hardy.  Tom  C., 

Methodist  Hosp.,  Houston — 222 
Hare,  Henry  P.,  Jr.. 

210  N.  Westmoreland,  Dallas — 134 
Hargis.  W.  Huard,  Sr.. 

205  Camden  St..  San  Antonio — 50 
Hargrave,  Robert  L., 

218  Hamilton  Bldg.,  Wichita  Falls— 466 
Hargrove,  Carey  J., 

Meliie  Esperson  Bldg.,  Houston — 222 
Hargrove,  Fred  T., 

217  N.  Pinewood  Dr.,  Carthage — 366 
Harkins.  Thomas  A., 

Box  300,  Wichita  Falls — 466 
Harkleroad,  Frank  S., 

616  N.  Polk,  Amarillo — 378 
Harlan,  H.  D.,  (Inac.), 

San  Jacinto  Bldg.,  Beaumont — 262 
Harlan,  Rudolph  K., 

Kings  Daughters  Hosp.,  Temple— 46 
Harlan,  William  L., 

112  N.  Blvd.,  Galveston — 182 
Harland,  John  M., 

414  West  20th  St..  Houston — 222 
Harle,  Harold  L., 

4720  E.  Lancaster,  Fort  Worth — 414 
Harle,  James  B., 

Neely  Bldg.,  Bellville — 30 
Harle,  Raymond  P., 

6936  San  Pedro,  San  Antonio — 50 
Harmon,  Franklin  C..  Jr.,  Paducah — 214 
Harmon,  Roger  Q.,  Jr., 

401  Pinecrest  Dr.,  E..  Marshall — 226 
Harper,  J.  Y., 

849  Fifth  St.,  Port  Arthur — 262 
Harper,  Jack  C., 

526  E.  Jefferson,  Dallas — 134 
Harper,  Orville  E., 

1101  N.  19th  St.,  Abilene— 418 
Harrel,  Don  G., 

220  W.  Oakenwald,  Dallas— 134 
Harrell,  Fred  S.,  Olney — 362 
Harrell,  Joe, 

1806  Austin  Ave.,  Waco — 322 
Harrell,  Ronald  R., 

108  N.E.  7th  St..  Grand  Prairie — 134 
Harrell,  William  B., 

317  State  Line  Ave.,  Texarkana — 58 
Harren,  Henry  F.,  Jr., 

427  Kansas.  Weslaco — 238 
Harrington,  Francis  T., 

9962  Rock  Brook  Lane.,  Dallas — 134 
Harrington,  Marion  Ray, 

8215  Westchester,  Dallas — 134 
Harrington,  Oscar  B., 

205  E.  Neches,  Palestine — 10 
Harrington,  Paul  R., 

4520  Rossmoyne  Blvd.,  Houston — 222 
Harrington,  S.  F., 

8215  Westchester.  Dallas — 134 
Harris,  Alfred  W.,  • 

3710  Swiss,  Dallas — 134 


Harris,  Calvin  W., 

219  West  10th  St.,  Dallas— 134 
Harris,  Chas.  H.,  II,  (dead). 

Fort  Worth — 414 
Harris,  Clarence  P., 

1101  Med.  Alts  Bldg.,  Houston — 222 
Harris,  Ewing  P..  Bowie — 98 
Harris,  Forrest  D.,  ( Int. ) , 

Box  96,  Austin — 434 
Harris,  Herbert  H., 

Hermann  Prof.  Bldg.,  Houston — 222 
Harris,  Hunter  P.,  Jr., 

4520  Rossmoyne  Blvd.,  Houston — 222 
Harris,  J.  Robert, 

1115  Pennsylvania,  Fort  Wonh — 414 
Harris,  J.  Wade, 

Hermann  Prof.  Bldg.,  Houston — 222 
Harris,  Jack  A.,  Hart — 142 
Harris,  James  H., 

402  S.  Bolivar.  Marshall — 226 
Harris,  John  H., 

Hermann  Prof.,  Bldg.,  Houston — 222 
Harris.  John  R.,  Bronte — 426 
Harris,  Joseph  R.,  Jr., 

1211  Ave.  O,  Lubbock — 318 
Harris,  M.  C., 

1811  Balboa,  Dallas — 134 
Harris,  Mattice  F.. 

1301  Second  St.,  Orange — 358 
Harris,  N.  Joe, 

8215  Westchester,  Dallas — 134 
Harris.  Nena  A.,  College  Station — 66 
Harris,  Orion  W., 

P.  O.  Box  483,  Sanatorium— 426 
Harris,  Oscar  T.,  Jr.,  Alvarado — 266 
Harris,  Robert  L., 

2914  Chisum,  Odessa — 14 
Harris,  Rudolph  J., 

5424  (Tanal  St.,  Houston — 222 
Harris,  T.  Fred. 

Med.  Arts  Bldg.,  Houston — 222 
Harris,  Titus  H., 

John  Sealy  Hosp.,  Galveston — 182 
Harris,  William  S., 

3616  Maple,  Dallas — 134 
Harris.  Woodson  W., 

126B  East  Oltorf,  Austin^-434 
Harris,  Worth  W., 

400  S.  Ebrite,  Mesquite — 134 
Harrison,  A.  Wilson, 

Univ.  of  Tex.  Med.  Br.,  Galveston — 182 
Harrison,  Ben  F.,  Jr., 

3707  Gaston,  Dallas — 134 
Harrison,  Edwin  S., 

2014  N.  Riverside,  Fort  Worth — 414 
Harrison,  Frank, 

Southwest  Med.  Sch.,  Dallas — 134 
Harrison,  Gaston  G., 

6115  La  Vista,  Dallas — 134 
Harrison,  Malcolm  W., 

1507  Med.  Arts  Bldg.,  Houston — 222 
Harrison,  Preston  E., 

Big  Spring  State  Hosp.,  Big  Spring — 250 
Harrison,  R.  Henry, 

109  Porter  Bldg.,  Bryan — 66 
Harrison,  Richard  H.,  Ill, 

109  Porter  Bldg.,  Bryan — 66 
Harrison,  Robt.  Joe, 

409  Austin  St.,  Levelland — 294 
Harrison,  Robert  K., 

420  W.  6th  St.,  Texarkana — 58 
Harrison,  William  G.,  Jr., 

1100  Eighth  St.,  Wichita  Falls — 466 
Harrison,  William  T., 

5400  LaBranch,  Houston — 222 
Harrop,  L.  Louis, 

322  E.  Monroe  Ave.,  Harlingen — 82 
Hart,  Frank  B., 

713  Mariposa  St.,  Beaumont — 262 
Hart,  Gaylord  A., 

Medical  Arts  Bldg.,  Dallas — 134 
Hart.  George  H., 

605  Witcher  Lane,  Houston — 222 
Hart,  John  A.. 

3280  Fannin  St.,  Beaumont — 262 
Hart,  John  Garrett, 

217  W.  Houston.  Tyler — 410 
Hart,  Juanita  T., 

7024  S.  7th  St.,  Houston — 222 
Hart,  Maynard  S., 

1501  Arizona  St.,  El  Paso — 162 
Hart,  Walter  F., 

107  W.  Quitman  St.,  Gladewater — 194 
Hartel,  Charles  J., 

315  Goodhue  Bldg.,  Beaumont — 262 
Hartgraves,  Hallie,  ( Hon. ) , 

Kemper  Hall,  Kenosha,  Wise. — 282 
Hartgraves,  Ruth, 

1208  Med.  Towers,  Houston — 222 
Hartin,  Richard  B., 

808  Avenue  A,  Garland — 134 
Hardey,  Thomas  F., 

P.  O.  Box  1086,  Snyder — 52 
Hartman.  Albert  W.,  Jr., 

809  Nix  Prof.  Bldg.,  San  Antonio— 50 
Hartman,  Henry  C.,  (Hon.), 

1104  Rigsby  Ave.,  San  Antonio — 50 
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Hartman,  James  M.. 

819  Avenue  A,  Garland — 134 
Hartman.  John  T., 

1616  Ed  Carey  Dr.,  Harlingen — 82 
Hartman,  Lee  E.,  (Int. ), 

2612  Norfolk.  Houston — 262 
Hartman,  Ralph  F., 

242  E.  Beverly  Mae,  San  Antonio — 50 
Hartman,  Sam  F., 

545  23rd  St..  Beaumont — 262 
Hartnett,  Dalton  C., 

800  Fifth  Ave.,  Fort  Worth— 414 
Harrwick,  Fred  W., 

1222  S.  Staples.  Corpus  Christ! — 354 
Harvey,  T.  DeWitt, 

808  W.  Francis,  Pampa — 430 
Harvill,  T.  Haynes. 

1616  Med.  Arts  Bldg.,  Dallas — 134 
Harvis,  Herman  J., 

708  Denver,  Plainview — 206 
Harwell,  Gwyn  H., 

621  N.  4th  St.,  Longview — 194 
Harwell,  William  S., 

1429  Mem.  Prof.  Bldg.,  Houston — 222 
Harwood,  Nathan, 

2921  Luell  St.,  Houston — 222 
Harzke,  Otto  F.,  Comfort — 278 
Haslund,  Thomas  M., 

1302  Ridgehaven,  Austin— 434 
Hasskarl,  Robert  A.,  696.  Brenham— 454 

Hasskarl,  Walter  F.,  Sr.,  Brenham— 454 
Hasskarl,  Walter  F.,  Jr.,  Brenham— 454 
Hassler,  Bert  G.,  (Mil.), 

139  U.  S.  Ct.  House,  El  Paso — 162 
Hastings,  Miles  E., 

106  S.  Grand  Ave.,  Waxahachie — 158 
Hatch,  Garth  S., 

508  W.  Park  Row,  Arlington — 414 
Hatchett,  Capres  S., 

800  Rusk  St.,  Amarillo — 378 
Hatfield,  Haskell  D., 

1501  Arizona  St.,  El  Paso — 162 
Hatfield,  Walter  H., 

1205  Chicago,  McAllen — 238 
Hathorn,  Jerome  B.,  Jr.. 

2400  Rushing.  Wichita  Falls— 466 
Haufrect,  Fred, 

806  Med.  Towers,  Houston — 222 
Haus,  Loren  W., 

4832  Caroline  Ave.,  Houston — 222 
Hauser,  Abe, 

1119  Lovett  Blvd.,  Houston — 222 
Hauser,  Harris  M.,  (Int.), 

1515  Graham  Ct.,  Rochester,  Minn. — 222 
Hausman,  Robert, 

Bexar  Co.  Court  House,  San  Antonio— 50 
Haverlah,  Harry  A.,  Palestine — 10 
Hawker,  Laverne  J., 

1556  W.  Magnolia,  Fort  Worth— 414 
Hawkins,  Beatrice  W., 

P.  O.  Box  1747,  Brownsville — 82 
Hawkins,  Chas.  P., 

1524  Pruitt  St.,  Fort  Worth — 414 
Hawkins.  E.  W.,  ( Hon. ) , 

120  Agarita  Dr..  Marlin — 170 
Hawkins,  Elmer  J.,  Hamlin— 418 
Hawkins,  Henry  A.,  New  Boston — 58 
Hawkins,  Hubert  F., 

3607  Gaston,  Dallas — 134 
Hawkins,  Theron  C.,  (Int.), 

2807  Tangley  Rd.,  Houston — 222 
Hawkins,  W.  W., 

105  W.  Elizabeth  St.,  Brownsville — 82 
Hawkins,  Wm.  C., 

4143  Cole  Ave.,  Dallas — 134 
Hay,  Elliott  B., 

P.  O.  Box  9836,  Houston — 222 
Hay,  Richard  C., 

6723  Bertner  Blvd.,  Houston — 222 
Hayden,  William  D.. 

810  Lamar  Ave.,  Paris — 290 
Hayes,  Charles  F.,  (Hon.), 

1609  Harrington,  Fort  Worth — 414 
Hayes,  Elmer  R.,  3707  Gaston,  Dallas — 134 
Hayes,  Granville  J.,  Alvin — 62 
Hayes,  Horace  T., 

289  Casa  Linda  Plaza,  Dallas — 134 
Hayes,  Herbert  T., 

636  Hermann  Prof.  Bldg.,  Houston — 222 
Hayes,  Lindley  O.,  Denton — 146 
Hayes,  Sigman  W., 

4804  Grover  Ave.,  Austin — 434 
Haynes,  Clifford  R., 

Kilman  Hospital.  Malakoff — 234 
Haynes,  Henry  M..  Jr., 

2418  Morgan.  Corpus  Christ! — 354 
Haynes,  Jack  S., 

725  Leggette  Dr.,  Abilene — 418 
Haynes,  William  M., 

Wynnewood  M & P Bldg.,  Dallas — 134 
Hays,  Aaron  R..  ( Hon. ) , Brady — 282 
Hays,  Alan  L.,  Headlee  Clinic,  Odessa — 14 
Hays,  Harvey.  Jr., 

412  S.  Main  St.,  Borger — 430 


Hays,  Johnnie  W., 

314  N.W.  Avenue  B,  Andrews — 14 
Hays,  Robert  D.,  Brady — 282 
Hayter,  Dale  W., 

234  W.  Beauregard,  San  Angelo — 426 
Haywood,  Theodore  J., 

3509  Montrose  Blvd.,  Houston — 222 
Hazzard,  Alford  R., 

513  E.  Austin  St.,  Giddings — 34 
Head,  William  M., 

717  Fifth  Ave.,  Fort  Worth — 414 
Headlee,  Emmet  V.,  Box  3112,  Odessa — 14 
Headlee,  Roben  E., 

1125  6th  St.,  Texas  City — 182 
Headrick,  Charles  B., 

2136  Yale  St.,  Houston — 222 
Healey,  Gordon, 

535  Stadium  Rd.,  Port  Arthur — 262 
Healy,  Maurice  J., 

1910  Knoxville,  Lubbock — 318 
Healy,  Michael  J., 

1203  ^rdon,  Dallas — 134 
Heaney,  H.  Gordon, 

1300  3rd  St.,  Corpus  Christ! — 354 
Heaney,  John  P., 

1608  Nix  Bldg.,  San  Antonio — 50 
Heaney,  Kathryn, 

2709  Swantner,  Corpus  Christ! — 354 
Heard,  J.  Griffin, 

Hermann  Prof.  Bldg.,  Houston — 222 
Heard,  Richard  H., 

Zarsky  Bldg.,  Refugio — 402 
Heare,  Charles  R., 

390  Tenth  St.,  Beaumont — 262 
Heare,  Louis  C., 

Box  312,  Port  Arthur — 262 
Hearn,  J.  William, 

Richardson  Med.  Bldg.,  Richardson — 134 
Heath,  Jesse  B.,  Madisonville— 450 
Heath,  Joe  D., 

113  S.  Mulberry,  Kermit — 390 
Heatly,  Maurice  D.,  Box  25,  San  Marcos — 230 
Heberle,  James  P., 

P.  O.  Box  597,  Burleson — 414 
Hebert,  Thomas, 

5305  So.  Flores,  San  Antonio — 50 
Hecht,  Rudolph  C., 

P.  O.  Box  686,  La  Feria — 82 
Heck.  William  H.. 

1021  Nix  Prof.  Bldg.,  San  Antonio — 50 
Hedges,  Homer  V.,  Hico — 166 
Hegedus,  William  J., 

2714  W.  10th  St.,  AmariUo— 378 
Heidelberg,  Charles  H., 

401  Pinecrest  Dr.,  E.,  Marshall — 226 
Heidrick,  Daniel  L.,  (Hon.),  (dead), 
Mercedes — 238 

Heiligman,  Haskell,  Overton — 398 
Heimbigner,  Elmer, 

Box  27,  Lake  Jackson — 62 
Heinen,  Allen  I., 

1025  N.  Austin,  Seguin — 202 
Heinrichs,  Andrew  N., 

554  S.  Summit,  Fort  Worth — 414 
Heins,  Donald  E., 

336  S.  Eighth  St.,  Raymondville — 82 
Heins,  Otto  H.,  Raymondville — 82 
Heisler,  John  J., 

64 17  Richmond  Rd.,  Houston — 222 
Heitzman,  Celine  I.  C., 

2600  E.  19th  St.,  Austin— 434 
Hejtmancik,  James  H., 

2313  Washington,  Waco — 322 
Hejtmancik,  Milton  R., 

816  Strand  St.,  Galveston — 182 
Hekhuis,  Getrit  L.,  (Mil.), 

Sch.  of  Avn.  Med.,  Randolph  AFB — 50 
Helbing,  Hugh  V., 

1549  N.  Main  St.,  Fort  Worth — 414 
Helcher,  Phyllis  O.,  (Int.), 

Hurley  Hospital,  Flint,  Mich. — 418 
Held,  Edward  C., 

2819  N.  McCullough,  San  Antonio — 50 
Heifer,  Lewis  M., 

208  Med.  Prof.  Bldg.,  San  Antonio — 50 
Heller,  Solomon, 

800  Montana,  El  Paso— 162 
Heilman,  Wayne  L.,  (Mil.), 

98  Gen.  Hosp.,  APO  34,  New  York, 

N.  Y.— 134 
Helm,  Fred  P.. 

Tex.  State  Dept.  Health,  Austin — 434 
Helman,  Rowland  J., 

1010  Banks  St.,  Houston — 222 
Henderson,  Clyde  D.,  Jr.,  (Int.), 

306  Tyler,  Richardson — 134 
Henderson,  Hodgie  C.,  Jr., 

220  W.  Oakenwald,  I^las — 134 
Henderson,  John  A.. 

3155  Stagg  Dr.,  Beaumont — 262 
Henderson,  Roy  E.,  Athens — 234 
Hendler,  Albert  F., 

9323  Garland  Rd..  Dallas — 134 
Hendon,  Robert  G.,  Jr., 

1910  Knoxville.  Lubbock — 318 
Hendrix,  Wm.  C.,  Jr., 

800  Fifth  Ave.,  Fort  Worth— 414 


Hendry,  Cullen  H.,  (Inac. ), 

2332  Wordsworth,  Houston — 222 
Henly,  Walter  S.,  (Int.), 

4330  Kingfisher  St.,  Houston — 222 
Henner,  Charles  M., 

205  E.  Main  St.,  Richardson — 322 
Henniger,  Waldemar  F.,  Jr.,  (Int.), 

Univ.  of  Tex.  Med.  Br.,  Galveston — 222 
Henning,  Garold  G., 

110  Epworth,  San  Antonio — 50 
Hennington,  H.  M.. 

723  Washington  Blvd.,  Beaumont — 262 
Henry,  Albert  C.,  Jr., 

3707  Gaston  Ave.,  Dallas — 134 
Henry.  Billy  W..  (Mil.), 

USAF  Hosp.,  Sheppard  AFB— 182 
Henry,  Colvern  D., 

416  Med.  Prof.  Bldg.,  San  Antonio— 50 
Henry,  David  J., 

3607  Gaston  Ave.,  Dallas — 134 
Henry,  Harvey  B., 

1205  Nueces,  Austin— 434 
Henry,  James  W., 

2539  S.  Garland  Rd.,  Garland — 134 
Henry,  Joseph  M., 

205  Marshall  Lane  Shopping  Village, 
Dallas — 134 
Henry,  Marshall  G., 

Hermann  Prof.  Bldg.,  Houston — 222 
Henry,  Mary  M., 

601  Med.  Arts  Bldg.,  San  Antonio— 50 
Henry,  Raymond  L.,  (Mil.), 

5060th  USAF  Hosp.,  Seattle,  Wash.— 414 
Hensley,  Barnes  C., 

1111  Evergreen,  Houston — 222 
Heny,  Joseph  S.,  (Int,), 

Robt.  B.  Green  Hosp.,  San  Antonio— 50 
Herff,  Augustus  F.,  Jr., 

1614  Nix  Prof.  Bldg.,  San  Antonio — 50 
Herff,  Augustus  F., 

1606  Nix  Prof.  Bldg.,  San  Antonio — 50 
Herff,  Ferdinand  P.,  (Hon.), 

Box  155,  San  Antonio — 50 
Herff,  John  B.,  (Hon.),  (dead), 

San  Antonio — 50 
Herman,  Julius  W., 

2012  N.  Main  St.,  Baytown — 222 
Hermann,  Robert  C., 

313  N.  Main,  Taylor — 474 
Herndon,  Ernest  T., 

8215  Westchester,  Dallas — 134 
Herndon,  James  H., 

510  Med.  Arts  Bldg.,  Dallas — 134 
Hetrick.  Richard  B., 

531  Med.  Arts  Bldg.,  Dallas — 134 
Herrin,  Bob  J., 

Hico  Clinic,  Hico — 166 
Herrmann,  George  H., 

301  Del  Rio  Bk.  Bldg.,  Del  Rio— 326 
Herrmann,  George  R., 

Univ.  of  Tex.  Med.  Br., 

Galveston — 1 82 
Hetrod,  James  H., 

13  Medical  Arts  Sq.,  Austin— 434 
Hershberger,  Lloyd  R., 

Med.  Arts  Bldg.,  San  Angelo— 426 
Hershberger,  Robt.  L., 

5410  Palms  Center,  Houston — 222 
Hetshey,  Edythe  P., 

1114  Commerce  St.,  Dallas — 134 
Hess,  Wallace  I.. 

3201  42nd  St.  Lubbock— 318 
Hesse,  Clyde  E., 

9935  Bessemer  St.,  Houston — 222 
Hesser,  Robert  N., 

3614  Fairmount,  Dallas — 134 
Hestand,  Haskell  E., 

421  N.  Colder,  Odessa — 14 
Hester,  Fletcher, 

409  Main  St.,  Sweeny — 62 
Hethcock,  Lewis  D.,  (Mil.), 

Route  1,  La  Feria — 222 
Hettig,  Robert  A., 

1200  M.  D.  Anderson  Blvd.,  Houston — 
222 

Hewatt,  John  W., 

3301  E.  Rosedale,  Fort  Worth— 414 
Hewitt,  Archie  Lee, 

1910  Knoxville,  Lubbock — 318 
Heye,  Randall  G., 

801-813  W.  8th  St.,  Plainview — 206 
Heyer,  Howard  E., 

3601  Swiss  Ave.,  Dallas — 134 
Heymann,  Hans  E., 

2709  Swantner  Dr.,  Corpus  Christ! — 354 
Heymann,  Julius  A., 

1518  10th  St.  Wichita  Falls — 466 
Hibbitts,  William, 

Texarkana  Natl  Bk.,  Texarkana — 58 
Hibbitts,  William  M., 

1631  Med.  Arts  Bldg.,  Dallas — 134 
Hicks,  Chas.  E., 

3101  Winthrop,  Fort  Worth— 414 
Hicks,  Clarence  E., 

343  N.  Miles,  Hereford— 142 
Hiett,  Carey, 

815  5th  Ave.,  Fort  Wonh— 414 
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Higdoo,  Donald  A.,  Box  938,  Fabens — 162 
Higginbotham,  Juanita,  (Int.), 

Timberlawn  San.,  Dallas — 134 
Higginbotham,  Warren  H., 

264  Hermann  Prof.  Bldg.,  Houston — 222 
Higgins,  Frank  B., 

230  W.  Yoakum  St.,  Kingsville — 286 
Higgins,  Wm.  P.,  Jr., 

501  Med.  Arts  Bldg.,  Fort  Worth — 414 
Higgs,  Paul  C., 

212  Clarke  & Cts.,  Harlingen — 82 
Higgs,  Robert  E., 

1511  10th  St.,  Wichita  Falls — 466 
High,  Clifton  E.,  (dead),  Pampa— 430 
High,  Harold  R., 

510  N.  Esplanade,  Cuero — 150 
Hightower,  Nicholas  C., 

Scott  & White  Clin.,  Temple — 46 
Hilbun,  Lynn, 

119  S.  Marshall,  Henderson — 398 
Hild,  Jack  R., 

4414  Montrose  Blvd.,  Houston — 222 
Hilderbrand,  Harold  E., 

Box  502,  Goliad— ^46 
Hilgarmer,  Henry  L.,  Jr., 

202  W.  13th  St.,  Austin— 434 
Hill,  Alfred  H., 

1216  S.  Texas  Bldg.,  San  Antonio — 50 
Hill,  Austin  E., 

1300  Capitol  Ave.,  Houston — 222 
Hill,  Beth  M., 

10401  Palestine,  Houston — 222 
Hill,  Charles  A., 

810  Caroline  St.,  Houston — 222 
Hill,  Clarence  T.,  Jr., 

801  W.  8th  St.,  Plainview — 206 
Hill,  Isaac  H., 

901  Fifth  St.,  Port  Arthur — 262 
Hill,  James  R., 

2353  Gus  Thomasson,  Dallas — 134 
Hill,  Jasper  H.,  (Hon.),  Bandera — 222 
Hill,  Joel  M.,  (Inac.), 

1421  Pennsylvania,  Fort  Worth — 222 
Hill,  John  R.,  ( Int. ) , 

Hermann  Hosp.,  Houston — 222 
Hill,  Joseph  M., 

6752  Avalon,  Dallas — 134 
Hill,  Lucius  D.,  Jr., 

327  Med.  Arts  Bldg.,  San  Antonio— 50 
Hill,  Mack  M.,  Jr., 

317  N.  Tennessee,  McKinney — 106 
Hill,  Malone  V., 

123  N.  Sixth,  Alpine — 370 
HiU,  Robert  D.. 

712  S.  Henderson,  Fort  Worth— 414 
Hill,  Roben  E., 

324  W.  DeFee  St.,  Baytown — 222 
Hill,  Robert  M., 

Hermann  Prof.  Bldg.,  Houston — 222 
Hill,  S.  M., 

Medical  Arts  Bldg.,  Dallas — 134 
Hill,  W.  Herbert,  Fredericksburg — 278 
Hill,  Wayne  C..  Brownfield — 138 
Hille,  Charles  D., 

531  Adams  Bldg.,  Port  Anhur — 262 
Hillhouse,  Joseph  F., 

1st  Natl.  Bank  Bldg.,  Paris — 290 
Hilliard,  Dan  R.,  Box  445,  Canton — ^42 
Hilliard,  George  H.,  Jr.,  Canton — 442 
Hilliard,  George  M., 

Box  870,  Jacksonville — 94 
Hilliard,  Joe  B., 

1525  N.  15th  St.,  Waco— 322 
Hills,  William  J., 

809  Nix  Prof.  Bldg.,  San  Antonio— 50 
Hinchey,  John  J., 

1108  Nix  Prof.  Bldg.,  San  Antonio — 50 
Hinchman,  Alda  W.,  Brady — 282 
Hinds,  Edward  C., 

1508  Med.  Towers,  Houston — 222 
Hinds,  Gordon  F., 

2003  San  Jacinto,  Houston — 222 
Hines,  J.  Clarence, 

1605  North  N,  Midland— 14 
Hines,  Norman  D., 

2317  Fannin,  Houston — 222 
Hinkle,  Richard  A., 

3724  O’Neal,  Greenville — 254 
Hinman,  Alexander  J., 

Box  79,  New  Braunfels — 114 
Hinnant,  Jerry  H.,  ( Int. ) , 

V.  A.  Hospital,  Dallas — 134 
Hinshaw,  Arvil  J., 

3155  Stagg  Dr.,  Beaumont — 262 
Hinterlang,  Victor  A., 

1024  Walling  St.,  Houston — 222 
Hinton,  Joseph  H., 

800  Montana  St.,  El  Paso — 162 
Hinton,  Leslie,  Box  311,  Crosby — 222 
Hipi>s,  Herbert  E., 

1612  Columbus  Ave.,  Waco — 322 
Hitt,  Rankin  V.,  Jr..  (Mil.), 

4037th  USAF  Hosp.,  Aims,  Okla.— 134 
Hoaglin,  Lester  L.,  Jr., 

3701  Montrose  Blvd.,  Houston — 222 


Hockaday,  James  A., 

Port  Isabel — 82 
Hocott,  Joseph  F.,  Freer — 70 
Hodde,  Fred  H.,  Box  601,  Brenham— 454 
Hodde,  Herman  O.,  Brenham— 454 
Hodell,  George  R.,  2418  Travis,  Houston — 
222 

Hodges,  Harold  C., 

1508  S.  Buckner,  Dallas — 134 
Hodges,  Leon, 

4407  Oak  Lawn,  Dallas — 134 
Hodges,  Lester  A., 

395  Houston,  Sulphur  Springs — 246 
Hodges,  Lynn  P.,  Box  3086,  Baytown — 222 
Hodges,  T.  Wiley, 

9323  Garland  Rd.,  Dallas— 134 
Hoefer,  Carl  A.,  (Inac.), 

1379  Hill  Dr.,  Los  Angeles,  Calif. — 134 
Hoeflich,  Emelia  F.  A., 

1516  Pierce  Ave.,  Houston — 222 
Hoehn,  F.  William, 

2320  Columbus  Ave.,  Waco — 322 
Hoekstra,  Clarence  S., 

8215  Westchester,  Dallas — 134 
Hoerster,  Dan  J., 

110  Main  St.,  Llano— 298 
Hoerster,  Henry  J.,  Llano — 298 
Hoerster,  Samuel  A.,  Jr.,  Box  96.  Austin — 434 
Hofer,  Jesse  W., 

107  Hermann  Prof.  Bldg.,  Houston — 222 
Hoffman,  George  A., 

106  S.  Main,  Fort  Stockton — 370 
Hoffman,  Glenden  A., 

Medical  Arts  Bldg.,  Dallas — 134 
Hoffman,  Mary  S., 

7431  Midbury  Dr.,  Dallas — 134 
Hoffman,  William  W., 

4105  Live  Oak  St.,  Dallas — 134 
Hoffmann,  Clifford  J.,  (Int.), 

11617  Blalock  Forest,  Houston — 222 
Hoffmaster,  Vance  D., 

521  S.  Closner,  Edinburg — 238 
Hoffpauir,  Alvin  C., 

Med.  Prof.  Bldg.,  Corpus  Christ! — 354 
Hogan,  John  E.,  Box  991,  Big  Spring — 250 
Hogan,  Thomas  F.,  Jr., 

708  Nix  Prof.  Bldg.,  San  Antonio — 50 
Holcomb,  Carter,  Wellington — 22 
Holcomb,  Norman  F., 

308  W.  Houston.  Marshall — 226 
Holcomb,  Thomas  M.,  (Mil.), 

Lackland  AFB  Hosp.,  San  Antonio — 50 
Holder,  Wiseman  T.,  Clifton — 54 
Hollan,  O.  Roger, 

1 1 10  S.  "Texas  Bldg.,  San  Antonio— 50 
Holland,  John,  III, 

4224  Swiss  Ave.,  Dallas — 134 
Holland,  Joseph  W., 

525  S.  licust,  Denton — 146 
Holland,  Lang  F., 

505  W.  13th  St.,  Austin— 434 
Holland,  Theo  L., 

1018  Richmond,  Houston — 222 
Holland,  Virgil  M., 

313  W.  Panola,  Carthage — 366 
Holland,  William  M.,  Conroe — 334 
Hollar,  Emory  D.,  Vernon— 470 
HoUe,  Henry  A.. 

State  Health  Dept.,  Austin — 434 
Hollimon,  James  H.. 

3803  Harrisburg,  Houston — 222 
Hollingsworth,  H.  W.,  Box  627,  Diboll— 430 
Hollis,  Lynn  E.,  1 S.  Addinsell,  Phillips— 430 
Hollis,  Scott  W., 

1725  Hickory  St.,  Abilene— 418 
Hollister,  W.  L.,  (Inac.), 

202  E.  Ave.  J,  San  Angelo— 426 
Holloman,  Walter  G., 

Hermann  Prof.  Bldg.,  Houston — 222 
Holloran,  Richard  J., 

916  Bk.  of  Southwest,  Houston — 222 
Holloway,  Dan  W., 

4214  Caroline,  Houston — 222 
Hollub,  Charles  J., 

711  Med.  Arts  Bldg.,  Houston— 222 
Holman,  James, 

Medical  Arts  Bldg.,  Dallas — 134 
Holman,  Winston  C., 

1931  Ninth  Ave.,  Port  Arthur — 262 
Holmes,  Glen  I., 

Stagg  Dr.  & 8th  St.,  Beaumont — 262 
Holmes,  James  E., 

1606  Med.  Arts  Bldg.,  Fort  Worth— —414 
Holmes,  Robert  L.,  Jr., 

315  Baylor,  Borger— 430 
Holmes,  T.  H.,  Jr., 

3060  34th  St.,  Lubbock — 318 
Holmgren,  Robert  B., 

1501  Pruitt,  Fort  Wonh— 414 
Holsapple,  Cortell  K., 

1221  W.  Lancaster,  Fort  Worth— 414 
Holshouser,  Chas.  A., 

310  Med.  Arts  Bldg.,  San  Antonio — 50 
Holsomback,  J.  C., 

119  W.  DeFee,  Baytown — 222 


Holt,  C.  Zeno, 

315  W.  Preston  Forest  Village,  Dallas — 
134 

Holt,  Everett  L., 

3840  Lexington.  Corpus  Christ! — 354 
Holt.  J.  O.  S.,  Jr.. 

3707  Gaston  Ave.,  Dallas — 134 
Holt,  Joseph  G., 

1518  ’Tenth  St.,  Wichita  Falls — 466 
Holt,  Norris  E., 

P.  O.  Box  188,  Athens — 234 
Holt,  Russell, 

415  E.  Yandell,  El  Paso— 162 
Holt,  Russell  D.,  Meridian — 54 
Holt,  William  C.,  Box  937,  Angleton — 62 
Holton,  Robert  W.,  Sr.,  ( Hon. ),  Terrell— 274 
Holtz,  Harvey  E., 

17  Medical  Arts  Sq.,  Austin — 434 
Homan,  Ralph  H., 

1501  Arizona  St.,  El  Paso — 162 
Homan,  Robert  B.,  Jr., 

1501  Arizona  St.,  El  Paso — 162 
Hood,  Francis  T.  N.,  Jr., 

301  Locust,  Sweetwater — 350 
Hood,  Marianna, 

3707  Gaston.  Dallas — 134 
Hood,  R.  Maurice, 

Cap.  Natl.  Bank  Bldg.,  Austin — 434 
Hood,  Steve  E.,  Jr., 

Gaines  Clin.  Hosp.,  Seminole — 138 
Hooker.  James  F.,  Ill, 

1111  Pennsylvania,  Fort  Worth — 414 
Hooker,  James  W., 

510  W.  Beauregard,  San  Angelo — 426 
Hooker,  Lyle, 

Esperson  Bldg.,  Houston — 222 
Hooks,  Charles  A., 

816  Strand,  Galveston — 182 
Hooks,  Henry  A.,  Kountze — 218 
Hooks,  Jim  M., 

1133  N.  19th  St.,  Abilene — 418 
Hooks,  Murray  D.,  Corrigan — 374 
Hooper.  Charles  H., 

605  Belknap,  San  Antonio — 50 
Hooper.  Christopher  C., 

1029  E.  "Thomas  St.,  Pasadena — 222 
Hooper,  John  M., 

120  Vi  W.  Virginia,  McKinney — 106 
Hoot,  Edwin  L.,  Box  307,  Diboll — 18 
Hoover,  George  M., 

315  1st  Natl.  Bk.  Bldg.,  Longview — 194 
Hoovestol,  Paeder  J., 

Hermann  Prof.  Bldg.,  Houston — 222 
Hopkins,  Glenn  A., 

301  W.  Centrtil,  Fort  Worth— 414 
Hopkins,  Jesse  J., 

Box  845,  Brookshire — 30 
Hopkins,  Joseph  V., 

420  Natl.  Bk.  Bldg.,  Victoria— —446 
Hopkins,  May  Agness, 

1032  Med.  Arts  Bldg.,  Dallas — 134 
Hopps,  Howard  C., 

Univ.  of  Tex.  Med.  Br.,  Galveston — 182 
Horany,  Melvin, 

Box  858,  Archer  City— 466 
Horbaly,  William, 

P.  O.  Box  58.  Terrell- 274 
Horgan,  John  D., 

134  E.  Church.  Grand  Prairie — 134 
Horine,  Maurice  S., 

117  Ash  St.,  Port  Lavaca — 446 
Horn,  Fred  W., 

5535  Denton  Dr.,  Dallas — 134 
Horn,  J.  Morris, 

3707  Gaston,  Dallas — 134 
Horn.  Joe  J., 

220  St.  Louis  St.,  Plainview — 206 
Horn,  William  S.,  Jr., 

650  Fifth  Ave.,  Fort  Worth— 414 
Horne,  Albert  M., 

2200  W.  Illinois.  Midland— 14 
Hornedo,  Manuel  D., 

118  W.  Missouri  St.,  El  Paso — 162 
Horner,  Bernard  G., 

3506  S.  New  Braunfels,  San  Antonio — 50 
Hornisher,  J.  J., 

4521  Leeds,  El  Paso — 162 
Horton,  George  W., 

413  N.  Lincoln,  Odessa — 14 
Horton,  Granville  E., 

218  N.  Houston,  Wharton — 462 
Hosen,  Harris, 

2649  Procter  St.,  Port  Arthur — 262 
Hoskins.  Henry  R., 

514  Med.  Arts  Bldg.,  San  Antonio— 50 
Hotchkiss,  Dewitt  H.,  Jr., 

Hermann  Prof.  Bldg.,  Houston — 222 
Hough.  Jerald  P., 

1511  N.  Berkley,  Dallas — 134 
Hough,  Travers  E.,  Jr., 

509  S.  Closner,  Edinburg — 238 
House,  Rex  C., 

2455  Morgan,  Corpus  Christ! — 354 
Houser,  Edward  F.,  Jr.,  ( Int. ) , 

Parkland  Mem.  Hosp..  Dallas — 134 
Howard,  A.  Philo. 

4119  Montrose  Blvd.,  Houston — 222 
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Howard,  Ben  K., 

2339  Gus  Thomasson,  Dallas — 134 
Howard,  Charles  H.,  Jr., 

306  Tyler  St.,  Richardson — 134 
Howard,  David  S., 

4119  Fredericksburg,  San  Antonio — 50 
Howard,  George  W., 

628  Haines,  Dallas — 134 
Howard,  Glenn  T.,  Box  1277,  Alice — 70 
Howard,  Rex  J., 

930  Fifth  Ave.,  Fort  Worth — 414 
Howard,  Rex  Z.,  Box  865,  Fort  Worth— 414 
Howe,  Clifton  D., 

6723  Bertner,  Houston — 222 
Howell,  Benjamin  E., 

301654  Thomas  Ave.,  Dallas — 134 
Howell,  Floyd  W., 

317  N.  2nd  St.,  Temple — 46 
Howell,  James  B., 

Medical  Arts  Bldg.,  Dallas — 134 
Howell,  John  F.,  Sonora — 426 
Howell,  McKinley, 

214  Skaggs  Bldg.,  Plainview — 206 
Howell,  Theodore  S., 

1601  California,  Baytown — 222 
Howerton,  Ernest  E., 

201  Med.  Prof.  Bldg.,  San  Antonio — 50 
Howie,  Thomas  M., 

Post  Office  Bldg.,  Albany — 154 
Howze,  Jo  W.,  (Mil.),  Robstown — 354 
Hrdlicka,  George  R., 

300  Hughes  Bldg.,  Pampa — 430 
Hubbard,  David  G., 

3525  Turtle  Creek,  Dallas — 134 
Hubbard,  Prevost,  Jr., 

517  W.  4th  St.,  Odessa— 14 
Hubler,  Winthrope  R., 

1510  S.  Brownlee,  Corpus  Christ! — 354 
Hubner,  Alan  E., 

590  Center  St.,  Beaumont — 262 
Hucherson,  Denman  C., 

Hermann  Prof.  Bldg.,  Houston — 222 
Huddleston,  William  E., 

Bridgeport  Hosp.,  Bridgeport — 98 
Hudgins,  Frank  W., 

38()1  19th  St.,  Lubbock — 318 
Hudgins,  Philip  T.,  Odem — 402 
Hudgins,  Thomas  F.,  Jr., 

1204  Med.  Towers,  Houston — 222 
Hudson,  F.  E.,  (Hon.),  Stamford— 418 
Hudson,  George  C., 

Box  3606,  Corpus  Christi — 354 
Hudson,  Isaac  F.,  Stamford— 418 
Hudson,  Richard  L., 

531  Cordon,  Corpus  Christi — 354 
Hudson,  W.  Lee,  (Hon.), 

4312  Overhill  Dr.,  Dallas — 134 
Hudspeth,  Ray,  Box  512,  Gladewater — 194 
Huff,  Mark  E., 

2502  10th  St.,  Wichita  Falls — 466 
Huff,  Oscar,  ( Hon. ) , 

1116  Christine,  Pampa — 430 
Huffman,  Andrew  M., 

1201  Hemphill  St.,  Fort  Worth — 414 
Huffman,  Phyllis  J., 

409  N.  Garfield,  Midland— 14 
Huggins,  Clifford  S.,  (Int.), 

V.  A.  Hospital,  Dallas — 134 
Hughes,  Delbert  E., 

900  Hospital  Dr.,  Tyler — 410 
Hughes,  Louis  B., 

710  Magnolia  St.,  Hearne — 66 
Hughes,  John  F.,  Spur — 214 
Hughes,  Mary  Witt, 

2401  State  Line,  Texarkana — 58 
Hughes,  Raymond  P., 

Texarkana  Natl.  Bk.,  Texarkana — 58 
Hughes,  Sidney  W., 

Torbett  Clinic,  Marlin — 170 
Hughes,  Waunell  M., 

900  Hospital  Dr.,  Tyler— 410 
Hughes,  William  E., 

906  E.  Southmore,  Pasadena — 222 
Hugman,  George  R.,  Jr., 

Box  952,  Gladewater — 194 
Hulen,  William  L., 

4111  Call  Field  Rd.,  Wichita  Falls— 466 
Hull,  John  G., 

3701  Montrose  Blvd.,  Houston — 222 
Hull,  O.  Brandon, 

2022  Broadway,  Lubbock — 318 
Hulse,  Charles  A., 

405  Med.  Prof.  Bldg.,  San  Antonio — 50 
Hulsey,  Sim, 

701  5th  Ave.,  Fort  Worth— 414 
Hume,  Boyd  Dou^as,  Jr., 

117  N.  College,  Cleveland — 310 
Hume,  Evan  B., 

105  W.  Elizabeth,  Brownsville — 82 
Humphrey,  Irving  L.,  Jr., 

1300  8th  St.,  Wichita  Falls — 466 
Humphrey,  Stanley  G., 

1921  W.  Main  St.,  Baytown — 222 
Humphrey,  T.  Roger, 

2400  Rushing  St.,  Wichita  Falls — 466 


Humphries,  John  T.,  Palestine — 10 
Hundley,  John  C., 

Box  466,  Fort  Stockton — 370 
Hundley,  Richard  Z., 

1010  Banks  St.,  Houston — 222 
Hunsaker,  R.  Dale, 

2203  W.  Illinois,  Midland— 14 
Hunsinger,  J.  Edward, 

3988  Central  Exp.,  Dallas — 134 
Hunt,  Ewell  L., 

1312  Main  St.,  Lubbock— 318 
Hunt,  H.  Lynn,  Jr., 

421  N.  Golder,  Odessa — 14 
Hunt,  Harold  E., 

150  8th  St.,  S.E.,  Paris — 290 
Hunt,  Jackie  H., 

408  N.  Washington,  Odessa — 14 
Hunt,  Samuel  Lee, 

10023  Garland  Rd.,  Dallas — 134 
Hunt,  Thomas  E.,  (Hon.), 

150  8th  St.,  S.E.,  Paris — 290 
Hunt,  Thomas  E.,  Jr., 

150  8th  St.,  S.E.,  Paris — 290 
Hunt,  Thurman  A.,  Memphis — 22 
Hunt,  Warren  H.,  Ill,  (Int.), 

Scott  & White  Clin.,  Temple — 46 
Hunter,  C.  D., 

800  Montana  St.,  El  Paso — 162 
Hunter,  Darlene  L., 

2719  Live  Oak,  San  Angelo— 426 
Hunter,  Malcolm  E.,  Jr., 

1101  W.  Lobit  St.,  Baytown — 222 
Hunter,  Richard  B., 

7229  Lehigh,  DaUas — 134 
Hunter,  Richard  O., 

151254  S.  Congress,  Austin — 434 
Hunter,  Ripley  H.,  Palestine — 10 
Hunter,  Robert  C.,  Jr.,  (Mil.), 

WBAH,  El  Paso — 162 
Hunter,  Thos.  R.,  Jr., 

234  W.  Beatiregard,  San  Angelo— 426 
Huntington,  lone, 

519  Med.  Prof.  Bldg.,  San  Antonio — 50 
Hum,  Robert  E.,  Henrietta — 98 
Hurst,  Thomas  L., 

503  Shelbyville  St.,  Center — 406 
Hurst,  William  R., 

Ave.  G & Crooke,  Conroe — 334 
Hurt,  Leonard  B., 

3917  Miramar,  Dallas — 134 
Husbands,  Tom  L., 

1914  Colcord  Ave.,  Waco — 322 
Hutcheson,  Allen  C.,  ( Hon. ) , 

1720  Milford.  Houston— 222 
Hutcheson,  George  O., 

1105  Pennsylvania,  Fort  Worth — 414 
Hutcheson,  James  B., 

3500  Gaston  Ave.,  Dallas — 134 
Hutcheson,  Zenas  W.,  Jr., 

P.  O.  Box  1987,  Andrews — 14 
Hutchings,  Edgar  P., 

Torb«t  Clinic,  Marlin — 170 
Hutchins,  F.  Leon, 

Med.  Arts  Bldg.,  San  Angelo — 426 
Hutchins,  Melvin  G., 

32454  N.  Main,  Conroe — 334 
Hutchins,  Selwyn  P.  R., 

1232  Hermann  Prof.  Bldg.,  Houston — 
222 

Hutchinson,  Ben  B., 

3801  19th  St.,  Lubbock— 318 
Hutton,  Sam  B.,  Jr., 

3707  Gaston,  Dallas — 134 
Hyde,  Robert  F., 

2714  W.  10th  St.,  Amarillo — 378 
Hyder,  Prentiss  L., 

2429  Morgan  St.,  Corpus  Christi — 354 
Hyman,  Barnett  M., 

1st  Fed.  Sav.  Bldg.,  Beaumont — 262 
Hyman,  Bernard.  Box  176,  Lufkin — 18 
Hyslop,  James  R., 

Ross  Drug  Co.,  Del  Rio — 326 


I 


lannucci,  Chriss  A., 

2259  W.  Holcombe.  Houston— 222 
Ibarra,  Jesse  D.,  Jr., 

Scott  & White  Clin.,  Temple — 46 
Ice.  Noel  V.,  (Int.), 

1405  S.  53rd  St.,  Temple— 238 
Ihle,  Lyman  E.,  Schulenberg — 110 
liams,  Frank  J.,  ( Hon. ) , 

2204  Troon,  Houston — 222 
Iliya,  Adil, 

10657  Lakemere,  Dallas — 134 
Inabnett,  W.  T.,  Decatur — 98 
Ingham,  Mahlon  E.,  500  W.  3rd,  Borger— 430 
Ingram,  Robert  A., 

P.  O.  Box  479,  Orange— 358 
Innis,  John  J., 

914  W.  Cannon  St..  Fort  Worth— 414 
Inuess,  Robert  H., 

2223  Hughes  St.,  Amarillo — 378 


Irvine,  Eleanor  S., 

1505  Tenth  St..  Wichita  Falls — 466 
Irvine,  Everett  W.,  Jr.,  •! 

1505  Tenth  St..  Wichita  Falls — 466 
Irvine,  Geo.  N.,  Jr., 

510  W.  Beauregard,  San  Angelo — 426 
Irvine,  James,  Jr.,  ( Int. ) , 

5724  H.  M.  C.  St..  Houston— 222 
Irving,  W.  M.,  Jr.,  i 

820  Irving  Blvd.,  Irving — 134 
Isaacks,  Hub  E., 

1415  Pennsylvania,  Fort  Worth — 414 
Isbell,  Marney  C., 

2129  Robinwood,  Fort  Worth— 414 
Isham,  Asa  C., 

1910  Knoxville,  Lubbock — 318 
Ivers,  James  B., 

3155  Stagg  Dr.,  Beaumont — 262 
Ivy,  J.  Bryan, 

427  Kansas,  Weslaco — 238 
Izen,  Joe  A., 

704  Tatar  St.,  Pasadena — 222 


J 


Jabalie,  Edward  N., 

125  Snelson  Dr.,  Ysleta — 162 
Jachimczyk,  Joseph  A., 

209  Harris  Co.  Courthouse,  Houston — 
222 

Jack,  Laurine  D., 

470  N.  Freeway,  Beatunont — 262 
Jackson,  Atras  E.,  (Hon.), 

1112  Med  Arts  Bldg.,  Fort  Worth — 414 
Jackson,  Carl  C., 

Box  1095,  Plainview — 206 
Jackson,  Carmault  B.,  Jr.,  (Mil.), 

3700th  USAF  Hosp.,  Lackland  AFB — 50 
Jackson,  Claude  L.,  Box  1769,  Dallas — 134 
Jackson,  Daniel, 

810  Med.  Towers.  Houston — 222 
Jackson,  Dudley,  Jr., 

1525  Nix  Prof.  Bldg.,  San  Antonio — 50 
Jackson,  Dudley,  Sr., 

1525  Nix  Prof.  Bldg.,  San  Antonio — 50 
Jackson.  Harvey  K., 

506  Georgia  St.,  Amarillo— 378 
Jackson,  Holland  T., 

1602  Med.  Arts  Bldg.,  Fort  Worth— 414 
Jackson,  Ira  J., 

Univ.  of  Tex.  Med.  Br.,  Galveston — 182 
Jackson,  Jimmy  D., 

5511  Hudson,  Dallas — 134 
Jackson,  J.  Warren, 

V.  A.  Hospital,  Kerrville — 278 
Jackson,  John  L.,  Ill, 

1314  9th  St.,  Wichita  Falls — 466 
Jackson,  P.  Lamar. 

116  S.  Marshall,  Henderson — 398 
Jackson,  L.  B.,  (dead),  San  Antonio— 50 
Jackson,  L.  Walford, 

1030  Med.  Arts  Bldg.,  San  Antonio — 50 
Jackson,  Michael  C., 

6315  Prospea,  Dallas — 134 
Jackson,  Martha  B.,  (Inac. ). 

1704  McCall  Rd.,  Austin — 50 
Jackson,  Mary  Ruth, 

3629  Fairmount,  Dallas — 134 
Jackson,  Richard  H., 

156  Hermann  Prof.  Bldg.,  Houston — 222 
Jackson,  Robert  C., 

1614  Ed  Carey  Dr.,  Harlingen — 82 
Jackson,  Roben  H., 

1516  Pierce  St.,  Houston — 222 
Jackson,  Robert  R.,  Jr.. 

1801  Buffalo  Dr.,  Houston — 222 
Jackson,  Robert  H.,  Jr., 

2230  Avenue  F,  Bay  City— 462 
Jackson,  Seaton  J., 

612  S.  Rockwall,  Terrell — 274 
Jackson,  Van  R., 

600  N.  Highland  Ave.,  Sherman — 190 
Jacob,  Norman  H., 

120  W.  Elsmere,  San  Antonio— 50 
Jacobs,  Maurice, 

1309  Nueces,  Austin— 434 
Jacobs,  Milton  S., 

510  Med.  Prof.  Bldg.,  San  Antonio — 50 
Jacobs,  Warren  M., 

1009  Med.  Towers,  Houston — 222 
Jacobson,  Bruce  K., 

7211  Grapevine  Hwy.,  Fort  Worth— 414 
Jacobson,  Coleman, 

3707  Gaston,  Dallas — 134 
Jacobson,  Harry, 

523  Perlstein  Bldg.,  Beaumont — 262 
Jacobson,  Merlin  E., 

V.  A.  Hosp.,  Wichita,  Kans. — 378 
Jagoda,  Samuel. 

1501  Summit,  Fort  Worth— 414 
Jagoda,  Samuel,  Jr.,  (Int.), 

4009  Milton  St.,  Houston — 222 
Jamar,  Robert  S.,  Jr.,  401  Foley,  Alvin — 62 
James,  George  Taylor, 

3631  Fairmount,  Dallas — 134 


628 


TEXAS  State  Journal  of  Medicine,  JULY,  1959 


MEMBERSHIP  LIST,  }959— Continued 

James,  George  Truett, 

3701  Maple.  Dallas— 134 
James,  John  A.. 

Southwest  Med.  Sch.,  Dallas — 134 
James,  Powhatan  W.,  Jr., 

Hermann  Prof.  Bldg.,  Houston — 222 
James,  Wilson  E., 

1005  Green  St.,  Orange — 358 
Jameson,  Grace  K., 

112  North  Blvd.,  Galveston — 182 
Janes.  Fred  W.. 

Box  632,  Littlefield — 294 
Janes.  Olen  G.. 

Janes  Hosp.  & Clin.,  Cooper — 290 
Janes.  Oscar  G., 

117  E.  Dallas,  Cooper — 290 
Janes,  Osier  Y., 

Janes  Hosp.  & Clin.,  Cooper — 290 
Jansa,  Arthur  M., 

2038  MacArthur,  Houston — 222 
Jansa,  Frances  H., 

1106  Med.  Towers,  Houston — 222 
Janse,  H.  M., 

2010  Crawford  St.,  Houston — 222 
Janssen,  L.  W.  O.,  Jr., 

2444  Morgan,  Corpus  Christi — 354 
Jasperson,  Clarence  P., 

1326  Santa  Fe,  Corpus  Christi — 354 
Jaros,  Stanislaus  H., 

308  S.  3rd  St.,  Harlingen — 82 
Jarrell,  Norman  D.. 

822  Sixth  St.,  N.,  Texas  City — 182 
Jarrett,  Robert  P.,  Canyon — 378 
Jarvis,  Garth  L.. 

Univ.  of  Tex.  Med.  Br.,  Galveston — 182 
Jarvis,  Walter  H.,  Jr., 

Scott  & White  Clin.,  Temple — 46 
Jaubert,  Francis  L.,  Jr., 

1004  W.  Sterling.  Baytown — 222 
Jaworski,  H., 

425  Austin  Ave.,  Waco — 322 
Jaynes,  Stan  H., 

825  W.  Lubbock  St.,  Slaton — 318 
Jenkins,  B.  Arthur, 

1910  Knoxville.  Lubbock — 318 
Jenkins,  Daniel  E., 

1200  M.  D.  Anderson  Blvd.,  Houston — 
222 

Jenkins,  Edward  E., 

4926  Holt.  BeUaire — 222 
Jenkins,  Gaines  H.,  (Hon.), 

7629  Circle  Dr.,  Lemon  Grove,  Calif. — 
242 

Jenkins,  Jesse  G..  ( Hon. ) , 

Rt.  1,  Temple— 46 
Jenkins,  John  L., 

722  Med.  Arts  Bldg.,  Dallas — 134 
Jenkins,  Marion  T., 

Parkland  Hospital,  Dallas — 134 
Jenkins,  O.  L.,  ( Hon. ) , 

9330  Forest  Hills,  Dallas — 22 
Jenkins,  Speight, 

814  Med.  Arts  Bldg.,  Dallas — 134 
Jenkins,  Wesley  N., 

3102  Greene  Ave.,  Fort  Worth— 414 
Jenkins,  Young  S., 

701  Fetick  St.,  Taft — 402 
Jenness,  Burt  F., 

3418  Fort  Blvd.,  El  Paso — 162 
Jennings,  Mary  A.. 

4210  Lemmon,  Dallas — 134 
Jennings,  Thomas  V.  (Hon.),  Winters — 394 
Jennings,  William  L., 

Box  485,  Coleman — 102 
Jensen,  Andrew  M., 

851  Avant  Ave.,  San  Antonio — 50 
Jensen,  Andrew  O., 

103  Barrett  Bldg.,  Denison — 190 
Jensen,  Francine, 

2218  W.  Main  St.,  Houston — 222 
Jensen,  Martin  H., 

115  N.  Park  Blvd.,  San  Antonio — 50 
Jensen,  Meredith  N., 

1101  N.  19th  St.,  Abilene — 418 
Jerabeck,  John  D.. 

3810  Fannin  St.,  Houston — 222 
Jermyn,  John  W., 

6717  Grapevine  Hwy.,  Fort  Worth — 414 
Jernigan,  C.  Richard, 

708  E.  Abram,  Arlington — 414 
Jernigan.  James  H.,  (Hon.),  Childress — 22 
Jernigan,  John  M., 

1101  W.  Berry,  Fort  Worth — 414 
Jernigan,  Lane  M., 

1101  W.  Berry,  Fort  Worth — 414 
Jerome,  Johnnie  Jeff,  ( Mil. ) , 

126  Lakeridge  Dr.,  Dallas — 134 
Jester,  Albert  W., 

1429  Mem.  Prof.  Bldg.,  Houston — 222 
Jeter,  James  R..  Ennis — 158 
Jeter,  Perry  R.,  (Hon.),  Childress — 22 
Jewell,  George  W.,  Jr., 

5201  River  Oaks  Blvd.,  Fort  Worth— 414 
Jimenez,  Prospero,  Jr., 

2554  Morgan,  Corpus  Christi — 354 


Jinkins,  A.  J., 

2402  Sealy,  Galveston — 182 
Jinkins,  Julius  L., 

22nd  & Sealy,  Galveston — 182 
Jinkins,  Julius  L.,  Jr., 

906  22nd  St.,  Galveston — 182 
Jinkins,  Wiley  J.,  Jr., 

828  Avenue  E,  Galveston — 182 
Joachim.  Harold  S., 

1820  West  43td  St.,  Houston — 222 
Johns,  Jay  J., 

720  W.  6th  St.,  Taylor — 474 
Johns,  Richard  B., 

802  Mulberry  St.,  Abilene— 418 
Johns,  Sylvia  M., 

414  Navarro  St.,  San  Antonio — 50 
Johnson,  Alvis  F.,  Jr., 

2306  Welborn,  Dallas — 134 
Johnson,  Billy  Frank, 

7 Med.  Arts  Square,  Austin— 434 
Johnson,  Bruce  H.,  Loraine — 350 
Johnson,  Cecil  A., 

621  N.  4th  St.,  Longview — 194 
Johnson,  Charles  W., 

2121  Fredericksburg,  San  Antonio— 50 
Johnson,  Chester  R., 

2009  W.  WaU,  Midland — 14 
Johnson,  Clark  A., 

Young  Med.  Center,  Sweetwater — 350 
Johnson,  Clive  R., 

800  Fifth  Ave.,  Fort  Worth— 414 
Johnson.  Craig  B., 

4119  Montrose  Blvd.,  Houston — 222 
Johnson,  Dale  F., 

4755  Hartford,  Abilene— 418 
Johnson,  David  M.,  Jr.,  ( Int. ) , 

2306  Welborn  St.,  Dallas — 134 
Johnson.  David  O., 

2901  Red  River,  Austin — 434 
Johnson,  Ernest  A.. 

1710  Colcord,  Waco — 322 
Johnson,  F.  Melvin. 

3923  Highway  377,  Fort  Worth — 414 
Johnson,  George  L.,  Jr., 

318  N.  Alleghaney,  Odessa — 14  ^ 
Johnson,  Gilmer  B.,  Jr., 

211  Skaggs  Bldg.,  Plainview — 206 
Johnson,  Glen  R., 

Box  818,  Carthage — 366 
Johnson,  Gordon  C., 

6723  Bertner  Blvd.,  Houston — 222 
Johnson,  H.  Fred, 

2308  W.  8th  St..  AmariUo — 378 
Johnson,  Harry  McC.,  Jr., 

1620  Nix  Prof.  Bldg.,  San  Antonio — 50 
Johnson,  Homer  B.. 

501  Andrews  Hwy.,  Midland — 14 
Johnson,  J.  Bluford, 

Sanford  Clinic  Hosp.,  Perryton — 430 
Johnson,  J.  Edward, 

401  Scarbrough  Bldg.,  Austin — 434 
Johnson,  J.  Frank,  Rotan — 350 
Johnson,  James  A., 

Hamilton  Bldg.,  Wichita  Falls — 466 
Johnson,  James  E.,  Jr.,  (Mil.), 

201D  Nolan,  Galveston — 182 
Johnson.  James  H.,  Jr., 

200  N.  Fredonia  St.,  Longview — 194 
Johnson,  James  L., 

2209  W.  7th  Ave.,  Amarillo— 378 
Johnson,  Jere  B., 

1501  W.  10th  St.,  Amarillo — 378 
Johnson,  Jerry, 

3155  Stagg  Dr.,  Beaumont — 262 
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317  Peterson  Hosp.,  Kerrville — 278 
Knapp,  Joseph  L., 

210  N.  Westmoreland,  Dallas — 134 
Knapp,  Roger  S., 

621  Ohio  Sr.,  Corpus  Christi — 354 
Kneip,  A.  "r.,  (Hon.), 

940  Teetshorn,  Houston — 222 
Knickerbocker,  Bruce  A., 

3403  Hall  St..  Dallas— 134 
Knight,  Beatrice  P., 

3407  Montrose  Blvd.,  Houston — 222 
Knight,  James  A., 

1200  M.  D.  Anderson  Blvd.,  Houston — 
222 

Knight,  Marvin  P., 

2618  Welborn,  Dallas — 134 
Knight,  Max  J., 

900  9th  Ave.,  Port  Arthur — 262 
Knight,  Maynard  D., 

234  W.  Beauregard,  San  Angelo— 426 
Knight.  Ralph  W.. 

710  Brook,  Wichita  Falls— 466 
Knight,  William  R..  HI. 

Hermann  Prof.  Bldg.,  Houston — 222 
Knittel,  A.  W.  Schubert, 

447  Hermann  Prof.  Bldg.,  Houston — 222 
Knolle,  Ben  E., 

1300  First  St.,  Rosenberg— 462 
Knolle,  Guy  E., 

308  Med.  Arts  Bldg.,  Houston — 222 
Knolle,  Robt.  L.,  Jr., 

110  W.  Mountain,  Seguin — 202 
Knolle,  Roger  E., 

10614  E.  Alamo,  Bienham — 454 
Knolle,  Waldo  A.,  Brenham — 454 
Knowles,  Joe  H., 

1063  Coronado  Cir.,  Boiger — 430 
Knowles,  W.  Mood, 

8215  Westchester,  Dallas — 134 
Knowles,  William  R.. 

205  E.  Neches,  Palestine — 10 
Knox,  ^cil  B.,  Jr., 

Box  1026,  Brownfield — 138 
Knox,  John  M.. 

1200  M.  D.  Anderson  Blvd.,  Houston — 
222 

Knox,  Marshall  T.,  Cleburne — 266 
Knox,  Roland  F., 

1300  8th  St.,  Wichita  Falls — 466 
Knox,  Warren  G.. 

2905  Vaughn  Blvd.,  Fort  Worth— 414 
Koberg,  Frederick  J.,  Seminole — 138 
Koch,  Alvis  A., 

5148  Broadway,  San  Antonio — 50 
Koch,  Herbert  E., 

607  Witcher  Lane,  Houston — 222 
Koch,  John  C.,  (Int.), 

1306  Frank  Ave.,  Lufkin — 18 
Koch,  William  T., 

6331  Prospect,  Dallas — 134 
Kochevar,  Gerald  J.,  Midlothian — 158 
Kochman,  Walter  P., 

1717  Columbus  Ave.,  Waco — 322 
Koenig,  Frank  J., 

4807  Montrose  Blvd.,  Houston — 222 
Koepsel,  Orlando  S., 

2454  Morgan  Ave.,  Corpus  Christi — 354 
Koester,  Herman  L., 

Box  89.  Smithville — 34 
Kohler,  Colette  M., 

328  Lamont  Ave.,  San  Antonio — 50 
Kohler,  Hugh  F., 

9323  Garland  Rd.,  Dallas— 134 
Kohlhaas,  Bernice  K., 

417  Miramar  PL,  Corpus  Christi — 354 
Kohlhaas,  John  K., 

417  Miramar  PL,  Corpus  Christi — 354 
Kolb.  Weldon  G.. 

421  S.  Oak,  Lamarque — 182 
Kolle,  Fred  W.. 

105  Hawes  St.,  Wharton — 462 
Kolodny,  George  R., 

1217  Med.  Towers,  Houston — 222 
Kolter,  Wm.  Henry,  Jr.,  (Int.), 

Hermann  Hospital,  Houston — 222 
Kooken,  Robert  A.,  Hamilton — 54 
Koontz,  Arch  C.,  Woodsboro— 402 
Koontz,  Lee  A., 

2()5  Camden  St.,  San  Antonio — 50 
Kopecky,  Joseph, 

1414  Nix  Bldg.,  San  Antonio— 50 
Kopecky,  Joseph  Willis, 

1408  Nix  Prof.  Bldg.,  San  Antonio — 50 
Kopecky,  Leon  C.. 

1414  Nix  Bldg.,  San  Antonio — 50 
Korkmas,  Maurice  V., 

2020  W.  Grauwyler,  Irving — 134 
Korndorffer,  Wm.  E..  Jr.,  (Mil.), 

5505  Dennis  St.,  Fort  Worth- 222 
Koshkin,  Bernard  D., 

3360  Fannin,  Beaumont — 262 
Kosicki,  Zigmund  W., 

520  Montana,  El  Paso — 162 
Kost,  Louis  B., 

521  Med.  Prof.  Bldg.,  San  Antonio— 50 


Kowierschke,  Sidney  W.,  (Int.), 

St.  Paul’s  Hosp.,  Dallas — 134 
Kraft,  Irvin  A.. 

2307  Helena  St.,  Hoiuton — 222 
Krakusin,  Jacob  S., 

109  Walnut  Hill  Village,  Dallas— 134 
Kramer,  John  T.,  Jr., 

5050  E.  Belknap,  Fort  Worth — 41^1 
Kratochvil,  Clyde  H.,  (Mil.), 

Sch.  of  Avn.  Med.,  Randolph  AFB — 50 
Kraus.  Ralph  N..  (Mil.), 

Sch.  of  Avn.  Med.,  Randolph  AFB — 50 
Krause,  Robert  B.,  (Int.), 

508  W.  Oakland.  Temple— 134 
Krebs,  David  E., 

525  W.  Pleasant  Run,  Lancaster — 134 
Krecke,  Charles  F.,  (Mil.), 

3750th  USAF  Hosp.,  Sheppard  AFB— 466 
Kregel,  Louis  A., 

3707  Gaston  Ave.,  Dallas — 134 
Kreimeyer,  James  H., 

Rusk  State  Hosp.,  Rusk — 94 
Kreisle,  James  E.,  Box  5135,  Austin — 434 
Kreisle,  Matthew  F.,  Box  5135,  Austin — -434 
Kreisle,  Matthew  F.,  Jr., 

Box  5135,  Austin — 434 
Krempin,  Herman  O., 

1511  N.  Beckley,  Dallas — 134 
Kresh,  Herbert, 

9105  Diceman  Dr.,  Dallas — 134 
Kreymer,  George  C., 

1322  Med.  Arts  Bldg.,  Dallas — 134 
Krishna,  Ikbal, 

47  W.  Elizabeth  St.,  Brownsville — 82 
Krohn,  Walter, 

St.  Mary’s  Hosp.,  Galveston — 182 
Krueger,  Julius  T., 

1910  Knoxville,  Lubbock — 318 
Kruisheer,  H.  E.  J., 

817  E.  Harrison,  Harlingen — 82 
Krusen,  Edward  M.,  Jr., 

Baylor  Hospital,  Dallas — 134 
Krusen,  Ursula  M.  L., 

3500  Coalgate  Ave.,  Dallas — 134 
Kuenast,  Werner  E., 

John  Sealy  Hosp.,  Galveston — 182 
Kugler,  Joseph  S., 

109  S.  Delaware,  Irving — 134 
Kuhl,  Ivan  W., 

414V5  S.  Main.  McAllen— 238 
Kuhlman,  Fred  Y., 

1950  Ninth  Ave.,  Port  Arthur — 262 
Kunath,  Carl  A., 

Ill  E.  Harris,  San  Angelo— 426 
Kupper,  Roland  C., 

511  W.  French  PL,  San  Antonio— 50 
Kuppinger,  John  C., 

613  W.  Filmore,  Harlingen — 82 
Kurilecz,  Michael, 

635  Med.  Arts  Bldg.,  Dallas — 134 
Kurilecz,  Peter,  Jr.,  (Int.), 

Scottish  Rite  Hosp.,  Dallas — 134 
Kurita,  Kenneth  S., 

2407  Grant  Ave.,  El  Paso — 162 
Kurtz,  Irwin.  (Int.), 

562  Wayside  Dr.,  San  Antonio — 50 
Kurzner,  Meyer, 

712  Booty,  Corpus  Christi — 354 
Kuykendall,  Harold  D., 

Med.  & Surg.  Clinic,  Sugarland— 462 
Kuykendall,  P.  M.,  (dead).  Ranger — 154 


L 


Lace,  W.  Ted, 

1001  Pennsylvania,  Fort  Worth — 414 
Lacy,  Geo.  W., 

515  Med.  Arts  Bldg.,  Fort  Worth— 414 
Ladd,  Arnett  D.. 

306  W.  Broadway,  Fort  Worth — 414 
Ladd,  Graham  B., 

424  Moore  Bldg.,  San  Antonio— 50 
LaForge,  Hershall,  Uvalde — 326 
LaGrone,  Columbus  L.,  (Int.), 

8706  Pritchett  St.,  Houston — 222 
Lahourcade,  Fred  G., 

906  Fredericksburg,  San  Antonio — 50 
Lair,  Nard, 

10710  Shiloh  Rd.,  Dallas— 134 
Laird,  Paul  C., 

122  S.  Jefferson,  Irving — 134 
LaLonde,  Albert  A., 

Cap.  Natl.  Bank  Bldg.,  Austin— 434 
Lamb,  Lawrence  E., 

415  Timberlane  Dr.,  San  Antonio — 50 
Lambert,  Y.  Alan,  Jr., 

1614  Holland  St.,  Houston — 222 
Lamberth,  Ivey  E., 

P.  O.  Box  3066,  Tyler— —410 
Lambrecht,  Daniel  E., 

303  Wyndale,  San  Antonio — 50 
Lamm,  Annie  T., 

1025  S.  16th  St.,  Harlingen — 82 
Lamm,  Heinrich, 

1025  S.  16th  St.,  Harlingen — 82 
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LaMotte,  Thomas  J., 

613  W.  Filmore,  Harlingen — 82 
Lampe,  Juliet  H., 

Ill  Latch  Dr.,  San  Antonio — 50 
Lancaster.  David  D., 

Box  1785,  Harlingen — 82 
Lancaster,  Edgar  L., 

1011  West  N.W.  Hwy.,  Grapevine— 414 
Lancaster,  Frank  H., 

4407  Rossmoyne,  Houston — 222 
Lancaster,  George  M., 

587  Kansas  Ave.,  Weslaco — 238 
Lancaster,  Gus  N.,  ( Inac. ) , Granbury — 166 
Lancaster,  Howard  E.,  Box  559.  Beeville— 42 
Lancaster,  Howard  E..  Jr.  (Int. ), 

John  Sealy  Hosp.,  Galveston — 182 
Lancaster,  James  D,, 

Box  277,  Fort  Stockton — 370 
Lancaster,  Lifford  R., 

303  Doctors  Bldg..  Beaumont — 262 
Lancaster,  Mary  Agnes, 

1434  Med.  Arts  Bldg.,  Dallas— 134 
Lancaster,  Minnie  L., 

1011  West  N.W.  Hwy.,  Grapevine — 414 
Lancaster,  York, 

623  N.  Virginia,  Port  Lavaca — 446 
Land,  Wm.  M.  (Hon.) , Lohn — 282 
Lander,  Roy  S., 

1501-E  N.  DeLeon,  Viaoria — 446 
Landesman,  Joseph  D., 

1234  3rd  St..  Corpus  Christi — 354 
Landis,  Gilbert, 

1501  Arizona,  3C,  El  Paso — 162 
Landon,  Fred  R.  (Hon.), 

2410  Ellingham  Dr.,  Wichita  Falls— 466 
Landress,  J.  Byron,  203  S.  8th,  Garland — 134 
Landrum,  Marvin  M.,  (Hon.),  (dead), 
Lampasas — 298 

Landry,  Luchion  B.,  Cuero — 150 
Landy,  Aaron  E., 

14  S.  Jefferson,  San  Angelo — 426 
Lane,  Alfred  L., 

1001  Louisiana,  Corpus  Christi — 354 
Lane,  Early  D.,  Terrell — 274 
Lane,  George  H., 

1803  Calumet  St.,  Houston — 222 
Lane,  Ralph,  1312  Main  St.,  Lubbock — 318 
Lane,  Richard  P.,  Quitman— ^78 
Lang,  Carl  M.,  Hughes  Bldg.,  Pampa — 430 
Lang,  Garland  H., 

2009  W.  Wall,  Midland— 14 
Lang,  Rudolph  R., 

1001  Louisiana,  Corpus  Christi — 354 
Lange,  Arthur  A., 

508  Med.  Arts  Bldg.,  Fort  Worth — 414 
Langford,  C.  H.  (Hon.),  Bandera — 222 
Langlinais,  Richard  P., 

2819  N.  McCullough.  San  Antonio — 50 
Langner,  C.  Dwight, 

440  Sheraton  Dr.,  San  Antonio — 50 
Langston,  John  H.,  Jr., 

243  S.  Seguin  Ave.,  New  Braunfels — 114 
Langston,  William  B.,  Jr., 

418  1st  Natl.  Bk.  Bldg.,  Longview — 194 
Langston,  William  G., 

3707  Gaston,  Dallas — 134 
Lanier,  Ernest  W., 

6272  Jefferson  St.,  Groves — 262 
Lanier,  Jack  E., 

9528  Lemmon  Ave.,  Dallas — 134 
Lanius,  John  W., 

220  Med.  Arts  Bldg.,  Dallas— 134 
Lankford,  Frances  L.  P., 

600  W.  Park  Row,  Arlington— 414 
Lankford,  Livius  L., 

4105  Live  Oak,  Dallas — 134 
Lansford,  Doyle  K., 

1015  W.  N.W.  Hwy.,  Grapevine— 4 1 4 
Lapat,  William  (Hon.), 

2715  Arbuckle,  Houston — 222 
La  Prade,  William  H., 

9323  Garland  Rd.,  Dallas — 134 
Larkins,  L.  Curtis, 

755  College,  Beaumont — 262 
LaRue,  Kenneth  W., 

1001  St.  Joseph,  Dallas — 134 
Lasater,  Waldo  B., 

Box  77,  Mineral  Wells — 362 
Lassiter,  James  W., 

2901  Red  River,  Austin — 434 
Latham,  John  E.,  Jr.,  Whitney — 242 
Latimer,  Mark  H.. 

1412  Mem.  Prof.  Bldg.,  Houston — 222 
Latson,  Harvey  H., 

2209  W.  7th  Ave.,  Amarillo— 378 
Lattimore,  John  E., 

Amicable  Bldg.,  Waco — 322 
Lattimore,  Joseph  S., 

1004  Hermann  Prof.  Bldg., 

Houston — 222 

Lauck,  Robert  E.,  1035  Clinic  Dr.,  Tyler— 410 
Lauden,  Alfred  E., 

1405  Hermann  Prof.  Bldg., 

Houston — 2 2 2 


Lauderdale,  Thos.  L., 

1307  Pennsylvania,  Fort  Worth— 414 
Laugenour,  Dudley  P., 

4338  Lemmon,  Dallas — 134 
Laughlin,  John  Milton, 

Univ.  of  Tex.  Med.  Br.,  Galveston — 182 
Laughlin,  John  R., 

700  S.  McCarty  Ave.,  Eagle  Lake — 110 
Laughlin,  Jones  C., 

700  S.  McCarty  Ave.,  Eagle  Lake — 110 
Launey,  George  V., 

4536  S.  Lindhurst,  Dallas — 134 
Laur,  William  E.,  608  W.  8th,  Amarillo — 378 
Laurens,  Henry,  Jr., 

Scott  & White  Clin.,  Temple — 46 
Laurentz,  Fred  K., 

Houston  City  Hall,  Houston — 222 
Laurie,  Ben  Erie, 

12748  Bertha  Lane,  Houston — 222 
Law,  Samuel  W.  ( Int. ) , 

2002  Holcombe  Blvd.,  Houston — 222 
Lawler,  Marion  R., 

418  S.  Texas,  Mercedes — 238 
Lawlis,  Virgil  B., 

509  W.  26th  St.,  Austin — 434 
Lawrence,  Buell  A., 

4205  Leeland  Ave.,  Houston — 222 
Lawrence,  Jim  T.,  Breckenridge — 154 
Lawrence,  Oscar  V.  (Hon.), 

Box  228,  Brownsville — 82 
Lawrence,  Van  L., 

907  Hermann  Prof.  Bldg.,  Houston — 222 
Lawrence,  Wilbert, 

2315  Dragonwick,  Houston — 222 
Lawson,  Joseph  H., 

Btackenridge  Hosp.,  Austin— 434 
Lay,  James  V.  M., 

207  W.  Mulberry,  Sherman — 190 
Lay  cock,  Raymond  W., 

516  W.  Kentucky,  Pampa — 430 
Laza,  Francisco  G., 

411  N.  Belknap,  Stephenville — 166 
Lea,  Royal  B.,  1102  Lovera,  San  Antonio — 50 
Lea,  Walker  A.,  Jr., 

Scott  & White  Clin.,  Temple— 46 
Leach,  Charles  L., 

358  M & M Bldg.,  Houston — 222 
Leach,  Cherry  Fern  M., 

3822  Swarthmore,  Houston — 222 
Leachman,  Robert  D., 

519  Med.  Towers,  Houston — 222 
Leader,  Abel  J., 

1813  Med.  Towers,  Houston — 222 
Leaffer,  Harry, 

4208  Ranier  Ct.,  Fort  Worth — 414 
Leake,  Bain,  Box  952,  Gladewater — 194 
Leake.  Wilson  W.  (Int.), 

John  Sealy  Hosp.,  Galveston — 182 
Leary,  William  V., 

6655  Travis,  Houston — 222 
Leaton,  Robert  E., 

4414  Montrose  Blvd.,  Houston — 222 
Leavens,  Milam  E., 

1006  Hermann  Prof.  Bldg., 

Houston — 222 
Leavenworth,  William  M., 

816  U.  S.  Natl.  Bk.  Bldg., 

Galveston — 1 82 

Leberman,  Lowell  H.,  Commerce — 254 
LeBlanc,  Alvin  L..  (Int.), 

Univ.  of  Tex.  Med.  Br.,  Galveston — 182 
LeBleu,  Bennie,  P.  O.  Box  473,  Rotan — 350 
LeBus,  Howard  E., 

P.  O.  Box  809,  Gladewater — 194 
Ledbetter,  Abbe  A., 

1603  Med.  Arts  Bldg.,  Houston — 222 
Ledbetter,  L.  H.,  550  10th  St.,  Beaumont — 262 
Ledbetter,  Paul  V., 

1603  Med.  Arts  Bldg.,  Houston — 222 
Ledbetter,  W.  Harry, 

1518  10th  St.,  Wichita  Falls— 466 
Lee,  Billie  H., 

200  E.  Grant  Ave.,  Morton — 294 
Lee,  Dorothy  (Int.), 

St.  Paul’s  Hosp.,  Dallas — 134 
Lee,  Frank  J., 

1300  Eighth  St.,  Wichita  Falls — 466 
Lee,  Jack  B., 

409  Camden  St.,  San  Antonio — 50 
Lee,  James  F.,  Gen.  Del.,  Daingerfield — 86 
Lee,  James  T., 

1300  Eighth  St.,  Wichita  Falls— 466 
Lee,  Madison  J.,  Jr., 

1100  S.  Beckham,  Tyler— 410 
Lee,  Ridings  E.,  3606  Maple  Ave.,  Dallas — 134 
Lee,  William  L.,  Jr.,  (Mil.), 

123  Montpeliar,  San  Antonio — 222 
Lee,  William  M.,  815  Hardie  St.,  Alvin — 62 
Lees,  Chas.  R., 

805  Med.  Arts  Bldg.,  Fort  Worth — 414 
Leeves,  James  S.,  Naples — 86 
Lefeber,  Edward  J., 

611  U.  S.  Natl.  Bk.  Bldg., 

Galveston — 182 
LeGall,  Fitzherbert  H., 

222  W.  Dallas,  Houston — 222 
Legett,  Carey,  Jr.,  1707  Colorado,  Austin— 434 


Legett,  Georgia  F., 

1707  Colorado,  Austin— —434 
Legett,  Martin  P.,  3717  East  Ave.,  Austin— —434 
Legg,  Eugene  P.,  3707  Gaston,  Dallas — 134 
Leggett,  L.  Waldo, 

cliff  Towers  Hotel,  Dallas — 134 
Leggett,  Milbourne  K., 

5000  Montrose  Blvd.,  Houston — 222 
Leggett,  Walter, 

106  N.  Bonham,  Cleveland — 310 
Lehman,  Irwin  (Mil.), 

Parkland  Mem.  Hosp.,  Dallas — 134 
Lehman,  Joe  M.  (Mil.), 

2113  South  S St.,  Fort  Smith,  Ark. — 138 
Lehmann,  C.  Ferd, 

218  Med.  Prof.  Bldg.,  San  Antonio — 50 
Lehmberg,  Seth  W.,  Taylor— 474 
Leib,  Luis  ( Int. ) , 

St.  Paul’s  liosp.,  Dallas — 134 
Leidler,  Franz,  602  Lamar  Ave.,  Houston — 222 
Leifeste,  Homer  F., 

Hermann  Prof.  Bldg.,  Houston — 222 
Leigh,  Harry,  2619  Altura  Ave.,  El  Paso — 162 
Leigh,  Henry  T.,  Jr., 

519  West  4th,  Odessa— 14 
Leigh,  !^chatd  E.,  Jr., 

1613  Med.  ’Towers,  Houston — 222 
Leinart,  O.  Scott,  Jr.,  Terrell — 274 
Leiser,  Alfred  E., 

6655  Travis  St.,  Houston — 222 
Lekisch,  Kurt,  Box  852,  Midland — 14 
Leland,  Glen  V.,  Jr., 

110-G  Walnut  Hill  Village,  Dallas — 134 
Lemak,  Leslie  L., 

1004  Med.  Towers,  Houston — 222 
LeMay,  Sonley  R.,  Jr.,  ( Mil. ) , 

U.S.A.  Dispensary, 

Ft.  Sam  Houston — 134 
Lemee,  Raymond  A.,  Vernon — 470 
Lemke,  Walter  M., 

2522  Morgan.  Corpus  Christi — 354 
Lemmon,  J.  Ralph, 

2714  West  10th  Ave.,  Amarillo — 378 
Lemmon,  Mark  L., 

1122  Med.  Arts  Bldg.,  Dallas — 134 
Lemon,  Robert  G., 

811  Fifth  Ave.,  Fort  Worth — 414 
Lenon,  EE,  Conroe — 334 
Lenox.  Walter  R., 

800  Fifth  Ave.,  Fort  Worth— 414 
Lensky,  Paul. 

105  Med.  Towers,  Houston — 222 
Leon,  Robert  L., 

5323  Flatry  Hines  Blvd.,  Dallas — 134 
Leon,  William  R., 

1001  Pennsylvania.  Fort  Worth— 414 
Leonard,  Morton  H., 

520  Montana  St.,  El  Paso — 162 
Leonard,  Robert  B., 

1107  Halpern  St.,  Houston — 222 
Leong,  Richard  W., 

1817  Dryden  Rd.,  Houston — 222 
Leopold,  Henry  N., 

602  W.  French  PI.,  San  Antonio — 50 
LePete,  Donald  M., 

801  Milwaukee  St.,  Houston — 222 
LePere,  Robert  H., 

1424  Nix  Bldg.,  San  Antonio— 50 
Lerner,  Ben  L., 

3817  Fannin  St.,  Houston — 222 
Leshikar,  Marvin  J., 

720  W.  6th  St..  Taylor — 474 
Leslie,  James  T.,  Jr.  (Mil.), 

Lackland  AFB  Hosp.,  San  Antonio — 50 
Leslie,  Robert  E., 

606  W.  Jackson  St.,  El  Campo— 462 
Lester,  Joseph  K., 

113  East  2nd  St.,  Shamrock — 22 
Lester,  Roy  T.. 

1523  LSt.,N.W., 

Washington,  D.  C. — 134 
Lester,  Stanley  W.,  Port  Lavaca— 446 
Lett,  James  E.  (Mil.), 

USAF  Hosp.,  Lackland  AFB— 50 
Letteer,  C.  Ralph,  Jr., 

933  Nix  Prof.  Bldg.,  San  Antonio — 50 
Leverett,  Jack  K.,  Convair,  Fort  Worth— 414 
Levin.  Gus,  Box  318,  Rusk — 94 
Levin,  Jules  R.,  108  South  St.,  Overton — 398 
Levin.  Louis, 

7521  Humble  Rd..  Houston — 222 
Levin,  Paul  M.,  Med.  Arts  Bldg.,  Dallas — 134 
Levin,  William  C.. 

Univ.  of  Tex.  Med.  Br..  Galveston — 182 
Levine.  Bernard  R., 

1625  Nix  Prof.  Bldg.,  San  Antonio— 50 
Levine,  Harry  ( Int. ) , 

Univ.  of  Tex.  Med.  Br.,  Galveston — 182 
Levine.  Robert  (Mil.), 

USAF  Hosp.,  San  Antonio— 50 
Levy,  George, 

8561  Long  Point  Rd.,  Houston — 222 
Levy,  Jaime,  6804  Ave.  N.  Houston — 222 
Levy,  Louis  J., 

918  Eighth  Ave.,  Fort  Worth— 414 
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Levy,  Moise  D.. 

3618  Yoakum  Blvd.,  Houston — 222 
Levy,  Moise  D.,  Jr., 

3618  Yoakum  Blvd.,  Houston — 222 
Levy,  Samuel  A., 

605  Med.  Towers,  Houston — 222 
Lewis,  Arthur  N., 

Hermann  Prof.  Bldg.,  Houston — 222 
Lewis,  B.  Oliver,  P.  O.  Box  K,  Eagle  Pass — 326 
Lewis,  Donald  R.,  811  Bonham  St.,  Paris — 290 
Lewis,  Elbert  H., 

Wynnewood  Prof.  Bldg.,  Dallas — 134 
Lewis,  Everett  B., 

Hermann  Prof.  Bldg.,  Houston — 222 
Lewis,  James  W., 

2649  Procter  St.,  Port  Arthur — 262 
Lewis,  Jerry  M., 

1420  Med.  Arts  Bldg.,  Dallas — 134 
T T IRrtv 

410  W«t  20th  St.,  Houston— 222 
Lewis,  Noel  R.  (Int.), 

Hermann  Hosp.,  Houston — 222 
Lewis,  Richard  Q., 

3611  21st  St.,  Lubbock — 318 
Lewis,  Robert  F., 

313-B  N.  Alleghany,  Odessa— 14 
Lewis,  Robt.  L.  (Hon.), 

811  Bonham  St.,  Paris — 290 
Lewis,  Royce  C.,  Jr., 

1910  Knoxville  St.,  Lubbock— 318 
Lewis,  Scab  J., 

2620  Laurel  Ave.,  Beaumont — 262 
Lewis,  Stephen  R., 

John  Sealy  Hosp.,  Galveston — 182 
Lewis,  Theodore  C.,  Jr., 

400  W.  Hurst  Blvd.,  Hurst — 414 
Lewis,  WadeH.  (Int.), 

P.  O.  Box  96,  Austin — 50 
Leyva,  Angel, 

1510  Quitman  St.,  Houston — 222 
Lhamon,  William  T., 

1200  M.  D.  Anderson  Blvd., 

Houston — 222 
Liberty,  Herbert  G., 

104  E.  Court  St.,  Seguin — 202 
Licon,  Francisco, 

3127  Alameda  Ave.,  El  Paso — 162 
LiddeU,  Thos.  C., 

609  1st  Natl.  Bldg.,  El  Paso— 162 
Lieberman,  21elig  H., 

3607  Gaston  Ave.,  Dallas — 134 
Liebes,  George  J.,  Jr., 

8215  Westchester,  Dallas — 134 
Lieppman,  Jack  E., 

414  Med.  Arts  Bldg.,  Houston — 222 
Liggett,  Charles  Lee, 

1015  Polly  St.,  Baytown — 222 
Light,  Flominda,  7306  Ferguson,  Dallas — 134 
Ligon,  C.  Wayne  (Mil.), 

4415  McCrory,  Wichita  Falls— —466 
Ligon,  Joseph  G.  ( Hon. ) , 

2214  Dorrington  Ave.,  Houston — 222 
Liles,  John  H.,  Jr., 

705  W.  ^ndol  Mill  Rd.,  Arlington — 
134 

Liles,  Ralph,  1818  Caroline,  Houston — 222 
Lindley,  Gene  R., 

John  Peter  Smith  Hosp.,  Fort  Worth — 414 
Lindley,  Harold,  Pecos — 390 
Lindsay,  Guion  A., 

910  Med.  Arts  Bldg.,  Dallas — 134 
Lindsay,  James  I., 

722  Garden  Acres,  Bryan — 66 
Lindsay,  John  F.,  Jr., 

1216  Pennsylvania,  Fort  Worth — 414 
Lindsay,  Joseph  H., 

315  W.  Preston  Forest  Village,  Dallas — 
134 

Lindsey,  Bert  G.,  Jr., 

5200  Spruce  St.,  Bellaire — 222 
Lindsey,  Eugene  H., 

2372  Calder  Ave.,  Beaumont — 262 
Lindsey,  Sherman  B., 

Scott  & White  Qin.,  Temple— 46 
Lindsey,  William  H., 

P.  O.  Box  2699.  Dallas— 134 
Lingenfelder,  John, 

3154  Reid  Dr.,  Corpus  Christi — 354 
Linsey,  Ralph  M., 

Rockwall  Med.  Hosp.,  Rockwall — 134 
Linstrum,  Tom  E., 

1504  W.  Hwy.  24,  McKinney— 106 
Lionti,  Joseph  N.. 

823  6th  Ave.,  N.,  Texas  City — 182 
Lippas,  John,  1717  Pacific,  Dallas — 134 
Lippmann,  Otto, 

9 Med.  Arts  Sq.,  Austin — 434 
Lipscomb,  Cuvier  P., 

918  Eighth  Ave.,  Fort  Worth — 414 
Lipscomb,  Harry  S.  (Int.), 

P.  B.  Brigham  Hosp.,  Boston,  Mass. — 222 
Lipscomb,  Joe  L., 

2414  W.  9th.  Amarillo— 378 
Lipsey,  Billy  C.,  Box  487,  Van  Horn — 162 


Littell,  Milton. 

6521  Harrisburg,  Houston — 222 
Little,  C.  R., 

1001  Louisiana,  Corpus  Christi — 354 
Little,  Frank  J., 

4005  Wesley,  Greenville — 254 
Little,  Harry  M., 

304  Mcllhenny  St.,  Houston — 222 
Little,  James  A., 

Staley  Bldg.,  Wichita  Falls — 466 
Little,  John  G.,  Cleburne — 266 
Little,  Raymond  D., 

105  Hawes  St.,  Wharton — 462 
Littlejohn,  Frank  S., 

401  S.  Bolivar,  Marshall — 226 
Littlepage,  Henry  B.. 

1503  Med.  Arts  Bldg.,  Fort  Worth— 414 
Lively,  Gerald  A.,  Box  296,  Whitesboro — 118 
Livengood,  Gerald  S., 

1122  Conway,  Mission — 238 
Livesay,  William  R., 

4109  Montrose  Blvd.,  Houston — 222 
Livingston,  Edward  N., 

Box  1840,  San  Antonio — 50 
Livingston,  Shields  O., 

3814  Swiss  Ave.,  Dallas — 134 
Llewellyn,  Thomas  H.  (Int.), 

315  Haight  St.,  Menlo  Park,  Cal. — 134 
LoBello,  Leon  C., 

3601  Swiss  Ave.,  Dallas — 134 
Lobstein,  Henry  L.. 

1319  Austin  Ave.,  Brownwood — 74 
Locke,  Corbet  C.,  Jr.,  Box  3157,  Waco — 322 
Locke,  John  C.,  P.  O.  Box  456,  Slaton — 318 
Locker,  Harry  L.  (dead),  Brownwood — 74 
Locker.  S.  Braswell, 

1501  11th  St.,  Brownwood — 74 
Lockhart,  Leroy  D.  (Int.), 

107  Dolphin,  Gralveston — 182 
Lockhart,  William  E..  Jr.,  Alpine — 370 
Lockwood,  Robert  M., 

526  N.  Locust,  Denton — 146 
Lodowski,  Charles  H., 

2317  Mt.  Lake  Rd..  Dallas — 134 
Loeb,  Ellen,  4318  Briar  Creek,  Dallas — 134 
Loeb,  Sam  A.,  Sweetwater — 350 
Loewenstein,  Joseph  M., 

3048  Procter  St.,  Port  Arthur — 262 
Loftis,  Earl  L.,  3707  Gaston,  Dallas — 134 
Loftis,  J.  Stewart  (Mil.), 

339  Mitchell  St.,  Lubbock — 134 
Loftis.  John  R..  Jr., 

210  Mobberly,  Longview — 194 
Logan,  Ben  Merl,  Box  306,  Jourdanton — 26 
Logsdon,  Charles  P.  C., 

Med.  Arts  Bldg.,  El  Paso— 162 
Logsdon,  Francis  M., 

P.  O.  Box  551,  Port  Lavaca — 446 
Logsdon,  Harry  A., 

Box  1068,  Colorado  City — 350 
Logsdon,  William  K., 

Box  598,  Corsicana — 346 
Logue,  Lyle  J., 

1616  Mem.  Prof.  Bldg.,  Houston — 222 
Loiselle,  Albert  O., 

2601  Welborn,  Dallas — 134 
Lokey,  Early  B.,  719  Austin,  Amarillo — 378 
Lomas,  Robert  D., 

1731  Sunset  Blvd.,  Houston — 222 
Lombard,  Julian  H., 

4620  Emory  Way,  El  Paso — 162 
Lombardo,  R.  T., 

810  19th  St.,  Beaumont — 262 
Lombardo,  Thomas  A., 

2630  Gladys,  Beaumont — 262 
Long,  Austin  M.,  Valley  Mills — 54 
Long,  Carolyn  J., 

1008  East  11th  St.,  Austin — 434 
Long,  Dorothy  C., 

Skaggs  Bldg.,  Plainview — 206 
Long.  Gerald  D.,  4338  Lemmon,  Dallas — 134 
Long,  John  C.,  801  W.  8th,  Plainview — 206 
Long,  Troy  F., 

1510  Med.  Arts  Bldg.,  Dallas — 134 
Long,  Walter  K..  509  W.  26  St.,  Austin — 434 
Long,  William  B.,  205  N.  Pearl,  Belton — 46 
Long,  William  H.,  129  E.  Caffery,  Pharr — 238 
Long,  William  H., 

3615  19th  St.,  Lubbock— 318 
Longino,  Joseph  B., 

530  N.  Davis,  Sulphur  Springs — 246 
Longino,  S.  Byrd, 

530  N.  Davis,  Sulphur  Springs — 246 
Longino,  Stephen  B.,  Jr., 

530  N.  Davis,  Sulphur  Springs — 246 
Longoria,  Enrique  M., 

Sames  Moore  Bldg.,  Laredo — 458 
Longoria,  Vidal, 

800  E.  Adams,  Brownsville — 82 
Looney,  Robert  H.,  Jr., 

1505  Med.  Arts  Bldg.,  Fort  Worth — 414 
Looney,  W.  W., 

738  West  10th  St.,  Dallas— 134 
Lorentzen,  Wayne  L.  (Mil.), 

U.  S.  Naval  Hosp.,  San  Diego,  Cal. — 162 
Lorenzen,  Evelyn  J., 

3911  Montrose  Blvd.,  Houston — 222 


Lorimer,  Wishard  S.  (Hon.), 

3851  Winslow  Dr.,  Fort  Worth— 414 
Lorimer,  Wishard  S.,  Jr., 

901  W.  Leuda,  Fort  Worth — 414 
Loring,  Milton  J., 

2001  W.  Wall  St.,  Midland — 14 
Love,  Albert  J.,  Newton — 258 
Love,  Horace  G.,  Jr.  (Mil.), 

U.  S.  Naval  Hosp.,  Portsmouth,  Va. — 1 34 
Lovelady,  Roy  R., 

309  S.  Pecos  St.,  Coleman — 102 
Loveless.  J.  Elbert, 

2425  7th  St.,  Lubbock — 318 
Loveless,  Robert  W.,  Box  N,  Bastrop — 34 
Loveless,  Roy  G., 

2609  19th  St.,  Lubbock — 318 
Lovell,  Barney  K., 

4500  Lancaster  Rd.,  Dallas — 134 
Lovett,  James  P.,  Olney — 466 
Lovett,  Raymond  E.,  Olney — 466 
Loving,  Dan  H., 

611  Fisk  Bldg.,  Amarillo — 378 
Lovings,  Franklin  L., 

2609  Hickory,  Lubbock — 318 
Lowe,  Percy  E., 

Mem.  Prof.  Bldg.,  Houston — 222 
Lowe,  Thomas  E., 

3803  Harrisburg  Blvd.,  Houston — 222 
Lowery,  George  S.,  Box  155,  Rio  Hondo — 82 
Lowrey,  E.  Elworth, 

116  N.  Lutterloh,  Gatesville — 122 
Lowrey,  O.  Wendell,  Gatesville — 122 
Lowry,  Frederick  C., 

6 Med.  Arts  Square,  Austin — 434 
Lowry,  Harvey  M., 

3155  Stagg  Dr.,  Beaumont — 262 
Lowry,  James  S.,  3601  Swiss,  Dallas — 134 
Lowry,  John  T., 

1117  Corpus  Christi,  Laredo — 458 
Lowry,  Ruby  S., 

Sames  Moore  Bldg.,  Laredo — 458 
Lowry,  William  P., 

1502  8th  St.,  Wichita  Falls — 466 
Loyd,  Edward  M.,  Box  2061,  Harlingen — 82 
Lozano,  Porfirio, 

417  S.  Stanton  St.,  El  Paso — 162 
Lu,  Jen  Lung,  201  West  Tenth,  Dallas — 134 
Lubben,  John  F.,  Jr., 

1414  Galveston,  McAllen — 238 
Lucas,  J.  Beeman, 

410  West  20th  St.,  Houston — 222 
Lucas,  Richard  A., 

502  W.  13th  St.,  Austin — 434 
Lucci,  Joseph  A.,  Jr., 

703  Med.  Towers,  Houston — 222 
Luckett,  Alfred  E., 

1501  Arizona  St.,  El  Paso — 162 
Luckett,  Francis  C.,  Box  13,  Fentress — 78 
Ludden,  Keene  F., 

Ill  E.  Woodin,  Dallas — 134 
Luecke,  P.  E.,  Sr.,  Box  28,  Dallas — 134 
Luecke,  Percy  E.,  Jr., 

4105  Live  Oak,  Dallas — 134 
Luedemann,  Waldo  S., 

820  Nix  Prof.  Bldg.,  San  Antonio — 50 
Luedemann,  William  O.  ( Inac. ) , 

Schulenburg — 1 1 0 
Luhn,  Nellie  R., 

Parkland  Hosp.,  Dallas — 134 
Luke,  Edward  A., 

3112  Handley  Dr.,  Fort  Worth— 414 
Lukeman,  Hermann  J., 

9323  Garland  Rd.,  Dallas — 134 
Lukowski,  John  L., 

3313  Fort  Blvd.,  El  Paso — 162 
Lummis,  Frederick  R.  (dead),  Houston — 222 
Lumpkin,  Forrest  E.,  Jr., 

8215  Westchester,  Dallas — 134 
Lumpkin,  Walter  L.  (Mil.),  Dallas — 134 
Lunceford,  Tennie  Mae, 

1910  Knoxville,  Lubbock — 318 
Lundgren,  Lawrence  E., 

4510  Caroline  St.,  Houston — 222 
Lundgren,  Rupert  W. 

I6O9  Nix  Prof.  Bldg.,  San  Antonio — 50 
Lunin,  Arthur  B., 

4003  Bellaire  Blvd.,  Houston — 222 
Lunn,  William  W., 

408  N.  Alleghany,  Odessa — 14 
Lurting,  Frederick  W., 

811  Main  St.,  Big  Spring — 250 
Lusk,  Clu  Flu,  Box  736,  Gainesville — ^118 
Lyday,  Victor  1., 

516  Med.  Arts  Bldg.,  Dallas — 134 
Lyle,  Charles  F.,  Box  996,  San  Benito — 82 
Lyle,  Judge  M., 

510  S.  Ballinger,  Fort  Wonh — 414 
Lynch,  Donald  J., 

Scott  & White  Clin.,  Temple — 46 
Lynch,  Thomas  C.  (Hon.), 

1704  Austin,  Wichita  Falls— 466 
Lynn,  Sherwood  C., 

1026  N.  21st  St.,  Abilene — 418 
Lyons,  Robert  D., 

4205  Leeland  Ave.,  Houston — 222 
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Lyons,  Robert  E.  (Mil.), 

Lackland  AFB,  San  Antonio — 182 
Lyons,  Sam  B., 

801  Goodhue  Bldg.,  Beaumont — 262 


M 

MacComb,  William  S., 

6723  Bertner  Blvd.,  Houston — 222 
MacDonald,  Paul  C.  (Int.), 

Parkland  Mem.  Hosp.,  Dallas — 134 
Machado,  Gaston, 

510  W.  Park  Row,  Arlington — 414 
Machen,  Robert  N., 

Wynnewood  Prof.  Bldg.,  Dallas — 134 
MacIntyre,  Robert  S., 

Hermann  Prof.  Bldg.,  Houston — 222 
Mack,  Sam,  621  N.  4th  St.,  Longview — 194 
MacRae,  Malcolm  M., 

1905  N.  25th,  Waco — 322 
Maddox,  Henry  E.,  Ill  (Int.), 

103  Whiting,  Galveston — 182 
Maddox,  Stephen  G.,  Jr., 

5216  W.  Freeway,  Fort  Worth — 414 
Maddox,  Wm.  Gordon, 

Med.  Arts  Bldg.,  Denton — 146 
Madison,  John  C., 

2801  Blodgett,  Houston — 222 
Madison,  Leonard  L., 

2211  Oak  Lawn,  Dallas — 134 
Madsen,  Alva  C., 

7444  Harrisburg  Blvd.,  Houston — 222 
Madsen,  Martha  E., 

2200  W.  Illinois,  Midland— 14 
Maffett,  Minnie  L., 

3636  Armstrong,  Dallas — 134 
Magee,  Jefferson  D.,  Jr., 

1101  N.  19th  St.,  Abilene — 418 
Magee,  Mary  Lucille, 

1811  Crawford  St.,  Houston — 222 
Magers,  Morris  E., 

4105  Live  Oak,  Dallas — 134 
Magid,  Moreton  A., 

1525  Colcord  Ave.,  Waco— 322 
Magliolo,  Albert  M.,  Dickinson — 182 
Magliolo,  Amedeo  A.,  Dickinson — 182 
Magliolo,  Andrew  J.,  Dickinson — 182 
Magliolo,  Joseph  C.,  Dickinson — 182 
Magrish  Philip  (dead),  San  Antonio — 50 
Mahaney,  Charles  L., 

6003  Viaor,  Dallas — 134 
Mahon,  Edward  L.  Jr., 

Box  870,  Jacksonville — 94 
Mahon  Ralph  D.  Jr. 

6003  Victor,  Dallas — 134 
Major,  A.  D.,  Box  239,  Nocona — 98 
Major,  John  W.,  Box  239,  Nocona — 98 
Majors,  Irving  R., 

Box  1611,  Texas  City — 182 
Makins,  James, 

Medical  Bldg.,  Port  Arthur — 262 
Makinson,  James  T., 

851  E.  Travis  St.,  La  Grange — 110 
Malakoff,  Morris  E., 

806  Matamoros,  Laredo— 458 
Malewitz,  Edward  C., 

3618  Yoakum  Blvd.,  Houston — 222 
Mallams,  John  T., 

Baylor  Hosp.,  Dallas — 134 
Mallard,  Robert  S., 

1216  Pennsylvania,  Fort  Worth — 414 
Mallerich,  Melvin  J., 

1516  Pierce  St.,  Houston — 222 
Malone,  Frank  B., 

2609  19th  St.,  Lubbock— 318 
Malone,  James  D., 

424  S.  Summit,  Fort  Worth — 414 
Malone,  Phocian  W., 

Box  991,  Big  Spring — 250 
Maloney,  Vance  J.,  Jr., 

2422  Morgan  St.,  Corpus  Christ! — 354 
Malooly,  Donald  A.,  (Int.), 

Scott  & White  Hosp.,  Temple — -16 
Manar  Roger  W.. 

1400  8th  St.,  Wichita  Falls — 466 
Mangold,  William  J., 

Lockney  Gen.  Hosp.,  Lockney — 206 
Mangum,  Hugh  J., 

M.  B.  M.  S.  Bldg,  Bay  City — 462 
Manhoff,  Charles  M., 

214  Med.  Arts  Bldg.,  San  Antonio— 50 
Manhoff  Louis  J.  ( Hon. ) , 

818  W.  Woodlawn,  San  Antonio — 50 
Manhoff,  Louis  J.,  Jr., 

303  Med.  Arts  Bldg.,  San  Antonio— 50 
Mani,  George  C., 

745  W.  Houston,  San  Antonio — 50 
Maniotis,  James  G., 

1815  West  10th,  Dallas— 134 
Mann,  David  A., 

2135  Viaoria  St.,  Beaumont — 262 
Mann,  James  H., 

116  S.  Marshall,  Henderson — 398 
Mann,  Lawrence  E., 

811  Bonham  St.,  Paris — 290 


Mann,  Morris  D., 

301  W.  Pecan,  Coleman — 102 
Mann,  Nathan, 

1806  S.  Alameda,  Corpus  Christ! — 354 
Mann,  Robert  E., 

P.  O.  Box  538,  Pleasanton — 26 
Manning,  Wiley  M., 

2081  Park  St.,  Beaumont — 262 
Mansell,  Chris  C., 

1302  Main  St.,  Lubbock — 318 
Manske,  Arnold  O., 

1917  Austin  Ave.,  Waco— 322 
Mansur,  Harl  D.,  Jr., 

1400  Eighth  St.,  Wichita  Falls — 466 
Mantooth,  Gloria  E.  R.,  Dickinson — 182 
Mantooth,  Walter  B.,  Jr., 

3801  19th  St.,  Lubbock — 318 
Mantzel,  Sherwood  W., 

Box  187,  Giddings — 34 
Marable,  Gerdd  L., 

3414-B  Avenue  H.,  Lubbock — 318 
Marchman,  Oscar  M.,  Jr., 

1314  Med.  Arts  Bldg.,  Dallas— 134 
Marchman,  Oscar  M.,  Sr.,  (dead),  (Eraer.), 
Dallas — 134 
Marcum,  Carlo  B., 

811  Main  St.,  Big  Spring — 250 
Marcuse,  Peter  M., 

St.  Josephs  Hosp.,  Houston — 222 
MarDock,  Julian, 

3418  S.  Beckley,  Dallas — 134 
Marek,  Emil  H.,  Yoakum — 306 
Maresh,  Rudolph  E., 

4520  Rossmoyne  St.,  Houston — 222 
Margraves,  Ross  D., 

Hermann  Prof.  Bldg.,  Houston — 222 
Marietta,  John  S., 

Ili5-B  Pennsylvania,  Fort  Worth — 414 
Marinis,  Thomas  P., 

Box  4966,  Midland — 14 
Markette,  Billy  B., 

1400  N.  McCullough,  San  Antonio— 50 
Markewich,  Jake, 

1305  Blodgett,  Houston — 222 
Marks,  Roger  E.,  Glen  Rose — 266 
Markward,  Chas.  G.. 

Knox  City  Clin.,  Knox  City — 38 
Marler,  Otis  E., 

3216  Reid  Drive,  Corpus  Christ! — 354 
Marr,  William  L., 

611  U.  S.  Natl  Bk.  Bldg.,  Galveston— 
182 

Marroquin,  Luis, 

1632  7th  Ave.,  Pott  Arthur — 262 
Marrow,  William  S., 

1519  Pennsvlvania,  Fort  Worth — 414 
Marrs,  Walford  D., 

306  W.  Broadway,  Fort  Worth — 414 
Marsalis,  Don  S., 

1422  Tyler,  Amarillo— 378 
Marsh,  Charles  W.,  Jr., 

406  1st  Natl.  Bk.  Bldg.,  Longview — 194 
Marsh,  Elinor  E., 

713  Vine,  McAllen — 238 
Marsh,  George  B.,  Jr.,  Grand  Saline — 442 
Marsh,  John  E.,  Jr., 

701  S.  College  Ave.,  Bryan — 66 
Marsh,  John  E.,  Sr.,  College  Station — 66 
Marshall,  A1  K., 

1800  University  Dr.,  Fort  Worth — 414 
Marshall,  B.  Neil,  (Int.), 

John  Peter  Smith  Hosp.,  Fort  Worth — 
414 

Marshall,  Howard  J.  H., 

1501  Arizona  St.,  El  Paso — 162 
Marshall,  James  H.,  (Hon.), 

6006  Stefani,  Dallas — 134 
Marshall,  John  E., 

110  Primrose,  Lake  Jackson — 62 
Marshall,  Joseph  T., 

414  Robinhood  PI.,  San  Antonio — 50 
Marshall,  Reagan  M., 

3207  Fannin,  Houston — 222 
Marshall,  Robert  L., 

1100  S.  Beckham,  Tyler— 410 
Marshall,  William  E., 

Box  3150,  Baytown — 222 
Marstaller,  Wm.  E.,  Box  3265,  Waco — 322 
Martin,  A.  G.  M.,  Ill, 

1616  Ed  Carey  Dr.,  Harlingen — 82 
Martin,  Benson  L.,  Jr.,  (Int.). 

John  Sealy  Hosp.,  Galveston — 182 
Martin,  Charles  L., 

3501  Gaston  Ave.,  Dallas — 134 
Martin,  Clarence  R,, 

1426  Med.  Arts  Bldg.,  Houston— 222 
Martin,  Claud  A., 

1301  Rio  Grande,  Austin — 434 
Martin,  Don  E., 

Box  1470,  Jacksonville — 94 
Martin,  Edward  H.,  Box  1438,  Spur — 52 
Martin,  Frances  G.,  (Int.), 

56  Pen  Haven  Dr.,  Pensacola,  Fla. — 434 
Martin,  Frank  M., 

403  W.  Summit,  San  Antonio — 50 
Martin,  James  A., 

3501  Gaston  Ave.,  Dallas — 134 
Martin,  James  C.,  Jr., 

1122  Conway,  Mission — 238 


Martin,  Jay  W.,  Jr., 

1803  E.  26th  St.,  Bryan- 66 
Martin,  John  D.,  (Hon.), 

1897  Rivercrest,  Beaumont — 262 
Martin,  John  D., 

1501  Arizona  14,  El  Paso — 162 
Martin,  John  E., 

616  Med.  Arts  Bldg.,  Houston — 222 
Martin,  John  G., 

1511  N.  Beckley,  Dallas — 134 
Martin,  John  R.,  Georgetown— 474 
Martin,  Juan  E., 

923  Ellis,  Lufkin— 18 
Martin,  Lawrence  W.,  (Mil.), 

56  Pen  Haven  Dr.,  Pensacola,  Fla.— 434 
Martin,  Richard  G., 

M.  D.  Anderson  Hosp.,  Houston — 222 
Manin,  Richard  L.,  ( Mil. ) , 

Lackland  AFB  Hosp.,  San  Antonio— 50 
Martin,  Scott  H., 

115  S.  Park,  San  Angelo— 426 
Martin,  Sterling  B., 

1713  S.  Brownlee,  Corpus  Christ! — 354 
Martin,  Thomas  A.,  Jr., 

832  Med.  Arts  Bldg.,  Dallas — 134 
Martin,  Thomas  Lee, 

2701  N.  Azalea,  Viaoria — 446 
Manin,  T.  Sterling, 

1501  Arizona  St.,  El  Paso — 162 
Maninak,  Richard  E., 

800  N.  Washington,  Dallas — 134 
Martinez,  Daniel  M., 

1511  N.  Beckley.  Dallas— 134 
Martinez,  Joseph  J., 

537  Moore  Bldg.,  San  Antonio— 50 
Martinez  A,  Augustin, 

Box  300,  Wichita  Falls — 466 
Marx,  Melvin  Jr.,  Clarksville — 386 
Mask,  William  G., 

237  W.  Archer,  Jacksboro — 362 
Mason.  Earl  J.,  (Int.), 

6723  Bermer  Blvd.,  Houston — 222 
Mason,  Eugene  E., 

3707  Gaston  Ave.,  Dallas — 134 
Mason,  Porter  K.. 

Med.  Arts  Bldg.,  Dallas — 134 
Massa,  Joseph  A., 

407  N1  Washington,  Seymour — 38 
Massad,  Eugene  M., 

13545  Webbs  Chapel  Rd.,  Dallas— 134 
Massad,  Woodrow  W., 

1008  Megert  Sh.  Cen.,  Borger— 430 
Mast,  Henrie  E.. 

2203  W.  Illinois,  Midland— 14 
Mast,  John  R.. 

2203  W.  Illinois,  Midland— 14 
Masters,  Bert  A., 

2724  Westhaven  Vil.,  Amarillo — 378 
Masters,  Robert  A.. 

1723  Buena  Vista.  San  Antonio — 50 
Mata,  Juan  Jose, 

Vails  Clin.,  Laredo— 458 
Matheson,  Dan  N., 

Medical  Arts  Bldg.,  Fort  Worth — 414 
Mathews,  Paul  W.,  (Hon.), 

5951  Sherry  Lane,  Dallas — 134 
Mathews,  William  A., 

624  S.  Tatar,  Pasadena — 222 
Mathis,  James  Ross, 

408  S.  Main,  Winnsboro — 478 
Mathis,  John  P., 

3707  Gaston  Ave.,  Dallas — 134 
Mathis,  Kenneth  G.,  (Mil.), 

2312  Stratford  Cts.,  Fort  Worth — 222 
Mathis,  Robert  L., 

3403  Montrose  Blvd.,  Houston — 222 
Matlage,  William  T., 

9th  Ave.  N.  at  5th  N.,  Texas  City — 182 
Matlock,  Thos.  B., 

1950  Ninth  Ave.,  Port  Arthur — 262 
Matthaei,  Pearl  V., 

Box  1840,  San  Antonio— 50 
Matthes,  Fred  T., 

1801  Merlin,  Bay  City — 462 
Matthes,  Homer  C., 

1100  Avenue  G,  Bay  City— 462 
Matthews,  Choice  B., 

305  Peterson  Hosp.,  Kerrville — 278 
Matthews,  James  R.,  Post — 318 
Matthews.  John  L., 

824  Nix  Prof.  Bldg.,  San  Antonio — 50 
Matthews,  John  W.,  (Int.), 

5247  Indigo  St.,  Houston — 238 
Matthews.  Julius  B., 

535  West  13th  St.,  Port  Arthur — 262 
Mattingly,  Claude,  Jr., 

162  E.  Lamar  St.,  Jasper — 258 
Mattison,  Myron  D., 

3621  21st  St..  Lubbock— 318 
Mattson,  Harold  A., 

Box  4296,  Dallas— 134 
Mauk,  Ferald  D., 

Box  6210,  Term.  Ann.,  Dallas — 134 
Maurer,  Ralph  E., 

Box  347,  Littlefield — 294 
Maurer,  Robert  T., 

i926  E.  Lawndale  Dr.,  San  Antonio — 50" 
Maxfield.  Geo.  S., 

2711  Oak  Lawn  Ave.,  Dallas — 134 
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Maxfield,  Jack  E., 

1300  8th  St.,  Wichita  Falls — 466 
Maxfield,  James  R.,  Jr., 

2711  Oak  Lawn  Ave.,  Dallas — 134 
Maxfield,  William  S.,  (Mil.), 

U.  S.  N.  Hosp.,  Bethesda,  Md. — 134 
Maxwell,  Earl, 

P.  O.  Box  1959,  Fort  Worth — 414 
Maxwell,  Ernest  A., 

124  Dallas  St.,  San  Antonio — 50 
Maxwell,  Hal  W., 

624  Med.  Arts  Bldg.,  Dallas — 134 
Maxwell,  Jay  C., 

104  Medical  Towers,  Houston — 222 
Maxwell,  W.  Wortham, 

626  Med.  Arts  Bldg.,  San  Antonio — 50 
Maxwell,  Walter  J.,  Jr., 

817  Quince  St.,  McAllen — 238 
May,  Henry  K., 

229  Parking  Way,  Lake  Jackson — 62 
May,  James  L.,  212  S.  Main,  Irving — 134 
May,  James  S.,  Jr., 

3113  Routh  St.,  Dallas — 134 
May,  Joe  W., 

507  S.  Closner,  Edinburg — 238 
May,  Lester  M., 

Med.  Arts  Bldg.,  San  Antonio — 50 
Mayes,  Lee  P.,  618  Tatar  St.,  Pasadena — 222 
Mayfield,  Imogene, 

121  S.  Zangs,  Dallas — 134 
Mayfield,  Ivan  G., 

1711  30th  St.,  Lubbock — 318 
Mayfield,  Jack  H., 

Hermann  Prof.  Bldg.,  Houston — 222 
Mayfield,  William  B., 

205  S.  15th  St.,  Corsicana — 346 
Maynard,  Billy  J.,  Box  1145,  Crane — 126 
Mayo,  Oscar  N.,  Box  790,  Brownwood — 74 
Mayo,  Talmadge  D.,  Jr., 

921  Fifth  Ave.,  Fort  Worth — 414 
Mays,  Anthony  W.,  Jr., 

1025  N.  Austin,  Seguin — 202 
Mays,  Floyd  R.,  Jr.,  Box  191,  Big  Spring — 250 
Mays,  Jerry  D.,  Dow  Hosp.,  Freeport — 62 
Mazow,  Jack  B., 

605  Med.  Towers,  Houston — 222 
McAlister,  James  R., 

532  Med.  Arts  Bldg.,  Dallas — 134 
McAlister,  Joseph  H., 

313-B  N.  Alleghaney,  Odessa — 14 
McAmis,  Robert  J., 

1210  Uvalde  St.,  Houston— 222 
McAnally,  Billie  H., 

2341  Gus  Thomasson,  Dallas — 134 
McBride,  Dayton  C.  (Hon.), 

3205  Oak  Lawn,  Dallas— 134 
McBride,  James  O., 

1405  Med.  Arts  Bldg.,  Fort  Wonh — 414 
McBride,  Robert  B., 

3205  Oak  Uwn,  Dallas— 134 
McCabe,  Edward  P.,  Jr., 

628  Med.  Arts  Bldg.,  San  Antonio — 50 
McCaleb,  Morgan  H., 

1422  Tyler,  Amarillo — 378 
McCalip,  Edwin  L.  (Hon.),  Weslaco— 238 
McCall,  James  D.. 

Baker  Hotel  Bldg.,  Mineral  Wells — 362 
McCall,  J.  Preston, 

1300  8th  St.,  Wichita  Falls — 466 
McCall,  John  G.  (Hon.),  Brady — 282 
McCall,  John  W.,  Jr., 

1785  Washington  Blvd.,  Beaumont — 262 
McCall,  Robert  A., 

410  Med.  Arts  Bldg.,  Dallas — 134 
McCall,  Walter  P.,  Ennis — 158 
McCallum,  Marion  J., 

2701  Berry  Rd.,  Houston — 222 
McCarley,  Ben  P., 

203  W.  Tyler,  Richardson— 1 34 
McCartoll,  Molloy  C., 

2501  Forest  Park,  Fort  Worth— 414 
McCarthy,  Eugene  C., 

220  St.  Louis,  Plainview — 206 
McCartney,  Gene  W., 

201  N.  6th  St.,  Bellaire — 222 
McCarty,  Robert  H., 

1910  Knoxville  Ave.,  Lubbock — 318 
McCarville,  John  R., 

4031  Cole  Ave.,  Dallas — 134 
McCary,  A.  O’Brien, 

304  W.  Broad  St.,  Freeport — 62 
McCary,  Rogers  M., 

304  W.  Broad  St.,  Freeport— 62 
McCash,  Wray  B.  (Int.), 

1st  Natl.  Bank  Bldg.,  Longview — 182 
McCaskey,  Gregory  M., 

1001  Louisiana,  Corpus  Christi — 354 
McCaskey,  Mary  M., 

1001  Louisiana,  Corpus  Christi — 354 
McCasland,  Clifford, 

125  S.  Main,  Highlands — 222 
McCauley,  Morris  D., 

1506-A  Guadalupe,  Austin — 434 
McCaw,  Blanche  M., 

444  Preusser,  San  Angelo— 426 


McCaw,  William  H., 

111  East  Harris,  San  Angelo — 426 
McCelvey,  John  S., 

304  S.  22nd  St.,  Temple— 46 
McOanahan,  H.  Lane,  ( Int. ) , 

2216  Dorrington,  Houston — 222 
McCauley,  H.  Leake,  Jr.,  (Int.), 

1028  W.  Boyd,  Norman,  C>kla. — 134 
McCleery,  James  M., 

1004  Seymour  St.,  Pasadena — 222 
McClendon,  Harry  M.,  Denton — 146 
McCloud,  Ben  L.,  Mineral  Wells — 362 
McClung,  Hugh  L., 

1526  Med.  Ans  Bldg.,  Dallas — 134 
McClure,  Edwin  E., 

701  College  Ave.,  Lubbock — 318 
McClure,  Robert  A., 

4426  Tonawanda  St.,  Bellaire— 222 
McClure,  Wayne  H.,  Kermit — 390 
McCollum,  C.  J., 

402  E.  Guadalupe,  Victoria— 446 
McCollum,  Chas.  H.,  Jr., 

1100  Pennsylvania,  Fort  Worth— 414 
McComb,  Asher  R., 

1022  Nix  Prof.  Bldg.,  San  Antonio— 50 
McConchie,  Richard  D., 

146  W.  Goodnight,  Aransas  Pass — 402 
McConn,  Roben  G., 

4520  Rossmoyne  Blvd.,  Houston — 222 
McConnell,  Bernard  E., 

Natl.  Exch.  Bk.,  Greenville — 254 
McConnell,  Jesse  M., 

2407  North  Main,  Houston — 222 
McCorkle,  Robert  G.,  Jr., 

1503  Guadalupe  St.,  Austin— 434 
McCormick,  Katharine, 

Univ.  Health  Center,  Austin— 434 
McCormick,  T.  Charles,  Jr.,  Buda — 230 
McCoy,  Buster  Eugene  ( Int. ) , 

Box  96,  Austin — 434 

McCreight,  Henry  H.,  Box  R,  Winters — 394 
McCreight,  William  F.  (Hon.), 

P.  O.  Box  218,  Kirbyville— 258 
McCrory,  Thomas  M., 

3707  Gaston,  Dallas — 134 
McCuistion,  C.  Hal, 

609  Capital  Natl.  Bldg.,  Austin — 434 
McCulley,  J.  D., 

2334  Tangley  Rd.,  Houston — 222 
McCulloh,  Albert  M.,  Brady — 282 
McCullough,  David, 

1214  Nix  Prof.  Bldg.,  San  Antonio— 50 
McCullough,  Edison  W., 

1415  N.  Big  Spring,  Midland — 14 
McCullough,  John  H., 

182  Casa  Linda  PL,  Dallas — 134 
McCurdy,  Marion  W., 

1034  Nix  Prof.  Bldg.,  San  Antonio — 50 
McCutcbon,  F.  James, 

3154  Reid  Dr.,  Corpus  Christi — 354 
McDanald,  Eugene  C.,  Jr., 

112  North  Blvd.,  Galveston — 182 
McDaniel,  Bennie  O.,  Muleshoe — 318 
McDaniel,  John  D.,  Robert  Lee— 426 
McDaniel,  MacField,  Box  1782,  Pampa — 430 
McDaniel,  Robert  R.,  Quanah — 214 
McDaniel,  Thos.  W.,  Jr., 

1410  Med.  Arts  Bldg.,  Fort  Worth — 414 
McDaniel,  William,  723  Sealy,  Alvin — 62 
McDonald,  Conrad  C., 

900  Hospital  Dr.,  Tyler— 410 
McDonald,  D.  D., 

406  N.  Center,  Longview — 194 
McDonald,  Donald  H., 

Clinic  Bldg.,  Abilene— 418 
McDonald,  Earl  D., 

1320  S.  Collins,  Arlington— 414 
McDonald,  Hendley  A., 

206  N.  Abbott  St.,  HiUsboro— 242 
McDonald,  Henry  C.,  Jr., 

918  Eighth  Ave.,  Fort  Worth— 414 
McDonald,  James  F.,  Jr., 

2920  Kirby  Dr.,  Houston — 222 
McDonald,  Newton  F., 

915  Med.  Arts  Bldg.,  Houston — 222 
McDonald,  Richard, 

P.  O.  Box  97,  Lake  Jackson — 62 
McDonald,  Robert  P., 

1050  W.  Dashwood,  Fort  Worth — 414 
McDonald,  Viola  Y., 

1449  San  Rafael  Dr.,  Dallas — 134 
McDowell,  Thomas  A., 

229  Coleman  St.,  Marlin — 170 
McElhenney,  Thomas  J., 

1402  Nueces  St.,  Austin— 434 
McElhenney,  Thos.  R., 

1402  Nueces  St.,  Austin— 434 
McElroy,  Delmer  G., 

213  W.  Archer,  Jacksboro— 362 
McElveen,  William  C., 

8762  Long  Point  Rd.,  Houston — 222 
McFadden,  C.  Alfred, 

1325  Hickory  St.,  Abilene— 418 
McFadden,  Irma  M., 

P.  O.  Box  551,  Orange — 358 
McFarland,  Gordon  B., 

3701  Fairmount,  Dallas — 134 


McFarlane,  Joe  R., 

Citizens  Bk.  Bldg.,  Brownwood — 74 
McFatridge,  Keith  W., 

1618  Tenth  St.,  Wichita  Falls— 466 
McGary,  Lester  E.,  Jr., 

401  West  Collin,  Corsicana — 346 
McGee,  Borden  M.,  Box  868,  Rosenberg — 462 
McGee,  Ellis  B.,  New  Boston — 58 

McGee,  Joel  R.  (Hon.),  New  Boston — 58 
McCiehee,  Charles  L., 

605  Med.  Arts  Bldg.,  San  Antonio— 50 
McCJehee,  Frank  O., 

5220  Travis,  Houston — 222 
McGill,  Albert  G., 

512  Varisco  Bldg.,  Bryan — 66 
McGinnis,  Albert  ( Int. ) , 

St.  Paul's  Hosp.,  Dallas — 134 
McGivney,  Felix  F.,  Jr.,  ( Int. ) , 

1203  Ross  Sterling,  Houston — 222 
McGivney,  John, 

X,  Avenue  L.,  Galveston — 182 

McGlothlen,  George  E., 

Box  3347,  Victoria— 446 
McGolrick,  Jack  B., 

Box  873,  Galveston — 182 
McGovern,  John  P., 

3509  Montrose  Blvd.,  Houston — 222 
McGowan,  Patrick  T., 

X , ..X  Clin.,  Brownwood — 74 

McGrath,  J.  J.,  Jasper — 258 
McGrath,  Warren  J.,  (Int.), 

Hermann  Hosp.,  Houston — 222 
McGjraw,  John  P., 

3503  Montrose  Blvd.,  Houston — 222 
McGrede,  Henry  C.,  Jr„ 

305  1st  Natl.  Bk  Bldg.,  Longview — 194 
McGregor,  Robert  A., 

XX  X,  710  Med.  Arts  Bldg.,  Dallas — 134 
McGuire,  Donald  E.,  Jr., 

4227  Herschel,  Dallas — 134 
McGuire,  John  O., 

XX  XX  ^“*^7  Rd.,  Houston — 222 

McGuire,  Joseph  H., 

1110  Med.  Arts  Bldg.,  Dallas — 134 
McGuire,  Thomas  H., 

XX  ®Mg.,  Houston — 222 

McGurl,  Frank  J., 

XX  Holcombe  Blvd.,  Houston — 222 

McHenry,  R.  Kingsley,  Jr.,  ( Int. ) . 

3660  Chevy  Chase,  Houston — 222 
Mclndoe,  Frank  W., 

XX  r 1.509  Med.  Arts  Bldg.,  Houston — 222 
Mclntire,  Floyd  T., 

Box  1472,  San  Angelo— 426 
Mclntire,  Thornton  S., 

601  W.  4th  St.,  Odessa — 14 
McIntosh,  John  A.,  (Hon.). 

208  W.  Woodlawn  Ave.,  San  Antonio — 

McIntyre,  Francis  E., 

5718  Burnett  Rd.,  Austin— 434 
McNer,  Julius,  4029  Lemmon,  Dallas— 134 
McKay,  Edward  D., 

XX  AmarUlo— 378 

McKay,  Haden  E.,  Jr., 

Box  625,  Humble — 222 
McKay,  J.  Vernon, 

613  S.  1st  St.,  Lamesa — 138 
McKay,  Patrick  H., 

XX  Bldg..  San  Antonio — 50 

X X C.,  (dead),  Gladewater — 194 

McKee,  France  A.,  Jr., 

305  Prof.  Bldg.,  Fort  Worth — 414 
McKee,  Frank. 

l()I6  W.  Cannon,  Fort  Worth — 414 
McKee,  Frank  S., 

1016  W.  Cannon,  Fon  Worth — 414 
McKeever,  Duncan  C., 

301  Glenwood,  Houston — 222 
McKellar,  Duncan  L.. 

XX  Virginia,  McKinney — 106 

McKellar,  G.  G., 

XX  XX  Reserve  Life  Bldg.,  Longview — 194 
McKellar,  Lee  D., 

605  N.  Madison,  Mt.  Pleasant — 86 
McKemie,  Jack  F., 

527  Gordon,  Corpus  Christi — 354 
McKenna,  Lou  Tomlinson, 

1102  Avenue  E,  CJalveston — 182 
McKenney,  John  F.,  Jr., 

Scott  & White  Clin.,  Temple — 46 
McKenzie,  Casimir  P.,  Mexia — 314 
McKenzie,  Charles  B., 

206  E.  Upshur,  (jladewater — 194 
McKenzie,  Charles  E., 

P.  O.  Box  3151,  Corpus  Christi — 354 
McKenzie,  Walten  H., 

800  S.  Lake  St., — Fort  Worth — 414 
McKinley,  Thomas  R., 

1108  Houston  Blvd.,  South  Houston — 
222 

McKinley,  W.  Frank,  Jr., 

Torbett  Clin.,  Marlin — 170 
McKinney,  Edgar  P., 

402  E.  Hosp.  St.,  Nacogdoches — 342 
McKinney,  James  M., 

8215  Westchester,  Dallas — 134 
McKinney,  James  R., 

2100  Taft  St.,  Wichita  Falls — 466 
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McKinney,  Maxy  Ann, 

5000  Montrose  Blvd.,  Houston — 222 
McKinney,  William  C., 

Box  696,  Edna — 462 
McKinney,  William  W., 

800  Fifth  Avenue,  Fort  Worth — 414 
McKinsey,  S.  Joe, 

802  South  Main,  McAllen — 238 
McKiski,  Wendell  E., 

720  Tuxedo,  San  Antonio— 50 
McKnight,  Joseph  B.,  (Hon.), 

2206  Dallas  St.,  San  Angelo — 426 
McKnight,  W.  Hodges, 

Amon  Carter  Field,  Fort  Worth— —414 
McLarty,  E.  Sinks, 

1906  21st  St.,  Galveston — 182 
McLarty,  E.  Sinks,  Jr., 

170  San  Marino,  Galveston — 182 
McLaurin,  Hugh  L.,  (Hon.), 

5036  Seneca  Dr.,  Dallas — 134 
McLean,  Edwin  P., 

24  S.E.  St.  Charles,  Brownsville — 82 
McLean,  Raymond  N.. 

201  Ferris,  Waxahachie — 158 
McLean,  William  F., 

16  Med.  Arts  Sq.,  Austin — 434 
McLeroy,  Robert  L., 

528  S.  Dixon,  Gainesville — 118 
McMahan,  George  T., 

V.  A.  Center,  Waco — 322 
McMahon,  David  T.,  Jr., 

901  Med.  Arts  Bldg.,  San  Antonio — 50 
McMasters,  Stanley  R., 

Box  910,  El  Campo — 462 
McMeans,  Robert  H., 

Med.  Arts  Bldg.,  Houston — 222 
McMillan,  Bruce,  (>verton — 410 
McMillan,  Charles  D., 

935  Clarksville  St.,  Paris — 290 
McMillan,  Orin  P., 

South  Texas  Bldg.,  San  Antonio^50 
McMillin,  D.  Rush,  Lampasas — 298 
McMullen,  Faber  F.,  Jr.,  (Int.), 

Hermann  Hosp.,  Houston — 222 
McMurrey,  Allen  L., 

1204  Eagle  St.,  Houston — 222 
McMurrey,  James  D., 

1200  M.  D.  Anderson  Blvd.,  Houston — 
222 

McMurrey,  Samuel  P., 

1000  East  James  St.,  Baytown — 222 
McNamara,  Dan  G., 

6621  Fannin  St.,  Houston — 222 
McNamara,  James  C.,  Jr., 

5221  Locksley,  Dallas — 134 
McNatt,  James  K., 

8518  Jensen  Dr.,  Houston — 222 
McNatt,  Malcolm, 

210  N.  Lafayette,  Marshall — 226 
McNeely,  John  F., 

Box  872,  Pasadena — 222 
McNeil,  James  Lewis, 

1501  Arizona  St.,  El  Paso — 162 
McNeill,  A.  S., 

5301  Fannin  St.,  Houston — 222 
McNeill,  Arch  J., 

Medical  Arts  Bldg.,  Dallas — 134 
McNeill,  Joseph  P., 

3707  Gaston,  Dallas — 134 
McNeill,  Scott  E.,  Beeville — 42 
McNemer,  Philip  H., 

Perlstein  Bldg.  Annex,  Beaumont — 262 
McNiel,  James  R., 

P.  O.  Box  778,  Raymondville — 82 
McPeak,  Edgar  M., 

4109  Montrose  Blvd.,  Houston — 222 
McPherson,  Alice  R., 

Scott  & White  Clin.,  Temple — 46 
McQuaide,  Henry  C., 

3501  Texas,  Bryan — 66 
McRee,  Cecil  A.,  (Int.), 

Baylor  Hospital,  Dallas — 134 
McRee,  Edgar  C., 

Medical  Bldg.,  Pott  Arthur — 262 
McRee,  Judson  T., 

202  Bramlette  Bldg.,  Longview — 194 
McRee,  Walter  E.,  Jr., 

3040  Ptcxrer  St.,  Port  Arthur — 262 
McReynolds,  George  S., 

615  N.  Blvd.,  Galveston — 182 
McReynolds,  Isaac  S., 

815  jMed.  Arts  Bldg.,  Houston — 222 
McReynolds,  Robert  J., 

3822  Broadway,  Houston — 222 
McRoberts,  Marcus  L., 

710  W.  Rancier  Ave.,  Killeen — 46 
McRoberts,  William  A., 

Hermann  Prof.  Blclg.,  Houston — 222 
McShan,  Chester  L., 

207-B  N.  Main,  Henderson — 398 
McShane,  Patrick  I., 

McDowell  Mem.  Hosp., 

McDowell.  Ky. — 434 
McSpadden,  Floyd  F., 

414  West  20th  St.,  Houston— 222 
McSpadden,  Wilton  B.,  (Int.), 

318  W.  6th  St.,  Muleshoe— 134 


McSween,  M.  Jay,  Jr., 

123  W.  Lubbock,  Slaton — 318 
McVaugh,  Charles  C., 

616  MiUs  Bldg.,  El  Paso — 162 
McVeigh,  Joseph  F., 

306  W.  Broadway,  Fort  Worth — 414 
McVicker,  Bobby  H., 

Box  1076,  Lufkin — 18 
Meador,  George  D., 

Bandera  Hosp.  Bldg.,  Bandera — 278 
Meadows,  Charles  T., 

105  Hawes  St.,  Wharton — 462 
Meadows,  John  C.,  Jr., 

502  Med.  Prof.  Bldg.,  San  Antonio — 

50 

Mears,  Edward  J., 

1501  W.  10th  St.,  Amarillo — 378 
Medford,  U.  Gail, 

110  S.  Raguet  St.,  Lufkin — 18 
Meeker,  Cornelius  S., 

3121  Procter  St.,  Port  Arthur — 262 
Megarity,  Andrew  L.,  Jr.,  (Int.). 

3830  Oberlin,  Houston — 222 
Mehmert,  Henry  E.. 

3724  O’Neal  St.,  Greenville — 254 
Meisenbach,  Albert  E.,  Jr., 

317  Med.  Arts  Bldg.,  Dallas — 134 
Meisler,  Irwin  M., 

5217  Holmes  Rd.,  Houston — 222 
Meitzen,  Travis  C.,  Refugio— 402 
Melcher,  Truman  O., 

202  East  27th,  Bryan — 66 
Melenyzer,  Charles  L., 

511  New  Moore  Bldg.,  San  Antonio — 50 
Mell,  Aldo  W., 

1510  Mem.  Prof.  Bldg.,  Houston — 222 
Mella,  Charles  A., 

3216  Reid  Dr.,  Corpus  Christi — 354 
Melicn,  Joseph  T.,  (Mil.), 

USAF  Hosp.,  Lackland  AFB — 50 
Melton,  Thos.  June,  Jr., 

501  Andrews  Hwy.,  Midland — 14 
Melton,  Walter  T., 

636  Hermann  Prof.  Bldg.,  Houston — 222 
Melton,  William  H., 

1328  Cincinnati,  El  Paso — 162 
Meltzer,  Leonard 

1413  Med.  Towers,  Houston — 222 
Mena,  A.  I., 

103  Buena  Vista,  San  Antonio — 50 
Mendel,  E.  B., 

3702  Worth  St.,  Dallas— 134 
Mendell,  David 

1706  Med.  Towers,  Houston — 222 
Mendell,  Henry  E., 

4003  Bellaire  Blvd.,  Houston — 222 
Mendell,  Jack  L., 

4003  Bellaire  Blvd.,  Houston — 222 
Mendenhall,  Elliott, 

1217  Med.  Arts  Bldg.,  Dallas— 134 
Meredith,  C.  Spencer,  III, 

V.  A.  Hospital,  Biloxi,  Miss. — 134 
Meredith,  Duane  W., 

214  E.  5th  St.,  Dumas — 130 
Meredith,  E.  Filmore. 

306  W.  Main,  CJlney — 466 
Meredith,  William  P.,  Del  Rio — 326 
Merrick,  Ben  A., 

3520  Cedar  Springs,  Dallas — 134 
Merrick,  J.  Estes, 

851  Orange  St.,  Abilene — 418 
Merrick,  John  B.,  Weatherford — 362 
Merrill,  Samuel  J.. 

105  W.  Elizabeth.  Brownsville — 82 
Merriman,  George  J.,  Jr., 

P.  O.  Box  14464,  Houston — 222 
Merritt,  Ben  C.,  Jr., 

Rogers  Hosp.,  Decatur — 98 
Merritt,  Benjamin  F., 

106  W.  Bermuda.  Quitman— 478 
Merritt,  George  H.,  (Hon.), 

Rocksprings  Rd.,  Uvalde — 326 
Mertz,  Robert  D., 

Box  841,  Corsicana — 346 
Merz,  Herbert  E.,  815  Hardie,  Alvin — 62 
Messer,  Clarence  R.,  Seadrift— -446 
Messer,  Jesse  N., 

Medical  Arts  Bldg.,  Houston — 222 
Metz,  Louis  F.,  Stamford — 418 
Metz,  M.  Hill, 

4319  Oak  Lawn,  Dallas — 134 
Metzger,  William  R., 

2840  S.  Alameda,  Corpus  Christi — 354 
Metzner,  Wesley  R.  T., 

534  Dwight  Ave.,  San  Antonio — 50 
Mewhinney,  Logan  U., 

6115  LaVista,  Dallas — 134 
Mewshaw,  R.  E.  L.,  (Hon.), 

1717  S.  9th  St.,  Waco — 322 
Meyer,  Gerhard  A., 

1734  Nix  Prtrf.  Bldg.,  San  Antonio — 50 
Meyer,  Henry  S., 

1203  Cleburne,  Houston — 222 
Meyer,  Paul  R., 

3121  Procter,  Port  Arthur — 262 
Meyer,  Walter  B.,  Hondo — 326 
Meynier,  Maurice  J.,  Jr., 

1601  Calhoun,  Houston — 222 
Mgebroff,  A.  E.,  Yoakum — 150 


Michael,  Ludwig  A., 

3707  Gaston  Ave.,  Dallas — 134 
Mickle,  Edwin  R., 

2011  West  Ohio,  Midland— 14 
Middlebrook,  George  F.,  (Inac. ), 

Rt.  5,  ^x  184,  Nacogdoches — 342 
Middleton,  Edwin  E., 

1442  N.  3rd  St..  Abilene — 418 
Middleton,  John  W., 

900  Strand,  Galveston — 182 
Middleton,  Robert  A.,  Haskell — 38 
Miears,  Claude  H., 

Scarbrough  Bldg.,  Austin — 434 
Miesch,  David  C., 

811  Bonham  St.,  Paris — 290 
Mikeska,  J.  E.,  Jr., 

Box  305,  Cross  Plains — 154 
Mikesky,  Walter  E., 

715  Lyons  St.,  Schulenburg — 110 
Milam,  E.  A.,  1412  Austin  Ave.,  Waco — 322 
Milburn,  Graham  B., 

1104  Nix  Bldg.,  San  Antonio — 50 
Milchen,  Carl, 

7505  N.  Loop  Rd.,  El  Paso— 162 
Miles,  Dallas  D.,  Waller — 30 
Miller,  A.  Pidd, 

6135  Cavanaugh  St.,  Houston — 222 
Miller,  Alan  N.,  II, 

2028  W.  (jrauwyler,  Irving — 134 
Miller,  Arthur  C.,  Carmine — 110 
Miller,  Arthur  L.  (Inac.), 

1245  Yale  St.,  Houston — 222 
Miller,  Bradford  W., 

Herring  Natl.  Bk.  Bldg.,  Vernon — 470 
Miller,  C.  R.,  Box  26,  Leander— 474 
Miller,  Charles  H.,  Jr., 

602  Broad  St.,  Wichita  Falls— 466 
Miller,  Claire  F.,  Box  1338,  Waco — 322 
Miller,  Clarence  R., 

P.  O.  Box  96,  Austin — 434 
Miller,  Donald  B., 

1005  S.W.  3rd  St.,  Grand  Prairie — 134 
Miller,  Ed  Crow, 

8215  Westchester,  Dallas — 134 
Miller,  Ernest  E.,  Beeville — 42 
Millet,  Ervin  Ray, 

3330  S.  Lancaster,  Dallas — 134 
Miller,  Frank  P., 

P.  O.  Box  680,  Sherman — 190 
Miller,  G.  Maxwell, 

202  San  Jacinto  St.,  La  Porte — 222 
Miller,  George  V., 

165  Hermann  Prof.  Bldg.,  Houston — 222 
Miller,  Gus,  104  East  20th  St.,  Houston — 222 
Miller,  Harry  A.,  Refugio — 402 
Miller,  Harry  Allen,  Jr., 

301  E.  Washington,  Brownsville — 82 
Miller,  Howard  E., 

1704  Crawford  St.,  Houston — 222 
Miller,  J.  E., 

6407  Forest  Lane,  Dallas — 134 
Miller,  John  B., 

3313  Fort  Blvd.,  El  Paso — 162 
Miller,  John  B., 

301  E.  Washington,  Brownsville — 82 
Miller,  John  B.,  Jr., 

1704  E.  Commerce  St.,  San  Antonio — 50 
Miller,  John  F., 

1511  N.  Beckley,  Dallas — 134 
Miller,  John  T.,  Jr., 

(jreat  Plains  Bldg.,  Lubbock — 318 
Miller,  Kenneth  T., 

3155  Stagg  Dr.,  Beaumont — 262 
Miller,  Lowell  S., 

6723  Bertner  Blvd.,  Houston — 222 
Miller,  Pauline  A., 

2609  19th  St.,  Lubbock — 318 
Miller,  Ralph  B., 

Box  8335,  Laurel  Heights  Sta., 

San  Antonio — 50 
Miller,  Robert  A., 

1525  Nix  Bldg.,  San  Antonio — 50 
Miller,  Robert  C.,  Box  J,  Lake  Jackson — 62 
Miller,  Tate,  Med.  Arts  Bldg.,  Dallas — 134 
Miller,  Walter  S.,  Jr., 

420  Normal,  Denton — 146 
MiUer,  Will  M.,  Box  1135,  Corsicana- 346 
Miller,  William  F., 

Southwestern  Med.  Sch.,  Dallas — ^134 
Milligan,  Barth,  4616  Red  Rivet,  Austin — 434 
Milligan,  John  J., 

4702  Yoakum  Blvd.,  Houston — 222 
Mills,  Charles  K.,  Box  414,  Gainesville — 118 
Mills,  E.  Grady, 

2353  Gus  Thomasson,  Dallas — 134 
Mills,  James  T.,  3707  Gaston,  Dallas — 134 
Mills,  Mortiss,  Jr., 

2259  W.  Holcombe  Blvd.,  Houston — 222 
Mills,  William  C.,  Jr.,  Kenedy — 270 
Millwee,  Robert  H., 

1400  Stemmons  Ave.,  Dallas — 134 
Milner,  Robert  M.,  Yoakum — 150 
Mims,  Arthur  T.,  Hereford — 142 
Mims,  Charles  H., 

1301  Conway,  Mission — 238 
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Mims,  Douglas  L., 

211  N.  Austin,  Ranger — 154 
Mims,  Harold  M., 

3607  Gaston  Ave.,  Dallas — 134 
Mims,  James  L.,  Jr., 

211  Med.  Arts  Bldg.,  San  Antonio — 50 
Mims,  Joe  M.,  1115  17th  St.,  Hondo — 326 
Miniel,  Pedro  R., 

518  W.  Houston,  San  Antonio — 50 
Minkus,  Roben  F.,  5 Circle  Q,  Orange — 358 
Minnett,  John  S.,  2929  Welborn,  Dallas — 134 
Minor,  Walter  J., 

3024  Holman  St.,  Houston — 222 
Minter,  Merton  M., 

1734  Nix  Prof.  Bldg.,  San  Antonio — 50 
Mintz,  A.  Aaron, 

1318  Telephone  Rd.,  Houston — 222 
Miskimins,  J.  Harry, 

4802  Montana,  El  Paso — 162 
Mitchel,  Ben  F., 

3707  Gaston  Ave.,  Dallas — 134 
Mitchell,  A.  Lane, 

3820  Fannin  St.,  Houston — 222 
Mitchell,  D.  Gatlin, 

1604  Med.  Arts  Bldg.,  Fort  Worth — 414 
Mitchell,  Donald  D.,  Box  3428,  Bellaire — 222 
Mitchell,  Glenn  C.,  Box  457,  McKinney — 106 
Mitchell,  Harry  J., 

915  St.  Joseph,  Dallas — 134 
Mitchell,  Holland  C.,  VA  Hosp.,  Waco— 322 
Mitchell,  Jerrell  L., 

3800  Camp  Bowie  Blvd., 

Fort  Worth — 414 
Mitchell,  John  H., 

901  S.  Beckham,  Tyler— 410 
Mitchell,  Joseph  D.,  Jr., 

3707  Gaston,  Dallas — 134 
Mitchell,  L.  Du-Wayne, 

P.  O.  Box  51,  Shepherd — 374 
Mitchell,  Oliver  T.,  (dead),  Plano— 106 
Mitchell,  Paul  H., 

218  W.  Second  Ave.,  Corsicana — 346 
Mitchell,  Robert  H., 

204  Skaggs  Bldg.,  Plainview — 206 
Mitchell,  Theo  C., 

2449  Calder  Ave.,  Beaumont — 262 
Mitchell,  William  A., 

201  Hemenway  Bldg.,  Lufkin — 18 
Mitchner,  James  M., 

412  W.  32nd  St..  Houston— 222 
Mitis,  Charles  Z.  K., 

31 3-D  N.  Alleghaney,  Odessa — 14 
Mitz,  Robert, 

117  N.E.  8th  St.,  Grand  Prairie — 134 
Mixson,  Harold  J., 

Goodhue  Bldg.,  Beaumont — 262 
Mize.  William  B.. 

207  W.  Mulberry,  Sherman — 190 
Mobley,  Henry  Brown,  ( Mil. ) , 

28  Gen.  Hosp.,  APO  219,  New 
York,  N.  Y.— 134 
Mock,  Duane  V., 

109  E.  7th,  San  Juan — 238 
Mock,  Presley  J., 

P.  O.  Box  638,  La  Porte — 222 
Moers,  Arthur  E., 

401  Melrose  Bldg.,  Houston — 222 
Moers,  Robert  O., 

1325  Med.  Arts  Bldg.,  Houston — 222 
Moet,  John  Allen.  Orange  Grove — 70 
Moffitt,  O.  Peyton 

1300  Eighth  St.,  Wichita  Falls— 466 
Mohle,  Chester  L., 

925  Contour  Drive.  San  Antonio — 50 
Mohle,  Flavius  D., 

3902  Montrose  Blvd.,  Houston — 222 
Moise,  Leonard  D., 

509  Indiana,  South  Houston — 222 
Mok,  Wa  T., 

2710  West  10th  St.,  Amarillo — 378 
Moldawer,  Marc, 

1200  M.  D.  Anderson  Blvd.,  Houston — 
222 

Molinar  y Rey,  Jose,  (Inac.), 

1106  Mundy  Ave.,  El  Paso — 162 
Molinar  Z,  Ramon, 

306  S.  Stanton,  El  Paso — 162 
Moller,  G.  Turner, 

2532  Morgan,  Corpus  Christ! — 354 
Molloy,  Maxwell  S. 

502  Cincinnati,  El  Paso— 162 
Monaghan.  Johnnie  E.,  Jr., 

1009  Pennsylvania,  Fort  Worth — 414 
Mondrik,  Frank  V., 

603  North  6th  St.,  Longview — 194 
Monk,  Norman  A., 

511  College  Drive,  Lubbock — 318 
Monroe,  Carroll  D., 

514  S.  Main,  Perryton — 430 
Monroe,  Myrick  L., 

Box  375.  Kerrville— 278 
Monroe,  Stanley  E., 

600  N.  Highland  Ave.,  Sherman — 190 
Monsalvo,  Rudolph  O., 

304  W.  Houston  St.,  San  Antonio — 50 


Montagnet,  Joseph  M.,  Jr.. 

590  Center  St.,  Beaumont — 262 
Montague,  Laura  J., 

6613-A  Travis,  Houston — 222 
Montague,  Meredith,  III, 

4705  Montrose.  Houston — 222 
Montalvo.  Lauro 

1605  Washington  St.,  Laredo — 458 
Montano,  Ricardo  G., 

603  W.  Kings  Hwy.,  San  Antonio — 50 
Monte,  Melville  R.. 

5117  Lubbock  Ave.,  Fort  Worth — 318 
Montemayor,  Raul  M., 

333  Ceylon  St.,  Eagle  Pass — 326 
Montgomery,  Charles  F., 

301  Med.  Arts  Bldg.,  Houston— 222 
Montgomery,  Clifford  L., 

3615  21st  St.,  Lubbock— 318 
Montgomery,  Hal  E., 

5124  Old  Richmond  Road,  Bellaire— 222 
Montgomery,  Hazel  I.,  (Int. ),  West — 322 
Montgomery,  Henry  G.,  Box  28,  Dallas — 134 
Montgomery,  Joe  S.,  Jr., 

Box  937.  Angleton — 62 
Montgomery.  John  C., 

911  St.  Joseph,  Dallas — 134 
Montgomery,  John  M.. 

Box  547,  Milford — 158 
Montgomery,  Philip  O’B., 

9039  Devonshire  Dr.,  Dallas — 134 
Monrgomery,  William  D., 

511  W.  French  PL,  San  Antonio — 50 
Mood.  George  F., 

2203  W.  Illinois,  Midland— 14 
Moody,  Charles  O., 

301  W.  Pecan  St.,  Coleman — 102 
Moody,  Foy  H., 

1611  Fifth  St.,  Corpus  Christi — 354 
Moody,  Irving  W., 

2418  Travis  St.,  Houston — 222 
Moody,  Joe  Marshall. 

1429  Mem.  Prof.  Bldg.,  Houston — 222 
Moody,  Joe  V., 

1511  N.  Berkley,  Dallas— 134 
Moon,  Orville  B.,  Jr., 

225  Med.  Dental  Bldg., 

Corpus  Christi — 354 
Moon,  Roy  E., 

234  W.  Beauregard,  San  Angelo— 426 
Mooney,  Ern  C., 

2008  N.  Navarro,  Victoria— 446 
Mooney,  Ken, 

1528  Med.  Arts  Bldg.,  Dallas — 134 
Moore,  Ben  E., 

P.  O.  Box  1086,  Snyder— 52 
Moore,  Carl  F.,  Jr., 

412  E.  5th  St.,  Austin — 434 
Moore,  Conrad  D.,  (Int.), 

V.  A.  Hospital,  Houston — 222 
Moore,  Darwin  D., 

3155  Stagg  Dr.,  Beaumont — 262 
Moore,  Duncan  L., 

Hermann  Prof.  Bldg.,  Houston — 222 
Moore,  G.  Dudley,  Jr., 

Box  35,  Canyon — 378 
Moore,  George  B.,  Jr., 

322  Med  Arts  Bldg.,  San  Antonio — 50 
Moore,  George  L.. 

Box  3036,  Bellaire — 222 
Moore,  Halcuit, 

4105  Live  Oak,  Dallas — 134 
Moore.  Jack, 

Hermann  Prof.  Bldg.,  Houston — 222 
Moore,  James  C., 

317  North  2nd  St.,  Temple — 46 
Moore,  John  M.. 

818  Med.  Arts  Bldg.,  San  Antonio — 50 
Moore,  John  M.,  Jr., 

136  Brace,  Houston — 62 
Moore,  John  T., 

Box  638,  Kirbyville — 258 
Moore,  Kendall  H., 

9323  Garland  Rd.,  Dallas — 134 
Moore,  Louis  G., 

1320  S.  Collins,  Arlington — 414 
Moore,  Masters  H., 

612  S.  Bois  d’Arc,  Tyler — 410 
Moore,  Melba  M.,  (Int.), 

1510  Elmwood  Ave.,  Rochester,  N.  Y. — 
202 

Moore,  Oliver  S., 

107  N.  Cibolo  St.,  San  Antonio — 50 
Moore,  Ramsay  H., 

8215  Westchester,  Dallas — 134 
Moore,  Raymond  T.,  (Int.). 

1510  Elmwood  Ave.,  Rochester,  N.  Y. — 
202 

Moore,  Robert, 

1211  Avenue  O,  Lubbock — 3 1 8 
Moore,  Robert  A., 

1106  Med.  Towers,  Houston — 222 
Moore,  Robert  E., 

1405  Nederland  Ave.,  Nederland — 262 
Moore,  Robert  L., 

3403  Hall  St.,  Dallas— 134 
Moore,  Robert  M., 

John  Sealy  Hosp.,  Galveston — 182 
Moore,  Robert  W.. 

1818  Chestnut  St.,  Pampa— 430 


Moore,  Roscoe  O., 

802  N.  Pacific,  Mineola— 478 
Moore,  S.  Foster,  Jr., 

401  W.  Summit,  San  Antonio — 50 
Moore,  Thomas  O.,  Jr., 

Hermann  Prof.  Bldg.,  Houston — 222 
Moore,  Victor,  Premont — 70 
Moore,  Victor  R.. 

Box  1108,  Dalhart— 130 
Moore,  Walter  D.,  Jr.,  (Int.), 

811  Blanton  Dr.,  Sherman — 182 
Moore,  Walter  S., 

5718  Burnet  Road,  Austin— 434 
Moore,  William  D.,  (Int.), 

5014  Wren  Way.  Dallas— 222 
Moore,  William  L.,  Jr., 

404  N.  Guadalupe,  San  Marcos — 230 
Moorhead,  William  H., 

500()  Montrose  Blvd.,  Houston — 222 
Moorman,  Jesse  A.,  Jr., 

1234  Sheffield  Blvd.,  Houston — 222 
Moorman,  Thomas  A., 

114  Barrett  Bldg.,  Denison — 190 
Moorman,  Warren  W., 

901  W.  Leuda.  Fort  Worth— 414 
Moran,  J.  Patrick, 

3154  Reid  Dr.,  Corpus  Christi — 354 
Moreland,  Virginia  L., 

526  N.  Locust,  Denton — 146 
Moreton,  Robert  D.. 

1217  W.  Cannon.  Fort  Worth — 414 
Morgan,  Bill  C., 

6003  Victor,  Dallas — 134 
Morgan,  Chas.  G.,  Jr., 

156  Santa  Barbara,  Corpus  Christi — 354 
Morgan,  Clyde  N., 

2073  Cedar,  Abilene — 418 
Morgan,  James  R., 

1501  Arizona  3A.  El  Paso — 162 
Morgan,  Lewie  E., 

200  W.  5th.  Bonham — 174 
Morgan,  Ray  M.,  Jr., 

Hermann  Prof.  Bldg.,  Houston — 222 
Morgan,  William  H., 

1109  Pennsylvania,  Fort  Worth— 414 
Morgan,  William  P., 

Capital  Natl.  Bk.  Bldg.,  Austin— 434 
Morphew,  Raymond  L., 

1001  Louisiana,  Corpus  Christi — 354 
Morphis,  Oscar  L., 

815  Med.  Arts  Bldg.,  Fort  Worth — 414 
Mortis,  A.  Truett, 

4224  Swiss  Ave.,  Dallas — 134 
Morris,  Abner  J.. 

3432  W.  7th  St.,  Fort  Worth — 414 
Morris,  A1  Kellv,  1001  Polly,  Baytown — 222 
Morris,  Alfred  E., 

119  S.  Marshall.  Henderson — 398 
Morris,  Charles  R., 

8215  Westchester,  Dallas — 134 
Morris,  Donald  P., 

911  St.  Joseph,  Dallas — 134 
Morris,  Ernest  H..  Canadian— 430 
Morris,  George  C.,  Jr.. 

1200  M.  D.  Anderson  Blvd.,  Houston — 
222 

Morris,  James  G., 

1312  Main  St..  Lubbock— 318 
Morris,  John  W., 

3410  Wesley,  Greenville — 254 
Morris,  Marion  H., 

804  Nix  Prof.  Bldg.,  San  Antonio — 50 
Morris.  Roy  H.,  Jr., 

Fleming  Hosp.,  Elgin — 34 
Morris,  Thomas  M.,  Mount  Calm — 242 
Morris,  Truman  N., 

13  Med.  Arts  Sq.,  Austin — 434 
Morris,  William  E., 

1546  S.  Brownlee,  Corpus  Christi — 354 
Morrison,  Donald  D., 

6206  Lavendale,  Dallas — 134 
Morrison,  G.  Cameron, 

702  Brook,  Wichita  Falls — 466 
Morrison,  J.  Winston, 

4528  Griggs  Rd.,  Houston — 222 
Morrison,  James  B., 

1734  Nix  Bldg.,  San  Antonio — 50 
Morrison,  John  E., 

1011  Mills  Bldg.,  El  Paso — 162 
Morrison,  Robert  B., 

801  Cap.  Natl.  Bk  Bldg.,  Austin — 434 
Morrison,  S.  Bergen. 

2317  Washington,  Waco — 322 
Morron,  Clyde  R., 

1105  E.  Commerce,  San  Antonio — 50 
Morrow,  Edwin  J., 

1603  Med.  Arts  Bldg.,  Houston — 222 
Morrow,  Walter  G.,  Jr., 

1001  1st  Natl.  Bldg.,  El  Paso — 162 
Morse,  Robert  A., 

234  W.  Beauregard.  San  Angelo— 426 
Mortland,  S.  Richard, 

4312  E.  Brvn  Mawr,  Tucson,  Ariz. — 462 
Morton,  Edward  D., 

Box  428,  Bridgeport — 98 
Moseley,  Mack  J.,  Jr., 

25091^  Market  St.,  Galveston — 182 
Moser,  Emil  R.,  Box  272,  Gladewater — 194 
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Moses,  Louis  £., 

414  Med.  Prof.  Bldg.,  San  Antonio — 50 
Moses,  Lyndon  D., 

8200  Dyer  St.,  El  Paso — 162 
Moss,  Charles  B., 

1318  Main  St.,  Lubbock — 318 
Moss,  Ennis  E., 

Methodist  Med.  Bldg.,  Lubbock — 318 
Moten,  William  M., 

300  Hermann  Prof.  Bldg.,  Houston — 222 
Moursund,  Myles  P., 

1019  Hermann  Prof,  Bldg.,  Houston — 
222 

Moursund,  W.  H,,  (dead),  (Emer.), 

Houston — 222 

Mowrey,  Jack  I.,  Box  548,  ^dorado — 426 
Muecke,  Elmo  W.,  Three  Rivers— 42 
Mueller,  Edwin  L., 

1616  San  Pedro,  San  Antonio — 50 
Mueller,  Edwin  L.,  Jr., 

1616  San  Pedro,  San  Antonio — 50 
Mueller,  Helmut  A., 

813  N.  Zangs  Blvd.,  Dallas — 134 
Mueller,  John  A., 

1025  N.  Austin,  Seguin — 202 
Muithead,  Ernest  E., 

5323  Harry  Hines,  Dallas — 134 
Muirhead,  James  J.,  Vernon— 470 
Mullen,  Brooks  W., 

1215  S.  Texas  Bldg.,  San  Antonio — 50 
Mullikin,  Gerald  G., 

915  St.  Joseph  St.,  Dallas — 134 
Mullins,  Donald  H.,  ( Int. ) , 

5422  Lincrest  Lane,  Houston — 14 
Mullins,  J.  Fred, 

927  Strand,  Galveston — 182 
Mullins,  William  B., 

2308  W.  8th  St.,  Amarillo — 378 
Mullowney,  James  P., 

926  Hospital  Dr.,  Tyler — 413 
Multhauf,  A.  W., 

1315  1st  Natl.  Bldg.,  El  Paso — 162 
Mumford,  David  M., 

3520  Montrose  Blvd.,  Houston — 222 
Munal,  H.  Deane,  Box  66,  San  Juan — 238 
Munk,  Otto,  Monahans — 390 
Munro,  L.  Alton,  _ 

1300  Eighth  St.,  Wichita  Falls — 466 
Munsell,  Donald  W., 

3607  Gaston,  Dallas — 134 
Munslow,  Ralph  A.,  „ . . cn 

1233  Nix  Prof.  Bldg.,  San  Antonio — 50 
Muntz,  Hascall  H., 

938  Hospital  Dr.,  Tyler — 410 
Murchison,  St.  Julien  R.,  „ , , , , 

803  Med.  Arts  Bldg.,  Fort  Worth — 414 
Murillo,  Sergio  L., 

3116  Fairmount,  Dallas — 134 
Murley,  Warren  T.,  Jr.,  ( Mil. ) , 

Box  621,  Harlingen  AFB- — 134 
Murphey,  Paul  C., 

2320  Columbus  Ave.,  Waco — 322 
Murphy,  James  D.,  . , 

1556  W.  Magnolia,  Fort  Worth — 414 
Murphy,  Joseph  B., 

4101  Hanover,  Dallas — 134 
Murphy,  Joseph  G.,  (Int.), 

1447  Alaska,  Dallas — 134 
Murphy,  Maurice  H., 

402  S.  Bolivar,  Marshall — 226 
Murphy,  Thomas  P.,  Jr.,  (Int.), 

Childrens  Med.  Cen.,  Dallas — 134 
Murphy,  Weldon  O., 

812  Fisk  Bldg.,  Amarillo— 378 
Murray,  Carl  O.,  Jr., 

Box  820,  Crockett — 10 
Murray,  Hugh  D., 

317  N.  Zangs,  Dallas — 134 
Murray,  Neville, 

827  Nix  Prof.  Bldg.,  San  Antonio — 50 
Murray,  R.  Vincent,  Jr., 

Capital  Natl.  Bk.  Bldg.,  Austin — 434 
Murray,  Robert  A., 

Scott  & White  Clin.,  Temple— 46 
Muttha,  Carroll  E., 

3333  S.  11th  St.,  Abilene — 418 
Musacchio,  Frederick  A., 

1011  Hidalgo  St.,  Laredo— 458 
Mustain,  Rhoads, 

3607  Gaston  Ave.,  Dallas — 134 
Mutnick,  Reuben, 

112  S.  Concepcion,  El  Paso— 162 
Mycoskie,  Bernard  J., 

3rd  & Southwest,  Arlington — 414 
Myers,  Claude  D., 

2104  Pelham  Drive,  Houston — 222 
Myers,  Clyde  P.,  Cotulla — 302 
Myers,  Theodore  B., 

901  W.  Cannon,  Fort  Wonh — 414 
Myers,  William  T., 

Westcliff  Center,  Fort  Worth — 414 
Myrick,  Thomas  S.,  Muenster — 118 


N 

Nabors,  G.  Cooley, 

Walnut  Hill  Village,  Dallas— 134 
Nail,  Ben  M.,  .Jr, 

1002  Med.  Towers,  Houston — 222 
Nail,  James  B., 

1410  Eighth  St.,  Wichita  Falls— 466 
Nail,  James  B.,  Jr., 

1410  8th  St.,  Wichita  Falls — 466 
Nalle,  Ernest,  Jr., 

1312  Main  St.,  Lubbock — 318 
Nance,  John  O., 

325  West  20th  St.,  Houston— 222 
Nanney,  Audie  L., 

406  Cap.  Natl.  Bk.  Bldg.,  Austin— 434 
Narro,  George,  Box  3457,  McAllen — 238 
Nash,  Charles  H.,  Jr., 

1910  Knoxville,  Lubbock — 318 
Nash,  Gloria  H., 

1100  N.  Canterbury,  Dallas — 134 
Nash,  Tom  M., 

729  Med.  Arts  Bldg.,  Dallas— 134 
Naslund,  Edward  G., 

1009  West  10th,  AmariUo— 378 
Nast,  Jerome,  (dead).  Corpus  Christi — 354 
Nast,  Maurice  13., 

1126  3rd  St.,  Corpus  Christi — 354 
Nasta,  Armando,  (Mil.), 

Marine  Corps  Base,  Camp  Pendleton, 
Cal.— 182 
Nathan,  Mayer  H., 

Jeff  Davis  Hosp.,  Houston — 222 
Nations,  Frankie  Nell, 

Box  1059.  New  Braunfels — 114 
Nau.  Carl  A., 

Univ.  of  Tex.  Med.  Br.,  Galveston — 150 
Nau,  Carl  A..  Jr..  (Mil.), 

928  Strand,  Galveston — 182 
Nau,  Cornelius  H., 

351  E.  Hildebrand,  San  Antonio — 50 
Neal,  Durwood  E., 

1556  W.  Magnolia,  Fort  Worth — 414 
Neal,  Leroy  J.,  (Mil.), 

P.  O.  Box  5961,  Dallas— 134 
Neblett,  Robert  A., 

Neblett  Hosp.  & Qin.,  Canyon — 378 
Needham,  Perry  Q., 

Medical  Arts  Bldg.,  Dallas — 134 
Needham,  Robert  H.,  (Hon.), 

Continental  Life  Bldg.,  Fort  Worth — 

414 

Neel,  Joseph  C., 

Medical  Arts  Bldg.,  Dallas — 134 
Neely,  Jubal  A.,  Bellville — 30 
Neely,  Robert  A.,  22  N.  Bell.  Bellville — 30 
Neely,  Winston  B.,  Neely  Bldg.,  Bellville — 30 
Neese,  George  E.,  Frost — 346 
Neidhardt,  Heinrich  W., 

M.  D.  Anderson  Hosp.,  Houston — 222 
Neighbors,  Allen  H.,  ( Inac. ) , 

101  Lavaca,  Austin— 434 
Neighbors,  Allan  H.,  Jr., 

926  East  32nd,  Austin — 434 
Neighbors,  Dewitt, 

701  5th  Ave.,  Fort  Worth— 414 
Neigut,  Joseph  S., 

209  N.  10th,  Junaion — 278 
Neil,  Carleton  M., 

2920  Kirby  I3rive,  Houston — 222 
Neil,  William  H., 

815  Med.  Arts  Bldg.,  Fort  Worth — 414 
Neill,  J.  Lawrence, 

803  E.  Houston,  Tyler — 410 
Neill,  Lex  T., 

803  E.  Houston,  Tyler— 410 
Nelms,  William  H., 

304  W.  Broad  St.,  Freeport — 62 
Nelson,  Albert  L., 

422  E.  Hospital  St.,  Nacogdoches — 342 
Nelson,  Arthur  G., 

9323  Garland  Rd.,  Dallas — 134 
Nelson,  Ernest  J., 

605  Kendlewood  Ave.,  McAllen — 238 
Nelson,  F.  Murphy, 

2 Med.  Arts  Square,  Austin — 434 
Nelson,  George  C.  (Int.), 

Scott  & White  Hosp.,  Temple— 46 
Nelson,  Joe  T.,  Weatherford — 362 
Nelson,  Marion  H., 

6803  Hillcrest,  Dallas — 134 
Nelson,  Oscar  T.,  6003  Victor,  Dallas — 134 
Nelson,  Richard  L., 

W.  F.  Clinic  Hosp.,  Wichita  Falls— 466 
Nelson,  Robert  S., 

6723  Bertner  Blvd.,  Houston — 222 
Nemir,  Stuart  S.,  Jr., 

3615  21st  St.,  Lubbock — 318 
Nering,  A.  Robert, 

1025  1st  Natl.  Bldg.,  El  Paso — 162 
Nesbit,  Harold  T., 

3707  Gaston  Ave.,  Dallas — 134 
Nesbit,  Preston  M., 

309  E.  Main,  Arlington — 414 
Nesbitt,  Irene  T.,  4335  Lemmon,  Dallas — 134 
Nesrsta,  George  L., 

Ill  E.  Harris,  San  Angelo— 426 


Nesselrode,  John  E., 

3130  Wisconsin,  Baytown — 222 
Nester,  Chas.  R.,  Canyon — 378 
Nettles,  Mark  K., 

6924  Lyons  Ave.,  Houston — 222 
Neubauer,  Dorothea  £., 

147  S.  Lexington,  Corpus  Christi — 354 
Neumaier,  Hilde, 

1010  Federal  Rd.,  Houston — 222 
Neuman,  Albert,  3829  Hall,  Dallas — 134 
Neuville,  Carroll  F., 

P.  O.  Box  907,  Nacogdoches — 342 
Newburn,  C.  L.,  Box  1269,  Jacksonville — 94 
Newby,  Hi  E., 

300  W.  Dignowity,  Del  Rio — 326 
Newell,  Edward  A., 

1511  N.  Beckley,  Dallas— 134 
Newell,  Philip  D., 

930  N.  Edgefield,  Dallas — 134 
Newkirk,  William  H., 

1031  E.  Main  St.,  Alice — 70 
Newman,  Henry  W.  (Inac.), 

2710  San  Pedro,  Austin— 434 
Newman,  Peggy  Jo,  Box  128,  Burnet — 298 
Newsom,  Asa  A., 

3707  Gaston  Ave.,  Dallas — 134 
Newsom,  Asa  A.,  Jr., 

3707  Gaston  Ave.,  Dallas — 134 
Newsom,  Robert  L.,  Munday — 38 
Newton,  Berne  L., 

Methodist  Hosp.,  Houston — 222 
Newton,  Earl  H.,  Box  394,  Corsicana — 346 
Newton,  Frank  H., 

209  Med.  Arts  Bldg.,  Dallas— 134 
Newton,  Jerry,  302  Croyden,  San  Antonio— 50 
Newton,  William  A., 

2698  McFaddin  St.,  Beaumont — ^262 
Newton,  William  R.,  Cameron — 330 
Nibling,  Boyd,  Box  1178,  McCamey — 126 
Nibling,  George  W.  (Hon.), 

1416  W.  Harris,  San  Angelo — 426 
Niblo,  Grady,  Jr., 

351  W.  Jefferson,  Dallas — 134 
Nichol,  William  W., 

Brooke  Army  Hosp., 

Fort  Sam  Houston — 50 
Nichols,  Ace  E.,  2508  Austin,  Waco — 322 
Nichols,  C.  V.,  202  4th  St.,  Richmond— 462 
Nichols,  Carl,  Box  272,  Gladewater — 194 
Nichols,  Claude  R.,  Jr.,  (Int.), 

1714  Hillcrest  Dr.,  Durham,  N.  C. — 222 
Nichols,  E.  O.,  Jr., 

215  W.  Alpine,  Plainview — 206 
Nichols,  E.  O.,  Sr., 

1402  W.  Eleventh,  Plainview — 206 
Nichols,  H.  Clay,  Drawer  111,  Luling — 78 
Nichols,  Joe  D.,  Atlanta — 90 
Nichols,  John  Wm., 

208  N.  Main,  Galena  Park — 222 
Nichols,  Myron  McCall, 

2203  W.  Illinois,  Midland— 14 
Nichols,  Pike  C.,  (Hon.), 

313  E.  HiU  St.,  Spur— 52 
Nichols,  Thomas  K.,  Atlanta — 90 
Nicholson,  Harold  E.,  Sr.,  Wheeler — 22 
Nicholson,  Harold  E.,  Jr.,  Wheeler — 22 
Nicholson,  John  R., 

508  Med.  Arts  Bldg.,  San  Antonio — 50 
Nicholson,  William  D., 

304  W.  Broad,  Freepon — 62 
Nickell,  David  F., 

322  E.  Harrison,  Harlingen — 82 
Nickey,  Laurance  N.  (Mil.), 

901  Cincinnati  St.,  El  Paso— 222 
Nicolaou,  George  T., 

911  St.  Joseph,  Dallas — 134 
Nicosia,  B^ph  V., 

805  Westheimer,  Houston — 222 
Nifong,  Harry  D.  (Inac.),  Mansfield— 414 
Nisbet,  Alfred  A., 

700  S.  McCullough,  San  Antonio— 50 
Nitsche,  Ernest  W.  (Hon.), 

5749  Gaston,  Dallas — 134 
Nitschke,  Richard  E., 

5307  Broadway,  San  Antonio— 50 
Nixon,  James  W., 

1121  Nix  Prof.  Bldg.,  San  Antonio — 50 
Nixon,  James  W.,  Jr., 

1121  Nix  Prof.  Bldg.,  San  Antonio — 50 
Nixon,  Pat  I., 

1022  Med.  Arts  Bldg.,  San  Antonio — 50 
Nixon,  Pat  I.,  Jr., 

1022  Med.  Arts  Bldg.,  San  Antonio — 50 
Nixon,  Robert  R., 

401  Med.  Prof.  Bldg.,  San  Antonio — 50 
Nixon,  Sam  A.,  Jr.,  Box  548,  Nixon — 186 
Noble,  Roy  C., 

Rusk  State  Hosp.,  Rusk — 94 
Nobles,  Millard  W., 

Ill  N.  Knight  St.,  Hereford — 142 
Noell,  L.  Pope,  Jr., 

1202  S.  15th  St.,  Harlingen — 82 
Noonan,  Richard  L., 

ill  N.E.  11th  St.,  Grand  Prairie — 134 
Nordmeyer,  Arthur  F., 

105  W.  9th  St.,  Mission — 238 
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Norgaaid,  Hal  V.,  420  Normal,  Denton — 146 
Norman,  Floyd  A., 

4143  Cole  Ave.,  Dallas — 134 
Norman,  Lois  L., 

203  M.  P.  Bk.  Bldg.,  Sherman — 190 
Norman,  Ruskin  C., 

1502  Nix  Prof.  Bldg.,  San  Anronio — 50 
Norman,  Wayman  B.,  Box  66,  Longview — 194 
Norris,  John  E.,  6448  Fannin,  Houston — 222 
Norris,  Ronald  F., 

1610  Mem.  Prof.  Bldg.,  Houston — 222 
Norris,  Itomas  A.  (Mil.), 

Confederate  Mem.  Med.  Center, 
Shreveport,  La. — 262 
North,  Norman  T., 

1008  Doherty,  Mission — 238 
Northington,  Harold  M., 

218  N.  Houston,  Wharton — 462 
Norton,  John  A.  (Mil.), 

Foster  A.  F.  B.,  Viaoria — 446 
Norton,  Joseph  G., 

4205  Lreland,  Houston — 222 
Norton,  Richard  G.,  Box  4673,  Midland — 14 
Noteboom,  Gerard,  ( Int. ) , 

Baylor  Univ.  Hosp.,  Dallas — 134 
Novak,  Lumir  F., 

St.  Anthony  Hotel,  San  Antonio — 50 
Novak,  Theodore  W., 

413  N.  Lincoln,  Odessa — 14 
Novoa,  Enrique, 

103  Buena  Vista,  San  Antonio — 50 
Novosad,  Charles  L.,  Jr., 

400  E.  19th  St.,  Odessa — 14 
Nowierski,  Lran  W.,  Yorktown — 150 
Nowlin,  William  C., 

Littlefield  Clin.,  Littlefield— 294 
Nunnally,  Cleon  S., 

703  Depot,  Big  Lake — 126 
Nunnelley,  Emmett  C.,  Jr., 

3219  Turtle  Creek,  Dallas — 134 
Nyman,  Randall  D., 

1015  Pennsylvania,  Fort  Worth — 414 
Nystrom,  Robert  E., 

1442  N.  3rd  St.,  Abilene — 418 


0 

Oates,  James  R., 

615  Hermann  Prof.  Bldg.,  Houston — 222 
Oates,  K.  D.,  Graham — 362 
Oates,  Laried  S.,  116  Cora  St.,  Center— 406 
O’Banion,  J.  Turner, 

880  S.  Magnolia  Ave.,  Luling — 78 
O’Banion,  John  Wm.,  Jr.  (Int.), 

Med.  Arts  Bldg.,  Snyder — 134 
O'Bannon,  Roscoe  P., 

1216  Pennsylvania,  Fort  Worth — 414 
Obenchain,  'Thos.  H.,  Jr., 

3606  Maple  Ave.,  Dallas — 134 
Oberlin,  Donald  L.  ( Int. ) , 

Akron  City  Hosp.,  Alaon,  Ohio — 134 
Obert,  Paul  M., 

Citizens  Mem.  Hosp.,  Viaoria— 446 
O’Brien,  Harold  A.,  3707  Gaston,  Dallas — 134 
O’Brien,  Justin  D., 

1135  Med.  Arts  Bldg.,  Dallas— 134 
O’Brien,  Minnie  C.  (dead),  San  Antonio — 50 
O’Brien,  Richard  F., 

1713  Huge  Oaks,  Houston — 222 
O’Brien,  Robert  B., 

1713  Huge  O^s,  Houston — 222 
O’Brien,  ’Thomas  P., 

1001  Louisiana,  Corpus  Christi — 354 
O’Bryant,  Julian  W., 

9th  Ave.,  N.,  at  5th,  N.,  Texas  City — 182 
O’Connor,  Timothy  D.,  Pearsall — 302 
Odell,  Joyce  W., 

506  Goodhue  Bldg.,  Beaumont — 262 
Odom,  James  A.  (Hon.), 

Box  706,  Memphis — 22 
O’Donnell,  John  W.,  Box  993,  Alpine — 370 
O’Donnell,  William  W., 

3200  Caroline,  Houston — 222 
Oehlschlager,  F.  Keith, 

1208  W.  10th,  Odessa— 14 
Ogden,  U.  B.,  Box  568,  Pleasanton — 26 
Ogden,  William  H.  (Hon.),  Electra— 466 
Ogle,  Joseph  C., 

936  N.  Edgefield,  Dallas — 134 
Oglesby,  Paul  C., 

711  Kirk  PI.,  San  Antonio— 50 
O’Grady,  Joseph  A., 

715  Houston  St.,  Plainview — 206 
O’Heeron,  Michael  K., 

1804  Med.  Towers,  Houston — 222 
Ohlhausen,  S.  G., 

2827  Renshaw,  Houston — 222 
Olcott,  Cornelius,  Jr., 

218  E.  Harrison,  Harlingen — 82 
Olcott,  Eugene  D., 

425  S.  Summit,  Fort  Worth— 414 
Old,  James  R., 

518  Goodhue  Bldg.,  Beaumont — 262 


Oldham,  Dudley  Y., 

5503  Crawford,  Houston — 222 
Oles,  C.  Patrick,  (Int.), 

Parkland  Hosp.,  Dallas — 378 
Olin,  Walter  G.,  Jr., 

165  Hermann  Prof.  Bldg.,  Houston — 222 
Oliver,  Billy  Byrd, 

3707  Gaston  Ave.,  Dallas — 134 
Oliver,  David  R., 

1605  Nix  Prof.  Bldg.,  San  Antonio — 50 
Oliver,  J.  Stanley, 

7444  Harrisburg,  Houston — 222 
Oliver,  John  T., 

7444  Harrisburg,  Houston — 222 
Oliver,  Tom  M., 

1722  Colcord  Ave.,  Waco — 322 
Oliver,  William  D.,  (Inac.), 

^x  61,  Galena  Park — 222 
Oliveros,  Leonor  O., 

504  Blount  St.,  Longview — 194 
O’Loughlin,  Richard  K., 

3801  19th  St.,  Lubbock — 318 
Olsen,  Roy  W., 

6243  Richmond  Rd.,  Houston — 222 
Olson,  Stanley  W., 

1200  M.  D.  Anderson  Blvd., 

Houston — 222 
O’Neal,  Kermit  C., 

1022  S.  16th  St.,  Harlingen — 82 
O’Neil,  Andrew  W.,  Falfurrias — 70 
O’Neill,  Francis  E.. 

120  Med.  Prof.  Bldg.,  San  Antonio — 50 
O’Neill,  James  R., 

602  W.  French  PI.,  San  Antonio — 50 
O’Neill,  Owen  R., 

546  Pine  Bluff  St.,  Paris— 290 
O’Quin,  William  A., 

Baker  Hotel  Bldg.,  Mineral  Wells — 362 
Ord,  John  W..  (MU.), 

U.S.A.F.,  Hosp.,  Lackland  AFB — 50 
O’Reilly,  John  J.,  (Hon.), 

19  Peak  Rd.,  Austin— ^14 
Orgeron,  Eugene  B., 

541  Ninth  Ave.,  Port  Arthur — 262 
Orlando,  Anthony  M., 

1723  Buena  Vista,  San  Antonio — 50 
Orman,  Forrest  C., 

nil  Ellis  Ave.,  Lufkin— 18 
Orman,  McDonald, 

Med.  Arts  Bldg.,  Houston — 222 
Ormond,  Anthony  Milton,  (MU.), 

Dallas— 134 

Orr,  Guy  H.,  5043  Bellfort,  Bellaire — 222 
Orr,  Marjorie  K.,  206  North  O,  Midland — 14 
Orr,  Wm.  Robert. 

Univ.  of  Tex.  Med.  Br.,  Galveston — 50 
Orrick,  Robt.  Jack.  Jr., 

305  Doaors  Bldg.,  Beaumont — 262 
Orrill,  R.  Ray, 

Medical  Bldg.,  Port  Arthur — 262 
Ory,  Edwin  M.,  810  Med.  Towers, 

Houston — 222 
Ory,  Lee  K.,  Comanche — 74 
Osborn,  Frank  E.,  (Hon.), 

303  S.  10th  St.,  McAllen — 238 
Osborn,  Robert  W..  Box  329,  McAllen — 238 
Osborne,  Clarence  F.,  Box  769,  Pasadena — 222 
Osborne,  John  A.,  Jr., 

2525  Calder,  Beaumont — 262 
Oshman,  Joseph, 

1010  Ohio,  Corpus  Christi — 354 
Ossenfort,  William  F.. 

5851  Del  Roy  Dr.,  Dallas — 134 
Oswalt,  Chas.  E.,  Jr., 

201  N.  Water  St.,  Fort  Stockton — 370 
Otero,  Manuel  J., 

’Terrell  State  Hosp.,  TerreU — 274 
Otero,  Pedro  J., 

413  Internatl.  Bldg.,  San  Antonio — 50 
Ott,  William  M., 

1101  S.  Martin.  Kilgore — 194 
Ott,  William  O., 

1017  W.  Terrell  Ave.,  Fort  Worth — 414 
Otto,  John  L., 

112  North  Blvd.,  Galveston — 182 
Outlar,  L.  Bolton, 

218  N.  Houston.  Wharton — 462 
Overstreet,  John  W., 

Hermann  Prof.  Bldg.,  Houston — 222 
Overton,  Marvin  C.,  Jr., 

Hughes  Bldg.,  Pampa— 430 
Overton,  Philip  M.,  (Int.), 

Parkland  Hosp.,  Dallas — 134 
Overton,  Robert  C.,  Jr., 

Hermann  Prof.  Bldg.,  Houston — 222 
Owen,  A.  George,  ( Inac. ) , 

Rt.  5,  Brenham — 454 
Owen,  May,  Box  1719,  Fort  Worth — 414 
Owen,  William  R., 

Hermann  Prof.  Bldg.,  Houston — -222 
Owens,  Guy, 

2209  W.  7th  Ave.,  AmariUo — 378 
Owens,  John  B., 

613  Harold  Ave.,  Houston — 222 
Owens,  Ross, 

807  Gibbs  Bldg.,  San  Antonio — 50 


Owers,  Albert,  6655  Travis  St.,  Houston — 222 
Owsley,  William  C.,  Jr., 

214  Hermann  Prof.  Bldg.,  Houston — 222 
Oxford,  Jerry  W.,  (Hon.),  Floresville — 270 
^ford,  M.  Bradfield, 

1602  Nix  Bldg.,  San  Antonio — 50 
Ozier,  Billy  B.,  410  S.  Water  St.,  Burna — 298 


P 

Pace,  Bedford  F., 

555  Tenth  St.,  Beaumont — 262 
Pace,  John  M., 

428  Med.  Arts  Bldg.,  Dallas — 134 
Pace,  Robert  E.,  Jr., 

500  Broad  St.,  Wichita  Falls — 466 
Pack,  Leonard  C., 

104  N.  7th  St.,  Gatesville— 122 
Packard,  Duan  E.,  Kerrville — 278 
Packard,  John  P., 

214  E.  Harrison,  Harlingen — 82 
Padgett,  Harold  O.,  Box  749,  Marshall — 226 
Padgett,  John  W.,  310  Ave.  B,  Killeen— 46 
Padgett,  W.  O.,  Graham — 362 
Padilla,  Arthur, 

415  Commerce  Bldg., 

Corpus  Christi — 354 
Padilla,  Guillermo, 

2502  Canal  St.,  Houston — 222 
Page,  Carl  F.,  Box  188,  Dimmitt — 142 
Page,  J.  Herbert,  (Inac.), 

5517  Crawford  St.,  Houston — 222 
Paggi,  Leonard  C., 

404-A  W.  15th  St.,  Austin — 434 
Paine,  Henry  C., 

851  E.  Travis,  La  Grange — 110 
Painter,  Joseph  T., 

1603  Med.  Arts  Bldg.,  Houston — 222 
Painter,  ’T.  S.,  Jr., 

313  Cap.  Natl.  Bk.  Bldg.,  Austin— 434 
Painton,  Clifford  E., 

900  Ninth  Ave.,  Port  Arthur — 262 
Palafox,  Mario, 

520  Montana  St.,  El  Paso — 162 
Palasota,  Pete  C., 

254  Leggett  Dr.,  Abilene — 418 
Paley,  Hyman  W., 

John  Sealy  Hosp.,  CJalveston — 182 
Palisano,  Philip  A., 

2211/2  S.  Main,  McAllen— 238 
Palm,  William  M., 

2014  Crawford,  Houston — 222 
Palmer,  Joseph  W., 

7407  Broadway,  San  Antonio — 50 
Palmer,  Mahlon  P., 

1314  E.  Hwy.  77,  Harlingen — 82 
Pannill,  Fitzhugh  C.,  Jr., 

Med.  Arts  Clin.,  Corsicana — 346 
Panzarella,  Carlo  J., 

P.  O.  Box  766,  Humble — 222 
Panzer,  Ralph  P., 

212  E.  5th  St.,  Weslaco— 238 
Pape,  Robert  W.,  (Int.), 

Naval  Med.  Research  Inst., 

Bethesda,  Md.— 434 
Pappas,  Patrick  H., 

3621  21st  St.,  Lubbock— 94 
Pappas.  Peter,  Jr., 

Ellington  Mem.  Hosp.,  Atlanta — 90 
Para,  Andrew  W., 

210  1st  Natl.  Bk.  Bldg.,  Brownsville — 82 
Parchman,  Hugh  W.,  810  Lamar,  Paris — 290 
Paris,  P.  J., 

811  Littlefield  Bldg.,  Austin — 434 
Park,  Barton  E., 

1121  W.  Jefferson,  Dallas — 134 
Park,  David  R., 

4010  Montrose  Blvd.,  Houston — 222 
Park,  J.  Walter,  III, 

Nix  Prof.  Bldg.,  San  Antonio— 50 
Parker,  Edward  R.,  5511  Hudson,  Dallas — 134 
Parker,  George  E., 

4115  Caroline,  Houston — 222 
Parker,  Gerald  W.,  (Mil.), 

USAF  Hosp.,  Lackland  AFB — 50 
Parker,  James  P., 

2430  Cedar  Dr.,  La  Marque — 182 
Parker,  Marshall  E.,  (Hon.),  Anderson — 198 
Parker.  S.  Mitchell, 

480  N.  Sam  Houston,  San  Benito— 82 
Parker,  Wade  M.,  735  N.  5th,  Silsbee — 218 
Parker,  William  L.,  Box  717,  Perryton — 430 
Parker,  William  L., 

1300  Eighth  St.,  Wichita  Falls — 466 
Parkman,  Robert  L.,  Jr., 

Box  1140,  Liberty — 310 
Parks,  Walter  S.,  Jr., 

2009  W.  Wall,  Midland— 14 
Parnell,  Billy  Joe, 

1221  Med.  Arts  Bldg.,  Dallas— 134 
Parnell,  Claude  J.,  Jr., 

928  S.  14th  St.,  Kingsville — 402 
Parr,  Luther  H., 

825  Med.  Arts  Bldg.,  Houston — 222 
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Parrish,  Frank  F., 

Hermann  Prof.  Bldg.,  Houston — 222 
Parrish,  Robert  E., 

527  Med.  Arts  Bldg.,  San  Antonio — 50 
Parrish,  Wilmer  E., 

Med,  & Surg.  Clin.,  Longview — 194 
Parson,  George  W.,  Box  778,  Texarkana — 58 
Parsons,  Clyde  W., 

1300  Eighth  St.,  Wichita  Falls — 466 
Parsons,  James  M., 

1318  Main  St.,  Lubbock — 318 
Parsons,  John  C., 

1125  Nix  Prof.  Bldg.,  San  Antonio — 50 
Partain,  Jack  M., 

205  Camden  St.,  San  Antonio — 50 
PranV  T 

1222  Nix  Prof.  Bldg.,  San  Antonio— 50 
Passamonte,  Jane  A., 

1516  W.  Jefferson,  Dallas — 134 
Passmore,  Ben  H., 

1732  Nix  Prof.  Bldg.,  San  Antonio— 50 
Passmore,  Glenn  G., 

1529  Nix  Prof.  Bldg.,  San  Antonio — 50 
Pasternack,  Joseph  G,, 

1001  Louisiana  St.,  Corpus  Christ! — 354 
Pastrana,  Raul, 

706  Caples  Bldg,,  El  Paso — 162 
Pate,  Clarence  C..  Paducah — 214 
Pate,  Joe  J., 

Ill  W.  Black  Jack,  Dublin— 166 
Pate,  John  W., 

803  E.  Holland  Ave.,  Alpine — 370 
Pate,  Virgil  A.,  Jr., 

1101  N.  19th  St.,  Abilene— 418 
Paternostro,  Chas.  J., 

Med.  Arts  Bldg.,  Dallas — 134 
Paterson,  Elizabeth  A., 

2614  Del  wood  PL,  Austin — 434 
Patman,  R.  Donald,  (Int.), 

Parkland  Mem.  Hosp.,  Dallas — 134 
Paton,  Donald  M.,  6611  Travis,  Houston — 222 
Patrick,  Ralph  C., 

907  Med.  Arts  Bldg.,  Houston — 222 
Patten,  Thelma  A., 

222  W.  Dallas  St.,  Houston — 222 
Patterson,  Andrew  M., 

Box  70,  Mineral  Wells — 362 
Patterson,  Bertha  M.,  (Hon.), 

905  College  Ave.,  Fort  Worth — 414 
Patterson,  Casey  E., 

729  Med.  Arts  Bldg.,  Dallas — 134 
Patterson,  Cecil  O., 

1414  Med.  Arts  Bldg.,  Dallas — 134 
Patterson,  John  B., 

415  Med.  Arts  Bldg.,  Fort  Worth — 414 
Patterson,  Marcel, 

Univ.  of  Tex.  Med.  Br.,  Galveston — 182 
Patterson,  Robert  T., 

1503  Tuam,  Houston — 222 
Patterson,  Tom  V., 

502  W.  Oak,  Denton — 146 
Patteson,  James  L., 

Terrell  State  Hosp.,  Terrell — 274 
Patreson,  Morris  K.,  Lampasas — 298 
Pattillo,  Albert  D., 

510  Cap.  Natl.  Bk.  Bldg.,  Austin — 434 
Pattillo,  Guy  L.,  2073  Cedar  St.,  Abilene — 418 
Patton,  David  M., 

703  Harrison  St.,  Amarillo — 378 
Patton,  Louis  K., 

703  Harrison  St.,  Amarillo — 378 
Patton,  Walter  H.,  6003  Victor,  Dallas — 134 
Patton,  Walter  S., 

703  Harrison  St.,  Amarillo — 378 
Paulsen,  Paul  F.,  Jr., 

2913  Red  River,  Austin — 434 
Paulson,  Donald  L., 

3810  Swiss  Ave.,  Dallas — 134 
Pauly,  A.  Nottingham, 

936  N.  Edgefield,  Dallas — 134 
Pawelek,  I.  L., 

2211  Augusta  Dr.,  Houston — 222 
Pawelek,  Louis  G., 

222  Med.  Arts  Bldg.,  Houston — 222 
Payne,  Clifford  E., 

2415  6th  St.,  Lubbock — 318 
Payne,  Donald  E.,  305  W.  Rusk,  Tyler — 410 
Payne,  Frank  C., 

ills.  Miller,  Breckenridge — 1 54 
Payne,  Frank  C.,  Jr.,  (Mil.), 

Army  Surg.  Gen.  Bldg., 

Washington,  D.  C. — 134 
Payne,  Glen  B.,  250  W.  Lubbock,  Slaton — 318 
Payne,  Ralph  B., 

608  W.  8th  St.,  Amarillo — 378 
Payne,  Ross  W.,  Clarksville — 386 
Payne,  Virgil  M.,  Jr., 

1209  Med.  Arts  Bldg.,  Dallas— 134 
Payne,  William  T., 

408  N.  Alleghaney,  Odessa — 14 
Payte,  James  T., 

107  N.  Cibolo,  San  Antonio — 50 
Payton,  Calvin  W.,  Box  414,  Longview — 194 
Pazdral,  George  V.,  Somerville — 454 


Peace,  Dewey  W.,  Box  608,  Bishop — 286 
Peace,  Dewey  W.,  Jr.,  (Mil.), 

FPO  128  Navy,  San  Francisco,  Cal. — 286 
Peacock,  George  E., 

1500  Gregg,  Big  Spring — 250 
Pearce,  Francis  M.,  Jr., 

605  Cap.  Natl.  Bk.  Bldg.,  Austin — 434 
Pearce,  H.  Wynne, 

707  Main  St.,  Orange — 358 
Pearcy,  Frank,  2606  Oak  Lawn,  Dallas — 134 
Pearson,  Bernard  S., 

P.  O.  Box  390,  Harlingen — 82 
Pearson,  Daniel  B.,  Jr., 

5119  Ave.  S,  Gaiveston — 430 
Pearson,  Huston, 

Wynnewood  Prof.  Bldg.,  Dallas — 134 
Peavy,  Charles  D., 

806  Littlefield  Bldg.,  Austin — 434 
Peavy.  J.  E., 

11908  Oak  Trail,  Austin — 350 
Peck,  T.  T..  Jr., 

721  E.  Texas  Ave.,  Baytown — 222 
Pecora,  Tony  L., 

610  Goodhue  Bldg.,  Beaumont — 262 
Peddie,  George  H., 

804  Hermann  Prof.  Bldg.,  Houston — 222 
Peden,  James  K., 

1420  Med.  Arts  Bldg.,  Dallas — 134 
Pedigo,  Paul  C.,  Strawn — 362 
Pedigo,  Smith  J.,  (Int.), 

John  Peter  Smith  Hosp.,  Fort  Worth — 414 
Peebles,  Felix,  Jr., 

419  Perry  Bldg.,  Lufkin — 18 
Peer,  George  F., 

413  N.  Lincoln,  Odessa — 14 
Pelphrey,  Charles  F., 

8 Med.  Arts  Square,  Austin — 434 
Pemberton,  Charles  W., 

222  W.  Dallas  St.,  Houston — 222 
Pence,  Ludlow  M., 

210  N.  Westmoreland,  Dallas — 134 
Pence,  Winfield  S.,  (dead),  San  Saba— 74 
Pendergrass.  Robert  K.,  Pittsburg — 86 
Penly,  Richard  S.,  Falfurrias — 70 
Penn.  Rhesa  L.,  Jr.,  Box  5073,  Midland — 14 
Pennal,  Hugh  A., 

2209  W.  7th  St.,  Amarillo — 182 
Pennington,  Hugh  A., 

2613  34th  St.,  Lubbock — 318 
Pennington,  Thomas  J., 

820  N.  Mound,  Nacogdoches — 342 
Penny,  George  E., 

801  Matamoros,  Laredo — 458 
Pentecost,  Chas.  L., 

3155  Stagg  Dr.,  Beaumont — 262 
Perdue,  George  W.. 

No.  2 Chelsea  PL,  Houston — 222 
Perkins,  Jack  F.,  (Hon.), 

3526  Cedar  Springs,  Dallas — 134 
Perkins,  Lynn  C., 

5320  Wedgmont  Cir.,  Fort  Worth — 414 
Perkins,  Maury  J., 

2415  Morgan  Ave.,  Corpus  Christ! — 354 
Perlman,  Samuel, 

404  N.  St.  Mary  St.,  Carthage — 366 
Perrin.  E.  Douglas,  Hamlin — 418 
Perrin,  Robert  W., 

8215  Westchester,  Dallas — 134 
Perry,  Alvin  L., 

209  Med.  Arts  Bldg.,  El  Paso — 162 
Perry,  J.  Hardin.  Fredericksburg — 278 
Perry,  John  H.,  Jr., 

Med.  Arts  Bldg.,  Wichita  Falls — 466 
Perry,  John  L.,  Jr., 

4705  Montrose,  Houston- — 222 
Perryman,  Gerald  F., 

Dow  Hosp.,  Freeport — 62 
Pesek,  Edward  F.,  (Mil.), 

437  Surg.  Hosp.,  San  Francisco,  Cal, — 98 
Peters,  I.  D., 

Hermann  Prof.  Bldg.,  Houston — 222 
Peters,  Joseph  F.,  Jr., 

Box  431,  Alvarado — 266 
Peters,  Leo  E.,  Devine — 326 
Peters,  Leo  J.,  (Hon.),  Schulenberg — 110 
Peters,  Leo  J.,  Jr., 

601  4th  St.,  Orange — 358 
Peters,  Roland  O.,  Sweetwater — 350 
Petersen.  Henry  A., 

820  Med.  Arts  Bldg.,  Houston — 222 
Peterson,  Carl  A., 

4710  Lillian,  Houston — 222 
Peterson,  Robert  C., 

510  Harrison  Ave.,  San  Antonio — -50 
Peterson,  Thomas  H.,  Mineola — 478 
Peterson,  Walter  L., 

Box  7206,  Hackberry  Sta.,  San  Antonio 
—50 

Peticolas,  John  D., 

214  Banner  Bldg.,  El  Paso — 162 
Petit,  Paul  T.. 

2627  Laurel  Ave.,  Beaumont — 262 
Petri,  Karin  A., 

4119  Montrose  Blvdi,  Houston — 222 
Petty,  James  L., 

3115  Proaer,  Port  Arthur — 262 


Petta,  George  H., 

P.  O.  Box  1727,  Harlingen — 82 
Petta,  Walter  B., 

1556  W.  Magnolia,  Fort  Worth — 414 
Pettigrew,  James  A., 

Scott  & White  Hosp.,  Temple — 46 
Petty,  Preston  D., 

1325  Hickory,  Abilene — 418 
Petway,  Aileen, 

3302  Cloverdale  St.,  Houston — 222 
Petway,  Max  E.. 

8802  Curry  Rd.,  Houston — 222 
Peyton,  John  B., 

Med.  Arts  Bldg.,  Dallas — 134 
Pfeffer,  John  F., 

1516  Pierce,  Houston — 222 
Pfeiffer,  Eva  Marie, 

5404  Palms  Center,  Houston — 222 
Pfeiffer,  John  P.,  Jr., 

1306  Oblate  Dr.,  San  Antonio — 50 
Phato,  Milam  B., 

8215  Westchester,  Dallas — 134 
Phelps,  C.  Ray,  Rt.  3.  Denison — 190 
Phelps,  Travis  B., 

1546  S.  Brownlee,  Corpus  Christi — 354 
Philips,  Harry  O.,  Lone  Star — 86 
Philips,  William  P., 

3724  Oneal  St.,  Greenville — 254 
Phillippi,  George  M., 

2165  North  St.,  Beaumont — 262 
Phillips.  Charles, 

3745  Arnold  Ave.,  Houston — 222 
Phillips,  Claude  M., 

444  Hammond  Ave.,  San  Antonio — 50 
Phillips,  Claurice  M., 

1212  Houston,  Levelland — 294 
Phillips,  Elliott  S., 

1803  Crawford,  Houston — 222 
Phillips,  James  R., 

117  N.E.  8th  St.,  Grand  Prairie — 134 
Phillips,  John  M.,  Jr., 

6448  Fannin.  Houston — 222 
Phillips,  John  R., 

Med.  Arts  Bldg.,  Houston — 222 
Phillips,  Joseph  T., 

Tribune  Bldg.,  Austin — 434 
Phillips.  Leon,  1902  Blodgett,  Houston — 222 
Phillips.  Oliver  M., 

1221  W.  Lancaster,  Fort  Worth — 414 
Phillips,  Richard  J.,  (Mil.), 

U.  S.  Army  Hosp.,  Tooele,  Utah — 162 
Phillips,  Roycerene  H., 

117  N.E.  8th  St.,  Grand  Prairie — 134 
Phillips.  Sam  H..  Jr., 

VA  Hosp.,  McKinney — 106 
Phillips,  Warren  M., 

152  New  Laredo  Hwy.,  San  Antonio — 50 
Phillips,  William  G., 

3021  Race,  Fort  Worth— 414 
Phipps.  John, 

8262  Park  PL  Blvd.,  Houston — 222 
Pickard,  James  M.,  1936  Amelia,  Dallas — 134 
Pickard,  Luther  J.,  Clinic  Bldg.,  Abilene— 418 
Pickens,  J.  Wendell,  Cleburne — 266 
Pickett,  Jack  B.  E.,  Jr., 

Box  398,  Carrizo  Springs — 302 
Pickett,  B.  E.,  Sr.,  Carrizo  Springs — 302 
Pickett,  John  M., 

2714  W.  10th  Ave.,  Amarillo — 378 
Pickett,  Taylor  T.,  5702  Goliad,  Dallas — 134 
Pickett,  William  H., 

922  Med.  Arts  Bldg.,  Dallas — 134 
Pickle.  Coy  R., 

1316  W.  Garland  Ave.,  Garland — 134 
Pieratt,  Karl  W.,  124  Amherst,  Dumas — 130 
Pierce,  Alexander  W., 

1518  Tenth  St„  Wichita  Falls — 466 
Pierce,  Graham  L.,  3607  Gaston,  Dallas — 134 
Pierce,  James  L.,  Jr.,  Box  271,  Sinton — 402 
Pierce,  John  R., 

705  Randal  Mill  Rd..  Arlington — 414 
Pierce,  Robert  B.,  2811  Ave.  S,  Snyder — 52 
Pierce,  Robert  J., 

109  S.  Delaware,  Irving — 134 
Pierce,  Wendell  L., 

415  E,  Yandell,  El  Paso — 162 
Pierson,  Milton  A., 

9323  Garland  Rd.,  Dallas — 134 
Pierson,  Rogers,  Box  2908,  Beaumont — 262 
Pigford,  Charles  A.,  1 18  Jarvis,  Lubbock — 318 
Pilcher,  John  F., 

P.  O.  Box  5416,  Corpus  Christi — 354 
Pillow,  David  J., 

7211  Grapevine  Hwy.,  Fort  Worth — 414 
Pilmer,  Gordon  A., 

Med.  Arts  Bldg.,  San  Angelo — 426 
Pink,  Erwin  G.,  Frisco — 106 
Pinkston.  Lee  G., 

3305  Thomas  Ave.,  Dallas — 134 
Pipkin,  J.  Lewis, 

714  Med.  Arts  Bldg.,  San  Antonio — 50 
Pipkin,  Robert  W.,  Box  3663.  Baytown — 222 
Piranio,  Joe  C.,  606  Monssen  Dr..  Dallas — 134 
Pirrung,  Joey  M.,  Box  135.  Mesquite — 134 
Pirtle,  G.  William,  Jr., 

2025  Sterling  Dr.,  Tyler— 410 
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Pitre,  Roy  P., 

County  Office  Bldg.,  Port  Arthur — 262 
Pittard,  ^ox  J.,  1054  12th  St.,  Anson — 418 
Pittman,  James  E., 

622  Hermann  Prof.  Bldg.,  Houston — 222 
Pittman,  John  W.,  325  N.  Main,  Belton — 46 
Plasek,  William  W., 

317  N.  2nd  St.,  Temple — 46 
Playfair,  James  H., 

516  E.  Pierce,  Luling — 78 
Pohl,  Donald  E., 

1 Med.  Arts  Square,  Austin — 434 
Poindexter.  Cary  A.,  Crystal  City — 326 
Pokorny,  Alex  D., 

2002  Holcombe  Blvd.,  Houston — 222 
Polk,  Vernon  T.. 

3280  Fannin,  Beaumont — 262 
Polka,  James  B., 

312  Med.  Prof.  Bldg.,  San  Antonio — 50 
Pollock,  Douglas  H.. 

411  Ninth  St.,  Orange — 358 
Pollok,  Lewis  W.,  (Hon.) , 

618  N.  13th  St.,  Temple — 46 
Polsky,  Morris,  1503  Guadalupe,  Austin — 434 
Pomerantz,  R.  Bernard, 

6936  San  Pedro,  San  Antonio — 50 
Ponder,  Stewart  M.,  Waelder — 186 
Ponsford,  John  A., 

1501  Arizona  St.,  El  Paso — 162 
Ponton,  Arvel  R..  Jr., 

202  N.  2nd  St.,  Alpine— 370 
Poole,  Pierre  P.,  44  E.  Levee,  Brownsville — 82 
Poole,  Warren  B., 

3060  34th  St..  Lubbock— 318 
Pope,  Henry  D.,  Jr.,  (Mil.), 

FSO  3530  USAF  Hosp.,  Bryan — 66 
Pope.  Irvin,  Jr.,  118  S.  Bois  d’Arc,  Tyler — 410 
Pope,  James  W., 

Hermann  Prof.  Bldg.,  Houston — 222 
Popkess,  Fred  G., 

302  Preston  Royal  Med.  Center,  Dallas — 
134 

Porres,  Felipe  D., 

4906  17th  St..  Lubbock— 318 
Porres.  Norma  E.,  Box  998,  Lubbock — 318 
Porter,  George  L.,  3707  Giaston,  Dallas — 134 
Porter,  Louis  H.,  II.  3707  Gaston,  Dallas — 134 
Porter,  Melvin  A., 

811  Main  St.,  Big  Spring — 250 
Porter,  William  L., 

Ill  E.  Harris,  San  Angelo — 426 
Porterfield,  D.  G., 

1231  N.  Mockingbird,  Abilene — 418 
Portman,  Roben  K., 

737  N.  Bishop,  Dallas— 134 
Posey,  Frank  M.,  Jr., 

101  McCullough  Ave.,  San  Antonio — 50 
Poshataske,  Wallace  J., 

510  N.  Fifth  St.,  Silsbee — 218 
Posner,  Sidney,  Robstown — 354 
Post,  S.  Perry, 

929  Manor  Dr.,  San  Antonio — 50 
Postlewaite,  Jack  C., 

1501  Arizona  St.,  El  Paso — 162 
Poth,  Duncan  O., 

1230  Nix  Prof.  Bldg.,  San  Antonio — 50 
Poth,  Edgar  J., 

Univ.  of  Tex.  Med.  Br.,  CJalveston — 182 
Potter,  Claudia,  (Hon.), 

707  S.  3rd  St.,  Temple — 46 
Potter,  Wilkes  A., 

2007  W.  7th,  Amarillo — 378 
Potter,  William  B, 

1801  Broadway,  Galveston — 182 
Potthast,  Otto  J., 

501  Gibbs  Bldg.,  San  Antonio — 50 
Potts,  Charles  R., 

1616  Mem.  Prof.  Bldg.,  Houston — 222 
Potts,  James  M.,  ( Hon. ) , 

4100  Caruth,  Dallas — 134 
Potts.  John,  (Hon.), 

301  Danciger  Bldg.,  Fort  Worth — 414 
Potts,  Robert  J..  P.  O.  Box  900,  Dallas — 134 
Potts,  Steve  E.. 

Thiokol  Chem.  Corp.,  Marshall — 226 
Potts,  William  H..  Jr..  Box  28.  Dallas — 134 
Poulos,  Ernest. 

5323  Harry  Hines,  Dallas — 134 
Powell,  Burrell  E.,  Powell  Clin.,  Conroe — 334 
Powell,  Dudley  V., 

4207  Oakland,  Dallas — 134 
Powell,  Elisha  P.,  Centerville — 10 
Powell,  Elizabeth  B., 

3002  San  Felipe  Rd.,  Houston — 222 
Powell,  Homer,  (Hon.), 

2635  W.  Mulberry,  San  Antonio— 134 
Powell,  James  E.. 

3205  S.  4th  St.,  Beaumont — 262 
Powell,  James  N.,  (Hon.), 

210  Lib.  Natl.  Bk.  Bldg.,  Paris — 290 
Powell,  Jay  W., 

2024  W.  Grauwyler,  Irving — 134 
Powell,  L.  Charles, 

John  Sealy  Hosp.,  Galveston — 182 


Powell,  Norborne  B., 

830  Hermann  Prof.  Bldg.,  Houston — 222 
Powell,  Paul  H.,  Jr., 

500  W.  Third  St..  Borger — 430 
Powell,  Sam  M., 

3154  Reid  Dr.,  Corpus  Christi — 354 
Powell,  William  F., 

Box  721,  Gainesville — 118 
Powell,  William  J., 

McKinney  at  Main,  Richardson — 134 
Powell,  William  N., 

Scott  & White  Clin.,  Temple — 46 
Powell,  William  R., 

801  Matamoros,  Laredo — 458 
Power,  Paul  H.,  (Hon.), 

1011  Prof.  Bldg.,  Waco — 322 
Powers,  Ace  G., 

Seagraves  Clin.  Hosp.,  Seagraves — 138 
Powers,  Evelyn  G.,  Fisk  Bldg.,  Amarillo — 378 
Powers,  George  L.,  Fisk  Bldg.,  Amarillo — 378 
Powers,  Hugh  W.  S., 

8215  Westchester,  Dallas — 134 
Powers,  Rufus  L., 

203  E.  Harris,  San  Angelo — 426 
Powers,  Stephen  A., 

5th  and  Broad  Sts.,  Wichita  Falls — 466 
Powers,  William  L., 

1518  10th  St..  Wichita  Falls — 466 
Poyner,  Herbert  F., 

1014  Med.  Arts  Bldg.,  Houston — 222 
Pranke,  Don  W.. 

411  Hermann  Prof.  Bldg.,  Housron — 222 
Prather,  Frank  A.,  Cuero — 150 
Pratt,  Edward  L., 

3721  N.  Harwood,  Dallas — 134 
Pratt,  Frank  H.,  Rocksprings — 326 
Pratt,  George  H.. 

601  Goodhue  Bldg.,  Beaumont — 262 
Pratt.  Helen  L.,  7012  S.  7th  St.,  Houston — 222 
Pratt,  Willard  M.,  918  Lovett,  Houston — 222 
Preacher,  Madison  L., 

916  E.  Commerce,  San  Antonio — 50 
Prejean.  Oran  V., 

1317  N.  Washington,  Dallas — 134 
Presley,  Walter  D.,  El  Campo — 462 
Pressly,  Thomas  A., 

205  Camden  St.,  San  Antonio — 50 
Pretz,  Earnest  C., 

1604  N.  Second  St.,  Orange — 358 
Preuss,  Fred  S., 

3607  Gaston  Ave.,  Dallas — 134 
Prewett,  J.  Edwards, 

401  Littlefield  Bldg.,  Austin — 434 
Prewit,  Rex  D., 

500  W.  Third  St.,  Borger — 430 
Price,  Earl  P..  Jr., 

2501  Forest  Park,  Fort  Worth — 414 
Price,  Elwyn  D.,  (Inac.), 

1013  Mills  Bldg.,  El  Paso — 162 
Price,  Harry  S.,  351  W.  Jefferson,  Dallas — 134 
Price,  James  C., 

5211^  St.  Joseph,  Gonzales — 186 
Price,  Noble  H..  Lamesa — 138 
Price,  Pinckney  Clift, 

108  W.  30th  St.,  Austin — 434 
Price,  Richard  D., 

1233  Nix  Bldg.,  San  Antonio — 50 
Price,  Richard  V., 

1325  S.  Main,  Fort  Worth — 414 
Price.  Robert  L.,  Sweetwater — ^350 
Price,  Sidney  A., 

1216  Pennsylvania,  Fort  Worth — 414 
Price.  Thomas  G., 

8 Med.  Arts  Square,  Austin — 434 
Price.  William  P., 

1009  W.  Main  St.,  Houston — 222 
Price,  William  T.,  Jr., 

2209  W.  7th  Ave.,  Amarillo— 378 
Prichard,  Clarence  L., 

2042  S.  8th,  Abilene — 418 
Priday,  Cedric, 

934  Ayers,  Corpus  Christi — 354 
Pridgen,  James  E., 

424  Med.  Prof.  Bldg.,  San  Antonio — -50 
Pridgen,  John  L., 

908  Med.  Arts  Bldg.,  San  Antonio — 50 
Prieto,  Philip  M.. 

1501  Arizona  St.,  El  Paso — 162 
Primer,  B.  M.,  Jr.. 

404  N.  Guadalupe,  San  Marcos — 230 
Primer,  Benjamin  M.,  Sr., 

2709  Rio  Grande,  Austin — 434 
Primomo,  John  S.,  Dilley — 302 
Primomo,  Marion  P.,  Dilley — 302 
Prince,  Homer  E., 

Rt.  1,  Box  109.  Crockett — 10 
Prince,  Kenneth  C., 

313  W.  Panola  St.,  Carthage — 366 
Prine,  John  M.. 

800  Randol  Mill  Rd.,  Arlington — 414 
Pritchard.  Jack  A., 

5323  Harry  Hines,  Dallas — 134 
Pritchett,  I.  E.,  (Hon.) , Angleton — 222 
Prohl,  Emil  H.,  Tahoka — 138 
Pronin,  Arthur, 

3004  Little  York  Rd,,  Houston — 222 


Pronko,  Michael  J., 

2710  W.  10th  Ave.,  Amarillo — 378 
Prout,  Fred  J.,  Monahans — 390 
Prudhomme,  Eck  G.,  Jr., 

5153  River  Oaks  Blvd.,  Fort  Worth — 414 
Pruessner,  Harold  T., 

3840  Lexington  Blvd., 

Corpus  Christi — 354 
Pruet,  Royce  W., 

1325  Hickory,  Abilene — 418 
Pruitt.  George  Jack,  Box  133.  Lufkin — 18 
Prujansky,  Nathan, 

2201  Ave.  D,  Galveston — 182 
Pryor,  George  E.,  Jr.,  Stamford — 418 
Pryor,  Jessie  W., 

500  S.W.  24th  St.,  San  Antonio — 50 
Pryor.  Victor  W., 

555  S.  Jackson,  Jacksonville — 94 
Puckett,  Howard  E., 

2209  W.  7th  Ave.,  Amarillo — 378 
Puckett,  John  P.,  Lamesa — 138 
Pugh,  David  F.,  4755  Hartford,  Abilene — 418 
Pugsley,  Cornelius,  Jr., 

Hermann  Prof.  Bldg.,  Houston — 222 
Puig,  Valentine  L.,  Jr., 

801  Matamoros,  Laredo — 458 
Pulliam,  L.  T., 

Med.  Arts  Bldg.,  Houston — 222 
Puls,  Richard  J., 

610  Med.  Arts  Bldg.,  Dallas — 134 
Pumphrey,  Andrew  B.. 

1701  Med.  Arts  Bldg.,  Fort  Worth — 414 
Purgason,  John  R.,  Box  535,  Dumas — 130 
Purnell.  Guy  W., 

411  W.  20th  St.,  Houston — 222 
Purnell,  Howard  G., 

8762  Long  Point  Rd.,  Houston — 222 
Pyterek,  Arthur  B., 

723  Med.  Arts  Bldg.,  San  Antonio— 50 


Q 

Qualtrough,  Walter  F., 

4716  Montrose  Blvd.,  Houston — 222 
Quattlebaum,  James  E., 

311  N.  Tennessee,  McKinney — 106 
Queen,  Charles  R., 

305  Ebony  Lane,  Edinburg — 238 
Queen,  Dan  M., 

8 Med.  Arts  Square.  Austin — 434 
Quick,  David  W.,  Jr., 

601  Goodhue  Bldg.,  Beaumont — 262 
(Juillian,  Causey  C., 

330  W.  Live  Oak.  Kenedy — 270 
Quinn,  Clarence  F., 

822  6th  St.,  N.,  Texas  City — 182 
Quinn,  Lester  H.,  3616  Maple,  Dallas — 134 
Quintanilla,  Carlos  J.. 

Box  592,  Harlingen — 82 
Quirarte,  Humberto, 

215  1st  Natl.  Bldg.,  El  Paso — 162 


R 

Rabb,  Virgil  S., 

Star  Rt.  A,  Box  1,  Austin — 434 
Rabel,  John  E., 

902  Nix  Prof.  Bldg.,  San  Antonio — 50 
Rabinowitz,  George  E., 

820  Pecan  St.,  McAllen — 238 
Rabinowitz,  Haskell  I.,  (Int.), 

6513  Mockingbird,  Dallas — 134 
Race,  George  J., 

5323  Harry  Hines,  Dallas— 134 
Radcliffe,  Glen  J., 

10805  Willowisp,  Bellaire — 222 
Radding,  Robert  S., 

6615  Travis,  Houston — 222 
Rader,  J.  Paul, 

313  N.  Alleghaney,  Odessa — 14 
Raetzsch,  Andrew, 

109  W.  Gonzales,  Seguin — 202 
Rafes,  Earl  H.,  675  Fifth  St.,  Beaumont — 262 
Ragland,  Hugh  M..  Gilmer — 438 
Ragland,  Madison  S.,  Gilmer — 438 
Rague,  Edmund  F., 

Box  7206,  Hackberry  Sta.,  San  Antonio 
—50 

Railsback,  George  D.,  Jr., 

2011  W.  Irving  Blvd.,  Irving — 134 
Raine,  M.  F.,  617  20th,  Crane — 126 
Rainer,  James  W., 

1200  N.  Texas  St.,  Odessa — 14 
Raines,  James  M., 

2002  Proaer  St..  Port  Arthur — 262 
Raines,  John  W., 

Snyder  Hosp.  Clin.,  Snyder — 52 
Rainey,  John  R.,  Jr., 

8 Med.  Arts  Square,  Austin — 434 
Rainone,  Frank  A.,  Jr.. 

210  N.  Poydras,  Lewisville — 146 
Ralston,  Leslie  W.,  Box  870,  Jacksonville — 94 
Ramey,  Lindell  E.,  Box  431.  Kingsville — 286 
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Ramey.  Paul  M., 

1615  Med.  Arts  Bldg.,  Fort  Worth^-414 
Ramirez,  Mario  E.,  Roma — 238 
Ramsay,  William  E.. 

4705  Montrose  Blvd.,  Houston — 222 
Ramsey,  Jack  D.,  (Int. ), 

John  Sealy  Hosp.,  C^lveston — 182 
Ramsey,  John  D.,  (Int.), 

Parkland  Hosp.,  Dallas — 134 
Ramsey,  Richard  R., 

P.  O.  Box  1987,  Andrews — 14 
Ramsey.  Wayne  V., 

1725  Hickory  St.,  Abilene — 418 
Ramsey,  Wayne  V.,  Jr., 

1101  N.  19th  St..  Abilene — 418 
Randal,  Chas.  M.,  Jr.,  Seymour — 38 
Randall,  Albert  G., 

116  W.  4th  St.,  Amarillo — 378 
Randall,  Edward.  Jr., 

205  Natl.  Hotel  Bldg.,  Galveston — 182 
Randolph,  Vivien  P.,  (Hon.),  Schertz — 202 
Range,  N.  Haskell, 

6331  Prospea,  Dallas — 134 
Rank,  Dale  C.,  607  E.  Abram.  Arlington — 414 
Rankin,  Richard  C.,  Jr., 

121  W.  South  St.,  Uvalde — 326 
Rape.  J.  Marvin, 

22  S.  Magdalen,  San  Angelo — 426 
Rape,  Joe  G., 

715  W.  Abrams,  Arlington — 414 
Rape,  Marvin  G., 

915  Med.  Arts  Bldg.,  Houston — 222 
Rapfogel,  Irving, 

1414  W.  Humbolt,  Fort  Worth — 414 
Rappeport,  Joseph  H., 

621  N.  Fourth,  Longview — 194 
Ratcliff,  Charles  E., 

1910  Knoxville,  Lubbock — 318 
Rath,  Albert  E., 

1651  W.  Mulberry,  San  Antonio — 50 
Rathgeber,  Van  D., 

1305  Med.  Arts  Bldg.,  Fort  Worth — 414 
Rattan,  Paul  M.,  Med.  Arts  Bldg.,  Dallas — 134 
Rau,  James  R.,  Box  454,  Pearland — 62 
Ravel,  Jerome  O., 

1 103-B  Nueces  St.,  Austin— 434 
Ravel,  Vincent  M.. 

616  Mills  Bldg.,  El  Paso — 162 
Ray,  J^es  H..  208  S.  Zangs,  Dallas — 134 
Ray,  Richard  H..  ( dead) , Corpus  Christi — 354 
Ray,  Robert  S., 

105  N.  River  St.,  Seguin — 202 
Raymer,  Warren  J., 

156  Hermann  Prof.  Bldg.,  Houston — 222 
Read,  Edwin  P., 

117  N.E.  8th  St.,  Grand  Prairie — 134 
Read.  John  L.. 

Ill  E.  Harris,  San  Angelo — 426 
Readinger,  Ivan  H., 

1000  Fifth  Ave.,  Fort  Worth — 414 
Reagan,  A.  Morriss, 

3903  Gaston  Ave.,  Dallas — 134 
Reagan,  James  L., 

310  N.  Washington,  Beeville — 42 
Reagan,  John  R., 

1511  10th  St.,  Wichita  Falls — 466 
Reagan,  John  W., 

908  N.  St.  Marys,  Beeville — 42 
Reagan,  Tom  B.,  Beeville — 42 
Reagan,  William  C., 

710  Ave.  E,  Abernathy — 206 
Rector,  Floyd  C.,  Jr., 

S’western  Med.  School,  Dallas — 134 
Reaor,  William  L., 

1518  10th  St.,  Wichita  Falls — 466 
Red,  William  S.,  Jr., 

2918  Caroline,  Houston — 222 
Reddick,  W.  Grady. 

Med.  Arts  Bldg.,  Dallas — 134 
Redding.  Leman  M.. 

300  N.  Alamo,  Marshall — 226 
Redelfs,  John  Wright, 

1501  Arizona  St.,  El  Paso— 162 
Redland,  Arthur  J., 

421  Westminster  St.,  Kerrville — 278 
Redmon,  Agile  H.,  Jr., 

Hermann  Prof.  Bldg.,  Houston — 222 
Rednick,  Meyer  S., 

104  E.  20th  St.,  Houston — 222 
Redwine,  Harry  P.,  Box  295,  Snyder — 52 
Reece.  Charles  D., 

6448  Fannin,  Houston — 222 
Reed,  Charles  B.,  Clarksville — 386 
Reed,  Emil  P.,  101  Binkley  St.,  Dumas — 130 
Reed,  George  A.,  Box  741,  Weslaco— 238 
Reed,  Holley  W., 

2414  W.  9th,  Amarillo — 378 
Reed,  James  E.,  Jr., 

603  S.  Madison,  Madisonville — 450 
Reed,  Roy  G., 

Victoria  Co.  Health  Dept.,  Victoria — 446 
Reed.  Theodore  B.,  Mineola — 478 
Reed,  Walter  Earl. 

107  East  7th,  San  Juan — 238 


Reed,  William  L., 

110  Carolyn.  La  Marque— 182 
Reeder,  John  W.,  Jr., 

216  E.  Harrison  St.,  Harlingen — 82 
Reedy,  Thomas  M.,  Elgin — 34 
Reese,  Clarence  H.,  Prof.  Bldg.,  Waco — 322 
Reese,  Walter  L., 

407  Chambers  St.,  Marlin — 170 
Reeser,  Wayne,  Box  292,  Greenville — 254 
Reeves,  Ernest  E.. 

1507  Med.  Arts  Bldg.,  Fort  Worth — 414 
Reeves,  George  D., 

202  Medford  Dr.,  San  Antonio — 50 
Reeves,  Gerald  A., 

1546  S.  Brownlee,  Corpus  Christi — 354 
Reeves,  Hiram  V.,  (Hon.),  El  Campo — 462 
Reeves,  John  P., 

820  10th  Ave.,  N.,  Texas  City — 182 
Reeves,  Leopold  H., 

1416  Med.  Arts  Bldg.,  Fort  Worth— 414 
Regnier,  Thomas  A., 

135  W.  10th  St..  Dallas— 134 
Rehfeldt,  Frederick  C., 

1001  Pennsylvania,  Fort  Worth — 414 
Rehmeyer,  Walter  O.,  Monahans — 390 
Reid,  Creighton, 

600  N.  Highland  Ave.,  Sherman — 190 
Reid,  Howard  C.,  1607  Parker,  Amarillo — 378 
Reid,  Raymond  A., 

Phillips  Dupre  Hosp.,  Levelland — 294 
Reid,  William  L., 

1195  McFaddin,  Beaumont — 262 
Reidland,  Kenneth  E., 

503  S.  Broadway,  McAllen — 238 
Reifslager,  Walter  E., 

1120-B  W.  19th  St.,  Austin— 434 
Reilly,  Daniel  R., 

206  S.  Bishop,  San  Angelo — 426 
ReUly,  William  D., 

3154  Reid  Dr.,  Corpus  Christi — 354 
Reily,  William  A., 

407  Med.  Arts  Bldg.,  San  Antonio — 50 
Reimers,  Arthur  F., 

Hotel  Beaumont  Bldg.,  Beaumont — 262 
Reinarz,  B.  H., 

511  W.  15th  St..  Austin — 434 
Reiner,  Robert  N.,  (Mil.), 

Foster  AFB,  Viaoria — 446 
Reinke,  R.  Thomas, 

8846  Long  Point  Rd.,  Houston — -222 
Reisman,  David  D., 

3707  Gaston  Ave.,  Dallas — 134 
Reiter,  Charles,  Jr., 

1617  Nix  Prof.  Bldg.,  San  Antonio — 50 
Reitman,  James  S., 

1820  Guerrero,  Laredo — 458 
Reitz,  Percy  A.,  Pittsburg — 86 
Remley,  William  A., 

525  S.  Locust.  Denton — 146 
Renegar,  James  G., 

611  Ave.  D,  Levelland — 294 
Renfroe,  Thomas  W., 

Box  368,  Mt.  Pleasant — 86 
Renfrow,  W.  Frank, 

1407  Mem.  Prof.  Bldg.,  Houston — 222 
Renger,  Harvey,  Hallettsville — 306 
Renken,  Harry  J.,  Jr., 

3707  Gaston,  Dallas — 134 
Rennick,  Charles  F., 

4802  Montana,  El  Paso — 162 
Renshaw,  Horace  S., 

914  W.  Cannon,  Fort  Worth— 414 
Renshaw,  Ralph  R.,  Jr.,  (Int.), 

Univ.  of  Tex.  Med.  Br.,  (^veston — 182 
Reppert,  Lawrence  B., 

Nix  Prof.  Bldg.,  San  Antonio — 50 
Reser,  Wayne  A., 

1504  8th  St..  Wichita  Falls — 466 
Ressmann,  Arthur  C., 

714  Med.  Arts  Bldg.,  San  Antonio — 50 
Reuss,  G.  Thomas, 

901  Texas  Bk.  Bldg.,  Dallas — 134 
Reuss,  Theodore  A., 

505  N.  Esplanade,  Cuero — -150 
Reuter,  Ernest  G.. 

611  Med.  Arts  Bldg.,  San  Antonio — 50 
Reveley,  Hugh  P., 

523  Med.  Prof.  Bldg.,  San  Antonio — 50 
Reveley.  James  E.  L., 

2915  S.  Presa  St.,  San  Antonio — 50 
Reynolds,  Avery  M., 

DeLeon  Mun.  Hosp..  DeLeon — 166 
Reynolds,  Chester  Lee, 

3016  Wyoming  St.,  El  Paso — 162 
Reynolds,  Claude  E.,  (Int.), 

Box  453,  Bogata — 134 
Reynolds,  Jack, 

Parkland  Mem.  Hosp..  Dallas — 134 
Reynolds,  Robert  A., 

3707  Gaston  Ave.,  Dallas — 134 
Reynolds,  Rolland  C.,  ( Int. ) . 

Parkland  Mem.  Hosp.,  IJallas — 134 
Reynolds,  William  S., 

1537  Med.  Arts  Bldg..  Dallas— 134 
Rhea,  Keith,  Rt.  1,  Box  276,  McAllen — 238 
Rheinheimer,  E.  W., 

415  E.  Yandell,  El  Paso— 162 


Rhine,  Leland  R., 

911  S.  Beckham,  Tyler — 410 
Rhoades,  Dale  R.,  Crosbyton — 318 
Rhode,  Oscar  E., 

505  Chestnut,  Colorado  City — 350 
Rhode,  William  S., 

505  Chestnut,  Colorado  City — 350 
Rhodes,  Edward  L.,  (Int.), 

Methodist  Hosp.,  Dallas — 134 
Ribelles,  Jacqueline  L., 

985  Bunker  Hill  Rd..  Houston — 222 
Ribelles,  Jose  A., 

985  Bunker  Hill  Rd..  Houston — 222 
Rice.  Elbert  D..  ( Hon. ) , 

434  S.  Spring.  Tyler— 410 
Rice.  George  W.,  (Inac. ), 

126  Medford  Dr.,  S.E.,  San  Antonio — 50 
Rice,  Herman. 

1501  Arizona  St.,  El  Paso — 162 
Rice,  John  S.,  Jr., 

Kimbro  Clin.,  Cleburne — 266 
Rice,  Robert  D., 

1100  S.  Beckham,  Tyler — 410 
Richards,  Fred  V.,  Tulia — 142 
Richards,  John  H., 

4222  Birchman  St.,  Fort  Worth — 414 
Richards,  John  T.. 

602  N.  Main  St.,  Rockdale — 330 
Richardson,  A.  J.,  Jr.,  Jasper — 258 
Richardson,  Edward  R., 

220  Med.  Arts  Bldg.,  Dallas — 134 
Richardson,  Gene  A.,  Box  84,  Sanderson — 370 
Richardson,  James  K., 

1301  Hailey,  Sweetwater — 350 
Richardson,  Joe  B., 

1217  Hermann  Prof.  Bldg.,  Houston — 
222 

Richardson,  O.  J.,  201  Bliss,  Dumas — 130 
Richardson,  Orville  J.. 

1405  Nederland  Ave.,  Nederland — 262 
Richardson,  S.  C.,  ( Hon. ) , Bryan — 66 
Richardson,  Sidney  H., 

Box  468,  Cameron — 330 
Richburg,  Paul  L., 

3707  Gaston  Ave.,  Dallas — 134 
Richey,  Harvey  M., 

1722  Colcord  Ave.,  Waco— 322 
Richman,  Irving  M., 

3280  Fannin,  Beaumont — 262 
Richmond,  Albert  M., 

Nix  Prof.  Bldg.,  San  Antonio — 50 
Richmond,  Harry  A.,  Jr., 

608  Med.  Prof.  Bldg.,  San  Antonio — 50 
Richmond,  James  T., 

311  Meredith,  San  Antonio — 50 
Richmond,  Marion  B., 

3928  Bryn  Mawr  Dr.,  Dallas — 134 
Richter,  Ernest  R.,  Dayton — 310 
Richter,  James  K., 

3721  S.  Presa,  San  Antonio — 50 
Richter,  Louis  B.  S.,  Yoakum — 150 
Ricketts,  Marion  M., 

Wynnewood  Prof.  Bldg.,  Dallas — 134 
Ricks,  Glenn  H.,  Brady — 282 
Riddel,  Roy  L.,  Jr., 

1318  Main  St.,  Lubbock — 318 
Riddell,  J.  Murray,  Jr., 

800  Fifth  Ave.,  Fort  Worth — 414 
Riddle,  Charles  H., 

3116  Dreeben,  Fort  Worth — 414 
Riddle,  Napoieon  B., 

101  N.  Houston  St.,  Kaufman — 274 
Riddle.  Penn,  251  Field  St..  Dallas — 134 
Riddle,  Riley  N..  1009  E.  6th  St.,  Alice — 70 
Ried,  Hubert  L., 

2229  Dorrington,  Houston — 222 
Riedel,  Albert  F.,  Jr.,  (Int.), 

P.  O.  Box  1769,  Dallas — 134 
Rigdon,  Raymond  H., 

Univ.  of  Tex.  Med.  Br.,  Galveston — 182 
Rigney,  Paul, 

821  E.  Yandell  Blvd.,  El  Paso— 162 
Riley,  Gorman  L., 

4515  Mangum  Rd.,  Houston — 222 
Riley,  Jack  C., 

1425  Pennsylvania,  Fort  Worth— 414 
Riley,  James  R., 

2400  Morgan,  Corpus  Christi — 354 
Riley,  Pat,  213  E.  10th  St.,  Mission — 238 
Riley,  Winston  E., 

2481  Morgan,  Corpus  Christi — 354 
Rimmer,  Raymond  J., 

1009  Pennsylvania,  Fort  Worth — 414 
Rinehart,  Archie  B..  (Inac.), 

913  S.  Port,  Corpus  Christi — 354 
Rinn,  Odville  A., 

810  Med.  Arts  Bldg.,  San  Antonio — 50 
Rippy,  Edwin  L., 

3622  Fairmount,  Dallas — 134 
Rising,  Ernest  E.,  Jr., 

207  S.  6th  St.,  Brownfield — 138 
Risley,  Thomas  W., 

5153  River  Oaks  Blvd.,  Fort  Worth — 414 
Risser,  Joe  A.,  Bonham — 174 
Rissler,  Ross  W., 

2001  Grant  Ave.,  El  Paso — 162 
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Ritch,  Allen  T., 

1717  Nix  Prof.  Bldg.,  San  Antonio — 50 
Ritchey,  Lloyd  F., 

8215  Westchester,  Dallas — 134 
Ritchie,  Earl  B., 

22nd  & Sealy,  Galveston — 182 
Rittiman,  Melross  C., 

Ewing  Mem.  Hosp.,  Sinton— 402 
Rivets,  Franklin  M., 

4520  Rossmoyne,  Houston — 222 
Rives,  C.  T.,  Winters — 394 
Rives,  Hugh  F.,  Box  870,  Jacksonville — 94 
Roach,  Joe  G.,  Jr., 

3701  Fairmount,  Dallas — 134 
Roan,  John  L., 

106  S.  Main,  Weatherford — 362 
Roan,  Leo  N., 

4727  Camp  Bowie,  Fort  Worth — 414 
Roan,  Omer, 

1222  Nix  Prof.  Bldg.,  San  Antonio — 50 
Robberson,  G.  W.  Jack, 

1006  Henderson  Blvd.,  Kilgore — 194 
Robberson,  Jason  H., 

1422  S.  Tyler,  Amarillo — 378 
Robberson,  Joe  Frank,  (Int.), 

9941  Bassoon,  Houston — 378 
Robbins,  E.  Freeman, 

2024  Richmond  Ave.,  Houston — 222 
Robbins,  Horace  T., 

2024  Richmond  Ave.,  Houston — 222 
Robbins,  Jacob  B., 

929  1st  Natl.  Bldg.,  El  Paso — 162 
Robbins,  Jacob  H., 

354  Hillside  Vil.,  Dallas— 134 
Robbins,  Leonard  R., 

3618  Yoakum  Blvd.,  Houston — 222 
Robbins,  Virgil  E.,  Box  445,  Quitman — 478 
Roberson,  Edward,  Jr., 

1210  Uvalde,  Houston — 222 
Roberson,  Wilbur  G., 

301  M & P Bk.  Bldg.,  Sherman — 190 
Robert,  W.  Pierre, 

2630  Laurel  Ave.,  Beaumont — 262 
Roberts,  Albert  D.,  Jr.,  (Mil.), 

No.  20  Flint  Dr.,  Fort  Dix,  N.  J. — 134 
Roberts,  A.  Warren, 

Texarkana  Natl.  Bk.,  Texarkana — 58 
Roberts,  Edwin  H., 

Box  7206,  Hackberry  Sta.,  San  Antonio 
—50 

Roberts,  Joe  D.,  Box  266,  Longview — 194 
Roberts,  Joe  H..  101  Iowa  St.,  Irving — 134 
Roberts,  Newell  O.,  ( Int. ) , 

2310  Baldwin  St.,  Houston — 222 
Roberts,  Oran  M., 

104  E.  Second,  Shamrock — 22 
Roberts,  Roy  R., 

801  W.  8th  St.,  Plainview — 206 
Roberts,  Rufus  A.,  Box  747,  Pecos — 390 
Roberts,  Tom  Ray, 

6331  Prospea,  Dallas — 134 
Roberts,  Walter  D., 

20  Med.  Arts  Square.  Austin — 434 
Robertson,  Gaynelle, 

2317  Broadway,  Galveston — 182 
Robertson,  Joseph  W., 

Hermann  Prof.  Bldg.,  Houston — 222 
Robertson,  Lester  E., 

204  Med.  Arts  Bldg.,  Dallas — 134 
Robertson,  Robt.  C.  L., 

Hermann  Prof.  Bldg.,  Houston — 222 
Robertson,  Rowland  H.,  Jr., 

E.  Main  St.,  Kilgore — 194 
Robertson,  Wilbur  F., 

511  Med.  Prof.  Bldg.,  San  Antonio — 50 
Robertson,  Wm.  G.,  Jr., 

508  E.  Pierce,  Luling — 78 
Robey,  Grace  Lucile, 

802  Hermann  Prof.  Bldg.,  Houston — 222 
Robey,  Louis  R.. 

4104  Lyons  Ave.,  Houston — 222 
Robinett,  James  B.,  Jr.. 

3434  Norris,  Houston — 222 
Robins,  Bill, 

Continental  Bk.  Bldg.,  Houston — 222 
Robins.  Keith  I., 

2710  Valley  View,  Dallas — 134 
Robinson,  Cecil  A.,  Box  487,  Kermit — 390 
Robinson,  Charles, 

811  Fifth  Ave.,  Fort  Worth — 414 
Robinson,  Charles  H.,  Box  878,  Alamo — 238 
Robinson,  Dean  G.,  Van  Alstyne — 190 
Robinson,  Fabian  J.,  (Inac. ). 

6411  Bandera,  Dallas — 134 
Robinson,  H.  Reid,  ( Hon. ) , 

810  U.  S.  Natl.  Bk.  Bldg., 

Galveston — 182 
Robinson,  Hampton  C., 

Hermann  Prof.  Bldg.,  Houston — 222 
Robinson,  Harold  L., 

801  West  Ave.,  Austin — 434 
Robinson,  Lila  Rose,  Box  487,  Kermit — 390 
Robinson,  Oscar  W., 

1st  Natl.  Bk.  Bldg.,  Paris — 290 


Robinson,  W.  Tryon, 

6410  Fannin,  Houston — 222 
Robinson.  Wayne  T.. 

3814  Fairmount,  Dallas — 134 
Robison.  J.  M.. 

1616  Mem.  Prof.  Bldg.,  Houston — 222 
Robison,  James  T., 

6th  & Walnut  Sts.,  Texarkana — 58 
Robison,  James  T., 

Capital  Natl.  Bk.  Bldg.,  Austin — 434 
Robison,  Jehu  M.,  Jr.,  (Int.), 

3023  Chevy  Chase,  Houston — 222 
Robison,  Leonard  J., 

6003  Viaor,  Dallas — 134 
Roche,  Buell  F., 

711  Prof.  Bldg.,  Waco— 322 
Rockwell,  Paul  A., 

1216  Pennsylvania,  Fort  Worth — 414 
Rodarte,  Jose  G., 

Scott  & White  Clin.,  Temple — 46 
Rodarte,  Ruben  B., 

401  S.  Stanton,  El  Paso — 162 
Roddy,  William  N., 

115  S.  18th  St.,  Waco— 322 
Rode,  R.  Lee  Henry. 

1101  N.  19th  St.,  Abilene — 418 
Rodgers,  David  V.,  Gorman — 154 
Rodgers,  Lawrence  R., 

5000  Montrose  Blvd.,  Houston — 222 
Rodick,  John  C., 

2600  Procter  St.,  Pott  Arthur — 262 
Rodriguez,  M.  J., 

308  E.  4th  St..  Rio  Grande  City — 238 
Rodriguez,  Simon, 

1405  S.  Main,  Del  Rio — 326 
Rodriguez,  Hesiquio, 

P.  O.  Box  1148,  Harlingen — 82 
Roe,  Maurice  A., 

2241  S.  19th  St.,  Abilene — 418 
Roensch,  Herbert  E.,  Bellville — 30 
Roett,  Catherine  J.  E., 

3262  Holman  St.,  Houston — 222 
Rogde,  Jacob,  315  Mills  Bldg..  El  Paso — 162 
Rogers,  Albert  C.,  Vernon — 470 
Rogers.  Albert  M., 

313  Med.  Prof.  Bldg.,  San  Antonio — 50 
Rogers,  Edward  A.,  Jr., 

Med.  Arts  Bldg.,  Snyder — 52 
Rogers,  Ernest  D., 

515  S.  Summit,  Fort  Worth — 414 
Rogers,  Eugene  S.,  Nacogdoches — 342 
Rogers,  Fr^  T.,  Box  28,  Dallas — 134 
Rogers,  Frederick  F., 

1001  Louisiana,  Corpus  Christi — 354 
Rogers,  Gene  W'., 

3330  S.  Lancaster,  Dallas — 134 
Rogers,  Harriet  N., 

1936  Amelia  St.,  Dallas — 134 
Rogers,  Madison  W.,  (Hon.),  Rule — 38 
Rogers,  Paul  A., 

806  Med.  Arts  Bldg.,  Dallas— 134 
Rogers,  Riveire  L.  C.,  (Hon.), 

2501  Fifth  Ave.,  Fort  Worth— 414 
Rogers,  S.  Perry, 

1501  Arizona  St..  El  Paso— 162 
Rogers,  Stanley  F., 

1009  Med.  Towers,  Houston — 222 
Rogers,  Thomas  G.,  Decatur — 98 
Rohrer,  Geo.  E., 

1110  Med.  Arts  Bldg.,  Houston — 222 
Rohrer,  Vern, 

800  Fifth  Ave.,  Fort  Worth — 414 
Rollins,  Wiley  J.,  (dead),  Houston — 222 
Rollo,  William  C.,  Winnie— 262 
Roman,  William  B.,  Jr.,  (Int.), 

624  Mary  Lake  Dr.,  Bryan — 66 
Roosth,  Hyman  P., 

2421  Morgan,  Corpus  Christi — 354 
Roosth,  Wiley, 

1025  Hospital  Dr.,  Tyler — 410 
Roper,  Marjorie  Ferrell,  Bullard — 410 
Rorie,  Jean  E., 

619  Main  St.,  Texarkana — 58 
Rose,  Howard  N.,  ( Mil. ) , 

Randolph  AFB— 50 
Rose,  Jack  M., 

Hermann  Prof.  Bldg.,  Houston — 222 
Rose.  Raymond  G., 

6723  Bertner  Dr..  Houston — 222 
Rosen,  Bernard, 

1205  Columbia  Cir.,  Corsicana — 346 
Rosenbalm,  Thomas  J., 

990  N.  Federal  Rd..  Houston — 222 
Rosenblad,  Joanna  M., 

830  10th  Ave.,  N.,  Texas  City — 182 
Rosenblad,  Lawrence  E., 

Box  171,  Texas  City — 182 
Rosenblatt.  William, 

1504  8th  St.,  Wichita  FaUs— 466 
Rosenbloom.  Joseph,  Trinidad — 234 
Rosenberg,  Harvey  S., 

6621  Fannin,  Houston — 222 
Rosenheim,  Philipp, 

2472  Morgan,  Corpus  Christi — 354 
Rosenstein,  Daniel  L.,  (Int.), 

Box  4038.  Sta.  A.  San  Antonio — 222 


Rosenthal,  Morris  Wm., 

8561  Long  Point  Rd.,  Houston — 222 
Rosenthal,  Paul  G.,  ( Int. ) , 

3014  Shenandoah,  Houston — 222 
Rosenthal,  Raoul  S., 

3524  Fairmount,  Dallas — 134 
Rosenzweig,  Milton  M., 

833  Med.  Arts  Bldg.,  San  Antonio — 50 
Rosewall,  Charles  R.,  ( Mil. ) , 

812  Denver  St.,  Wichita  Falls— 466 
Ross,  Abner  A., 

214  W.  San  Antonio,  Lockhart — 78 
Ross,  Edward  S.,  2929  Welborn,  Dallas — 134 
Ross,  James  K., 

208  Med.  Arts  Bldg.,  DaUas— 134 
Ross,  Luther  W., 

P.  O.  Box  711,  Kerrville — 278 
Ross,  Marcus  L.,  2402  Sealy,  Galveston^ — -182 
Ross,  Nealie  E., 

701  Fifth  Ave.,  Fort  Worth — 414 
Ross,  Oliver  H., 

543  Ninth  Ave.,  Pott  Arthur — 262 
Ross,  Philip  H.. 

3323  Brook  Cir.,  Waco — 322 
Ross,  Raleigh  R., 

2 Med.  Arts  Square,  Austin — 434 
Ross,  Warran  A.,  ( Int. ) , 

Scott  & White  Hosp.,  Temple— 46 
Ross.  William  F., 

315  N.  Sam  Houston,  San  Benito — 82 
Ross,  William  R., 

City  Health  Dept.,  Galveston — 182 
Rosser,  Curtice, 

710  Med.  Arts  Bldg.,  Dallas — 134 
Rosser,  V.  O.,  Jr., 

614  Third  St.,  Graham — 362 
Rossman,  Robert  E.,  Alto  Clin.,  Alto — 94 
Roth,  Karl  A., 

105  W.  Elizabeth,  Brownsville — 82 
Rothen,  Robert  M., 

502  W.  13th  St.,  Austin- 434 
Rothenberg,  Lionel  H., 

618  Tatar  St.,  Pasadena — 222 
Rothschild,  J.  E., 

3707  Gaston  Ave.,  Dallas — 134 
Rottenstein,  Max, 

Sames  Moore  Bldg.,  Laredo — 458 
Rottner,  Mark  H., 

2223  Austin  Ave.,  Waco — 322 
Round,  Harry  F., 

201  E.  Harris,  San  Angelo— 426 
Round,  Kye  B., 

201  E.  Harris,  San  Angelo — 426 
Rounsaville,  Harry  L., 

106  E.  Kingshighway, 

Shreveport,  La. — 62 

Rounsaville,  John  Q., 

504  W.  Tenth,  Dallas— 134 
Rountree,  John  B.,  Jr., 

2615  19th  St.,  Lubbock — 318 
Rountree,  John  R., 

4 Richardson  Hts.,  Richardson — 134 
Rouse,  J.  W.  H.. 

2621  N.  Main  Ave.,  San  Antonio — 50 
Rouse,  Milford  O., 

1414  Med.  Arts  Bldg.,  Dallas — 134 
Routon,  William  M.,  Kilgore — 194 
Rowe,  Caroline  W., 

John  Sealy  Hosp.,  Galveston — 182 
Rowe,  Edward  B.. 

John  Sealy  Hosp.,  Galveston — 182 
Rowe,  J.  Forsythe,  ( Hon. ) , 

1402  Kings  Hwy.,  Dallas — 134 
Rowe,  Ralph  W., 

1025  Hospital  Dr.,  Tyler — 410 
Rowe.  Robert  J., 

3707  Gaston  Ave.,  Dallas — 134 
Rowe,  William  E., 

833  S.  Beckham,  Tyler — 410 
Rowell,  Robert  C..  Terrell — 274 
Rowland,  Robt.  H., 

600  N.  Highland  Ave.,  Sherman — 190 
Rowley,  Elmer  A., 

2209  W.  7th  Ave.,  Amarillo — 378 
Roy,  Harry  L.,  Jr., 

8561  Long  Point  Rd.,  Houston — 222 
Royce,  Thomas  L., 

Hermann  Prof.  Bldg.,  Houston — 222 
Royer.  Emmett  M.. 

9323  Garland  Rd.,  Dallas — 134 
Royse,  George  T., 

603  Fisk  Bldg.,  Amarillo — 378 
Rubin,  Norman  L., 

800  Fifth  Ave.,  Fort  Worth — 414 
Rucker,  J.  Collier, 

1117  Avalon  Dr.,  Jacksonville — 94 
Rudd,  Laurence  H., 

Box  1266,  Colorado  City — 350 
Rude,  Joe  C., 

Brackenridge  Hosp.,  Austin — 434 
Ruiz,  Augustin  M., 

102  Val  Verde  St.  H Paso — 162 
Ruiz,  John  J., 

7919  Park  Place  Blvd.,  Houston — 222 
Ruiz,  Richard  S.,  (Int), 

Kresge  Eye  Inst.,  Detroit,  Mich. — 222 
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Rumbo,  Noble  L.,  Box  D,  O'Donnell — 138 
Rumelt,  Allen, 

3504  Highland  Ave.,  Beaumont — 262 
Rumph,  D.  Ross,  (Int. ), 

John  Pecer  Smith  Hosp,,  Fort  Worth^-414 
Rumph,  Mai, 

705  Med.  Arts  Bldg.,  Fort  Worth" — 414 
Rumph,  Quah,  Med.  Arts  Bldg.,  Houston — 222 
Runge,  Thomas  M., 

712  Cap.  Natl.  Bk.  Bldg.,  Austin — 434 
Rush,  Charles  A.,  Jr., 

4625  Vance  Rd.,  Fort  Worth — 414 
Rush,  Clyde  E., 

McKnight  San.,  Sanatorium — 426 
Rush,  Jack  T.,  (Mil.) , 

Fitzsimons  Army  Hosp., 

Denver,  Colo. — 162 
Rushing,  Garland  S., 

Med.  & Surg.  Clin.,  Longview — 194 
Ruskin,  Arthur, 

Univ.  of  "Tex.  Med.  Br.,  Galveston — 182 
Russ,  Witten  B.,  (Emer.), 

205  Camden  St.,  San  Antonio — 50 
Russell,  Dan  A.,  Jr., 

429  Med.  Arts  Bldg.,  San  Antonio — 50 
Russell,  Earl  M.,  Weatherford — 362 
Russell,  Melvin  G., 

936  N.  Edgefield,  Dallas — 134 
Russell,  Robert  M., 

202  E.  27th  St.,  Bryan — 66 
Russell,  Thomas  G., 

5000  Montrose  Blvd.,  Houston — 222 
Russell,  William  O., 

6723  Bertner  Blvd.,  Houston — 222 
Russell,  Woolworth, 

2710  W.  10th,  Amarillo — 378 
Russo,  G.  Martin, 

2512  Med.  Center,  Corpus  Christi — 354 
Rutledge,  Art  H.,  Box  1719,  Fort  Worth — 414 
Rutledge,  Felix  N., 

4828  Caroline,  Houston — 222 
Rutledge,  Lowell  E.,  Daingerfield — 86 
Rutledge,  Randolph, 

3801  19th  St.,  Lubbock — 318 
Rutledge,  Robb  H.. 

800  Fifth  Ave.,  Fort  Worth — 414 
Ryan,  Andrew  J.,  (Mil.), 

3970th  USAF  Hosp.. 

New  York.  N.  Y.— 222 
Ryan,  Bert  M., 

1048  Cruse  Dr.,  Pasadena — 222 
Ryan,  James  C., 

1516  Pierce  Ave.,  Houston — 222 
Ryan,  James  E., 

2103  De  Milo  Dr.,  Houston — 222 
Ryan,  Robert  L., 

821  Barkley  St.,  Sour  Lake — 218 
Ryburn,  Frank  M.,  Jr., 

3621  21st  St.,  Lubbock — 318 


s 


Sacco,  Allen  C.,  1102  Elgin,  Houston — 222 
Sacher,  Clarence  B., 

817  Med.  Arts  Bldg.,  Dallas — 134 
Sacks,  David  R., 

206  Med.  Prof.  Bldg.,  San  Antonio — 50 
Sadler,  Charles  B., 

915  W.  8th  Ave.,  Amarillo — 378 
Sadler,  Deane  L.,  Conroe — 334 
Sadler.  Leslie  R., 

2320  Columbus  Ave.,  Waco — 322 
Sadler,  William  T.,  Merkel — 418 
Saegert,  August  H., 

Med.  Arts  Bldg.,  San  Antonio — 50 
Saenz,  Daniel, 

1723  Buena  Vista,  S.,  San  Antonio— 50 
Saikin,  Stanley  E.. 

110  E.  Pecan,  Gainesville — 118 
Saldivar,  Julian  T., 

3300  Cole  Ave.,  Dallas — 134 
Sale,  Walter  W., 

Natl.  Bk.  Bldg.,  Victoria — 446 
Salem,  Samuel  D., 

■Wynnewood  Prof.  Bldg.,  Dallas — 134 
Salerno,  Joseph  P., 

1717  La  Branch,  Houston — 222 
Salinger,  ALfons, 

2212  Calumet  Dr.,  Houston — 222 
Salinger,  Leland  M.. 

105  W.  Elizabeth,  Brownsville — 82 
Salkeld,  Phil  L.,  Quanah — 214 
Sallee,  William  T.,  (Mil.), 

Schl.  of  Avtn.  Med.,  Randolph  AFB — 50 
Salmeron,  Pedro,  Jr., 

2409  Canal  St.,  Houston — 222 
Salmon,  David  D., 

611  S.  Green  St.,  Longview — 194 
Salmon,  George  W., 

3911  Montrose  Blvd.,  Houston — 222 
Salmon,  Watt  T..  (Int.), 

Winter  VA  Hosp.,  "Topeka,  Kan. — 434 


Salyer,  Charles  P., 

3004  Little  York,  Houston — 222 
Sammis,  William  L., 

325  Tuttle  Rd.,  San  Antonio — 50 
Sammons,  Howard  P.,  Hubbard — 242 
Sammons,  James  H., 

Ill  San  Jacinto  St.,  Highlands — 222 
Sammons,  Karl  T., 

Ill  San  Jacinto  St.,  Highlands — 222 
Sams,  Lewis  C., 

201  W.  10th  St.,  Dallas— 134 
Samsel,  Theodore  B.,  Jr., 

106  Tulane  Dr.,  San  Antonio — 50 
Samuels,  Melvin  L., 

M.  D.  Anderson  Hosp.,  Houston — 222 
Sanchez,  Santiago  A., 

Box  3457,  McAllen — 238 
Sanders,  Charles  B., 

1526  Med.  Arts  Bldg.,  Houston — 222 
Sanders,  D.  Leon,  (Hon.),  Wills  Point — 442 
Sanders,  Elmer  K., 

Hermann  Prof.  Bldg.,  Houston — 222 
Sanders,  Gurley  H.,  Kerens — 346 
Sanders,  Ivan  "T.,  Kerens — 346 
Sanders,  J.  Virgil,  Box  191,  Big  Spring — 250 
Sanders,  Jewell  G.,  Bremond — 66 
Sanders,  John  Nelson, 

1309  Nueces,  Austin— 434 
Sanders,  Morris, 

3607  Gaston  Ave.,  Dallas — 134 
Sanders,  Nell  W., 

P.  O.  Box  191,  Big  Spring — 250 
Sanders,  Wilford  M.,  Jr., 

721  Med.  Arts  Bldg.,  Dallas — 134 
Sanders,  Zal  H., 

1318  Telephone  Rd.,  Houston — 222 
Sanderson,  Thomas  A., 

2320  Southgate,  Houston — 222 
Sandler,  Arthur  S., 

141  Windsor  Dr.,  San  Antonio — 50 
Sanford,  E.  B.,  Box  1488,  Palacios— 462 
Sanford,  Roy  K..  Perryton — 430 
Sansom,  George  W.,  George  West— 42 
Santa  Cruz,  Edgar  W., 

401  W.  Summit,  San  Antonio— 50 
Sappington,  H.  O.,  Box  4128,  Baytown — 222 
Sappington,  T.  B.,  Jr., 

102  Dryden  PL,  Port  Arthur — 262 
Sarris,  Arthur  L.,  ( Int. ) , 

Univ.  of  Tex.  Med.  Br.  Hosp., 

Galveston — 182 
Sarwold,  Albert  N., 

1501  Broadway,  Galveston — 182 
Satterwhite,  Raymond  D., 

USPHS  Hosp.,  Fort  Worth — 414 
Saunders,  John  C., 

101  Barrett  Bldg.,  Denison — 190 
Savage,  Carroll  D., 

4005  Wesley,  Greenville — 254 
Savage,  Hugh  W., 

815  Fifth  Ave.,  Fort  Worth— 414 
Savage,  James  Munroe,  Box  538,  Azle — 414 
Sawtelle,  William  W., 

636  New  Moore  Bldg.,  San  Antonio — 50 
Sawyers,  James  R., 

Bader  Sawyers  Clin.,  Edna — 462 
Sayers,  Leonard  J., 

509  W.  26th  St.,  Austin— 434 
Sazama,  John  J.,  3707  Gaston,  Dallas — 134 
Scales,  Hunter  L.,  Jr., 

375  N.  Sam  Houston,  San  Benito— 82 
Scales,  James  R., 

227  W.  Kleberg  St.,  Kingsville — 286 
Scales,  John  G.,  400  W.  9th  St.,  Dallas — 134 
Scanio,  Thomas  J.,  (Int.), 

3321  Hillcrest  Dr.,  Waco — 322 
Scanlan,  Nestor, 

450  W.  Jefferson,  Brownsville — 82 
Scanland,  Viola  P., 

623  Med.  Arts  Bldg.,  Dallas — 134 
Scarborough,  Lee  F., 

926  E.  32nd  St.,  Austin — 434 
Scardino,  Peter  H.,  ( Hon. ) , 

4018  Meadow  Lake,  Houston — 222 
Schaefer,  John  K., 

P.  O.  Box  487,  New  Braunfels — 114 
Schaefers,  J.  G.,  Jr., 

8215  Westchester,  Dallas — 134 
Schafer,  "Ted  A., 

4552  Holmes  Rd.,  Houston — 222 
Schaffer,  Elliot  N., 

1208  Wayside,  Houston — 222 
Schaffer,  Helen  G., 

2905  La  Branch,  Houston — 222 
Schaffer,  Randolph  L., 

102  Med.  Towers,  Houston — 222 
Schaffer,  Richard  C., 

Box  1719,  Fort  Worth — 414 
Schaffer,  Samuel  S., 

2905  La  Branch,  Houston — 222 
Schaffner,  Harold  B., 

3102  San  Jacinto,  Houston — 222 
Scharff,  Earle  U.,  Jr., 

904  Burk  Burnett  Bldg.,  Fort  Worth — 414 
Schattenberg,  Herbert  J., 

222  Med.  Arts  Bldg.,  San  Antonio — 50 


Schauer,  Charles  W., 

810  Med.  Arts  Bldg.,  San  Antonio — 50 
Schedler,  Paul  W.,  120  W.  Oak,  Denton — 146 
Scheib,  Charles  W., 

P.  O.  Box  11,  San  Marcos — 230 
Scheid,  Martin  E.,  (Int.), 

Hermann  Hosp.,  Houston — 222 
Schenck,  Chas.  P.,  (Hon.), 

3117  Stadium  Dr.,  Fort  Worth — 414 
Schenewerk,  George  A., 

8215  Westchester,  Dallas — 134 
Scher,  David, 

814  Med.  Towers,  Houston — 222 
Scheurich,  Richard  E., 

105  Texas  Ave.,  Baytown — 222 
Schiffer,  Sydney, 

617  Med.  Prof.  Bldg.,  San  Antonio — 50 
Schiflett,  J.  Ray,  II,  Box  875,  Almeda — 222 
Schiller.  Nelson  L., 

515  W.  15th  St..  Austin — 434 
Schleae,  Marvin  C., 

714  W.  7th.  Plainview — 206 
Schlegel,  Harold  F., 

220  N.  Poydras  St.,  Lewisville — 146 
Schleicher,  Leroy  C., 

670  Marion  Rd.,  New  Braunfels — 114 
Schlenker,  George  M., 

415  E.  Yandell  Blvd.,  El  Paso — 162 
Schleuse,  Louis  W.,  Jr.,  (Int.), 

Univ.  of  Tex.  Med.  Br.,  Galveston — 182 
Schmidt,  Ed  W.,  Box  1290.  Pecos— 390 
Schmidt,  Henry  A., 

830  10th  Ave.,  N..  Texas  City — 182 
Schmitt,  John  R., 

4528  Griggs  Rd..  Houston — 222 
Schneble,  Richard  J., 

401  E.  5th  St.,  Texarkana — 58 
Schneider,  John  P., 

1709  San  Antonio,  Austin— 434 
Schneider,  Martin. 

Univ.  of  Tex.  Med.  Br.,  Galveston — 182 
Schneider,  Peter  W., 
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2708  Weslayan,  Houston — 222 
Skemp-Nysttom,  Harriet, 

Box  25,  Canutillo — 162 
Skinner,  Ira  C., 

124  Dallas  St.,  San  Antonio — 50 
Skinner,  Samuel  J.,  (Int.), 

6218  Community  Dr.,  Houston — 222 
Skogland,  John  E., 

3200  Caroline  St..  Houston — 222 
Skokan,  William, 

Med.  Alts  Bldg.,  Fort  Worth — 414 
Skripka,  Charles  F.. 

3721  S.  Presa  St.,  San  Antonio — 50 
Skrivanek,  Daniel  A., 

2001/i  W.  Knox  St.,  Ennis — 158 
Skrivanek,  Ervin  J., 

200  W.  l^ox  St.,  Ennis — 158 
Slabaugh,  Carlyle  B., 

3154  Reid  Dr.,  Corpus  Christi — 354 
Sladczyk,  George. 

3149  Procter,  Port  Arthur — 262 
Slade.  Harry  W., 

2224  Washington,  Waco — 322 
Slade,  Robert  E., 

406  N.  Center  St.,  Longview — 194 
Slagle,  Gene  W., 

940  Margaret  PI.,  Shreveport,  La. — 358 
Slataper,  Eugene  L., 

Med.  Towers,  Houston — 222 
Slaugenhop,  James  J., 

2805  Wilbarger  St.,  Vernon — 470 
Slaughter,  B.  Celia,  Box  28,  Dallas — 134 
Slaughter,  Carlos  A., 

Box  217,  Sugarland — 222 
Slaughter,  George  W.,  Ill, 

1300  8th  St.,  Wichita  Falls — 466 
Slaughter,  Manuel  O., 

2011  W.  Irving  Blvd.,  Irving — 134 
Slayter,  James  E., 

Box  1840,  San  Antonio— 50 
Slemmons,  Theodore  M.,  Muleshoe — 318 
Sloan,  Charles  M., 

206  W.  Colorado.  Dallas — 134 
Sloan,  Jack  Q.,  1901  N.  25th,  Waco— 322 
Sloan,  John  J., 

1201  Tliird  St.,  Corpus  Christi — 354 
Sloan,  Joseph  M., 

P.  O.  Box  6038,  Corpus  Christi — 354 
Slocum,  Harvey  C..  (Mil.), 

Walter  Reed  Hosp., 

Washington  12,  D.  C. — 182 
Smale,  John  S., 

2722  Shelby  Court,  Garland — 134 


Small,  Andrew  B., 

3707  Gaston,  Dallas — 134 
Small,  David  E., 

911  Sixth  Ave.,  Fort  Worth— 414 
Smart,  Don  M., 

9323  Garland  Rd..  Dallas — 134 
Sman,  V.  C.,  Jr., 

1400  East  Ave.,  Austin — 434 
Smith,  Alice  L., 

3326  Blackburn,  Dallas — 134 
Smith,  Burt  B., 

5101  Caroline.  Houston — 222 
Smith,  C.  Collom, 

1804  Austin  Ave.,  Waco — 322 
Smith,  C.  Robt., 

9323  Garland  Rd.,  Dallas— 134 
Smith,  Charles  A., 

723  Wood  St.,  Texarkana — 58 
Smith,  Charles  G., 

525  Olive  St..  Texarkana — 58 
Smith,  Charles  L., 

821  W.  Garland  Ave.,  Garland — 134 
Smith.  Clifford  T.,  (Inac.), 

3461  Piping  Rode,  Houston — 222 
Smith,  D.  Heaton, 

1501-A  N.  De  Leon,  Victoria— 446 
Smith,  Dan  R.,  2402  Sealy,  Galveston — 182 
Smith,  Denton  W., 

390  Tenth  St.,  Beaumont — 262 
Smith,  Donald  R., 

P.  O.  Box  956,  Daingerfield — 86 
Smith.  Dudley  W., 

10  E.  Elizabeth,  Brownsville — 82 
Smith,  Edward  T., 

6410  Fannin  St.,  Houston — 222 
Smith,  Elmer  O.,  Jr.,  Cameron — 330 
Smith,  Elsie  A., 

4922  Greenville,  Dallas — 134 
Smith,  Eugene  L.,  (Inac.), 

Box  526,  Hitchcock — 182 
Smith,  Forrest  M.,  Jr., 

227  E.  Hildebrand,  San  Antonio — 50 
Smith,  Frank  T.,  Jr., 

317  Fowlkes  St.,  Sealy — 30 
Smith,  G.  Con, 

650  Fifth  Ave.,  Fort  Worth — 414 
Smith,  G.  Ernestine, 

814  Lamar  St.,  Amarillo — 378 
Smith,  George  W., 

Adair  Hosp.,  Clarendon — 22 
Smith,  Harry  S., 

2708  Weslayan  St.,  Houston — 222 
Smith,  Herbert  T., 

442  E.  Guadalupe,  La  Grange — 110 
Smith,  Howard  E., 

410  E.  5th  St..  Austin— 434 
Smith,  Howard  Lee, 

■rorbett  Clin.,  Marlin — 170 
Smith.  Howard  O.,  Torbett  Clin.,  Marlin — 170 
Smith,  J.  Murry. 

Med.  Arts  Bldg.,  Houston — 222 
Smith,  J.  Ronald, 

1607  Med.  Arts  Bldg.,  Fort  Worth — 414 
Smith,  Jack  C., 

800  Fifth  Ave.,  Fort  Worth — 414 
Smith,  Jack  L., 

1555  Driskill  Dr.,  Beaumont — 262 
Smith,  James  L.,  (Int.), 

106  Tarpon,  Galveston — 182 
Smith,  Jerome  A., 

Great  Plains  Bldg.,  Lubbock — 318 
Smith,  Joe  C.,  Caldwell— 454 
Smith,  John  E.,  Box  248,  Weatherford — 362 
Smith,  J.  Leslie,  Jr., 

M.  D.  Anderson  Hosp.,  Houston — 222 
Smith,  John  M.,  Jr., 

205  Camden  St.,  San  Antonio — 50 
Smith,  John  T., 

203  Doaors  Bldg.,  Beaumont — 262 
Smith,  L.  C.,  Box  1368.  Vidor — 358 
Smith,  Landria  C., 

217  Skaggs  Bldg.,  Plainview — 206 
Smith,  Leslie  M., 

1501  Arizona  St.,  El  Paso— 162 
Smith,  Lloyd,  708  S.  Main,  McAllen — 238 
Smith,  Lois  W.,  3524  Fairmount,  Dallas — 134 
Smith,  Louis  S.,  3121  Bryan  St.,  Dallas — 134 
Smith,  Lynwood  B., 

1910  Knoxville,  Lubbock — 318 
Smith,  Marshall  L.,  Hamlin— 418 
Smith,  Mary  L..  (Int.), 

9015  Silver  Springs  Lane.  Houston — 62 
Smith,  Nellins  C., 

1107  Park  Dr.,  Hillsboro — 242 
Smith.  Newton  D., 

1702  Med.  Arts  Bldg.,  Fort  Worth — 414 
Smith,  Otto  O., 

9th  Ave.,  N.,  at  5th,  N.,  Texas  City — 182 
Smith,  Paul  E.,  Stratford — 130 
Smith,  Percy  K., 

W.  F.  Clin.  Hosp.,  Wichita  Falls — 466 
Smith,  Ralph  C.,  VA  Hosp.,  Dallas — 134 
Smith,  Richard  D., 

1318  Main  St.,  Lubbock — 318 
Smith,  Richard  M.,  Box  28.  Dallas — 134 
Smith,  Robert  H.,  Palo  Pinto — 362 
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Smith,  Robert  N.,  Jr., 

1616  Ed  Carey  Dr.,  Harlingen — 82 
Smith,  Robert  W., 

7805  Lake  June  Rd.,  Dallas — 134 
Smith,  Roy  L.,  3501  Texas  Ave.,  Bryan — 66 
Smith,  Roy  L., 

1910  Knoxville,  Lubbock — 318 
Smith,  Stanley  C., 

1216  Pennsylvania,  Fort  Worth — 414 
Smith,  Sydnie  G., 

3707  Gaston  Ave.,  Dallas — 134 
Smith,  Thomas  B., 

118  Frances  Jean  Dr.,  San  Antonio — 50 
Smith,  Tom  E.,  2600  Welborn,  Dallas — 134 
Smith,  Travis,  1442  N.  3rd  St.,  Abilene— 418 
Smith,  U.  Lee, 

P.  O.  Box  657,  Daingerfield — 86 
Smith,  Vinny  L.,  (Hon.), 

2600  Welborn,  Dallas — 134 
Smith,  W.  Lacey, 

111  E.  Harris,  San  Angelo — 426 
Smith,  Walter  S.,  Torbett  Clin.,  Marlin — 170 
Smith,  William  C., 

313  W.  Panola  St.,  Carthage — 366 
Smith,  William  C., 

3801  19th  St.,  Lubbock — 318 
Smith,  William  G., 

Guadalupe  St.,  Port  Lavaca — 446 
Smith,  William  A., 

211  W.  Caldwood  Dr.,  Beaumont — 262 
Smith,  Wright  K., 

221  Pleasant  Grove  Shopping  Center, 
Dallas— 134 
Smith,  Youel  C.,  Jr., 

1001  Louisiana,  Corpus  Christi — 354 
Smith,  Youel  C.,  Sr., 

Box  3606,  Corpus  Christi — 354 
Smolens,  Nathan  M.,  (Mil.), 

USAH,  Fort  Hood — 222 
Smyth,  Olin  T.,  Jr., 

Ills.  Anglin  St.,  Cleburne — 266 
Smyth,  Rodger  G., 

S.  A.  State  TB  Hosp.,  San  Antonio — 50 
Smyth.  William  C., 

1100  S.  Beckham,  Tyler — 410 
Sneed,  William  N.,  (Hon.), 

Box  103,  Fairfield — 178 
Sneed,  William  R., 

401  W.  Collin,  Corsicana — 346 
Snider,  L.  W..  Box  G,  Garrison — 342 
Snider,  Robert  N., 

2410  Rio  Grande,  Austin — 434 
Snip,  Russell  T., 

505  Howard,  San  Antonio — 50 
Snodgrass,  Milo  R.,  Crosbyton — 318 
Snodgrass,  Samuel  R., 

800  Ave.  B.,  Galveston — 182 
Snow,  Joseph  C.,  851  Orange,  Abilene — 418 
Snow,  Richard  C., 

1901  N.  25th  St..  Waco — 322 
Snow,  Walter  T.,  856  Lamar  Ave.,  Paris — 290 
Snow,  William  J.. 

708  Med.  Arts  Bldg.,  Houston — 222 
Snow.  Wister  C.,  (Inac.), 

3315  39th  St.,  Lubbock — 318 
Snyder.  Edward  H.,  (Hon.),  Canadian — 430 
Snyder,  Frank  L., 

304  Virginia  PL,  Fort  Worth— 414 
Snyder,  Hal,  4520  Rossmoyne,  Houston — 222 
Snyder,  Harvey  B., 

1216  Main  St.,  Houston — 222 
Snyder,  John  T.,  Box  708,  Channelview — 222 
Snyder.  Ned,  Jr., 

Coggin  at  12th,  Brownwood — 74 
Snyder,  fochard  D.,  (Mil.), 

139  U.  S.  Court  House,  El  Paso — 162 
Snyder,  Roy  E., 

203  Med.  Arts  Bldg.,  Fort  Worth— 414 
Snyder,  Rush  A.,  405  Main  St.,  Canadian— 430 
Snyderman,  Henry, 

Plainview  Hosp.,  Plainview — 206 
Solis,  G.  Robert, 

2749  Procter  St.,  Port  Arthur — 262 
Soloff,  Philip  N.. 

101  Espana  Lane,  El  Paso — 162 
Soma,  Yone,  102  S.  Rosillo,  San  Antonio — 50 
Somer,  Joseph,  (Mil.), 

Baylor  Hosp.,  Dallas — 134 
Sommer,  Arno  W., 

Scott  & White  Hosp.,  Temple— 46 
Sonenthal,  I.  Ronald, 

2219  Dorrington,  Houston — 222 
Sorensen,  Alfred, 

600  Loretto  Rd.,  El  Paso— 162 
Sorrells,  Chas.  C.,  (Hon.), 

619  N.  Mont  Clair,  Dallas — 134 
Sory,  Crysup, 

1546  S.  Brownlee,  Corpus  Christi — 354 
Sosa,  Robert.  Box  1031.  Littlefield — 294 
Sosebee-Crump,  Winnie  J., 

2039  Woodvine  Dr.,  Houston — 222 
Soto,  Raul  C., 

522  Caples  Bldg.,  El  Paso — 162 


Sousares,  Teddy  M., 

1906  Karen  Ave.,  Austin— 434 
Souther,  William  L.,  (Hon.), 

811  Prof.  Bldg.,  Waco — 322 
Southerland,  Wm.  I.. 

207  W.  Mulberry,  Sherman — 190 
Southern,  Charles  E.,  Brenham— 454 
Southern,  Jack,  (Mil.), 

548  S.  2nd  St.,  Bellaire— 446 
South  wick,  Lloyd  M., 

Box  398.  Edinburg — 238 
Sowell,  Rugel  F., 

302  W.  San  Antonio,  San  Marcos — 230 
Sowell,  Rugel  F..  Jr., 

Box  76,  San  Marcos — 230 
Sowers,  Harry  B.. 

4618  San  Jacinto.  Dallas — 134 
Spaar,  Albert  P..  Vernon — 470 
Spackman,  Edgar  W., 

Gen.  Del.,  San  Juan — 414 
Spalding,  James  C., 

104  E.  Hwy.  80,  Greggton — 194 
Spankus,  Willerd  H.. 

3527  Ella  Blvd.,  Houston — 222 
Spann,  R.  Gayle, 

1546  Brownlee,  Corpus  Christi — 354 
Spark,  Milton,  121  Dallas,  Waco — 322 
Sparkman,  Robert  S., 

1004  N.  Washington,  Dallas — 134 
Sparks,  John  E.,  (Inac.), 

423  Hot  Wells  Blvd.,  San  Antonio — 50 
Sparr,  Richard  A., 

S’ western  Med.  Scbl.,  Dallas — 134 
Speakman,  Walter  F., 

812  Denver  St..  Wichita  Falls — 466 
Spearman,  Maurice  P., 

1501  Arizona  St.,  El  Paso — 162 
Spears,  Jean  Wiley,  Graham — 362 
Speck,  Carlos  D.,  Jr., 

3709  Montrose  Blvd.,  Houston — 222 
Spector,  Morris, 

1627  W.  Mulberry,  San  Antonio — 50 
Speed,  Terrell, 

Scott  & White  Hosp.,  Temple — 46 
Speegle,  Jackson  H., 

210  N.  Westmoreland,  Dallas — 134 
Speegle,  Robert  E., 

1002  N.  Marion  Dr.,  Garland — 134 
Spegal,  Doris  V., 

6115  La  Vista,  Dallas — 134 
Speidel,  Thomas  H., 

1010  N.  Federal  Rd.,  Houston — 222 
Spence,  Charles  H.,  Jr.. 

336  S.  8th,  Raymondville — 82 
Spence,  Harry  M., 

4105  Live  O^,  Dallas — 134 
Spence,  Joseph  W.,  Jr.. 

Box  188,  Dimmitt — 142 
Spence,  Julius  H., 

3023  Jan  Ave.,  Tyler — 410 
Spence,  Philip  S.,  Jr., 

1037  Esperson  Bldg.,  Houston — 222 
Spencer,  Charles  H., 

Hawkins  Hosp.,  Hawkins— 478 
Spencer,  Francis  M., 

Ill  E.  Harris  Ave.,  San  Angelo — 426 
Spencer,  Fred  D.,  Jr., 

308  W.  Chandler,  Brownwood — 74 
Spencer,  John  C., 

212  Maverick,  Crystal  City — 326 
Spencer,  Shelby  C., 

Prof.  Bldg.,  Waco — 322 
Spencer,  William  A.. 

1333  Moursund  Ave.,  Houston — 222 
Spencer,  W.  Bruce, 

2226  Washington,  Waco — 322 
Spezia,  Joseph  L., 

4832  (Caroline,  Houston — 222 
Spidle,  James  L., 

^x  446,  Sour  Lake — 218 
Spier,  Erich, 

415  E.  Yandell  Blvd.,  El  Paso — 162 
Spikes,  Lowell  W.,  Ralls — 318 
SpiUar,  Bliss  R.,  Jr..  (Mil.), 

1707  N.  22nd  St..  Killeen — 46 
Spillar,  Edna  M.  H., 

1707  N.  22nd  St..  Killeen — 46 
Spiller,  John  B., 

Med.  Arts  Mdg..  Houston — 222 
Spiller,  Rachel  F., 

5000  Montrose  Blvd.,  Houston — 222 
Spiller,  William  F..  Jr.. 

5000  Montrose  Blvd.,  Houston — 222 
Spiller,  William  F., 

22nd  & Sealy,  Galveston — 182 
Spires,  Albert  B.,  Jr.,  (Mil.), 

516  W.  7th  St.,  Taylor— 182 
Spivey,  Dan,  818  Frank,  Lufkin — 18 
Sponsel,  Thane  T., 

1002  Hermann  Prof.  Bldg., 

Houston — 222 

Sporer,  Frank  M.,  Van  Alstyne — 190 
Spring,  Floyd  Lee,  Friona — 142 
Spring,  Paul  L.,  Friona — 142 
Springall,  Walton  H.,  Fredericksburg — 278 
Sprott,  Curtis  B., 

2390  Cartwright,  Beaumont — 262 


Sprott,  E.  D.,  Jr., 

2390  Cartwright,  Beaumont — 262 
Sprott,  Maxie  C., 

2390  Cartwright,  Beaumont — 262 
Squyres,  Berry  N., 

Tarrant  at  Lindsey,  Bowie — 98 
St.  John,  Ralph  V., 

1001  Louisiana,  Corpus  Christi — 354 
Stacey,  Royal  K.,  Box  126,  Castroville — 94 
Stack,  John  W.,  Box  135,  Mesquite — 134 
Stackhouse,  Howard,  Jr., 

1222  Med.  Arts  Bldg.,  Houston — 222 
Stadler,  Earl  W.. 

800  Fifth  Ave.,  Fort  Worth — 414 
Stafford.  Delmon  J., 

Box  632,  Littlefield — 294 
Stahl,  David  M., 

1504  Med.  Towers,  Houston — 222 
Stahl,  Louis  J.,  Box  184,  Gonzales — 186 
Stahl,  Marion  L., 

502  W.  18th,  Austin — 434 
Stain,  Stanley. 

323  N.  New  Braunfels,  San  Antonio — 50 
Staker,  Norman  W.,  Lamesa — 138 
Stalnaker,  Paul  R.,  (Hon.), 

4715  Fannin,  Houston — 222 
Standlee,  Earle, 

3535  W.  Lawther  Dr.,  Dallas — 134 
Stanfill,  Chas.  M., 

415  E.  Yandell  Blvd.,  El  Paso— 162 
Stanford,  John  P..  Jr., 

207  Med.  Arts  Bldg.,  Houston — 222 
Stanislav,  F.  J.,  1820  Colonial,  Waco— 322 
Stanley,  E.  Stephen, 

610  Preston  Forest  Shopping  Center. 
DaUas — 134 

Stanley,  James  S.,  Matador — 214 
Stansell,  Paul  Q., 

2446  W.  Summit,  San  Antonio — 50 
Stanton,  Elbert  H., 

3400  Irving  Blvd.,  Irving — 134 
Stanton,  Elbert  M., 

5OIV2  25th  St.,  Galveston — 182 
Stanton,  William  P., 

1031  Nix  Prof.  Bldg.,  San  Antonio — 50 
Stapp,  Celso  C., 

800  Montana  St.,  El  Paso — 162 
Stapp,  William  F.,  (Int.), 

1912  E.  Beach  St..  Gulfport,  Miss. — 134 
Starr,  Harry,  675  Fifth  St.,  Beaumont — 262 
Starr.  Pete  J.,  607  E.  Abrams,  Arlington — 414 
Staub,  John  D., 

2708  Weslayan,  Houston — 222 
Stayer,  David  S., 

606  Med.  Arts  Bldg.,  Dallas — 134 
Stayer,  Glenn  C., 

427  W.  10th  St..  Dallas — 134 
Stayer,  Irene  M..  104  E.  2nd.,  Irving — 134 
Steed.  Joe  D., 

1300  8th  St.,  Wichita  Falls — 466 
Steed,  P.  Franklin, 

1525  Nix  Prof.  Bldg.,  San  Antonio — 50 
Steed.  Thurmon  M..  Jr.,  Hughes  Springs — 90 
Steeg,  Galen  E.,  Groveton — 450 
Steele,  Franklin  B., 

Herring  Bk.  Bldg.,  Vernon — 470 
Steele,  Wayne  K., 

933  Mulberry.  Angleton — 62 
Steger,  Joseph  H., 

923  Pennsylvania,  Fort  Worth — 414 
Stehlin,  John  S.,  Jr., 

6723  Bertner  Dr.,  Houston — 222 
Stein,  Ben,  Ferris — 158 
Stein,  Edward  F.,  Jr., 

258  E.  Main  St.,  Fredericksburg — 278 
Steinbach,  Herbert  L.,  Brenham — 454 
Steinberg,  Fred  W., 

1525  Nix  Prof.  Bldg.,  San  Antonio — 50 
Steinberger,  Eugene. 

901  W.  Cannon,  Fort  Worth — 414 
Stell,  Cecil  I., 

3617  Fairmount,  Dallas — 134 
Stembridge,  Vernie  A.,  (Mil.), 

Armed  Forces  Inst., 

Washington  25,  D.  C. — 182 
Stenberg,  Robert  T., 

Austin  State  Hosp.,  Austin — 434 
Stengl,  Lorraine  I., 

Box  429.  El  Campo — 462 
Stent,  Paul  A., 

3501  Oak  Forest  Dr.,  Houston — 222 
Stepan,  John  D., 

206  W.  Monsarette,  El  Campo — 462 
Steph,  Donal  W.,  (Int.), 

Parkland  Mem.  Hosp.,  Dallas — 134 
Stephen,  J.  J.,  P.  O.  Box  231.  Robstown — 354 
Stephen.  Weldon  W., 

22  nd  & Sealy,  Galveston — 182 
Stephens,  Charles  A., 

1509  N.  Texas,  Odessa — 14 
Stephens,  J.  D.,  Box  817,  Smithville — 34 
Stephens,  Jerry  H., 

8346  Long  Point  Rd.,  Houston — 222 
Stephens,  Joe  B., 

P.  O.  Drawer  38,  Bangs — 74 
Stephens,  John  M., 

P.  O.  Box  1733,  Brownsville — 82 
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Stephens,  Milton  M., 

412  S.  Main,  Borger — 430 
Stephens,  Mollie  M., 

1025  S.  Wafer,  Pasadena — 222 
Stephens,  Walton  G., 

412  S.  Main,  Borger— 430 
Stephens,  William  C., 

818  Clinic  Dr.,  Tyler — 410 
Stephenson,  Betty  P., 

6516  Bertner  Ave.,  Houston — 222 
Stephenson,  Charles  T., 

10  Chelsea  PI.,  Houston — 222 
Stephenson,  G.  Bruce, 

370  Tenth  St.,  Beaumont — ^262 
Stephenson,  James  H.,  (Hon.), 

4523  Cedar  Springs,  Dallas — 134 
Stephenson,  Martin  L.,  Jr., 

4500  S.  Lancaster,  Dallas — 134 
Stephenson,  W.  O.,  (Hon.), 

4005  Hall,  Dallas — 134 
Sterling,  Russell  R., 

917  Bk.  of  Southwest,  Houston — 222 
Stern,  J.  Edward, 

626  Mills  Bldg.,  El  Paso — 162 
Sterne,  Thomas  L., 

2701  N.  Azalea,  Victoria — 446 
Sterns,  Jerome  E., 

1114  Med.  Towers,  Houston — 222 
Stevens,  B.  F.,  (Hon.), 

217  Blacker,  El  jPaso — 162 
Stevens,  George  M., 

101  Parking  Way,  Lake  Jackson — 62 
Stevens,  Joe  L.,  200  W.  5th,  Bonham — 174 
Stevens,  Robert  B., 

1297  Calder  Ave.,  Beaumont — 262 
Stevenson,  Harold  R.,  Memphis — 22 
Stevenson,  Murphy  D., 

Hermann  Prof.  Bldg.,  Houston — 222 
Stevenson,  Rufus  A.,  Jr,, 

2601  N.  Azalea  St.,  Viaoria — 446 
Stevenson,  Stanley  L., 

5221  Locksley,  Dallas — 134 
Steward,  Mary  Booth, 

Box  422,  Rt.  1, 

Maple  Valley,  Wash. — 418 
Stewart,  Allen  T.,  Jr., 

Box  325,  Spearman — 430 
Stewart,  Allen  T., 

1318  Main  St.,  Lubbock — 318 
Stewart,  C.  Scott, 

123  Ogden  Lane,  San  Antonio — 50 
Stewart,  Chas.  D., 

1001  Louisiana,  Corpus  Christi — 354 
Stewart,  Evans  P.,  Tulia — 142 
Stewart,  George  A.,  Jr., 

1015  Pennsylvania,  Fort  Worth — 414 
Stewart,  Howard  R., 

3001  Bellmead  Dr.,  Waco — 322 
Stewart,  James  A., 

229  Parking  Way,  Lake  Jackson — 62 
Stewart,  James  K., 

P.  O.  Box  900,  Dallas — 134 
Stewart,  Robert  D.,  135  Melba,  Dallas — 134 
Stieler,  Albert, 

1006  Med.  Arts  Bldg.,  San  Antonio — 50 
Stiernberg,  Douglas  D., 

702  Ninth  St.,  N.,  Texas  City — 182 
Stiernberg,  R.  Cam, 

126  20th  Ave.,  N.,  Texas  City — 182 
Stiles,  James  Hooper, 

1910  Knoxville,  Lubbock — 318 
Stiles,  Wendel  A., 

Med.  Arts  Bldg.,  Dallas — 134 
Still.  Oscar  W.,  Box  632.  Littlefield — 294 
Stinson,  James  C., 

213  W.  Ave.  G.  Temple — 46 
Stirling,  E.  Hopkins, 

28  South  Shore  Dr..  Galveston — 182 
Stirling,  Earl,  Sulphur  Springs — 246 
Stirman,  Jerry  A., 

S'western  Med.  Schl.,  Dallas — 134 
Stockdale,  Rider  E., 

Hardy  Hancock  Hosp.,  Jasper — 258 
Stoeckle,  Harry  G.  E.,  Jr.. 

Univ.  of  Tex.  Med.  Br.,  Galveston — 182 
Stoeltje,  Joe, 

1170  Simmons  St.,  Beaumont — 262 
Stokes,  John  F., 

415  College  St..  Killeen — 46 
Stokes,  Paul  B.,  Box  717,  Crockett — 10 
Stolzar,  Irwin  H.,  Box  887,  Longview — 194 
Stone,  Belo,  Robstown — 354 
Stone,  Charles  T..  Jr., 

U.  S.  Natl.  Bk.  Bldg.,  Galveston — 182 
Stone,  Charles  T., 

2201  Ave.  D,  Galveston — 182 
Stone.  Noah  W.,  (Int.), 

Scott  & White  Hosp.,  Temple — 46 
Stonehill,  Robert  B.,  (Mil.), 

USAF  Hosp.,  Lackland  AFB — 50 
Stool.  Joseph  A., 

2417  Glen  Haven.  Houston — 222 
Stoolfire,  Arthur  W., 

Med.  Arts  Clin.,  Sherman — 190 


Storey,  Sharon  S.,  Jr.. 

6534  Wynnewood  St.,  Houston — 222 
Stork.  Walter  J.. 

816  Med.  Towers,  Houston — 222 
Storrs,  Loyd  A., 

3801  19th  St.,  Lubbock— 318 
Story,  Fred  L.,  Ennis — 158 
Story.  Jos^h  R., 

1501-D  N.  DeLeon,  Victoria — 446 
Stouffer,  James  G., 

1506  W.  Terrell  Ave.,  Fort  Worth — 414 
Stough,  John  T., 

4501  Fannin  St.,  Houston — 222 
Stout,  Joseph  H., 

301  M&P  Bk.  Bldg.,  Sherman — 190 
Stout,  Ruth  Louise, 

2352  34th  St..  Lubbock — 318 
Stout,  Sidney  E.. 

650  Fifth  Ave.,  Fort  Worth — 414 
Stout,  William  W., 

2209  W.  7th  Ave.,  Amarillo — 378 
Stovall,  Virginia  S., 

606  Med.  Prof.  Bldg.,  San  Antonio— 50 
Stover,  Walter  H.,  Marfa — 370 
Stow,  Robert  C.,  Jr., 

306  W.  Broadway,  Fort  Worth — 414 
Stowe,  Jesson  L., 

2323  Montana  St.,  El  Paso — 162 
Strashun,  Mat  F., 

1811  Crawford  St.,  Houston — 222 
Strassmann,  Erwin  O., 

Hermann  Prof.  Bldg.,  Houston — 222 
Stratemeyer,  W.  P., 

1501  Arizona.  El  Paso — 162 
Strauch,  James  H., 

610  Med.  Prof.  Bldg.,  San  Antonio — 50 
Strauss,  Elias,  3707  Gaston,  Dallas — 134 
Straw,  Kenneth, 

6517  Lawndale,  Houston — 222 
Streit,  August  J.,  Fisk  Bldg.,  Amarillo — 378 
Streitmatter,  David  E., 

302  Preston  Royal  Med.  Center,  Dallas 
—134 

Strickland,  George  E.. 

316  W.  Omega,  Henrietta — 98 
Strickland,  Thos.  C., 

Box  1045,  Greenville — 254 
Strickland,  Wm.  M.,  Jr., 

Parkland  Mem.  Hosp.,  Dallas — 134 
Stringer,  Charles  F., 

746  S.  Cen.  Expressway.  Richardson — 134 
Stripling,  C.  H., 

555  S.  Jackson  St.,  Jacksonville — 94 
Stroble,  Rosser  J.,  Jr., 

Rockwall  Med.  Clin.,  Rockwall — 134 
Strole,  Donald  G., 

1026  N.  21st,  Abilene — 418 
St.  Romain,  Chester  J., 

1133  Boston  Ave.,  Nederland — 262 
Stromberg,  Eric  W.,  Taylor — 474 
Strong,  James  C.,  1936  Amelia,  Dallas — 134 
Strother,  Coble  D., 

M&P  Bk.  Bldg.,  Sherman — 190 
Strother,  Wm.  K.,  Jr., 

1311  N.  Washington.  Dallas — 134 
Stroud,  Mary  E.,  ( Int. ) , 

Box  96,  Austin — 434 
Stroud,  S.  K., 

3154  Reid  Dr.,  Corpus  Christi — 354 
Strozier,  William  E., 

2819  McCullough  Ave.,  San  Antonio — 50 
Stuart,  Charles  C., 

420  W.  6th  St.,  Texarkana — 58 
Stuart,  John  A.,  Jr., 

3207  Turtle  Creek,  Dallas — 134 
Stuart,  Samuel  E., 

1121  W.  Jefferson.  Dallas — 134 
Smbblefield,  M.  L.,  Box  1046,  Baird — 154 
Stubblefield,  Robt.  L., 

5323  Harry  Hines  Blvd.,  Dallas — 134 
Stubbs,  F.  Spencer, 

1223  Babcock  Rd.,  San  Antonio — 50 
Stubbs,  James  B., 

1501  Broadway,  Galveston — 182 
Smermer,  Cassie  E., 

1324  Federal  Rd.,  Houston — 222 
Stumpe,  Alfred  R.,  (Mil.), 

Schl.  of  Avn.  Med.,  Randolph  AFB— 50 
Stuntz,  Billie  W., 

304  Seventh  St.,  Orange — 358 
Stuntz,  Homer  C., 

304  Seventh  St.,  Orange — 358 
Sublett,  Collier  M., 

723  W.  Lee  St.,  Kingsville — 286 
Subotnik,  Nathan. 

6425  Richmond  Rd.,  Houston — 222 
Suehs,  Herbert  A., 

817  N.  Marshall,  Henderson — 398 
Suehs,  Max  E., 

228  San  Jacinto  Blvd.,  Beaumont — 262 
Suehs,  Oliver  W., 

14  Med.  Arts  Sq.,  Austin — 434 
Suehs,  Paul  E., 

817  N.  Marshall,  Henderson — 398 
Sullivan,  Harley  C., 

500  Broad  St.,  Wichita  Falls — 466 


Sullivan,  Margaret  P., 

M.  D.  Anderson  Hosp.,  Houston — 222 
Sullivan,  Robert  E.,  Jr., 

42 1 S.  Oak,  La  Marque — 1 82 
Sullivan,  Thomas  P.. 

616  Moore  Bldg.,  San  Antonio — 50 
Sullivan,  William  W., 

532  N.  Union,  New  Braunfels — 114 
Sumner,  Wendell  W., 

600  Bailey,  Fort  Worth — 414 
Sunbury,  Thomas  R.. 

Scott  & White  Clin.,  Temple — 46 
Super,  Archie  R., 

418  Med.  Arts  Bldg.,  Dallas — 134 
Supowit,  S.  F., 

500  Oak  St.,  Sweetwater — 350 
Surber,  Maxine  J., 

631  Adrian,  San  Antonio — 50 
Surgi,  Marie  L., 

3709  Montrose  Blvd.,  Houston — 222 
Surman,  Arnold  C.,  (Hon.),  Post — 318 
Sutherland,  Dan  R., 

2618  Welborn,  Dallas — 134 
Sutherland,  Donald  A., 

1621  Glen  Ave.,  Dallas — 134 
Sutow,  Wataru  W., 

M.  D.  Anderson  Hosp.,  Houston — 222 
Suttle,  R.  Courtney, 

3406  McFarlin  Blvd.,  Dallas — 134 
Sutton,  Fred  W., 

Goodhue  Bldg.,  Beaumont — 262 
Sutton,  Robert  S., 

711  W.  Kirk,  San  Antonio — 50 
Sutton,  Robert  S.,  Sr.,  (Inac.), 

711  W.  Kirk,  San  Antonio— 50 
Swager,  Warren  M..  Jr.,  (Mil.), 

Fed.  Cor.  Inst.,  Seagoville — 134 
Swann,  William  J.,  Sterling  City— ^26 
Swanson,  Laverne  R.,  Box  488,  Ferris — 158 
Swanson,  Wayland  R., 

800  W.  7th  St.,  Taylor — 474 
Swearingen.  R.  O., 

2 Med.  Arts  Sq.,  Austin — 434 
Swearingen,  Robert  G., 

1002  Ohio  St.,  Corpus  Christi — 354 
Swearingen,  Robt.  E., 

Box  608,  Woodville— 218 
Sweeney,  J.  Shirley, 

4005  St.  Andrews  Dr.,  Dallas — 134 
Sweet,  Horace  C., 

205  Camden  St.,  San  Antonio — 50 
Sweet,  William  O.. 

Citizens  Natl.  Bk.  Bldg.,  Brownwood — 74 
Swepston,  Happy  J.,  Rosebud — 170 
Swetland,  Douglas  R., 

Torbett  Clin.,  Marlin — 170 
Swift,  Clifford  G.,  Cameron — 330 
Swift,  Edward  V., 

811  Main  St.,  Big  Spring — 250 
Swift,  William  B., 

1501  Summit,  Fort  Worth — 414 
Swindell,  Raymon  R., 

2400  Line  Ave.,  Amarillo — 378 
Swindell,  Samuel  W., 

525  Church,  Sulphur  Springs — 246 
Swinney,  Bluford  A., 

139  Vi  E.  Tyler,  Longview — 194 
Swinny,  Boen, 

314  Med.  Arts  Bldg.,  San  Antonio— 50 
Swords,  H.  Logan, 

301  W.  Central  Ave.,  Fort  Worth — 414 
Sybilrud,  Hjalmer  W., 

620  S.  Broadway,  McAllen — 238 
Sykes,  Clarence  S., 

2201  Ave.  D,  Galveston — 182 
Sykes,  E.  Meredith, 

925  Nix  Prof.  Bldg.,  San  Antonio — 50 
Sykes,  Edwin  M..  Jr., 

927  Nix  Prof.  Bldg.,  San  Antonio — 50 
Sykes,  Walter  P., 

3280  Fannin,  Beaumont — 262 
Sylvester,  Wendell  R.,  (Int.), 

515  Morales  St.,  San  Antonio — 50 
Synnott,  James  D., 

414  W.  20th  St.,  Houston — 222 
Synnott.  Thomas  G., 

410  W.  20th  St.,  Houston— 222 


T 


Tabb,  K.  Stewart, 

1616  Colcord  Ave..  Waco— 322 
Tabb.  T.  Edgar, 

County  Health  Dept.,  Waco— 322 
Taber,  Ben  Zion,  2323  Montana.  El  Paso — 162 
Tablet,  J.  Walton. 

1002  Ohio  St.,  Corpus  Christi — 354 
Tackaberry,  A.  L.  W.,  (Hon.), 

2707  Grant  St.,  Houston — 222 
Tadlock,  Marvin  E., 

Burk  Burnett  Bldg.,  Fort  Worth — 414 
Talbert.  Thomas  L., 

123  W.  Lubbock,  Slaton — 318 
Talbot,  Milton  W.,  Jr.. 

811  Main  St.,  Big  Spring — 250 
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Taliaferro,  Theodore  J., 

1106  Trezevant,  Tyler — 410 
Talkington,  Perry  C., 

1420  Med.  Arts  Bldg.,  Dallas — 134 
Tallant,  Arthur  N.,  (Mil.)  , 

Bergstrom  AFB,  Austin— 434 
Talley,  Arthur  T.,  Jr., 

1307  Med.  Arts  Bldg.,  Houston — 222 
Talley,  Elizabeth  D., 

11757  Taylor  Crest,  Houston — 222 
Talley,  J.  Bartow, 

SPJST  Bldg.,  Temple — 46 
Talley,  John  E., 

2317  Washington,  Waco — 322 
Talley,  Lewis  R., 

Kings  Daughters  Hosp.,  Temple— 46 
TaUey,  Oran  H., 

3701  S.  Saxet  Dr.,  Corpus  Christi — 354 
Talty,  Matthew  H.,  Jr., 

1809  Crawford,  Houston — 222 
Tandy,  Charles  C., 

206  W.  Colorado,  Dallas — 134 
Tandy,  Hugh  B.,  Ozona— 426 
Tannenholz,  Harold  S., 

510  N.  Lincoln,  Odessa — 14 
Tarrow,  Arthur  B.,  (Mil.), 

207  Northill  Dr.,  San  Antonio — 50 
Tasch,  A.  F.,  717  Field  St.,  Taft — 402 
Tashnek,  Arthur  B., 

1411  Med.  Towers,  Houston — 222 
Tatar,  Mervin, 

617  Tatar  St.,  Pasadena — 222 
Tate,  George  W.,  Box  889,  Longview — 194 
Tate,  John  H., 

Kountze  Clin.,  Kountze — 218 
Tate,  Robert  A.,  (Inac.),  Kountze — 218 
Tatum,  William  C., 

1304  Med.  Arts  Bldg.,  Fort  Worth — 414 
Tatum,  William  E.,  (dead),  (Hon.), 
Gatesville — 262 
Tausend,  Harold  J., 

5012  Travis  St.,  Houston — 222 
Tausend,  Paul  L., 

1029  E.  Thomas,  Pasadena — 222 
Taylor,  Charles  W.,  (Hon.), 

276  W.  Mandalay  Dr.,  San  Antonio — 50 
Taylor,  Elbert  D., 

5534  E.  Belknap,  Fort  Worth — 414 
Taylor,  Elizabeth  A., 

Box  1719.  Fort  Worth— 414 
Taylor,  Floyd  D., 

4755  Hartford,  Abilene — 418 
Taylor,  Fred  M., 

Baylor  Med.  College.  Houston — 222 
Taylor,  Fred  W., 

1511  10th  St.,  Wichita  Falls — 466 
Taylor,  H.  Earl, 

220  Med.  Arts  Bldg.,  Dallas — 134 
Taylor,  H.  Newell, 

No.  2 Chelsea  PL,  Houston — 222 
Taylor,  Harvey  Grant, 

M.  D.  Anderson  Hosp.,  Houston — 222 
Taylor,  Holman,  Jr., 

Hermann  Prof.  Bldg.,  Houston — 222 
Taylor,  Homer  A.,  Jr., 

1422  Med.  Arts  Bldg.,  Houston — 222 
Taylor,  James  G..  Jr., 

1301  Raguet,  Nacogdoches — 342 
Taylor,  John  M., 

3005  Ridgeway  Dr.,  Metaire,  La. — 214 
Taylor,  Orville  R..  Jr.,  Linden — 90 
Taylor,  Otis.  Jr., 

511  College,  Lubbock— 318 
Taylor,  Phillip  W., 

833  S.  Beckham,  Tyler— 410 
Taylor,  Robert  W., 

118V^  S.  First,  Lufkin — 18 
Taylor,  Thomas  S., 

318  Med.  Prof.  Bldg.,  San  Antonio — 50 
Taylor,  Thomas  U.,  II, 

1009  Pennsylvania,  Fort  Worth — 414 
Taylor,  Vann  S., 

6222  Northaven  Rd.,  Dallas — 134 
Taylor,  Willis  A.,  (Hon.),  Mt.  Pleasant — 86 
Taylor,  William  C.,  Jr..  Calvert — 66 
Taylor.  Wm.  M.,  (Hon.),  Goree — 38 
Teague,  William  H., 

4420  N.E.  28th  St.,  Fort  Worth — 414 
Teel,  Theodore  T.,  Jr., 

221  Pleasant  Grove,  Dallas — 134 
Telford,  Jane,  2010  Banks,  Houston — 222 
Tempesta,  James  E.,  (Int.), 

1304  Ursuline  Ave.,  Bryan — 222 
Temple,  Bobby  L.,  (Int.), 

Parkland  Mem.  Hosp.,  Dallas — 134 
Templeton,  R.  D., 

133  Handley,  San  Antonio — 50 
Tenery,  R.  Mayo,  Waxahachie — 158 
Tenery,  William  C.,  Waxahachie — 158 
Teng,  Ching  Tseng. 

Jeff  Davis  Hosp.,  Houston — 222 
Teng,  Hsi  Ching, 

5323  Harry  Hines  Blvd.,  Dallas — 134 
Tenney,  Samuel  W., 

402  S.  Bolivar,  Marshall — 226 


Tennison,  Charles  W.. 

511  Med.  Prof.  Bldg.,  San  Antonio — 50 
Tennison.  George  D., 

440  Roosevelt  Dr..  Silsbee — 218 
Terrell,  Blanche  O.. 

1425  Pennsylvania,  Fort  Worth — 414 
Terrell,  Caleb  O.,  Jr., 

1000  Fifth  Ave.,  Fort  Worth — 414 
Terrell,  Chas.  J.. 

602  W.  10th  St.,  Fort  Worth — 414 
Terrell,  James  C.. 

411  N.  Belknap,  Stephenville — 166 
Terrell,  James  Wm., 

4000  Jacksboro  Hwy.,  Wichita  Falls — 466 
Terrell,  Pruitt  D., 

606  S.  Broadway,  McAllen — 238 
Terrell,  Robert  W.  B., 

316  Med.  Prof.  Bldg.,  San  Antonio— 50 
Terrell,  Truman  C.. 

Box  1719,  Fort  Worth — 414 
Terrell.  Vance,  Box  371,  Stephenville — 166 
Terrill,  Bruce  S., 

411  N.  Belknap,  Stephenville — 166 
Terry.  A.  A.,  918  E.  32nd  St.,  Austin — 434 
Terry,  Douglas  W., 

907  Cap.  Natl.  Bk.  Bldg.,  Austin— 434 
Terry,  Houston  H.,  (Hon.), 

3205  Montague,  Fort  Worth— 466 
Terry,  J.  Glenn, 

1001  St.  Joseph.  Dallas — 134 
Terry,  Jack  S., 

220  Med.  Arts  Bldg.,  Dallas — 134 
Terry,  John  E.,  Box  1145,  Crane — 126 
Terry,  Joseph  C.,  Loraine — 350 
Terry,  William  S.,  Jefferson — 90 
Tester,  Lewis  K., 

Central  Natl.  Bk.,  San  Angelo — 426 
Tewell,  Howard  E.,  Jr., 

1716  Ed  Carey  Dr.,  Harlingen — 82 
Thaddeus,  Aloysius  P., 

502  Med.  Prof.  Bldg.,  San  Antonio — 50 
Thaggard,  Alvin,  Jr., 

1129  Nix  Mdg.,  San  Antonio — 50 
Thames,  William  D.,  Jr., 

818  Frank  Ave.,  Lufkin — 18 
Thannisch,  George  E., 

1121  Ellis  Ave.,  Lufkin — 18 
Tharp,  Warren  B., 

3921  Richmond.  Houston — 222 
Thayer,  Robert  H.. 

1501  Arizona  St.,  El  Paso — 162 
Theimer,  Louis  M., 

115  Med.  Arts  Bldg.,  Wichita  Falls — 466 
Thiel,  John  M., 

Univ.  of  Tex.  Med.  Br.,  Galveston — 182 
Thigpen,  Joe  E., 

1417  N.  1st  St.,  Haskell — 418 
Thiltgen,  Winston  S.,  El  Campo- — 462 
Thoma,  Earl  W., 

Med.  Arts  Bldg.,  Houston — 222 
Thoma.  George  W.,  Jr., 

St.  Mary’s  Inf.,  felveston — 182 
Thomas,  Albert  M., 

938  Hermann  Prof.  Bldg.,  Houston — 222 
'Thomas,  Anton  L.,  (Hon.),  Ennis — 158 
Thomas,  C.  Skiles,  'Tahoka — 138 
'Thomas,  Clyde  E.,  Jr., 

Howard  Co.  Hosp.  Fdn.,  Big  Spring — 250 
Thomas,  Edward  F., 

600  W.  8th,  Amarillo — 378 
Thomas,  Fred  P., 

Hermann  Hosp.,  Houston — 222 
Thomas,  George  B., 

5000  Montrose  Blvd.,  Houston — 222 
Thomas,  Harold  R., 

3707  Gaston,  Dallas — 134 
Thomas,  Henry  W.,  Jr., 

1612  N.W.  28th  St.,  Fort  Worth — 414 
Thomas,  Hiram  C., 

1055  W.  Terrell,  Fort  Worth — 414 
Thomas,  Ira  L., 

215  S.  Commerce,  Gainesville — 118 
'Thomas,  J.  David, 

2017  Brown  Dr.,  Denton — 146 
Thomas,  James  H., 

1546  S.  Brownlee,  Corpus  Christi — 354 
Thomas,  James  R., 

Gulf  Oil  Corp.,  Port  Arthur — 262 
'Thomas,  James  W., 

P.  O.  Box  747,  Smithville — 34 
Thomas,  John  F., 

918  E.  32nd  St.,  Austin — 434 
'Thomas,  John  R.,  (Inac.), 

702  Morgan,  Corpus  Christi — 354 
'Thomas,  John  R., 

165  Hermann  Prof.  Bldg.,  Houston — 222 
Thomas,  Merle  D., 

1501  Arizona  St..  El  Paso — 162 
Thomas,  Paul  J., 

3707  Gaston,  Dallas — 134 
'Thomas,  Raymond  R., 

700  S.  McCarty  Ave.,  Eagle  Lake — 110 
Thomas,  Rex  E.. 

1546  S.  Brownlee,  Corpus  Christi — 354 
Thomas.  Robert  P.,  Jr., 

1002  Nix  Prof.  Bldg.,  San  Antonio — 50 


Thomas,  Sellers  J.,  Jr.. 

508  Hermann  Prof.  Bldg.,  Houston — 222 
Thomas,  Stephen, 

4040  Broadway,  Houston — 222 
'Thomas,  Vernon  L., 

Grandview  Clin.,  Grandview — 266 
'Thomas,  W.  Maxwell, 

3707  Gaston.  D^las — 134 
Thomas,  W.  Ralph. 

220  St.  Louis,  Plainview — 206 
'Thomason,  Edgar  M., 

2136  Yale  St.,  Houston — 222 
'Thomason,  Elizabeth  C., 

2467  Morgan,  Corpus  Christi — 354 
Thomason,  Robert  H., 

2467  Morgan,  Corpus  Christi — 354 
Thomason,  Thos.  H., 

1226  Pennsylvania,  Fort  Worth — 414 
'Thomasson,  A.  R.,  Jr., 

Med.  Arts  Bldg.,  Dallas — 134 
Thomasson,  A.  R.,  Sr.,  (Hon.), 

Med.  Arts  Bldg.,  Dallas — 134 
'Thompson,  B.  D., 

5655  Briar  Dr.,  Houston — 222 
'Thompson,  Barrett  M., 

218  S.  Main,  Irving — 134 
Thompson.  Burch,  2104  Sabine,  Austin — 434 
Thompson,  Burl  V., 

1400  Eighth  Ave.,  Fort  Worth — 414 
Thompson,  Chase  S., 

Ill  E.  Harris,  San  Angelo— 426 
Thompson,  Cone  J., 

810  Clinic  Dr.,  Tyler — 410 
'Thompson,  Douglas  J., 

2600  Procter  St.,  Port  Arthur — 262 
Thompson,  Edward  R. 

707  U.  S.  Natl.  Bk.  Bldg., 

Galveston — 182 
'Thompson,  Hardy  E., 

127  Dolphin,  Galveston — 198 
Thompson,  Jack  R., 

205  E.  Neches,  Palestine — 10 
Thompson,  James  D., 

2600  Procter  St.,  Port  Arthur — 262 
Thompson,  Jesse  E., 

1008  N.  Washington,  Dallas — 134 
'Thompson,  John  E.,  McGregor — 322 
Thompson,  John  G.,  Electra — 466 
Thompson,  John  Q., 

Scott  & White  Clin.,  Temple — 46 
Thompson,  L.  S., 

726  Med.  Arts  Bldg.,  Dallas — 134 
Thompson,  L.  S.,  Jr., 

726  Med.  Arts  Bldg.,  Dallas — 134 
'Thompson,  Louis  O.,  (Inac.), 

121  W.  1st  St.,  Biloxi,  Miss. — 358 
'Thompson,  Milton  S., 

441  Burr  Rd.,  San  Antonio — 50 
Thompson,  Raymond  D., 

8346  Long  Point  Rd.,  Houston — 222 
Thompson,  Robert  F., 

818  Mills  Bldg.,  El  Paso— 162 
'Thompson,  Stanley  E., 

202  4th  St.,  Richmond — 462 
Thompson,  Walker, 

4610  Cedar  Oaks,  Bellaire — 222 
Thomson,  George  W., 

Box  4216,  San  Antonio — 50 
Thorn,  Sylvester  W., 

211  Kincaid  Dr.,  Houston — 222 
'Thorne,  G.  Clifford, 

12  Med.  Arts  Square,  Austin — 434 
Thorne,  Lansing  S., 

12  Med.  Arts  Square,  Austin — 434 
'Thorne,  Milner  S.. 

2901  Red  River,  Austin — 434 
Thorning,  W.  B.,  Jr., 

4119  Montrose  Blvd.,  Houston — 222 
'Thornton,  Elbert  H.  E., 

500  N.  Dotsy,  Odessa — 14 
Thornton,  Gail,  Jr.. 

Brook  Med.  Center,  Wichita  Falls— 466 
'Thornton,  Harold  H.,  'Trinity — 450 
Thornton,  Melvin  L., 

351  E.  Hildebrand,  San  Antonio — 50 
Thornton,  William  R.,  (Int.), 

5 Manor  Way,  Galveston — 182 
'Thurman,  George  D., 

1101  N.  19th  St.,  Abilene — 418 
'Thurman,  George  E., 

222  E.  Harrison  Ave.,  Harlingen — 82 
Tigertt,  W.  D.,  (Mil.),  Dallas — 134 
Tipps,  D.  Conway, 

900  Eighth  Ave.,  Fort  Worth — 414 
Timmins,  Oliver  H.,  (Hon.), 

1211  Med.  Arts  Bldg.,  San  Antonio— 50 
Timmins,  Oliver  H.,  Jr., 

1211  Med.  Arts  Bldg.,  San  Antonio— 50 
Tindel,  Roland  L., 

846  Oak  Valley  Dr.,  Houston — 222 
Tinkle,  Lassiter  T., 

1608  S.  First  St.,  Lufkin — 18 
Tinley,  Robert  E.,  Denver  City — 138 
Tippit,  Nathaniel  G., 

Mayo  Fndn.,  Rochester,  Minn. — 50 
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Tips.  Robert  L.,  (Int.).  „ „ , , 

Univ.  of  Tex.  Med.  Br..  Galveston — 182 
Tipton,  George  W.,  . 

502  W.  15th  St.,  Austin — 434 
Tisdale,  Albert  A., 

20  Med.  Arts  Square,  Austin — 434 
Tisdale,  Alice  M.  C.,  _ 

4205  Caswell  Ave.,  Austin — 434 
Tittle.  Guy  A., 

3600  Fairmount,  Dallas — 134 
Tobey,  Nathan  G., 

521  N.  Washington.  Dallas — 134 
Tobolowsky,  Dave,  , ^ 

Wynnewood  Prof.  Bldg.,  Dallas — 134 
Tocker,  Albert  M.. 

8215  Westchester,  Dallas — 134 
Todaro,  Samuel  P., 

604  Carolyn,  Austin — 434 
Todd,  Charles  H., 

3155  Stagg  Dr.,  Beaumont — 262 
Todd,  David  A.,  „ . • 

1502  Nix  Prof.  Bldg.,  San  Antonio — 50 
Tom,  John  C.,  Jr., 

Box  184,  Mt.  Vernon — 86 
Tomb,  Andrew  S., 

P.  O.  Box  602,  Victoria — 446 
Tomkies,  James  S., 

Med.  Arts  Bldg.,  Dallas — 134 
Tomlinson,  Jack  R., 

233  W.  10th,  Dallas — 134 
Tompkins,  Harry  H.,  Jr., 

P.  O.  Box  1987,  Andrews — 14 
Tompsett,  Ralph  R., 

3500  Gaston  Ave.,  Dallas — 134 
Toomin,  Leonard  A., 

3155  Stagg  Dr.,  Beaumont — 262 
Topek,  Nathan  H., 

1426  Med.  Arts  Bldg.,  Houston — 222 
Topperman,  Samuel, 

East  Tex.  TB  Hosp..  Tyler — 410 
Toppin,  Bruce  E., 

3427  E.  Lancaster,  Fort  Worth — 414 
Torbett,  John  W.,  Jr., 

1445  Calder  Ave.,  Beaumont — 262 
Totno,  Curtis  J., 

1029  Thomas  St.,  Pasadena — 222 
Tottenham,  Edwin  P., 

106  W.  Vulcan  St.,  Btenham — 454 
Tottenham,  John  W.,  (Hon.), 

554  S.  Summit,  Fort  Worth — 414 
Tottenham,  John  W.,  Jr., 

3706  Tulsa  Way,  Fort  Worth — 414 
Touchstone.  Jay  L., 

606  Med.  Arts  Bldg.,  Dallas — 134 
Tourel,  Cecil  S.  E., 

1111  Pennsylvania,  Fort  Worth — 414 
Towler,  Martin  L., 

John  Sealy  Hosp.,  Galveston — 182 
Townsend,  Courtney  M., 

930  Clarksville,  Paris — 290 
Townsend,  Edwin  R.,  Eastland — 154 
Townsend,  Frank  M.,  (Mil.), 

Sq.  Gr.  Hosp.  AAF, 

Washington,  D.  C.— 182 
Townsend,  Shell  H.,  Childress — 22 
Townsend,  Shirley  E.. 

207  W.  Mulberry  St.,  Sherman — 190 
Travis,  John  M., 

Box  870,  Jacksonville — 94 
Travis,  John  M.,  Jr., 

3155  Stagg  Dr.,  Beaumont — 262 
Travis,  L.  L., 

Box  870,  Jacksonville — 94 
Travis,  R.  T.,  Box  870,  Jacksonville — 94 
Traweek,  Albert  C.,  Jr., 

P.  O.  Box  296,  Matador — 214 
Traylor,  Clayton  J., 

2320  Columbus  Ave.,  Waco — 322 
Treadaway,  Thomas  L.,  Brownfield — 138 
Treadwell,  Mose  A.,  Jr., 

404  W.  Commerce,  Eastland — 154 
Tree,  Herschel  G., 

831  5th  Ave.,  N.,  Texas  City — 182 
Tteece,  Angus  A.,  Fabens — 162 
Trentham,  J.  C., 

203  Med.  Arts.  Greenville — 254 
Trevino,  Enrique  G., 

812  Matamoros,  Laredo — 458 
Trevino,  Jorge  H., 

718  S.  Main  St.,  McAllen — 238 

Trevino,  Saul  S.,  „ . . cr, 

318  N.  Santa  Rosa,  San  Antonio — 50 

Trible,  John  B., 

1625  Med.  Arts  Bldg.,  Houston — 222 
Trimble,  Orman  H.. 

110  Med.  Arts  Bldg.,  Wichita  Falls — 466 

Trimble,  Terrill  M., 

Wylie  Clin.,  Wylie — 106 
Trimmer,  Kenneth  E., 

205  Camden  St.,  San  Antonio — 50 

Triplett.  M.  Neal, 

207  W.  Mulberry,  Sherman — 190 


Triplett,  William  C., 

234  Med.  Dental  Bldg., 

Corpus  Christ! — 354 
Trippet,  Horace  H.. 

2320  Columbus  Ave.,  Waco — 322 
Ttitico,  Joseph  J., 

949  7th  St.,  Port  Arthur — 262 
Trotter,  Billy  Bob,  (Mil.), 

805  Fairchild,  Lackland  Field — 182 
Trotter,  Raleigh  F., 

9 S.  Magdalen,  San  Angelo — 426 
Trowbridge,  James  O.,  (Mil.), 

Fed.  Correctional,  La  Tuna — 162 
Truett,  Harvey  K., 

403  S.  Tennessee,  McKinney — 106 
Tschumy,  William  O.,  Jr., 

1616  Med.  Arts  Bldg.,  Dallas — 134 
Tsukahara,  William. 

1400  Forest  Ave.,  Dallas — 134 
Tubb,  Cullen  L., 

220  Med.  Arts  Bldg.,  Dallas — 134 
Tubbs,  Harry  A..  Post — 318 
Tubbs,  William  M., 

3031  Altura,  El  Paso — 162 
Tuck,  Vernon  L., 

300  M&P  Bk.  Bldg.,  Sherman — 190 
Tucker,  Eli  J., 

610  Med.  Arts  Bldg.,  Houston — 222 
Tucker,  F.  Henij,  Nacogdoches — 342 
Tucker,  J.  Norris, 

526  Med.  Arts  Bldg.,  Houston — 222 
Tucker,  John  T., 

404  W.  3rd  St.,  Fort  Worth — 414 
Tucker,  John  T.,  Jr., 

404  W.  3td  St.,  Fort  Worth — 414 
Tucker,  Lewis  E., 

1402  Nix  Bldg.,  San  Antonio — 50 
Tucker,  Sheldon  M., 

104  E.  20th  St.,  Houston — 222 
Tucker,  Stephen  B..  Nacogdoches — 342 
Tucker,  Victor  C.,  . 

1402  Nix  Prof.  Bldg.,  San  Antonio — 50 
Tucker,  William  J..  (Mil.), 

Fairfield  AFB,  Spokane,  Wash. — 182 
Tull,  Raymond  H., 

1142  N.  13th  St.,  Abilene — 418 
Tull,  Raymond  H.,  Jr., 

1301  Cedar  St.,  Abilene — 418 
Tunnell,  John  W.,  Taft — 402 
Tunnell,  Rose  N.,  Taft — 402 
Tunstill,  James  W., 

1501  Summit,  Fort  Worth — 414 
Turbeville,  Fred  M., 

Box  421,  Greenville — 254 
Turbeville,  Louis  R., 

9323  Garland  Rd.,  Dallas — 134 
Turboff,  Sidney  W., 

1603  Lorraine,  Houston — 222 
Turnbull,  Marshall  D., 

1026  N.  21st  St..  Abilene — 418 
Turner,  B.  Weems, 

Hermann  Prof.  Bldg.,  Houston — 222 
Turner,  C,  Gary, 

1402  Med,  Arts  Bldg,,  Houston — 222 
Turner,  Carl  K.,  (Int.), 

Box  4038,  San  Antonio— 50 
Turner,  Frederick  C., 

Box  127,  Lake  Jackson — 62 
Turner,  George, 

1501  Arizona  St.,  El  Paso — 162 
Turner,  Jack  L., 

515  S.  Summit,  Fort  Worth— 414 
Turner,  Jack  Lee, 

601  W.  4th,  Odessa — 14 
Turner,  John  C.,  Jr., 

1100  S.  Beckham,  Tyler — 410 
Turner,  Louis  E., 

601  Med.  Arts  Bldg.,  Houston — 222 
Turner,  Milton, 

1015  E.  32nd  St.,  Austin — 434 
Turner,  Russell  L.,  Jr., 

2136  Yale,  Houston — 222 
Turnham,  John  C..  Jr., 

68  N.  Wright  St.,  Alice — 70 
Tusa,  Theo  S.,  Esperson  Bldg.,  Houston — 222 
Tusa,  Theo  S.,  Jr.. 

1608  Med.  Towers,  Houston — 222 
Tuttle,  L.  L.  D., 

Hermann  Prof.  Bldg.,  Houston — 222 

Twidwell,  Leonard.  

715  10th  Ave.,  N..  Texas  City — 182 
Tyndall,  Thomas  M., 

2643  McFaddin,  Beaumont — 262 
Tyner,  Furman  H., 

704  Med.  Arts  Bldg.,  Houston — 222 
Tyree,  James  I., 

1209  Santa  Fe,  Corpus  Christi — 354 
Tyson,  William  S..  Jr..  New  Boston — 58 

u 

Uhlet,  Claude, 

226  S.  Edgefield,  Dallas— 134 
Ulert,  Izaak  A.,  3304  Milam,  Houston — 222 
TJlevitch,  Hetman, 

915  St.  Joseph,  Dallas — 134 


Ullom.  William  S., 

4122  34th  St..  Lubbock — 318 
Ullrich.  Ftedtic  W., 

3510  Lucia  Crest,  Madison,  Wise. — 50 
Umstattd,  Robert  G., 

2901  Red  River,  Austin — 434 
Underwood,  George  M., 

Box  28,  Dallas — 134 
Unger,  Albert  H., 

911  Huckleberry  St.,  El  Paso — 162 
Upchurch,  Kent  P., 

618  Tatar  St.,  Pasadena — 222 
Upshaw,  Bette  Y.,  (Inac.), 

430  Catalina,  Corpus  Christ! — 354 
Upshaw,  Jackson  E., 

1017  Santa  Fe,  Corpus  Christi — 354 
Upshaw,  Leon  R., 

1312  Main  St.,  Lubbock — 318 
Urtutia,  Adolfo, 

210  N.  Santa  Rosa,  San  Antonio — 50 
Utrutia,  Carlos, 

212  N.  Santa  Rosa.  San  Antonio— 50 
Useda,  Domingo, 

300  Coleman  St.,  Marlin — 170 
Usher,  Francis  C., 

Hermann  Prof.  Bldg.,  Houston — 222 


Valcik,  John  H.,  Decatur — 98 
Vallancey,  John  C., 

4005  Wesley  St.,  Greenville — 254 
Vails,  Miguel. 

1004  San  Bernardo,  Laredo— 458 
Vanatta,  John  C.,  Ill, 

S’westetn  Med.  Schl,  Dallas — 134 
Van  Burkleo,  Julia  B.,  (Int.), 

4807  Manett,  Dallas — 134 
Vance,  James.  (Hon.), 

1717  N.  Mesa  Ave.,  El  Paso — 162 
Van  Cleave,  Charles  E., 

202  W.  Tenth,  Dallas-^134 
Van  Den  Sigtenhotst,  Andries, 

2320  Columbus  Ave.,  Waco — 322 
Vandenbossche,  L.  J., 

104  E.  20th  St.,  Houston — 222 
Vandeventer,  Loyd  R., 

1702  7th  St.,  Wichita  Falls — 466 
Vanderpool,  B.  David,  Jr.,  (Int.), 

Parkland  Mem.  Hosp.,  Dallas — 134 
Vandevere,  William  E., 

1001  1st  Natl.  Bldg.,  El  Paso — 162 
Vandivier,  Thomas  G., 

6448  Fannin  St.,  Houston — 222 
Van  Sickle,  R.  J., 

100  E.  Methvin,  Longview — 194 
Van  Velzer,  David  A., 

3415  Bellaire  Blvd.,  Houston — 222 
Van  Wey,  Archie  E.,  Buffalo — 10 
Van  Zandt,  Isaac  L., 

915  Fifth  Ave.,  Fort  Worth — 414 
Vanzant,  Thomas  J., 

Hermann  Prof.  Bldg.,  Houston — 222 
Vargas  G,  Francisco, 

408  S.  Stanton,  El  Paso— 162 
Varner,  Harry  H„ 

1501  Arizona,  5E,  El  Paso— 162 
Varner,  Roy  W., 

1026  N,  21st.  Abilene — 418 
Vassallo,  Alfred  L., 

6738  Glendora.  Dallas — 134 
Vassallo.  Harry  R.. 

4101  Lemmon  Ave.,  Dallas — 134 
Vaughan,  Benjamin  H., 

Adams  Bldg.,  Port  Anhur — 262 
Vaughan,  John  H., 

322  Sunset,  Amarillo — 378 
Vaughan,  John  R.  L., 

415  1st  Natl.  Bk.  Bldg.,  Longview — 194 
Vaughan,  Luther  M., 

Hermann  Hosp.,  Houston — 222 
Vaughan,  Thomas  D..  (Inac.),  Bertram — 298 
Vaughan,  W,  Hunter, 

1501  Arizona  St.,  2B,  El  Paso— 162 
Vaughn,  Edgar  H., 

830  S.  Beckham,  Tyler — 410 
Vaughn,  James  M., 

830  S.  Beckham,  Tyler — 410 
Veatch,  Carolyn  K.,  ^.  . . 

2466  Morgan,  Corpus  Christi — 354 
Veatch,  Donald  Hugh. 

2466  Morgan,  Corpus  Christi — 354 
Veatch,  Everett  P.. 

211  S.  Main,  Pasadena — 222 
Veazey,  William  B., 

1203  Ave.  J,  Huntsville — 450 

Veits,  Everett  R., 

Scott  & White  Clin.,  Temple — 46 
Veit,  John  P..  (Mil.), 

3810th  USAF  Hosp., 

Maxwell  AFB,  Ala. — 50 
Velinsky,  Morris,  Kilgore — 194 
Venable,  Charles  S.,  (Emer.), 

154  Park  Hill  Dr.,  San  Antonio — 50 
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Venable,  John  R., 

Dow  Chem.  Co..  Freeport — 62 
Vendrell,  Felix  J.,  Pampa  Clin.,  Pampa — 430 
Veninga,  Frederick  W., 

3520  Cedar  Springs,  Dallas — 134 
Verheyden,  Floyd  H., 

813  John  St.,  Jacksonville — 94 
Vermooten,  Vincent, 

3607  Gaston  Ave.,  Dallas — 134 
Verosky,  John  M., 

1501  Arizona  St.,  El  Paso — 162 
Verrett,  Richard  R., 

66  3rd  Ave.  Villas,  Texas  City — 182 
Viard,  Walter  S..  Jr., 

800  Fifth  Ave.,  Fort  Worth— 414 
Vick,  J.  Louise, 

4115  Caroline,  Houston — 222 
Vickers,  Albert  F., 

1709  San  Antonio.  Austin — 434 
Vieaux,  Jules  W., 

4227  Herschel,  Dallas — 134 
Viehweg,  Wayne  R., 

1528  M^.  Arts  Bldg.,  Houston — 222 
Villareal.  Leopoldo, 

Caples  Bldg.,  El  Paso— 162 
Vincent,  Terry  S., 

2012  Crawford,  Houston — 222 
Vineyard,  John  P.,  Jr.,  (Int.), 

Parkland  Mem.  Hosp.,  Dallas — 134 
Vineyard,  Roy  L., 

1801  Harrison,  Amarillo — 378 
Vinikoff,  Maurice  R., 

318  Mills  Bldg.,  El  Paso— 162 
Vint,  William  A., 

1103  W.  Lobit,  Baytown — 222 
Virgin,  Edwin  P., 

501  N.  Reynolds.  Alice— 70 
Vlahakos,  Antonio  B., 

211  S.  Main.  Pasadena — 222 
Voelker,  Chris  A., 

P.  O.  Box  548,  Wharton — 462 
Voet,  Henriette  H., 

114  W.  Grand  Ave.,  Borger — 430 
Vogelpohl,  Elmer  B.,  Jr.,  (Int.), 

Univ.  of  Tex.  Med.  Br..  Galveston — 182 
Voigt,  Alfred  E., 

4806  Montana  St.,  El  Paso— 162 
Voltz,  Phillip  W.,  Jr..  (Int.), 

Baylor  Univ.  Hosp.,  Dallas — 134 
Von  Bose,  Edda, 

914  Kayton  Ave.,  San  Antonio — 50 
Von  Briesen,  Delphin, 

1501  Arizona  St.,  El  Paso — 162 
Von  Pohle,  Kenneth  C., 

404  Hermann  Prof.  Bldg.,  Houston — 222 
Von  Werssowetz,  Odon  F., 

Warm  Springs  Fndn.,  Gonzales — 186 
Voss,  Alpheus  H.,  Odem— 402 
Votteler,  Theodore  P., 

3524  Fairmount,  Dallas — 134 
Voulgaris,  Dennis  M., 

105  Hawes  St.,  Wharton — 462 


w 

Wachsman,  David  V., 

1319  Austin  St.,  Houston — 222 
Waddell,  O.  Jay, 

220  Med.  Arts  Bldg.,  Dallas — 134 
Waddill,  George  M.,  Jr., 

2308  W.  8th,  Amarillo — 378 
Wade,  David, 

510  Cap.  Natl.  Bk.  Bldg.,  Austin— 434 
Wade,  Jack  H.,  Box  1300,  Lufkin — 18 
Wade,  T.  W.,  4500  Lancaster.  Dallas — 134 
Wages,  A.  D.,  Palestine — 10 
Wagner,  E.  Lionel, 

4109  Montrose  Blvd.,  Houston — 222 
Wagner,  Gerald  W., 

321  Skaggs  Bldg.,  Plainview — 206 
Wagner.  Robert  G., 

2039  Dryden  Rd.,  Houston — 222 
Wagner,  Robert  H.. 

512  Med.  Towers.  Houston — 222 
Wagner,  Robert  J., 

Shiner  Clin.,  Shiner — 306 
Wagner,  Wilson  O.,  Carrollton — 134 
Wagnon,  William  E.,  Jr., 

2220  Austin  Ave.,  Waco — 322 
Wagoner.  Roy  D.. 

182  Casa  Linda  PL.  Dallas — 134 
Wahle,  George  Henry, 

304  S.  22nd  St.,  Temple— 46 
Wahlen,  Henry  E., 

5428  Northwood  Dr., 

Baltimore,  Md. — 222 
Wait.  Raymond  B., 

929  Manor  Dr.,  San  Antonio — 50 
Waldman,  Morris  F., 

2618  Oak  Lawn,  Dallas — 134 
Waldron,  George  W., 

600  Hermann  Prof.  Bldg.,  Houston — 
222 


Waldron,  W.  Doyle, 

118  S.  Edgefield,  Dallas — 134 
Wales,  Philip  A., 

214  W.  San  Antonio,  Lockhart — 78 
Walker,  Carl  J., 

719  E.  Houston.  San  Antonio — 50 
Walker,  Charles  R., 

317  13th  St.,  Galveston — 182 
Walker,  Christine  Z.,  Forney — 274 
Walker,  Dorothy  J.  B., 

97th  Gen.  Hosp.,  New  York.  N.  Y. — 50 
Walker,  Glenn  R.,  Wheeler — 22 
Walker,  H.  Glenn, 

1737  Sunset,  Apt.  11,  Houston — 14 
Walker,  H.  Vincent, 

Nix  Prof.  Bldg.,  San  Antonio — 50 
Walker,  Jack  A.,  Jr., 

1501  Arizona  St.,  El  Paso— 162 
Walker,  Jack  Earl.  (Inac.), 

Nigeria,  West  Africa — 134 
Walker,  James  B.  N.,  Brownwood — 74 
Walker,  James  N.. 

5216  W.  Freeway,  Fort  Worth — 414 
Walker,  Joe  A., 

Univ.  of  Tex.  Med.  Br.,  Galveston — 182 
Walker,  John  H., 

1506  N.  Laurent,  Victoria — 446 
Walker,  Joseph  D., 

520  W.  20th  St.,  Houston — 222 
Walker,  Marcellus  A., 

810  Lamar,  Paris — 290 
Walker,  Newton  F., 

403  1st  Natl.  Bldg.,  El  Paso — 162 
Walker,  Price  M..  (Hon.), 

2225  Bellefontaine,  Houston — 134 
Walker,  Rhey,  II, 

4705  Montrose  Blvd.,  Houston — 222 
Walker.  Sidney  C.,  Hempstead — 30 
Walker,  Taylor  C., 

2165  North  St.,  Beaumont — 262 
Walker.  Webb, 

703  Med.  Arts  Bldg..  Fort  Worth — 414 
Walker,  William  J., 

P.  O.  Box  300,  Wichita  Falls — 466 
Walkes,  Ernest  E., 

8805  W.  4th  Ave.,  Lakewood,  Colo. — 378 
Walkup,  Thomas  E.. 

804  S.  Sycamore.  Palestine — 10 
Wall,  D.  D.. 

234  W.  Beauregard,  San  Angelo— 426 
Wall.  Herman  A.,  Jr., 

106  W.  Jackson  St.,  Pasadena — 222 
Wall,  John  A.. 

Hermann  Prof.  Bldg.,  Houston — 222 
Wallace,  B.  C., 

1410  W.  Jefferson.  Waxahachie — 158 
Wallace.  Charles  R.. 

860  Trinity,  Beaumont — 262 
Wallace,  E.  Frank, 

715  W.  Abrams,  Arlington — 414 
Wallace,  Gordon  K., 

Med.  Arts  Bldg.,  Dallas — 134 
Wallace,  Grady  M., 

1647  Broadway,  Lubbock — 318 
Wallace,  Grover  C., 

906  E.  Southmore  St.,  Pasadena — 222 
Wallace,  John  L.,  Jr., 

P.  O.  Box  11435,  Fort  Worth— 414 
Wallace,  Loring  Scott, 

3155  Stagg  Dr.,  Beaumont — 262 
Wallace,  Stuart  A., 

1200  M.  D.  Anderson  Blvd., 

Houston — 222 
Wallace,  Stuart  M., 

1931  Ninth  Ave.,  Port  Arthur — 262 
Wallace,  William  G., 

816  Goodhue  Bldg.,  Beaumont — 262 
Waller.  Edward  P., 

205  Camden  St.,  San  Antonio — 50 
Walling,  Ben  H.,  Jr., 

227  W.  Kleberg,  Kingsville — 286 
Walling,  Otto  C.,  Jr., 

501  N.  Kaufman,  Mt.  Vernon — 246 
Walling,  Russeil  G., 

211  Richmond  Ave.,  San  Antonio— 50 
Wallis,  Marshall,  (Hon.), 

Box  111,  LaFeria — 222 
Wallis,  William  M., 

218  Main  St..  Houston — 222 
Walmsley,  George  L., 

721  E.  Texas,  Baytown — 222 
Walpole,  Ben, 

3101  Fannin  St.,  Houston — 222 
Walsh,  Andrew  L., 

611  Ave.  D,  Levelland — 294 
Walsh,  Edmund  N., 

1410  Pruitt,  Fort  Worth— 414 
Walsh.  John  K.. 

610  W.  Park  Ave.,  Orange — 358 
Walsh,  John  N., 

508  Med.  Prof.  Bldg.,  San  Antonio — 50 
Walsworth,  Frank  D., 

112  Vi  S.  First,  Harlingen — 82 
Walter,  Luther  P., 

3212  Meredith,  Austin— 434 


Walter,  Paul  J., 

Hermann  Prof.  Bldg.,  Houston — 222 
Walters,  Felix  A., 

1133  Boston  Ave.,  Nederland— 2 62 
Walthall,  Walter, 

1114  S.  Texas  Bldg.,  San  Antonio — 50 
Walther,  Charles  D.. 

P.  O.  Box  712,  Port  Arthur — 262 
Walton,  Ida  K., 

719  E.  Texas  Ave.,  Baytown — 222 
Walton,  Jack  R., 

2011  W.  Ohio,  Midland — 14 
Walton,  Lowell  C.,  (Mil.), 

USAF  Hosp.,  Lackland  AFB — 50 
Walton,  Thomas  O., 

Box  434,  College  Station — 66 
Walton,  Thos.  T.,  Bryan — 66 
Walton,  Worth,  (Int.), 

214  W.  Hunnicut,  Baytown — 222 
Ward.  Harold  L..  Box  1017,  De  Kalb — 58 
Ward,  Harry  W., 

Rt.  3.  Box  21-A,  Snyder — 52 
Ward,  Jeremiah,  (Hon.),  Poteet — 26 
Ward,  Mildred  E., 

104  Babcock  Rd.,  San  Antonio — 50 
Ward,  Rawley  W., 

401  W.  Stayton  Ave.,  Viaoria — 446 
Ward.  Wendell  P., 

912  1st  Natl.  Bk.  Bldg.,  Temple— 46 
Ware,  Drue  O.  D., 

1302  W.  Magnolia,  Fort  Worth— 414 
Ware,  Elgin  W.,  Jr., 

3707  Gaston,  Dallas — 134 
Ware,  F.  Leon, 

2618  Welborn,  Dallas — 134 
Ware.  Ray  W..  (Mil.), 

Schl.  of  Avn.  Med.,  Randolph  AFB — 50 
Ware,  Stephen  H.,  Jr., 

5154  Reid  Dr.,  Corpus  Christi — 354 
Warkentin,  Harold  J., 

P.  O.  Box  58,  Terrell— 274 
Warner,  Clyde  M.,  (Inac.), 

3256  Reba  St.,  Houston — 222 
Warner,  Lucien  M., 

1521  Bonnie  Brae,  Houston — 222 
Warren,  Charles  H., 

506  Med.  Arts  Bldg.,  Dallas — 134 
Warren,  Daniel  D., 

1722  Colcord  Ave.,  Waco— 322 
Warren,  Donald  W., 

Sadler  Clin.  Hosp.,  Merkel — 418 
Warren,  Frederick  M.,  Jr., 

1012  E.  Lake  St.,  Tyler — 410 
Warren,  Joseph  F.,  Tomball — 222 
Warren,  William  H., 

P.  O.  Box  72,  Center— 406 
Warren.  Wm.  Spencer.  Center — 406 
Warshaw,  Harold, 

1910  Knoxville.  Lubbock — 318 
Wasserman,  Eugene, 

3607  Gaston,  Dallas — 134 
Wasson,  Robert  F., 

606  Morgan  St.,  Corpus  Christi — 354 
Waterman,  William  E.,  (Int.), 

Mass.  Mem.  Hosp.,  Boston,  Mass. — 134 
Waters,  Charles  R., 

Box  505,  Highlands — 222 
Watkins.  A.  B.,  Seagoville — 134 
Watkins.  Dale  V.,  Wellington — 22 
Watkins,  E.  O., 

200  Pine  Tree  Rd.,  Greggton — 194 
Watkins,  John  C.,  (Hon.), 

Box  866,  Harlingen — 82 
Watkins,  Margaret, 

3503  Fairmount,  Dallas — 134 
Watkins.  Mina  D., 

1312  Main  St.,  Lubbock — 318 
Watkins,  W.  Pruett, 

3313  Hancock  Dr.,  Austin — 434 
Watkins,  Walter  C., 

606  W.  8th.  Amarillo — 378 
Watkins,  Witter  P., 

c/oThe  Ranger  Clin.,  Ranger — 154 
Watson,  Arthur  R., 

2009  Coronado  PL,  Orange — 358 
Watson,  Asa  C.,  Jr., 

815  Fifth  Ave.,  Fort  Worth — 414 
Watson,  Clyde  O.. 

446  Grant  PL,  Corpus  Christi — 354 
Watson,  Earl  F., 

2355  Capri  Dr.,  Fort  Worth— 466 
Watson,  I.  Newton, 

906  Fredericksburg,  San  Antonio — 50 
Watson,  Irving  M.,  Jr.,  Conroe — 334 
Watson,  James  E.,  Jr., 

Hermann  Prof.  Bldg.,  Houston — 222 
Watson,  John  D.,  Jr., 

227  W.  Kleberg,  Kingsville — 286 
Watson,  Seaborn  H.,  (Hon.), 

Waxahachie — 158 
Watson,  Thomas  D.,  Jr., 

2071  Brentwood  Dr.,  Houston — 222 
Watson,  Victor  D., 

Box  258,  Bridge  City — 358 
Watt,  Terrence  N., 

304  Cap.  Natl.  Bk.  Bldg.,  Austin — 434 
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Watt.  Will  E., 

508  Cap.  Natl.  Bk.  Bldg.,  Austin— 434 
Watts,  Fenwick  L., 

2220  Proaer  St.,  Port  Arthur — 262 
Watts,  John  A.,  (Hon.), 

805  Med.  Arts  Bldg.,  San  Antonio — 50 
Watts,  Maurice  A.,  Denver  City — 138 
Watzlavick,  August  J.  A., 

P.  O.  Drawer  E,  Schulenberg — 110 
Wayland,  Levi  C.,  (Hon.), 

Rm.  3.  Skaggs  Bldg.,  Plainview — 206 
Weary,  Willard  B., 

3607  Gaston,  Dallas — 134 
Weatherby,  Marvine, 

914  Med.  Arts  Bldg.,  Dallas — 134 
Weatherford,  Eddie  W., 

205  Camden  St.,  San  Antonio — 50 
Weatherford,  Jack  M.. 

205  Camden  St.,  San  Antonio — 50 
Weathers,  Paul  E.,  Pilot  Point — 146 
Weaver,  John  Dale, 

600  W.  11th  St.,  Austin— 434 
Weaver,  Manly  E., 

Coleman  Co.  Bk.  Bldg.,  Coleman — 102 
Weaver,  Robert  E., 

411  N.  Belknap,  Stephenville — 166 
Webb,  Charles  E.. 

1501  Arizona  St.,  El  Paso — 162 
Webb,  Hamilton  B.,  (Mil.), 

Schl.  of  Avn.  Med.,  Randolph  AFB — 50 
Webb,  Jack  L..  Box  192,  Farmersville — 106 
Webb,  John  B.. 

104  N.  Fourth  St.,  Donna — 238 
Webb.  John  B.,  Jr., 

205  Camden,  San  Antonio — 50 
Webb,  Robert  W., 

4338  Lemmon,  Dallas — 134 
Webster.  L.  J.. 

1101  N.  19th  St..  Abilene — 418 
Wedemeyer,  Wm.  C., 

Rt.  3.  Georgetown — 474 
Weed,  Olga.  2211  Stutz  Dr.,  Dallas— 134 
Weeden,  Kenneth  C.,  (Int.), 

Hermann  Hosp.,  Houston — 222 
Weekley,  F.  Clay.  Box  3147.  Waco — 322 
Weil.  Sol  B..  Jr., 

2246  Dryden  Rd.,  Houston — 222 
Weinblatt,  Jack  S., 

518  N.  5th  St.,  Temple — 46 
Weiner,  Bernard  K., 

929  Manor  Dr.,  San  Antonio — 50 
Weiner,  Bernard  S.. 

113  N.  Center,  Grand  Prairie — 134 
Weiner,  David  O., 

3707  Gaston  Ave.,  Dallas — 134 
Weiner,  Myron  F.,  (Mil.), 

103  Pilgrim  Dr..  San  Antonio— 50 
Weinert,  Herman,  Jr., 

710  U.  S.  Natl.  Bk.  Bldg., 

Galveston — 182 
Weis,  Charles  B., 

4005  Wesley,  Greenville — 254 
Weisbach,  Philip  T., 

560  Center  St.,  Beaumont — 262 
Weisberg,  Maurice  A., 

Barrett  Bldg.,  Denison — 190 
Weishuhn,  Francis  J., 

302  Olive  St.,  Smithville — 34 
Weiss,  Leroy  E.. 

1025  N.  Austin  St.,  Seguin — 202 
Weiss,  ViCTor  J., 

509  Med.  Arts  Bldg.,  San  Antonio — 50 
Weisz,  Stephen, 

1637  Med.  Arts  Bldg.,  Dallas— 134 
Weixel,  Francis  X., 

824  Nix  Prof.  Bldg.,  San  Antonio — 50 
Welch,  Beatrice, 

5124  Old  Richmond,  Bellaire— 222 
Welch,  Eldred  E.. 

Moore  Bldg.,  San  Antonio — 50 
Welch,  Jay  J., 

1506  Mem.  Prof.  Bldg.,  Houston — 222 
Welch.  Mark  L.. 

9O8  Med.  Arts  Bldg.,  Dallas — 134 
Wellman,  Garland  O., 

6th  St.  at  9th  Ave.,  Texas  City — 182 
Wells,  Arthur  M.,  Jr., 

1706  E.  Commerce,  San  Antonio — 50 
Wells,  Benjamin  T..  (Mil.), 

1208  6th  Ave.,  S.E., 

Rochester,  Minn. — 222 
Wells,  Buford  A.. 

5320  Wedgemont  Cir.,  Fort  Worth — 414 
Wells.  Dolph  T., 

3506  S.  New  Braunfels,  San  Antonio — 50 
Wells,  James  T.,  (Hon.), 

5350  Vickery  Blvd.,  Dallas — 134 
Welsh,  Hugh  C.,  2715  Fannin,  Houston — 222 
Welsh,  Virginia  C., 

145  Parland,  San  Antonio — 50 
Welty,  John  Allen, 

1720  Ed  Carey  Dr.,  Harlingen — 82 
Wenger,  Don  S..  (Mil.), 

USAF  Hosp.,  Lackland  AFB — 50 


Wensley,  John  E., 

2016  S.  High,  Longview — 194 
Werner,  Jan  R..  2307  W.  7th.  Amarillo— 378 
Wertz,  Royal  F.,  800  Rusk  St.,  Amarillo — 378 
West,  Ann, 

808  Med.  Arts  Bldg.,  Dallas — 134 
West,  Joseph  E..  Jr., 

7338  McHenry.  Houston — 222 
West,  Norman  L., 

201  Ferris  Ave.,  Waxahachie — 158 
West,  Walter  B., 

951  W.  Magnolia.  Fort  Worth — 414 
Westbrook,  Bonnie  B.,  Jr., 

723  Washington.  Beaumont — 262 
Westbrook,  Orian  C., 

1207  Hermann  Prof.  Bldg., 

Houston — 222 

Westenburg,  Jacobus  J.,  Childress — 22 
Westfall,  Cad  B., 

1501  Summit,  Fort  Worth — 414 
Westmoreland,  Jack  C., 

4562  Old  Richmond,  Bellaire — 222 
Westover,  Harry  M.,  (Hon.), 

8910  Jensen  Dr.,  Houston — 222 
Westphal,  Corinne, 

1227  Bowie,  Columbus — 110 
Westphal,  Herbert  M., 

530  S.  Texas,  Weslaco — 238 
Westphal,  Robert  D., 

2002  Holcombe  Blvd.,  Houston — 150 
Wetegrove,  John  F., 

2514  Morgan  St.,  Corpus  Christ! — 354 
Wexler,  Alvin  S., 

6303  S.  Park  Blvd.,  Houston — 222 
Whalen,  Carl  H.,  Weatherford — 362 
Whalley,  Peggy  Joyce,  (Int.), 

Parkland  Mem.  Hosp.,  Dallas — 134 
Wharram,  Kenneth  J.,  Box  207,  Nocona — 98 
Wharton,  Lawrence  H., 

602  W.  12th  St.,  Austin — 434 
Wharton.  Turner  A., 

1936  Amelia,  Dallas — 134 
Wheat,  E.  Baxter,  (Hon.), 

Daingerfield — 86 
Wheeler,  Clarence  J.,  Jr., 

940  Hermann  Prof.  Bldg.,  Houston — 222 
Wheeler,  Jim  E.,  201  Bliss,  Dumas — 130 
Wheelis,  Brewer  D., 

Drawer  2,  Jacksboto — 362 
Wheelis,  Paul  M., 

Med.  Arts  Bldg.,  Brownwood — 74 
Wheir,  William  H., 

2400  Line  Ave.,  Amarillo — 378 
Whigham,  Herschel  E., 

412  S.  Main,  McAllen — 238 
Whigham,  William  E..  (Hon.), 

414  S.  Broadway,  McAllen — 238 
White,  Adair  W.,  Jr., 

1820  W.  43rd  St.,  Houston — 222 
White,  B.  O.,  1707  Nueces  St.,  Austin — 434 
White,  Ben  Henson, 

1702  N.  Laurent,  Victoria — 446 
White,  Ben  T.,  II, 

1950  Ninth  Ave.,  Port  Arthur — 262 
White,  Clarence  M., 

618  Amer.  Natl.  Bk.  Bldg., 

Beaumont — 262 
White,  Claud  V., 

3535  Cedar  Springs  Rd.,  Dallas — 134 
White,  David  L.,  San  Marcos — 230 
White,  Edgar  C., 

6723  Bertner  Blvd.,  Houston — 222 
White,  Edward, 

523  Med.  Arts  Bldg.,  Dallas — 134 
White,  Edward,  Jr.,  (Int.), 

3086  Newcastle.  Dallas — 134 
White,  Hal  H..  (Hon.),  Paris — 290 
White,  Hosea  A.,  (Inac.), 

412  King  St.,  Corpus  Christ! — 354 
White,  Hugh  D., 

3429  University  Blvd.,  Dallas — 134 
White,  J.  Milton,  Sr.,  (Inac.), 

3149  Prcxrter  St.,  Port  Arthur — 262 
White,  James  B.,  (Int.), 

Harris  Hosp.,  Fort  Worth — 414 
White,  James  N., 

206  E.  Harris,  San  Angelo — 426 
White.  Jesse  B., 

2209  W.  7th  Ave.,  Amarillo — 378 
White,  John  E., 

1501  Arizona.  2A,  El  Paso — 162 
White.  John  M.,  Jr., 

3149  Procter  St..  Pott  Arthur — 262 
White,  Malcolm  E., 

203  7th  St..  Orange — 358 
White,  Paul  L.. 

Health  Dept.,  Tex.  Univ.,  Austin — 434 
White,  Raleigh  R., 

Scott  & White  Clin.,  Temple — 46 
White,  Richard  J., 

W.  T.  Waggoner  Bldg.,  Fort  Worth — 414 
White,  Roland  L., 

10023  Garland  Rd.,  Dallas — 134 
White,  Wilbur  O., 

1215B  Corona  Dr.,  Austin — 434 


Whitehouse,  Wm.  R., 

310  W.  Chambers,  Cleburne — 266 
Whitehurst,  James  R., 

Hermann  Prof.  Bldg.,  Houston — 222 
Whiting,  Walter  B., 

1300  8th  St.,  Wichita  Falls — 466 
Whitney,  David  G., 

3707  Gaston  Ave.,  Dallas — 134 
Whitsitt,  James  J., 

Mellie  Esperson  Bldg.,  Houston — 222 
Whitson,  Robert  O., 

1003  Polly  Ave.,  Baytown — 222 
Whitten,  Merritt  B., 

1430  Med.  Arts  Bldg.,  Dallas — 134 
Whitten,  Ronald  J., 

1402  E.  Rancier  Ave.,  Killeen— 46 
Whitten,  Samuel  J.,  Troup— 410 
Whittier,  Charles  A., 

928  E.  Crockett,  San  Antonio — 50 
Whittington,  James  C..  Eastland — 154 
Whittlesey,  P.  E.,  Jr., 

Wynnewood  Med.  Bldg.,  Dallas — 134 
Wible,  D.  Jordan,  3304  Milam,  Houston — 222 
Wiedeman,  John  E.,  Junaion — 278 
Wier,  Edward  M., 

1401  W.  Rio  Grande,  Fort  Worth — 414 
Wier,  Stuart  T., 

505  Goodhue  Bldg.,  Beaumont — 262 
Wier,  Vernon  S., 

107  Eads  Ave.,  San  Antonio— 50 
Wiesenthal,  Joseph, 

200  Wayside,  Houston — 222 
Wiesner,  Jerome  J., 

1128  Nix  Prof.  Bldg.,  San  Antonio — 50 
Wiesner,  William  A., 

406  N.  Washington,  Odessa — 14 
Wigby,  Palmer  E., 

Hermann  Prof.  Bldg.,  Houston — 222 
Wiggins,  J.  Kenneth, 

1216  Pennsylvania,  Fort  Worth — 414 
Wiggins,  John  A., 

1105  Pennsylvania,  Fort  Worth — 414 
Wigodsky,  Herman  S., 

420  E.  Houston,  San  Antonio — 50 
Wilber,  Stewart  A., 

M.  D.  Anderson  Hosp.,  Houston — 222 
Wilborn,  Sam  W., 

12  Med.  Arts  Sq.,  Austin — 434 
Wilbourn,  George  R., 

904  E.  Southmore,  Pasadena — 222 
Wilcox,  Howard  R., 

Hotel  Dieu  Hosp.,  Beaumont — 262 
Wilcox,  Leigh  E., 

1501  Arizona  St.,  El  Paso — 162 
Wilcox,  Leland  G., 

833  S.  Beckham,  Tyler — 410 
Wilcox,  Leroy  A.,  Palacios — 462 
Wilcox,  Louise  N., 

204  N.  Harrison,  Hughes  Springs — 90 
Wilcox,  Melvin  R., 

503  Bryson,  Athens — 234 
Wilder,  Felix  F., 

610  Med.  Arts  Bldg.,  D, alias — 134 
Wilder,  Lowell  E.,  Falfurrias — 70 
Wiles,  Jack,  1015  Hospital  Dr.,  Tyler— 410 
Wiles,  William  T.,  (Hon.),  Riviera — 286 
Wilhite,  Hilton  R., 

2601  N.  Azalea,  Victoria— 446 
Wilke,  Joseph  E.,  Jr., 

206  W.  10th  St.,  Dallas— 134 
Wilkens,  Robert, 

2473  Morgan,  Corpus  Christi — 354 
Wilkerson,  Bernie  J., 

705  Main  St.,  Houston — 222 
Wilkerson,  Edward  A., 

910  Hermann  Prof.  Bldg.,  Houston — 222 
Wilkerson,  Lonnie  O., 

P.  O.  Box  1147,  Bryan— 66 
Wilkerson,  Walter  D.,  Jr., 

Ave.  G & Crooke,  Conroe — 334 
Wilkin,  Mabel  G., 

1400  Hermann  Dr.,  Houston — 222 
Wilkins,  Afton  N., 

213  S.  1st  St.,  Conroe — 334 
Wilkinson,  Jacques  D., 

621  N.  4th  St.,  Longview — 194 
Wilkinson,  John  M., 

307  Med.  Arts  Bldg.,  San  Antonio — 50 
Wilkinson,  Robert  T.,  Roby — 350 
Wilkinson,  Wallace  B., 

101  N.  Zangs,  Dallas— 134 
Wilks,  William  N.,  (Int.), 

Box  589,  Lamed,  Kan. — 434 
Willbanks,  Otto  L.,  Jr.,  (Int.) , 

Parkland  Mem.  Hosp.,  Dallas — 134 
Willeford,  Carl  A., 

1 1 1 E.  Woodin,  Dallas — 1 34 
Willeford,  George, 

1720  Ed  Carey  Dr.,  Harlingen — 82 
Willerson,  Eleanor  T., 

108  Sheraton,  San  Antonio — 50 
Willerson,  J.  E.,  (Hon.), 

144  Barilla,  San  Antonio— 50 
Willerson,  Wm.  D., 

1028  Nix  Prof.  Bldg.,  San  Antonio — 50 
Willess,  Hersel  F., 

800  Fifth  Ave.,  Fort  Worth — 414 
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Williams,  Allen  G., 

624  S.  Tatar,  Pasadena — 222 
Williams,  Barney  K.,  Jr., 

326  Peterson  Mem.  Hosp.,  Kerrville — 278 
Williams,  Bill  Henry, 

Scott  & White  Clin.,  Temple — 46 
Williams,  Bryan,  3710  Swiss,  Dallas — 134 
Williams,  Bryan  V., 

1704  Crawford  St.,  Houston — 222 
Williams,  Charles  F., 

116V5  Chestnut,  Abilene— 418 
Williams,  Charles  H.,  (Int.), 

Univ.  of  Penn.  Hosp., 

Philadelphia,  Pa. — 446 
Williams,  Charles  R.,  Mineral  Wells — 362 
Williams,  Chas.  L., 

1776  East  Dr.,  Beaumont — 262 
Williams,  Claude, 

815  Med.  Airts  Bldg.,  Fort  Worth — 414 
Williams,  David  C.,  (Hon.),  Post — 318 
Williams,  Edmund  P.,  Ill, 

3637  S.  Staples  St.,  Corpus  Christi — 354 
Williams,  E.  Carson, 

1017  Hermann  Prof.  Bldg., 

Houston — 222 

Williams,  Edward  T.,  La  Grange — 110 
Williams,  Edward  S., 

300  Hughes  Bldg.,  Pampa — 430 
Williams,  Ethelbert  C., 

200  W.  5th,  Bonham — 174 
Williams,  Ford  G., 

415  Center  St.,  Beaumont — 262 
Williams,  Frank  E., 

305  N.  Spring,  Tyler — 410 
Williams,  Frankie  E., 

Big  Spring  Sta.  Hosp.,  Big  Spring — 250 
Williams,  G.  Douglas, 

P.  C).  Box  487,  La  Marque — 182 
Williams,  G.  Rawonh, 

616  Med.  Arts  Bldg.,  Dallas — 134 
Williams,  Glenn  R., 

413  N.  Lincoln,  Odessa — 14 
Williams,  Harold  L., 

7 Med.  Arts  Square,  Austin — 434 
Williams,  Harold  M., 

711  W.  14th  St.,  Austin — 434 
Williams,  Harriss, 

Capital  Natl.  Bk.  Bldg.,  Austin — 434 
Williams,  Harvey  M., 

Med.  Arts  Bldg.,  San  Angelo — 426 
Williams,  Howard  C., 

1006  Green  Ave.,  Orange — 358 
Williams,  James  W.,  Mineola — 478 
Williams,  Jarrett  E., 

1101  N.  19th  St.,  Abilene — 418 
Williams,  Jesse  B., 

110  W.  Mountain,  Seguin — 202 
Williams,  J.  Harold,  Alice — 70 
Williams,  J.  O.,  Jr.,  (Int.), 

Methodist  Hosp.,  Dallas — 134 
Williams,  Joseph  R., 

2918  Thomas  Ave.,  Dallas — 134 
Williams,  Lewis  M., 

3280  Fannin  St.,  Beaumont — 262 
Williams,  Marion  F., 

1017  Pennsylvania,  Fort  Worth — 414 
Williams,  Marjorie  J., 

VA  Hosp.,  Temple — 46 
Williams,  Marvin  L., 

619  Main  St.,  Texarkana — 58 
Williams,  Milton  C.,  (Hon.), 

San  Marcos — 230 

Williams,  Minor  L.,  (Hon.) , Robstown — 354 
Williams,  Oscar  B.,  Jr., 

6517  Dykes  Way,  Dallas — 134 
Williams,  Owen  Dale,  (Int.), 

St.  Paul’s  Hosp.,  Dallas — 134 
Williams,  Pat, 

Lockney  Gen.  Hosp.,  Lockney — 206 
Williams,  Paul  C.,  3607  Gaston,  Dallas — 134 
Williams,  Philip  T.,  Jr., 

929  Manor  Dr.,  San  Antonio — 50 
Williams,  Robert  W.,  Shiner — 306 
Williams,  Russell  K., 

805  W.  8th  St.,  Plainview — 206 
Williams,  Stephen  A., 

1201  3rd  St.,  Corpus  Christi — 354 
Williams,  Stewart  M., 

3155  Stagg  Dr.,  Beaumont — 262 
Williams,  Temple  W.,  Haskell — 38 
Williams,  William  H., 

1325  Hickory  St.,  Abilene — 418 
Williamson,  Lee, 

4755  Hartford,  Abilene — 418 
Williamson,  Paul  S.,  (Inac.), 

Box  788,  Dickinson — 182 
Williamson,  Thos.  J., 

411  E.  9th  St.,  Big  Spring — 250 
Williamson,  Warren  J., 

2404  Rice  Blvd.,  Houston — 222 
Williamson,  Willie  A., 

4040  Broadway,  Houston — 222 
Williford,  Carl  Ed., 

216  N.  Sherman,  Mexia — 314 


Williford,  E.  Allan, 

1546  S.  Brownlee,  Corpus  Christi — 354 
Williford,  Herman  B., 

220  San  Jacinto  Blvd.,  Beaumont — 262 
Willingham-,  Chas.  E., 

911  S.  Beckham,  Tyler— 410 
Willis,  Selwyn  A., 

Third  & Southwest,  Arlington — 414 
Willis,  Virginia  G., 

2102  King  Ave.,  Fort  Worth — 414 
Willoughby,  Russell  C., 

Box  535,  Groves — 262 
Wills,  Ralph  R.,  Hereford — 142 
Wills,  Seward  H., 

Hermann  Prof.  Bldg.,  Houston — 222 
Wilson,  Arnold, 

906  E.  Southmore,  Pasadena — 222 
Wilson,  Ben  J., 

5323  Harry  Hines  Blvd.,  Dallas — 134 
Wilson,  Benjamin  N., 

1100  S.  Beckham,  Tyler — 410 
Wilson,  Bruce  F.,  (Mil.), 

1902  W.  Woodlawn,  San  Antonio — 134 
Wilson,  Carl  S., 

1512  W.  Alabama,  Houston — 222 
Wilson.  Charles  H., 

1300  8th  St.,  Wichita  Falls — 466 
Wilson,  Charles  J., 

3801  Ave.  N,  Galveston — 182 
Wilson,  Charles  M., 

3707  Gaston,  Dallas — 134 
Wilson,  Claude  D., 

1300  8th  St.,  Wichita  Falls — 466 
Wilson,  Donald  K., 

Box  55,  Carrizo  Springs — 302 
Wilson,  Edwin  B.,  Jr., 

1501  Summit,  Fort  Worth — 414 
Wilson,  Emmett  N.,  Jr., 

Box  696,  Pearsall — 302 
Wilson,  Francis  W., 

P.  O.  Box  712,  Port  Arthur — 50 
Wilson,  Harry  G., 

6612  S.  Flores,  San  Antonio — 50 
Wilson,  Hugh  E.,  Ill, 

5323  Harry  Hines  Blvd.,  Dallas — 134 
Wilson,  Iva  G., 

811  Main  St.,  Big  Spring — 250 
Wilson,  James  D., 

Kings  Daughters  Clin.,  Temple— 46 
Wilson,  James  P., 

1208  Bowie,  Columbus — 110 
Wilson,  Loyal  K., 

1726  Colcord  Ave.,  Waco — 322 
Wilson,  McQure, 

2704  Houston  Dr.,  S.,  La  Marque — 182 
Wilson,  Oscar  W., 

214  Hamilton  Bldg.,  Wichita  Falls — 466 
Wilson,  R.  T.,  (Hon.), 

12601  Memorial  Dr.,  Houston — 434 
Wilson,  Reginald,  Dayton — 310 
Wilson,  Roy  D.,  (Mil.), 

102 -A  Gillmore,  San  Antonio — 222 
Wilson,  Roy  E.. 

407  N.  Washington,  Seymour — ^38 
Wilson,  Stephen  W., 

914  Med.  Arts  Bldg.,  Fort  Worth — 414 
Wilson,  Thelbert  R., 

311  N.  Tyus,  Groesbeck — 314 
Wilson,  William  A., 

Hotel  Galvez,  Galveston — 182 
Wilson,  William  L., 

State  Health  Dept.,  Austin — 434 
Wilson,  Wm.  S.,  Jr., 

498  Clark  St.,  Carrizo  Springs — 302 
Wimberley,  Norris  A.,  Jr., 

504  S.  Spring,  'Tyler-^IO 
Wimpee,  James  D.,  (Int.), 

Children’s  Hosp.,  Iowa  City,  Iowa — 222 
Winans,  Henry  M., 

2703  Oak  Lawn  Ave.,  Dallas — 134 
Winans,  Henry  M.,  Jr., 

2703  Oak  Lawn  Ave.,  Dallas — 134 
Winborn,  Claude  D., 

3707  Gaston,  Dallas — 134 
Windham,  John  H.,  (Hon.), 

Shelbyville — 406 
Windham,  Lynn  B., 

Rt.  5,  Box  110,  Tyler — 410 
Windham,  Robert  E.,  (Hon.), 

Christoval  Rd.,  San  Angelo— 426 
Windham,  William  C., 

P.  O.  Box  666,  Center— 406 
Windmiller,  Joan,  (Int.), 

Children’s  Med.  Cen.,  Dallas — 134 
Windrow,  Frank  M., 

Hermann  Prof.  Bldg.,  Houston — 222 
Windrow,  Nuel  C.,  Jr., 

2405  Tangley  St.,  Houston — 222 
Winkelmann,  Eugene  C., 

2102  Pecos,  San  Angelo — 426 
Winkelbauer,  Rudolf  G.,  (Mil.), 

5th  Gen.  Hosp., 

APO  154,  New  York,  N.  Y. — 134 
Winkler,  John  J., 

5623  Shoal  Creek,  Austin — 434 


Winn,  Robert  E., 

8215  Westchester,  Dallas — 134 
Winn,  Watt  W.,  2606  Welborn,  Dallas — 134 
Winograd,  Eugene, 

1708  Houston  Blvd.,  South  Houston — 222 
Winsett,  Amos  E., 

611  Fisk  Bldg.,  Amarillo— 378 
Winsett,  E.  Merrill, 

611  Fisk  Bldg.,  Amarillo — 378 
Winslow,  Grover  C., 

HemphiU  Clin.,  Hemphill— 258 
Winter,  John  W., 

350  Terrell  Rd.,  San  Antonio — 50 
Winter,  William  C.,  Jr.,  (Mil.), 

USAF  Hosp.,  San  Antonio — 50 
Winterringer,  James  R., 

1216  Pennsylvania,  Fort  Worth — 414 
Wise,  Charles  J.,  Naples — 86 
Wise,  Joe  R., 

1519  Pennsylvania,  Fort  Worth — 414 
Wise,  Robert  A., 

P.  O.  Box  2180,  Houston — 222 
Wise,  Robert  J., 

Hermann  Prof.  Bldg.,  Houston — 222 
Wise,  Samuel  P.,  Ill, 

1921  Brunson,  Houston — 82 
Witcher,  Jones  E., 

2300  Line  Ave.,  Amarillo — 378 
Witcher,  Seth  L.,  Clifton — 54 
Withers,  Ben  T., 

Hermann  Prof.  Bldg.,  Houston — 222 
Withers,  Henry  W., 

3102  San  Jacinto,  Houston — 222 
Withers,  John  C., 

1154  E.  Eliabeth,  Brownsville — 82 
Witt,  John  E.,  (Int.), 

Kern  Gen.  Hosp.,  Bakersfield,  Cal. — 378 
Witt,  Raymond  R., 

210  N.  Houston,  Wharton — 462 
Witt,  Roger  W., 

312  Crestwood  Dr.,  Fort  Worth — 414 
Wittstruck,  Kenneth  P., 

Providence  Hosp.,  Waco— 322 
Woldert,  Albert,  (dead),  (Hon.) , Tyler— 410 
Woldman,  Alvin  L., 

929  Manor  Dr.,  San  Antonio — 50 
Wolever,  ’Thomas  H.  S., 

1200  M.  D.  Anderson  Blvd., 

Houston — 222 
Wolf,  A.  Ford, 

Scott  & 'WTiite  Clin.,  Temple — 46 
Wolf,  E.  Trowbridge, 

4411  Fannin  St.,  Houston — 222 
Wolf,  Horace  L., 

P.  O.  Box  2068,  Amarillo — 378 
Wolf,  Walter  J., 

1606  Med.  Towers,  Houston — 222 
Wolf,  William  M., 

1717  Nix  Prof.  Bldg.,  San  Antonio — 50 
Wolfe,  Alfred  S., 

119  S.  Marshall,  Henderson — 398 
Wolfe,  Joseph, 

3609  Cedar  Springs,  Dallas — 134 
Wolfe,  Russell  S., 

5101  Almeda,  Houston — 222 
Wolff,  Paul  M.,  (Inac.), 

6414  Blanch  Cir.,  Dallas — 134 
Wolford,  Robert  B.,  (Hon.), 

3819  Moler  St.,  Dallas — 134 
Wolfram,  Julius, 

3707  Gaston  Ave.,  Dallas — 134 
Wolfson,  Charles, 

2718  W.  10th,  Amarillo — 378 
Wollenman,  Oscar  J.,  Jr., 

1724  Martel,  Fort  Worth — 414 
Wollmann,  Walter  W., 

2001  Grant  Ave.,  El  Paso — 162 
Wolma,  Fred  J.,  Jr., 

120  Barracuda  Ave.,  Galveston — 182 
Wolters,  Carlton  E., 

5503  Crawford,  Houston — 222 
Womack,  Clifford  T., 

Med.  Arts  Bldg.,  San  Angelo — 426 
Womack,  David  R., 

3415  Spanish  Oak,  Austin — 434 
Womack,  Grover  K., 

1402  Nueces  St.,  Austin — 434 
Womack,  Harry  H., 

1424  W.  Peter  Smith,  Fort  Worth — 414 
Womack,  Jack  I., 

10753  Preston  Rd.,  Dallas— 134 
Womack,  William  T., 

Med.  Arts  Bldg.,  San  Angelo— 426 
Womble,  Joe  D., 

1300  Fielder  Rd.,  Arlington — 414 
Wong,  Peter  Y.,  5617  Ave.  R,  Galveston — 50 
Wood,  Alonzo  C.,  Jr.,  Marble  Falls — 298 
Wood,  Barry  P., 

421  N.  Golder,  Odessa — 14 
Wood,  G.  Hardin, 

Permian  Bldg.,  Big  Spring — 250 
Wood.  Harold, 

230  Med.  Arts  Bldg.,  Houston — 222 
Wood,  Harold  A.,  (Mil.), 

705  Baca,  Houston — 222 
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Wood,  James  E., 

929  N.  Glenwood,  Tyler— 410 
Wood,  James  K., 

2505  Morrow  Ave.,  Waco — 322 
Wood,  Joe  B., 

3707  Gaston  Ave.,  Dallas — 134 
Wood,  John  K., 

601  W.  4th  St.,  Odessa— 14 
Wood,  Lloyd  G.,  Rockport — 402 
Wood,  R.  Spencer,  (Hon.), 

Professional  Bldg.,  Waco — 322 
Wood,  Robert  C., 

1401  Santa  Fe,  Corpus  Christ! — 354 
Wood,  Robert  W.,  Jr., 

302  S.  22nd  St.,  Temple — 46 
Wood,  Thomas  P.,  Jr.,  (Mil.), 

Box  P,  Jacksboro — 134 
Wood,  William  A.,  (Int.), 

St.  Paul's  Hosp.,  Dallas — 134 
Wood,  William  W.,  Jr., 

811  Med,  Arts  Bldg.,  Fort  Worth — 414 
Woodall,  Jack  M., 

P.  O.  Box  991,  Big  Spring — 250 
Woodard,  Gay  "T., 

233  W.  10th  St.,  Dallas— 134 
Woodard,  T.  Leroy, 

207  Med.  Arts  Bldg.,  Dallas — 134 
Woodard,  William  C., 

324  Med.  Arts  Bldg.,  Dallas — 134 
Woodfin,  George  S., 

811  Bonham,  Paris — 290 
Woods,  Andrew  J.,  Jefferson — 90 
Woods,  Channing, 

4105  Live  Oak,  Dallas — 134 
Woods,  H.  S..  Jr., 

715  Houston  St.,  Plainview — 206 
Woods,  Haddon  B., 

1335  Third  St.,  Corpus  Christi — 354 
Woods,  Helen  H., 

2526  Med.  Center,  Corpus  Christi — 354 
Woods,  Limmie  B.,  (dead),  Lubbock — 318 
Woods,  Ozro  T., 

4105  Live  Oak,  Dallas — 134 
Woods,  Richard  R. 

2526  Med.  Center,  Corpus  Christi — 354 
Woodson,  B.  Palmer, 

Scarbrough  Bldg.,  Austin — 434 
Woodson,  Clinton  E., 

105  Hawes  St.,  Wharton— 462 
Woodson,  W.  Burbank, 

103  E.  Central,  Temple— 46 
Woodward,  Cicero  S., 

Knights  "remplar  Hosp.,  Arlington — 414 
Woodward,  Jack, 

Rusk  State  Hosp.,  Rusk — 94 
Woodward,  John  F.,  Jr., 

905  Goodhue  Bldg.,  Beaumont — 262 
Woodward,  Joseph  W., 

2220  Austin  Ave.,  Waco— 322 
Woodward,  Max  R., 

203  M&P  Bk.  Bldg.,  Sherman — 190 
Woodward,  Stanley  M., 

535  S.  Seguin,  New  Braunfels — 114 
Woodward,  Valin  R.,  (Inac.), 

P.  O.  Box  1172,  Austin— ^14 
Woodward,  W.  Mac,  Huntsville— -450 
Wooldridge,  Dean  H., 

817  Quince,  McAllen— 238 
Woolf,  Jack  I.,  3607  (^ton,  Dallas — 134 
Woolf,  Martin  P.,  (Int.), 

6830  Sharycrest  Lane,  Houston — 62 
Woolsey,  Fleta  G., 

210  N.  7th  St.,  Waco— 322 
Woolsey,  Henry  U., 

210  N.  7th  St.,  Waco— 322 
Woolsey,  William  J., 

210  N.  7th  St.,  Waco — 322 
Wooten,  Greenwood  S., 

107  E.  10th  St.,  Austin — 434 
Wooten,  James  H.,  Jr., 

Drawer  J,  Columbus — 110 
Wootters,  John  H., 

Hermann  Prof.  Bldg.,  Houston — 222 
Works,  Bynum  M., 

105  W.  Eliabeth,  Brownsville — 82 
Works,  Bynum  M.,  Jr.,  (Int.), 

Box  4038,  San  Antonio — 50 
Works,  Lee, 

105  W.  Elizabeth,  Brownsville — 82 
Worrall,  Cyrus  L., 

554  S.  Summit  Ave.,  Fort  Worth — 414 
Worsham,  A.  Gordon, 

4143  Cole  Ave.,  Dallas— 134 
Worsham,  John  W., 

1400  McCullough,  San  Antonio — 50 


Wortham,  G.  Foirest,  Jr., 

2708  Weslayan  St.,  Houston — 222 
Worthen,  John  E.,  Jr., 

Parker  Sq.  Clin.,  Wichita  Falls— —466 
Worthy,  Louise  Bennett, 

Drawer  949.  Big  Spring — 250 
Wright,  Arthur  G.,  Jr., 

P.  O.  Box  3606.  Corpus  Christi — 354 
Wright,  Byton  W., 

214  E.  5th  St.,  Dumas — 130 
Wright,  Ernest, 

2407  N.  Main  St.,  Houston — 222 
Wright,  Glenn  R., 

310  W.  Chambers,  Cleburne — 266 
Wright,  Jack  M., 

403  W.  Summit,  San  Antonio — 50 
Wright,  James  C.,  Jr., 

6713  Fairway  Dr.,  CJalveston — 182 
Wright,  James  L.,  Clarksville — 386 
Wright,  Joel  E.,  Box  697,  Alpine — 370 
Wright,  John  L.,  Jr.,  Box  847,  Big  Lake — 126 
Wright,  L.  David, 

1546  S.  Brownlee,  Corpus  Christi — 354 
Wright,  Norman  E.,  (Int.), 

4146  Lemac,  Houston — 130 
Wright,  Robert  L., 

601  W.  Fourth,  Odessa — 14 
Wright,  William  C.,  (Hon.), 

Farmersville — 1 06 
Wright,  William  K., 

Hermann  Prof.  Bldg.,  Houston — 222 
Wurzbach,  Fay,  Castroville — 326 
Wyatt,  Byron  W., 

603  Navarro  St.,  San  Antonio — 50 
Wyatt,  Charles  A., 

1501  S.  Washington,  Marshall — 226 
Wyatt,  George  W., 

1422  Tyler  St.,  Amarillo — 378 
Wyatt,  Malcolm  H., 

114  N.  Second,  La  Porte — 222 
Wybourn,  Robert  C., 

1316  Austin  Ave.,  Waco — 322 
Wyche,  Geo.  G.,  Sr., 

310  N.  Wright  St.,  Alice — 70 
Wynne,  Buck  Jim.,  Jr., 

628  Med.  Arts  Bldg.,  Dallas — 134 
Wysong,  Charley  E., 

Wysong  Clin.,  McKinney — 106 
Wysong,  H.  Dudley, 

Wysong  Clin.,  McKinney — 106 
Wysong,  W.  Scott,  Jr., 

Wysong  Clin.,  McKinney — 106 
Wyss,  Albert  E.,  123  Piner  St.,  Denton — 146 
Wyss,  Herbert  E.,  Keller— 414 
Wyvell,  Dorothy  B., 

307  North  M,  Midland — 14 


X 

Ximenes,  E.  T., 

318  N.  Santa  Rosa,  San  Antonio — 50 


Y 

Yaege,  Arlo  O.,  Box  728,  Tomball— 222 
Yarbrough,  Cecil  G., 

VA  Hosp.,  Hines.  111.— 102 
Yarbrough,  D.  C.,  Jr., 

2600  Welborn,  Dallas — 134 
Yarbrough,  Ocie  Carl, 

4224  Boston,  Lubbock — 318 
Yater,  Robt.  E.  L.,  (Hon.),  Cleburne — 266 
Yater,  Tolbert  F.,  Cleburne — 266 
Yates,  Charles  W.. 

2611  Ave.  G,  Rosenberg — 222 
Yates,  June, 

Med.  Prof.  Bldg.,  Corpus  Christi — 354 
Yates,  Loren  K.,  Box  434,  Hallettsville — 306 
Yates,  William  H.,  Hallettsville— 306 
Yeager,  Ben  G., 

W.  F.  State  Hosp.,  Wichita  Falls — 466 
Yeager,  Charles  P.,  (Hon.), 

408  Wilson  Bldg.,  Corpus  Christi — 354 
Yeager,  Edward  F., 

Baker  Hotel  Bldg.,  Mineral  Wells — 362 
Yeager,  Franklin  W., 

408  Wilson  Bldg.,  Corpus  Christi — 354 
Yeakel,  Earl  L..  Jr., 

2901  Red  River,  Austin — 434 
Yeakel,  S.  Victor. 

2400  Line  Ave.,  Amarillo — 378 
Yeary,  Robert  A., 

1002  Marion  Dr.,  Garland — 134 
Yelderman,  Gus  C.,  Box  326,  Rosenberg — 462 
Yelderman,  Joe  C.,  Needville — 462 
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Yelderman,  Robert  L., 

1034  2nd  St.,  Rosenberg— 462 
Yen,  Moore, 

Univ.  of  Tex.  Med.  Schl.,  Galveston — 182 
Yero,  Oscar,  Box  300,  Wichita  Falls— 466 
Yerwood,  Connie  R., 

410  E.  Fifth,  Austin— 434 
Yollick,  Bernard  L., 

Med.  Towers,  Houston — 222 
York,  Byron  P., 

3911  Montrose  Blvd.,  Houston — 222 
York,  Thomas  L., 

4206  Ayers,  Corpus  Christi — 354 
Youens,  William  T.,  Columbus — 110 
Youens,  Willis  G.,  Weimar — 110 
Young,  Carl  B., 

Continental  Bk.  Bldg.,  Houston — 222 
Young,  Cuthbert  B., 

916  Hospital  Dr.,  Tyler— 410 
Young,  David  B., 

106  W.  Jackson,  Pasadena — 222 
Young,  Isaac 'T.,  (Inac.), 

P.  O.  Box  147,  Port  Arthur — 262 
Young,  James  W., 

1401  Hailey,  Sweetwater — 350 
Young,  John  B., 

3837  Bellaire  Blvd.,  Houston — 222 
Young,  John  G., 

4005  St.  Andrews,  Dallas — 134 
Young,  Josephus  C., 

205  W.  Elm.  Coleman — 102 
Young.  Ozora  F., 

7601  Inwood,  Dallas — 134 
Young,  Philip  M., 

602  N.  Main.  Rockdale— 330 
Young,  Ray  L.,  Box  307.  Mission — 238 
Young,  Tom  D.,  Sweetwater — 350 
Youngberg,  Stephen  A., 

Box  404,  Port  Isabel — 82 
Youngblood,  Billy  J., 

1802  W.  Wall,  Midland— 14 
Youngblood.  J.  Wade, 

8215  Westchester,  Dallas — 134 
Youngblood,  Jarvis  C., 

3011  Ella  Lee  Lane,  Houston — 222 
Younkin,  Charles  R., 

6243  Richmond  Rd.,  Houston — 222 
Yow,  Ellard  M., 

Baylor  U.  Col.  of  Med.,  Houston — 222 


z 

Zaccaria,  Attilio,  Jr., 

603  Lockhill  Selma,  San  Antonio — 50 
Zacharias,  Otis  G., 

705  E.  River  St.,  El  Paso — 162 
Zanek,  Otto  L., 

1610  Med.  Towers,  Houston — 222 
Zang,  Louis  C.,  601  W.  4th,  Odessa — 14 
Zarsky,  Emil  P.,  Refugio — 402 
Zatopek,  Leland  F., 

113  Main  St..  La  Grange — 1 1 0 
Zax,  Emile, 

515  Hermann  Prof.  Bldg.,  Houston — 222 
Zedler,  Garland  G., 

603  W.  15th  St.,  Austin— 434 
21eis,  Leandet  B., 

2920  Kirby  Dr.,  Houston — 222 
21eitlin,  S.  P.,  Box  6115,  San  Antonio— 50 
Zeluff,  George  W., 

Hermann  Prof.  Bldg.,  Houston — 222 
Zepeda,  Rudolph  F., 

4030  Roseneath,  Houston — 222 
Zidd,  Edward,  403  W.  15th  St.,  Austin— 434 
Zientek,  Ralph  J., 

3106  Harmony,  Amarillo — 378 
Ziff,  Morris, 

5323  Harry  Hines  Blvd.,  Dallas — 134 
Zimmerman,  Ben  E., 

1901  N.E.  28th  St.,  Fort  Worth— 414 
Zimmerman.  Stanley  J.,  (Int.), 

Hermann  Hosp.,  Houston — 222 
Zink.  Pearl  L., 

615  Med.  Arts  Bldg.,  San  Antonio— 50 
Zinke,  Erhardt, 

3218  S.  Port  Ave.,  Corpus  Christi — 354 
Zinterhofer,  Louis  J., 

Box  71-C,  Rt.  2,  Midland — 14 
Zionts,  Martin  A., 

3507  Louisiana.  Houston — 222 
Zipp,  Raymond  D., 

P.  O.  Box  1098,  Austin — 114 
Zuckerman,  William,  Box  2003,  Tyler— —410 
Zuschlag,  Ella, 

611  Med.  Prof.  Bldg.,  San  Antonio — 50 
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Questions  Needing  Answers 

There  is  a problem  confronting  doctors  and  medicine  in 
general  with  which  each  one  of  us  must  become  acquainted 
— and  must  help  with  the  solution — because  in  one  way  or 
another  each  of  us  is  implicated.  The  future  of  medicine, 
as  we  know  it,  will  depend  on  how  active  a part  we  take 
in  the  solution. 

This  problem  is  volilntary  health  insurance. 

There  are  three  questions  that  are  basic:  (1)  Are  we 
willing  to  accept  the  proposition  that  voluntary  health  in- 
surance is  the  mechanism  for  solving  the  financial  problems 
of  medical  care?  (2)  Are  we  willing  to  accept  the  leader- 
ship in  solving  the  financial  and  socio-economic  problems 
of  medicine?  ( 3 ) If  not,  are  we  willing  to  accept  the  lead- 
ership of  a third  party,  a nonmedical  group? 

What  is  it  that  is  happening  in  the  health  insurance 
field  which  disturbs  us  so  much?  First,  there  is  the  abuse 
of  health  insurance  by  doctors,  patients,  and  hospitals.  Many 
people  have  lost  sight  of  the  primary  purpose  of  health  in- 
surance, which  is  to  protect  against  large  economic  losses — 
not  to  take  care  of  minor  day-to-day  medical  costs. 

Some  patients  are  abusing  health  insurance  by  over- 
utilization— ^wanting  to  stay  longer  in  hospitals  because  their 
insurance  will  pay  for  it.  A patient  will  pressure  a doctor 
into  admitting  him  for  a problem  which  could  be  handled 
as  well  with  him  as  an  out-patient  or  office  patient. 

Just  because  life  insurance  is  paid  up,  a person  does  not 
commit  suicide.  Nor  does  he  set  fire  to  his  house  just  be- 
cause his  fire  insurance  is  paid  up.  But,  when  insurance  on 
his  health  is  paid  up,  it  seems  to  be  the  rallying  cry,  "Let’s 
use  it  to  the  hilt!”  Patients  must  be  educated  on  the  fallacies 


TEXAS  State  Journal  of  Medicine,  AUGUST,  1959 


655 


of  abuses  of  this  kind  and  on  the  faa  that 
eventually  abuses  will  put  health  insurance  out 
of  reach  of  most  people. 

Some  doctors  are  aggravating  this  problem 
by  going  along  with  the  requests  of  patients, 
not  only  those  just  listed,  but,  in  a few  known 
instances,  actually  falsifying  records  to  get  pa- 
tients under  policy  deadlines.  There  are  many 
areas  in  which  doctors  compound  these  abuses 
— a few  intentionally,  but  the  vast  majority 
unintentionally — by  using  such  tactics  as  "drag- 
net diagnosis”  and  "shotgun  treatment.”  It  is 
certainly  the  prerogative  of  each  physician  in 
charge  of  a case  to  do  that  which,  in  his  opin- 
ion, is  best  for  his  patient,  and  the  preceding 
and  following  statements  are  made  only  as  a cau- 
tion to  all  physicians,  whether  a patient  has 
health  insurance  or  not.  A doctor  may  be  lax 
on  continuation  order  of  expensive  drugs  or 
indiscriminately  use  expensive  antibiotics  pro- 
phylactically  prior  to  all  surgery  or  every  time 
a patient  has  a minimal  fever.  Even  nurses 
compound  this  by  calling  the  doctor’s  attention 
to  patients  with  "a  temperature  of  100.6  and 
she  is  not  on  any  antibiotics.” 

More  serious,  and  less  frequent,  is  the  delib- 
erate effort  to  get  everything  possible  out  of 
insurance.  One  specific  instance  has  been  cited 
by  a Texas  writer  of  hospital  and  medical  serv- 
ice plans.  A doctor  sent  a bill  for  three  cystos- 
copies he  had  never  done.  When  faced  by  the 
patient,  his  answer  was,  "Your  insurance  pays 
for  three  cystoscopies  but  not  for  other  office 
procedures,  so  I just  put  in  for  these  to  get  your 
entire  bill  paid.”  A few  doctors  may  have  higher 
fees  for  patients  with  insurance;  "If  you  have 
insurance,  your  bill  will  be  $250;  if  not,  it  will 
be  $123.”  This  is  defeating  the  purpose  of  vol- 
untary health  insurance. 

Not  all  hospitals  are  above  reproach.  Some 
hospitals  have  been  known  to  accept  a patient’s 
policy  payment  as  full  payment  for  hospitali- 
zation, then  pad  the  bill  outrageously.  After  the 
patient  is  in  the  hospital  4 days,  they  bill  the 


insurance  company  for  12  days’  stay.  Some  hos- 
pitals also  have  higher  rates  for  patients  with 
health  insurance. 

A single  large  carrier  writing  hospitalization 
and  coverage  for  medical  services  last  year  re- 
covered approximately  $140,000  from  doctors 
and  hospitals  in  Texas.  A large  portion  of  this 
represented  fraudulent  fees  and  hospital  bills. 

Let  us  think  carefully  about  these  questions: 

1.  What  can  be  done  about  unnecessary 
medical  costs  on  insured  patients  in  particular 
and  all  patients  in  general? 

2.  How  should  we  discipline  flagrant  abuses 
of  health  insurance? 

3.  What  else,  if  anything,  can  we  do  about 
the  high  cost  of  medical  care? 

Active  answers  now  can  change  the  course 
of  medicine. 

— R.  L.  Deter,  M.D.,  El  Paso. 

Importance  of  Early  Detection 
Of  Pulmonary  Tuberculosis 

Despite  published  statistics  regarding  the  de- 
crease in  morbidity  and  mortality  in  tubercu- 
losis in  certain  areas  of  the  United  States,  tu- 
berculosis in  Texas  continues  to  be  one  of  its 
greatest  medical  and  socio-economic  problems. 
It  was  reported  in  1957  that  in  Texas  there 
were  an  estimated  22,000  persons  with  active 
tuberculosis. 

Although  a significant  number  of  patients 
have  been  found  by  the  x-ray  mass  surveys,  the 
majority  of  patients  in  the  state  tuberculosis 
hospitals  are  referred  by  their  personal  physi- 
cians, who  were  consulted  because  of  clinical 
respiratory  symptoms.  Unfortunately,  many 
times  patients  do  not  seek  medical  care  until 
these  symptoms  have  persisted  for  weeks  and 
sometimes  for  months,  and  by  the  time  they 
are  diagnosed  their  disease  has  passed  the  mini- 
mal stage  and  become  moderately  advanced  or 
even  far  advanced,  at  which  stage  neither  drugs 
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nor  surgery  is  effective.  At  present,  the  average 
daily  census  at  the  Harlingen  State  Tubercu- 
losis Hospital  is  525  patients  of  whom  65.1 
per  cent  have  far  advanced  disease,  27.6  per 
cent  moderately  advanced,  and  only  7.3  per 
cent  minimal. 

Besides  the  progression  of  the  disease  there 
are  several  important  factors  that  may  develop 
when  a case  is  allowed  to  reach  a far  advanced 
stage  before  the  diagnosis  is  made:  (1) 
spread  of  the  disease  to  the  rest  of  the  family 
and  associates;  (2)  definite  worsening  of  the 
prognosis  for  the  patient;  (3)  increase  in 
length  of  hospitalization  with  its  consequent 
increase  in  cost  to  the  state  and/or  to  the 
patient. 

There  are  many  examples  at  the  Harlingen 
State  Tuberculosis  Hospital  of  several  members 
of  the  same  family  hospitalized  at  the  same  time 
for  far  advanced  pulmonary  tuberculosis.  There 
is  one  particular  example  of  5 members  of  the 
same  family,  all  with  far  advanced  disease  and 
all  admitted  at  the  same  time  in  early  1956. 
One  died  48  hours  after  admission;  2 are  still 
hospitalized  and  hopeless;  and  the  other  2 were 
dismissed  not  long  ago  after  more  than  24 
months  of  hospitalization. 

There  is  also  the  tragedy  of  the  child,  under 
7 years  of  age,  admitted  with  tuberculous  men- 
ingitis, all  too  frequently  sent  to  the  hospital 
when  it  has  already  become  a "vegetable.”  Re- 
viewing the  histories  of  this  type  of  case,  one 
finds,  much  too  often,  that  the  disease  was  al- 
lowed to  reach  this  distressing  stage  either  be- 
cause the  family  took  the  child  too  late  to  the 
physician  or,  what  is  even  more  alarming,  be- 
cause, even  w4th  the  child  under  medical  care, 
there  was  no  thought  or  consideration  of  mber- 
culosis  meningitis  until  it  was  too  late.  The 
great  majority  of  these  children  recover  from 
their  meningitis  if  treatment  is  started  during 
the  first  week  of  the  onset  of  symptoms  using 
isoniazid  in  combination  with  para-aminosali- 
cylic  acid  and  streptomycin.  At  this  time,  there 
are  also  less  neurological  sequelae,  the  frequen- 


cy of  which  increases  proportionately  with  the 
delay  before  treatment  is  started. 

Regarding  the  length  of  hospitalization, 
there  is  a marked  difference  between  a mini- 
mal, moderately  advanced,  and  far  advanced 
case.  The  average  patient  with  minimal  disease 
may  be  dismissed  from  the  hospital  after  6 to 
9 months  of  hospitalization  and  antimicrobial 
therapy,  provided  that  the  medication  can  be 
continued  on  the  outside  for  another  minimum 
of  6 months.  The  moderately  and  far  advanced 
cases  require  a minimum  of  18  months,  and 
frequently  more,  of  hospitalization,  in  addition 
to  which,  surgical  intervention  is  much  more 
frequently  needed. 

A significant  number  of  patients  whose  dis- 
ease is  as  hopeless  as  when  they  were  first 
admitted  to  the  hospital  several  years  ago  have 
reached  this  stage  through  their  own  lack  of 
cooperation  by  leaving  the  hospital  against 
medical  advice  before  their  disease  has  become 
inactive  and  by  discontinuing  their  treatment. 
Formnately,  since  late  1956,  the  provisions  of 
the  sanitary  code  of  Texas  have  made  it  possible 
to  quarantine  these  patients  in  the  hospitals. 
The  leaving  against  medical  advice  (AMA) 
rate  at  the  Harlingen  State  Tuberculosis  Hos- 
pital has  decreased  from  59-5  per  cent  in  1956 
to  17.4  per  cent  in  1958. 

Early  diagnosis  and  treatment  would  result 
in  a marked  change  of  the  figures  regarding 
the  extent  of  the  disease,  the  possibilities  of 
spreading  the  disease,  and  shortening  of  the 
length  of  hospitalization.  What  is  also  extreme- 
ly important,  the  cure  of  the  cases  with  mini- 
mal disease  can  be  achieved  with  a minimum 
of  residual  damage  to  the  pulmonary  paren- 
chyma and  bronchial  tree.  Compensatory  em- 
physema and  residual  bronchiectasis  (when 
bronchiectasis  is  extensive  and  bilateral)  are 
the  two  sequelae  of  far  advanced  disease,  both 
of  which  are  disabling  and  for  which  there  is 
no  effective  treatment. 

— Caklos  Juan  Quintanilla,  M.D.,  Harlingen. 
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As  Others  See  Us 

Oh  wad  some  power  the  giftie  gie  us 
To  see  oursels  as  others  see  us! 

— Robert  Burns 

Contrary  to  -what  some  insist,  the  medical 
profession  as  well  as  the  individual  physician 
in  it  is  respected  generally.  The  criticism  is  that 
doctors  usually  take  no  real  interest  or  responsi- 
bility in  the  development  and  betterment  of 
the  community  in  which  they  live. 

These  views  were  expressed  rather  consist- 
ently in  informal  discussions  by  participants  in 
the  1959  Institute  for  Organization  Manage- 
ment sponsored  by  the  National  Chamber  of 
Commerce  in  Houston  in  July.  Represented 
were  approximately  200  management  leaders 
in  Chambers  of  Commerce  from  17  states,  fa- 
miliar with  situations  on  the  national,  regional, 
city,  and  small  town  levels,  and  24  executives 
of  associations  in  8 states,  ranging  through  a 
variety  of  service,  philanthropic,  industrial,  and 
professional  interests.  The  registrants  in  the 
institute  were  well  seasoned,  intelligent,  and 
articulate. 

Repeatedly  these  men  commented  that  al- 
though more  physicians  than  formerly  are  be- 
coming active  in  undertakings  for  general  com- 
munity betterment,  the  typical  doctor  at  most 
participates  in  programs  relating  directly  to 
health  or  perhaps  in  a single  type  of  project 
which  he  rides  as  a hobby.  If  the  doctor  does 
ally  himself  with  groups  which  promote  the 
general  well-being  of  the  community,  he  is 
likely  to  pay  dues,  lend  his  name  to  the  letter- 
head or  membership  roster,  and  consider  his 
responsibility  at  an  end,  never  fully  giving  of 
his  ideas,  time,  money,  and  prestige. 

The  excuses  most  frequently  voiced  for  fail- 
ure to  take  part  in  community  activity,  it  was 


noted,  are  that  the  physician  is  too  busy  and 
his  hours  are  too  irregular  to  permit  his  partici- 
pation. But  what  of  the  banker,  the  industrial- 
ist, the  small  business  owner  who  works  equal- 
ly long  hours  yet  finds  time  to  devote  to  many 
community  efforts?  What  of  the  respected 
physicians  who  do  manage  their  schedules  to 
become  well  recognized  as  civic  leaders? 

The  real  reason  why  most  doctors  fail  to 
align  themselves  with  community  efforts,  these 
friendly  critics  suggested,  is  their  lack  of  inter- 
est. Their  education  and  their  professional  cli- 
mate have  not  created  an  inclination  toward 
community  consciousness  outside  the  limited 
scope  of  health  care,  and  except  for  a few  who 
have  a vibrant  natural  interest,  physicians  need 
to  learn  to  be  civic  minded.  As  they  enter  into 
civic  activity,  they  increasingly  find  enjoyment 
and  satisfaction  in  it. 

The  physician,  the  Chamber  of  Commerce 
and  organizational  representatives  emphasized, 
has  a multipurpose  role  in  the  community:  as 
healer  and  as  leader.  He  is  sorely  needed  in 
both  areas. 

These  observations  and  comments  under- 
score once  more  the  need  for  more  and  more 
physicians  to  think  seriously  of  their  responsi- 
bility to  the  community  and  to  their  profession. 
A physician  is  a member  of  the  human  race  and 
of  his  community  long  before  he  enters  his 
career  in  medicine.  His  responsibility  and  self 
interest  in  the  community  do  not  cease  when 
he  adds  M.D.  to  his  name.  This  being  true, 
nonmedical  persons  will  have  increased  respect 
for  and  goodwill  toward  that  physician  who 
does  not  shirk  his  civic  duties  and  through  him 
will  learn  to  admire  and  be  led  by  that  which 
is  commendable  in  the  medical  profession  gen- 
erally. 
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OUR  PROFESSIONAL  ALLIES 

Too  often  we  feel  that,  to  the  public,  we  are 
the  sole  representatives  regarding  matters  of  health. 

This  feeling  is  entirely  erroneous.  To  the  public,  the 
druggist,  hospital  administrator,  physiotherapist, 
nurse,  and  dentist  are  as  much  a part  of  medicine  as 
is  the  doctor. 

"Doctor  bill”  is  an  all-inclusive  term.  How  many 
times  have  we  heard  an  individual  say  that  he  has  Yeager 

paid  1 5, 000  in  doaor  bills  only  to  find  that  his 
actual  doctor  bill  was  about  |300  while  the  rest  was  for  hospital  resi- 
dence, nursing  service,  dental  care,  and  drugs.  This  is  not  willful  mis- 
representation on  the  patient’s  part  but  represents  how  he  actually 
feels  about  his  total  health  costs.  Realizing  this,  it  behooves  us  to  take 
the  lead,  not  only  in  explaining  the  various  facets  of  health  costs  but 
also  in  helping  to  upgrade  the  prestige  of  our  medical  kin. 

To  accomplish  these  aims,  we  must  develop  close  liaison  with  the 
various  paramedical  organizations.  We  need  to  teach  them  our  prob- 
lems and  we  must  learn  theirs.  Doctors  have  the  greatest  respect  for 
nurses,  and  I believe  the  reverse  is  also  true.  However,  on  matters  of 
national  policy,  such  as  social  security,  governmental  medical  facili- 
ties, and  the  like,  the  two  groups  are  too  often  on  opposite  sides  of  the 
fence.  By  meeting  with  nursing  groups  and  learning  their  problems, 
rand  by  mutual  education  and  working  together,  we  can  help  them  to 
accomplish  through  free  enterprise  those  things  which  they  now  too 
often  look  to  Washington  to  solve. 

In  my  late  teens,  I was  stopped  by  an  officer  for  speeding.  He  said: 
"When  you  speed  through  my  area,  you  show  disrespect  for  me.  You 
respect  me  and  I will  respect  you.”  That  was  much  more  effective  than 
a ticket,  and  I have  never  forgotten  the  lesson.  It  would  be  well  to 
remember  that  when  dealing  with  our  allied  professions — you  respea 
me  and  I will  respect  you. 

^ 7nX>, 
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The  Art  of  Helping 
A Nervous  Person 

WALTER  C.  ALVAREZ,  M.D. 

Chicago,  Illinois 

IT  IS  SAD  that  one  can  find  in  books  on  neuroses 
and  psychoses  many  chapters  on  the  treatment 
of  mental  troubles,  but  rarely  can  one  find  anything 
simple  and  praaical  on  the  difficult  art  of  handling 
a nervous  patient.  Every  physician  with  experience 
knows  how  useless  it  is  for  him  to  try  to  treat  a 
highly  neurotic  and  hypersensitive  and  overcomplain- 
ing woman  if  all  he  does  is  to  get  her  angry  when 
he  tells  her  that  he  hasn’t  been  able  to  find  any 
organic  disease  to  account  for  all  her  aches  and  pains. 
What  good  will  it  do  to  give  her  a tranquilizer  if 
she  leaves  his  office  disappointed,  ashamed,  let-down, 
outraged,  and  with  the  feeling  that  she  hasn’t  had 
an  examination  complete  enough  to  reveal  the  focus 
of  organic  disease  which  she  is  sure  she  has?  Often 
the  woman  feels  that  the  doctor  has  insinuated  that 
she  is  a "darn  fool”  who  is  perhaps  faking  her  illness 
and  enjoying  her  symptoms. 

GIFT  FOR  PSYCHOTHERAPY 

Bom  with  Gift  for  Psychotherapy. — Some  of  us 
physicians  were  born  with  a gift  for  psychotherapy, 
and  we  are  lucky.  We  can  have  much  pleasure  in 
practicing.  Other  men,  equally  able,  failed  to  get  the 
gift  of  handling  nervous  people.  Dr.  T.  A.  Ross,  the 
great  British  psychiatrist,  used  to  say  that  if  a physi- 
cian finds  he  has  no  liking  for  neurotic  people;  if 
he  hates  to  be  bothered  with  them;  if  he  doubts  if 
they  really  suffer,  and  sometimes  he  gets  a bit  dis- 
gusted with  them,  then  he  ought  not  to  try  to  treat 
them.  As  soon  as  he  sees  that  a woman  is  neurotic 
or  psychotic  he  ought  to  refer  her  quickly  to  some- 
one he  has  found  who  likes  that  type  of  practice  and 
handles  it  well. 

Need  for  Liking  People. — Often,  when  I was 
teaching  graduate  medical  smdents,  and  one  would 
come  asking  me  to  help  him  get  rid  of  a crotchety 
woman  with  whom  he  had  had  an  unpleasant  ses- 


sion, he  would  admit  that  what  had  happened  was 
that  he  had  taken  a dislike  to  her,  and  as  a result, 
she  had  promptly  taken  a strong  dislike  to  him. 
When  I went  to  see  if  I could  calm  her  down,  I had 
no  trouble  with  her  because  she  was  an  unusual 
character,  and  I enjoy  "characters.”  When  she  sensed 
that  I liked  her,  her  hostility  melted  away,  and  soon 
we  were  chatting  like  old  friends.  Many  a time  when 
I have  been  asked  by  a young  colleague  to  calm  down 
a crabby  man,  I have  soon  found  that  the  old  fel- 
low’s gruffness  was  only  a protective  mechanism, 
used  to  hide  the  fact  that,  inside,  he  was  shy  and  a 
bit  afraid. 


SIMPLICITY  AND  KINDLY  INTEREST 

Need  for  Plain  English. — -One  of  the  greatest 
needs  I know  of  in  the  practice  of  medicine  is  for 
developing  skill  in  talking  to  patients  in  simple 
everyday  English  such  as  they  can  understand.  I can 
remember  one  day  hearing  one  of  America’s  best 
known  physicians  saying  to  a day  laborer  that  his 
NPN  was  too  high!  Another  time,  I heard  a great 
heart  specialist  explain  to  a farmer  that  his  EKG 
showed  a left  ventricular  preponderance!  Why  can’t 
we  doctors  see  that  talk  like  this  is  worse  than  a 
waste  of  time?  It  does  the  cause  of  medicine  harm. 
How  often  do  we  say  to  a nervous  woman,  "Your 
trouble  is  purely  functional!”  I fear  I must  have  said 
it  many  a time.  But,  years  ago,  when  Dr.  F.  C.  Red- 
lich  asked  25  of  his  more  intelligent  patients  what 
they  thought  "functional”  meant,  as  compared  with 
"organic,”  3 out  of  4 said  they  had  no  idea. 


Dr.  Walter  C.  Alvarez,  profes- 
sor of  medicine  emeritus  of  the 
University  of  Minnesota  (Mayo 
Foundation),  now  practicing  in 
Chicago,  editor-in-chief  of  Mod- 
ern Medicine,  and  syndicated 
newspaper  columnist,  presented 
this  address  at  the  General 
Meeting  Luncheon,  Texas  Med- 
ical Association  annual  session, 
San  Antonio,  April  20,  1959. 

Liking  people  is  important  in  handling  nervous  patients. 
Time  spent  in  letting  a patient  tell  her  story  and  in  explain- 
ing in  simple  English  why  she  has  distressing  symptoms  is 
important.  Careful  diagnosis  in  nervous  conditions  is  essential, 
and  greater  awareness  of  this  problem  is  desirable. 
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HELPING  NERVOUS  PERSON  — Alvarez  — continued 

1 have  tried  all  my  life  to  learn  to  explain  things 
to  patients  in  simple  English  with  only  such  words 
as  the  patient  before  me  is  likely  to  understand.  If 
we  doctors  are  going  to  talk  every  day  so  that  our 
thousands  of  poor  and  middle-class  patients  can  eas- 
ily understand  us — and  nowadays  they  are  often  un- 
happy because  they  can’t  understand  us — then  I think 
we  must  get  into  the  habit  of  always  speaking,  and 
even  writing  about  medicine  simply. 

Making  Easy  the  First  Interview. — For  a shy,  ner- 
vous, anxious  woman,  the  first  interview  with  a new 
doctor  is  often  a dreaded  ordeal.  She  wonders  wheth- 
er he  win  be  human,  kind,  comfortable,  approachable, 
easy  to  talk  to,  and  perhaps  with  a sense  of  humor; 
or  will  he  be  gruff,  abrupt,  impatient,  and  unwilling 
to  hear  her  out?  Hence  it  is  that  when  a nervous 
woman  comes  into  the  office  for  the  first  time,  the 
wise  doaor  will  often  take  a few  minutes  to  put  her 
at  her  ease,  perhaps  by  talking  about  some  nonmedi- 
cal subject,  such  as  her  home  city,  or  her  home  doc- 
tor, or  her  husband  and  her  children.  Often,  if  the 
woman  is  a heavy  smoker,  it  helps  greatly  to  get 
her  to  light  up.  If  the  woman  has  some  sexual  or 
disgraceful  story  to  tell,  the  doctor  had  better  get  it 
out  of  her  at  the  first  interview  because,  later,  she 
may  like  him  so  well,  and  may  so  wish  to  look  well 
in  his  eyes  that  she  will  conceal  her  secret.  Let  us 
remember,  also,  that  if  the  woman  gets  to  telling 
her  secret  story  of  shame  or  unhappiness,  the  doctor 
had  better  not  interrupt  the  interview  because,  if 
he  does,  she  may  never  get  to  talking  freely  to  him 
again. 

Need  for  More  Time  with  Patient. — ^Nowadays,  as 
I receive  hundreds  of  letters  from  laymen  who  have 
read  my  newspaper  column,  I am  impressed  with  the 
number  of  people  who  say  how  unhappy  they  are 
with  their  doctor  because  he  will  not  sit  down  with 
them  for  even  10  minutes  to  hear  their  story,  or  to 
explain  what  was  found  during  an  examination,  or 
to  explain  what  the  laboratory  reports  mean,  or  to 
tell  what  the  disease  diagnosed  is,  or  to  give  a few 
words  of  hope.  In  any  number  of  cases,  it  is  clear  that 
if  the  doctor  had  taken  even  a minute  in  which  to 
answer  his  patient’s  main  question,  this  would  have 
made  the  difference  between  a satisfied  and  grateful 
patient  and  a disgruntled  one  who  was  outraged 
both  at  the  particular  physician  and  at  the  medical 
profession  as  a whole. 

I know  that  hundreds  of  physicians  will  say,  "I 
haven’t  the  time  to  talk  with  these  people,”  but  my 
answer  is  that,  during  the  many  years  in  which  I 
watched  Dr.  W.  J.  Mayo  at  work,  I found  that  he, 
who  certainly  was  terribly  busy,  would  always  stop 
when  a patient  asked  a question,  and  usually  in  a 
matter  of  seconds  would  explain  enough  so  that  the 
person  went  away  satisfied.  For  instance,  when  a 


distracted  mother  asked,  "What  is  this  Hodgkin’s 
disease  my  son  has,”  Dr.  Will,  instead  of  saying,  "I 
can’t  stop  now  to  write  you  a book  on  the  subject,” 
would  say,  "It  is  a cancer-like  disease  which  should 
clear  up  now  with  x-ray  treatment;  then,  if  we  are 
lucky,  it  will  stay  away  for  5 or  6 years;  by  then, 
perhaps,  we’ll  have  a medicine  to  cure  it.  Keep 
hoping.” 

Need  for  Talkmg  Out  Problems. — So  often,  a pa- 
tient with  nervous  troubles  will  be  almost  cured  just 
by  being  allowed  to  tell  her  story  to  the  physician. 
As  I write  this,  a woman  telephones  to  thank  me 
from  her  heart  for  having  talked  yesterday  with  her 
son  who  was  born  a homosexual.  'The  poor  fellow 
had  been  suicidal  because  of  his  feelings  of  loneli- 
ness and  isolation  and  shame.  'The  mother  says  that 
just  the  fact  that  now  he  has  found  someone  who 
will  listen  to  him  without  showing  any  disgust  has 
changed  his  whole  attitude,  and  has  given  him  a 
great  lift. 

Occasionally,  I have  been  puzzled  when,  after  let- 
ting a woman  talk  to  me  for  a while,  she  has  said 
she  was  cured.  She  has  picked  up  her  things,  and  has 
gone  home  happy  and  satisfied.  Once  when,  in  my 
perplexity,  I asked  the  woman  what  I had  done  to 
cure  her,  she  said,  "For  years,  I have  grieved  and 
thought  of  suicide,  feeling  that  if  people  only  knew 
of  the  sin  I once  committed,  I would  be  an  outcast 
and  a pariah.  But,  evidently,  I am  not  beyond  hope, 
because  as  you  listened  to  my  confession,  you  showed 
no  sign  of  shock  or  disgust — in  fact,  you  obviously 
like  me.  So  I am  going  home  well.” 

A man  just  came  in,  scared  to  death  because  his 
heart  has  been  missing  beats.  After  reading  much 
about  coronary  heart  disease,  he  has  been  sure  that 
he  must  be  headed  for  an  early  death.  All  I had  to 
do  was,  first,  to  look  at  his  electrocardiograms  and 
show  him  that  all  he  has  are  occasional  extrasystoles. 
I explained  the  mechanism  of  their  coming,  and  why 
a little  extra  beat  will  cause  the  next  regular  beat 
to  be  so  strong  as  to  make  a distressing  and  frighten- 
ing thump  in  his  neck.  Then  I told  him  that  my 
father  worked  hard  and  lived  happily  with  extra- 
systoles from  the  time  he  was  40  until  he  was  84.  I 
told  him  how  Sir  James  Mackenzie  years  ago  showed 
statistically  that  extrasystoles  usually  are  harmless; 
and  away  went  my  patient,  apparently  cured. 


EXPLAINING  WHAT  IS  WRONG 

Need  for  Explaining  to  Patient. — The  first  thing 
all  of  us  must  try  to  learn  is  the  art  of  explaining  to 
a nervous  woman  how  it  can  be  that  she,  who  hasn’t 
a gallstone  or  a "fibroid”  to  justify  herself,  is  suffer- 
ing so  much.  I must  admit  that,  after  50  years  of  try- 
ing to  learn  this  art,  I still  haven’t  mastered  it  en- 
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tirely.  I am  sure  that  some  neurotic  women  with 
"negative  findings”  leave  my  office  disgruntled  and 
with  only  one  idea,  which  is  quickly  to  find  another 
physician  who  will  give  more  and  more  tests  until 
he  finds  something  he  can  operate  on  and  take  out. 

In  dealing  with  such  a woman,  the  first  thing  to 
do  is  to  give  her  half  an  hour  or  more  in  which  she 
can  talk  and  tell  her  story.  Many  a patient  of  this 
type  has  told  me  that  she  loved  her  chiropractor 
much  more  than  she  loved  her  family  doctor  because 
the  chiropractor  let  her  talk  and  listened  to  her. 
This,  alone,  she  felt,  was  worth  the  money  she  paid. 
Often  the  woman  who  hasn’t  had  a chance  to  tell 
her  story  of  unhappiness  and  strain  cannot  be  ex- 
pected to  go  home  satisfied.  She  has  sense  enough 
to  know  that  the  doctor  should  be  taking  into  account 
the  fact  that  she  has  been  "going  through  hell”  with 
an  alcoholic  husband,  a dictatorial  mother-in-law,  or 
a delinquent  son. 

Later,  when  the  examination  has  been  made,  when 
the  reports  of  the  tests  are  in,  and  nothing  signifi- 
cant has  been  found,  the  physician  must  explain  in 
simple  English  how  it  happens  that  a person  with 
"negative  findings”  can  still  be  so  miserable  or  in 
such  pain.  The  more  he  knows  of  the  physiology  of 
the  nervous  system  and  the  way  in  which  "storms” 
come  out  of  a dismrbed  brain,  the  more  satisfying 
will  be  his  explanation.  He  must  always  begin  by 
showing  sympathy  and  by  maintaining  that  pain  due 
to  nervousness  or  fatigue  or  fear  is  just  as  bad — or 
perhaps  even  worse — than  is  the  pain  due  to  an  ulcer. 
Sometimes,  I tell  the  woman  of  the  time  when  my 
little  daughter  had  a terrible  pneumonia,  and  my 
great  fear  for  her  gave  me  a most  distressing  pain  in 
my  abdomen.  Actually,  when  it  comes  to  dealing 
with  nervous  women,  the  sensitive  physician  who 
has  at  times  suffered  from  nervousness,  himself,  has 
a great  advantage  over  the  man  who  has  always  en- 
joyed mangificent  health  and  hasn’t  a "nerve”  in  his 
body.  One  of  my  great  assets  in  handling  nervous 
patients  is  the  fact  that,  after  my  influenza  in  1918, 
I went  into  a fatigue  state  in  which,  for  weeks,  I 
was  unable  to  stand  up  to  more  than  an  hour’s  work. 

I could  not  read  a long  article  in  a journal;  and  if 
I tried  to  see  a patient,  the  sweat  broke  out  on  me, 
and  I got  so  jittery  I had  to  quit.  For  months,  I was 
without  much  ability  to  sleep.  This  experience  was 
very  trying,  but,  today,  I am  grateful  for  it,  because 
it  taught  me  much  about  neuroses  and  the  acute 
suffering  they  can  cause. 

"Nothing  the  Matter!’ — As  I used  to  watch  young 
colleagues  at  work  with  patients,  I was  impressed 
with  the  fact  that  often  when  they  dismissed  a 
woman  with  the  statement  that  there  was  "nothing 
the  matter  with  her,”  they  thought  their  work  was 
done — and  well  done.  There  was  no  need  of  spending 


more  time  on  the  problem  of  that  particular  patient. 
But  I would  say,  "Might  it  not  be  that  instead  of 
your  job’s  being  done,  it  should  be  beginning?  Let 
us  say  that  this  woman  has  traveled  1,000  miles  to 
get  help.  Surely,  there  is  something  the  matter  with 
her.  Surely,  we  must  see  why  she  is  not  pleased  or 
satisfied  with  our  brief  statement  that  there  is  'noth- 
ing wrong.’  ” 

"As  she  says,  she  still  has  her  pain  or  headache 
or  indigestion,  or  whatever  it  was  that  caused  her 
to  seek  relief.  Might  it  not  be  interesting,  even  just 
for  us,  and  for  our  continuing  medical  education,  to 
try  to  find  out  what  is  wrong  with  her?” 

An  important  point  is  that,  in  many  cases,  our 
statement  that  nothing  wrong  was  found  after  a good 
examination — instead  of  being  reassuring,  as  we  ex- 
pected it  to  be — was  terribly  frightening  to  the  pa- 
tient. It  made  her  feel  that  she  must  have  some 
awful  disease,  or  some  rare  unknown  disease,  with 
which  the  medical  profession  cannot  yet  grapple. 

To  show  what  can  happen:  One  day,  I was  asked 
to  see  and  calm  down  an  unmarried  woman  of  40 
who  had  become  embroiled  with  one  of  my  younger 
colleagues.  She  had  come  a long  distance  complain- 
ing of  paralyzing  sick  headaches  which  were  causing 
her  to  retch  for  all  of  a day  or  two.  These  spells  were 
coming  so  frequently  that  she  was  faced  with  the 
loss  of  her  job  as  buyer  in  a big  store.  This  was 
doubly  frightening  to  her  because  she  was  taking 
care,  not  only  of  herself,  but  of  her  invalid  mother. 
After  a negative  examination,  my  colleague  had  told 
her  simply  that  there  was  "nothing  the  matter”  with 
her;  she  could  take  some  aspirin,  and  she  should 
pay  her  bill  at  the  cashier’s  desk.  When  she  came 
back  to  beg  the  doctor  to  do  something  more  for 
her,  he  lost  his  temper  and  told  her  not  to  bother 
him  again.  Curiously,  he  could  not  understand  why 
terror  had  struck  into  her  heart — terror  that  she  and 
her  mother  would  soon  be  on  relief. 

When  I sat  down  with  the  woman,  my  first  con- 
cern was  to  find  out  why  she,  at  her  age,  had  gotten 
back  her  old  migraine  in  a severe  form.  What  had 
gone  wrong  in  her  life?  In  10  minutes,  I learned 
that  what  had  happened  when  her  old  illness  flared 
up,  was  that  she  had  fallen  in  love  with  a handsome 
and  attractive  man  who,  unfortunately,  had  turned 
out  to  be  an  alcoholic  drifter.  She  was  "crazy  to 
marry  him,”  but  she  had  sense  enough  to  see  that 
she  shouldn’t.  It  was  the  terrible  conflict  over  this 
decision  which  had  caused  her  to  go  from  one 
migrainous  spell  into  another.  We  agreed  in  a few 
minutes  that  she  would  be  unwise  to  marry  the 
alcoholic,  and  hence,  she  should  stop  seeing  him. 
Then,  I gave  her  some  Gynergen  that  would  stop  a 
migrainous  spell  when  it  started  to  tune  up.  That  was 
some  15  years  ago,  and  every  Christmas  since  then, 

I have  received  from  the  woman  a grateful  letter. 
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When  she  got  rid  of  the  man,  she  soon  found  another 
much  better  one,  and  with  marriage  to  him,  her 
headaches  quit  coming. 

Now  I cannot  brag  about  a case  like  this  because 
the  diagnosis  was  ridiculously  easy,  and  with  the 
diagnosis  made,  the  treatment  needed  was  obvious. 
The  only  reason  I tell  this  story  is  to  make  my  point, 
which  is,  again,  when  there  is  "nothing  the  matter” 
with  the  person,  our  work  should  begin,  not  end. 
Often,  the  results  of  chatting  for  a few  minutes  with 
the  patient  are  so  rewarding  that  they  make  the 
practice  of  medicine  a joy. 

Need  for  Explaining  Hypersensitiveness. — In  many 
cases,  the  best  thing  a physician  can  do  is  to  explain 
to  his  patient — usually  a neurotic  woman — that  many 
of  her  symptoms  are  due  purely  to  her  great  hyper- 
sensitiveness. Let  him  remind  her  that  she  feels 
or  smells  or  hears  all  sorts  of  annoying  things  which 
less  sensitive  persons  do  nor  sense.  For  instance, 
when  she  and  her  husband  sit  down  in  a restaurant, 
soon  she  feels  such  a draft  on  her  neck  that  she  has 
to  get  up  and  move  to  another  table.  Her  husband 
can’t  feel  any  draft.  Again,  perhaps,  she  has  to  move 
again  because  she  is  so  sickened  by  smells  coming 
from  the  kitchen,  or  she  is  so  greatly  dismrbed  by 
the  talk  of  the  people  at  the  next  table.  The  husband 
doesn’t  notice  these  things,  but  there  is  no  question 
that  his  wife  is  upset  by  them.  In  summer,  she  may 
be  greatly  distressed  by  coming  into  an  air-condi- 
tioned store  or  going  out  of  it.  Or,  perhaps,  she  is 
upset  because  the  windows  in  an  air-conditioned 
room  are  closed,  and  she  feels  she  is  suffocating  for 
lack  of  any  obvious  air  current.  Then,  perhaps,  a dry 
wind  comes  up  out  of  the  South,  and  with  this,  she 
gets  a migrainous  headache.  Or,  a storm  approaches 
100  miles  away,  and  promptly  her  head  or  her  joints 
or  her  abdomen  begins  to  ache.  The  physician  may 
thank  his  lucky  stars  that  he  isn’t  married  to  a 
woman  this  sensitive,  but  if  he  is  to  be  a good  doctor, 
he  must  learn  to  help  women  of  this  type.  He  must 
be  sympathetic,  and  he  must  try  to  show  the  woman 
that  it  is  her  hypersensitiveness  that  will  always  be 
causing  her  some  suffering.  If  only  she  could  become 
as  insensitive  as  a professional  wrestler,  she  would 
be  well. 

Need  for  Explaining  How  Symptoms  Are  Pro- 
duced.— ^As  I said  at  the  beginning  of  this  paper,  a 
physician’s  success  in  practice  can  depend  largely  on 
the  skill  with  which  he  explains  to  many  patients 
how  it  happens  that  they,  who  haven’t  any  sign  of 
organic  disease,  can  suffer  so  much,  and  be  so  miser- 
able. Often,  the  doctor  must  remind  his  patient  that 
she  can  get  a palpitation  or  a stomach  upset  or  loose 
bowels  from  excitement  or  fear  or  anxiety.  He  has 
to  remind  a choleric  man  that,  sometimes,  he  can 
go  all  to  pieces  nervously  for  a while  after  blowing 


his  top.  He  has  to  keep  telling  nervous  persons  that 
their  symptoms  are  real,  and  that  their  pain  or  their 
nausea  can  be  very  trying,  even  if  it  is  due  purely 
to  anxiety. 

Often,  we  should  explain  to  people  that,  in  the 
cases  of  many  sensitive  persons,  when  the  brain  gets 
overactive,  it  sends  out  storms  along  the  nerves — 
storms  which  will  upset  the  activity  of  the  heart,  the 
digestive  tract,  the  urinary  bladder,  and  perhaps  the 
sweat  glands  and  muscles  in  the  skin.  These  nervous 
storms  produce  the  "tizzies”  that  upset  and  worry  so 
many  people. 

Nervous  Pains  Are  Real. — To  show  that  nervously 
produced  pains  and  distress  are  real,  I often  tell  the 
story  of  two  women  who,  in  my  office  one  day, 
taught  me  much.  One,  an  old  farm  wife  of  65,  said 
she  had  a big  cancer  of  the  stomach,  but  it  wasn’t 
hurting  her  at  all,  and  so  she  didn’t  need  any  treat- 
ment. It  was  her  daughter  who  much  needed  treat- 
ment because,  for  a week,  she  had  been  vomiting  so 
constantly  that  she  had  become  dehydrated.  What 
was  the  matter  with  the  daughter?  Only  fear  over 
what  was  going  to  happen  to  her  adored  mother! 
As  I say  to  my  patients,  remember  that  mental  pic- 
ture of  the  two  women— one  with  the  worst  possible 
disease  of  the  stomach,  and  no  symptoms,  and  the 
other,  with  nothing  physically  wrong,  and  severe 
symptoms! 


GETTING  THE  HISTORY 

Nervous  Breakdown. — Many  a time  I have  gotten 
nowhere  with  a history  until  I have  asked  the  woman 
if  she  ever  had  a nervous  breakdown.  Then  came 
the  story  of  one  or  more  typical  psychotic  depres- 
sions, and  perhaps  a story  of  one  or  more  visits  to 
a psychiatrist  or  a mental  hospital.  I may  find  that, 
because  of  the  woman’s  failure  to  tell  this  story,  she 
induced  some  surgeons,  on  several  occasions,  to  op- 
erate and  explore  her  abdominal  cavity. 

IJnhappmess  at  Home. — Often,  it  is  not  easy  to 
get  a woman  to  tell  the  truth  about  her  sorrow  or 
unhappiness  at  home.  Because  she  thinks  it  is  not 
cricket  to  complain  about  the  man  whose  bread  she 
eats,  she  will  at  first  deny  strongly  that  there  is 
trouble  at  home.  A good  way  of  finding  out  then 
if  there  is  serious  marital  unhappiness  is  to  ask  her, 
casually  and  in  a matter-of-fact  tone,  if  she  ever 
thinks  of  a divorce.  Then  she  will  say,  "Well,  we 
have  discussed  it,  but  he  won’t  let  me  go.”  Obviously, 
any  woman  who  is  asking  for  a divorce  or  even  a 
trial  separation  must  be  decidedly  unhappy  in  her 
marriage,  and  this  is  likely  to  be  an  exciting  cause 
of  her  illness. 

Another  helpful  question  that  should  be  almost 
routine  is,  "Are  you  happy?”  If  that  were  asked  of 
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every  woman  in  the  office,  there  would  be  many 
thousand  fewer  operations  performed  each  year.  Com- 
monly, before  answering,  a woman  will  hesitate  for 
a moment,  and  this  will  give  her  away.  Then  the 
doctor  will  know  that  a story  is  there,  and  he  must 
go  after  it  and  get  it.  When  a woman  admits  think- 
ing of  divorce,  I show  her  an  imaginary  button  I 
have  on  my  desk,  and  I say,  "Press  that  and  you’ll 
be  back  from  Reno  with  your  decree  in  your  hand.” 
When  the  woman  won’t  touch  it,  I say,  "Evidently, 
you  aren’t  going  to  get  a divorce,  so  you  had  better 
quit  talking  about  it,  and  had  better  settle  down  and 
try  to  make  home  a better  place.” 

Better  Histories. — As  I said  at  the  beginning,  many 
of  us  aren’t  taking  adequate  histories,  and  without 
adequate  histories  we  are  bound  to  make  hundreds 
of  wrong  diagnoses.  A hundred  times,  we  will  order 
a useless  cholecystectomy  if  we  don’t  learn  that  the 
gallstones  found  are  silent,  and  all  the  woman’s  symp- 
toms are  those  of  a fatigue  state,  a situational  neu- 
rosis due  to  unhappiness  or  strain  at  home,  a begin- 
ning psychosis,  or  a little  stroke. 

As  I was  writing  this,  a woman  telephoned  to 
talk  to  me  about  her  nice  husband  who,  the  day 
before,  had  been  referred  to  me  with  an  x-ray  diag- 
nosis of  a duodenal  ulcer.  In  a few  minutes,  I saw 
that  his  history  was  not  that  of  an  ulcer  but  rather 
of  some  functional  disturbance.  Unfortunately,  I 
failed  to  recognize  a mild  form  of  the  "water  brash” 
and  morning  retching  of  the  old  bartender,  and  be- 
cause the  man  had  none  of  the  physical  signs  of  an 
alcoholic,  I did  not  think  of  chronic  alcoholism. 
Stupidly,  I failed  to  ask,  "How  much  whiskey  do 
you  drink  every  night  before  you  go  to  bed?”  His 
wife  told  me  that  actually  he  is  a heavy  drinker; 
and  this,  plus  his  great  unhappiness  over  his  having 
lost  a fine  job,  and  having  had  to  come  far  down 
in  the  world,  is  what  is  wrecking  him. 

One  of  the  lessons  that  we  can  all  learn  from 
the  many  cases  like  this  is  that  my  good  friend,  the 
doctor  who  accepted  without  question  the  x-ray  diag- 
nosis of  ulcer,  made  a very  common  mistake.  For 
years,  I kept  trying  to  teach  my  students  the  un- 
wisdom of  accepting  a ready-made  diagnosis  when 
it  cannot  possibly  be  causing  the  syndrome  com- 
plained of. 

I am  reminded  of  a sweet  old  lady  who  had  her 
silent  gallstones  removed  because  of  a burning,  con- 
stant misery  over  her  left  hip.  'This  could  not  pos- 
sibly have  been  caused  by  cholecystitis,  and  so  the 
operation  did  no  good.  One  or  two  questions  di- 
rected to  her  son  showed  that  the  burning  misery 
had  come  one  day  with  a typical  stroke.  Because 
this  had  left  her  mentally  dulled,  she  had  not  men- 
tioned her  "collapse  on  the  street”  to  either  her 
doctor  or  to  me. 


RECOGNIZING  THE  PROBLEM 

Reluctance  to  Recognize  Psychotic  Patients. — 
One  of  the  things  that  bothers  psychiatrists  to- 
day is  that  most  of  us  nonpsychiatrists  are  failing 
to  recognize  the  person  who  is  going  insane,  and 
whose  symptoms  are  those  of  physical  discomfort, 
feelings  of  fatigue  or  toxicity  or  chronic  infection, 
with  heart-consciousness,  nausea,  dizziness,  abdominal 
pain,  and  an  inability  to  work.  So  often,  we  fail  to 
recognize  the  shy,  retiring  schizophrenic  who  won’t 
look  us  in  the  eye,  and  who  answers  our  questions 
in  a curious,  mentally  disorganized  way,  or  the 
manic-depressive  person  who  is  almost  too  tired  to 
get  out  of  bed  in  the  morning  but  who  feels  fine  by 
late  afternoon. 

As  I was  writing  this,  in  came  a nice  looking 
married  woman  of  30  who  talked  most  of  the  time 
about  her  abdominal  pain.  For  this,  she  had  had  a 
futile  appendectomy.  I am  sure  the  surgeon  would 
not  have  operated  if  he  had  only  talked  with  the 
woman  long  enough  for  her  to  come  out  with  the 
story  of  an  agoraphobia  so  bad  that  she  can  hardly 
go  out  alone  to  do  her  shopping  at  the  corner.  Acci- 
dentally, as  I went  on  chatting  with  her,  I learned 
that  she  did  not  have  her  small  child  with  her  in 
her  home.  Why  not?  Because  she  was  afraid  she 
might  kill  him.  Hence,  she  gave  him  to  her  mother 
for  safe  keeping!  More  questioning,  and  it  became 
obvious  that  the  woman  has  a postpartum  psychosis. 

Medical  Teachers  and  This  Problem. — One  of  our 
great  difficulties  is  that  some  of  our  teachers  of 
medicine  are  not  as  yet  sufficiently  concerned  with 
the  improvement  of  this  situation.  As  some  of  them 
freely  admit  to  me,  they  cannot  teach  neuroses  as 
well  as  they  would  wish  because  most  of  their  train- 
ing before  they  went  into  clinical  medicine  was  in 
a biochemical  laboratory!  Worse  yet,  their  heart  is 
still  in  that  laboratory.  As  one  of  my  good  friends, 
a professor  of  medicine,  admits,  almost  all  his  inter- 
ests are  in  the  study  of  the  chemistry  of  metabolic 
diseases  such  as  atherosclerosis,  diabetes,  gout,  and 
porphyria.  He  had  almost  no  training  in  the  recogni- 
tion and  treatment  of  the  neuroses  and  the  minor 
psychoses,  and,  as  he  says,  the  less  he  sees  now  of 
nervous  women,  the  better  it  will  suit  him.  He 
admits  that  the  basic  training  of  teachers  in  medical 
schools  having  been  chemical  in  namre,  he  has  a 
hard  time  finding  men  who  can  and  will  teach  their 
smdents  about  the  neuroses. 


SUMMARY 

Writers  on  neuroses  and  psychoses  rarely  discuss 
the  difficult  art  of  handling  nervous  patients.  Often, 
treatment  is  futile  or  impossible  if  the  handling  of 
a difficult  person  is  poorly  done,  so  that  the  patient 
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becomes  dissatisfied,  unfavorably  impressed,  or  per- 
haps enraged.  Most  important  in  a physician  is  an 
inherent  liking  for  people.  Then  they  will  like  him. 
The  man  who  dislikes  nervous  people  had  better  not 
try  to  treat  them. 

There  is  much  need  for  a doctor’s  learning  to 
explain  disease  to  patients  in  simple,  understandable 
English.  Today,  there  is  great  need  for  a physician’s 
spending  more  time  talking  to  patients  and  answer- 
ing their  questions.  In  many  cases,  if  a woman  pa- 
tient can  teU  her  story,  she  will  be  almost  cured. 
There  is  great  need  for  explaining  to  a patient  how 
it  happens  that  she,  who  has  no  demonstrable  disease, 
suffers  so  much. 

'The  physician  must  convince  the  woman  that  he 
is  sure  her  distresses  are  real.  When  many  a physician 
tells  a patient  she  has  "nothing  the  matter’’  with 
her,  he  thinks  his  work  is  done.  Actually,  it  should 
be  beginning.  Why  is  she  so  ill?  What  has  gone  wrong 
in  her  life?  'The  fact  that  nothing  has  been  found 
often  makes  the  person’s  illness  many  times  more 
alarming  to  her.  Often,  a physician  should  explain 
to  a woman  why  most  of  her  distresses  are  due  to 
her  hypersensitivity.  Her  "tizzies”  are  ^due  to  storms 
coming  out  of  her  tired  or  erratic  brain.  Today, 
physicians  commonly  fail  to  recognize  that  a per- 
son’s illness  is  a nervous  breakdown.  There  is  great 
need  today  for  not  accepting  as  the  diagnosis  a silent 
gallstone  or  uterine  myoma.  'That  is  something 
which  could  not  possibly  explain  the  syndrome.  It 
is  to  be  hoped  that  soon  the  teaching  of  students  in 
regard  to  neuroses  will  be  much  better. 

I Dr.  Alvarez,  700  North  Michigan  Avenue,  Chicago. 


Southwestern  Foundation  Votes 
$93,800  for  Medical  School  Aid 

The  University  of  Texas  Southwestern  Medical  School 
was  given  appropriations  of  $93,800  to  augment  its  budget 
for  the  year  beginning  September  1 by  the  board  of  trustees 
of  Southwestern  Medical  Foundation.  This  sum  was  voted 
upon  at  the  foundation’s  annual  meeting  May  26. 

This  amount  conformed  to  the  request  of  Dr.  A.  J. 
Gill,  dean  of  the  school,  for  funds  to  supplement  salaries, 
administrative  expenses,  and  travel  for  the  coming  year. 
The  bulk  of  the  money,  $84,300  will  go  to  supplement 
salaries. 

Karl  Hoblitzelle,  president  of  the  foundation,  told  board 
members  that  the  foundation’s  assistance,  particularly  in 
the  area  of  salaries,  permits  the  medical  school  to  compete 
with  other  outstanding  instimtions  for  top  medical  teachers. 

The  following  officers  of  the  board  were  reelected;  Karl 
Hoblitzelle,  president;  George  L.  MacGregor,  vice-president; 
J.  L.  Latimer,  vice-president;  Harold  B.  Sanders,  secretary 
and  general  counsel;  and  Fred  F.  Florence,  treasurer. 


The  Development 
Of  Modem 
Concepts  of  the 
Coronary 
Circulation 

RICHARD  J.  BING,  M.D. 

Detroit,  Michigan 

Recognition  of  the  clinical  and  physiological 
importance  of  the  coronary  arteries  is  an  ac- 
complishment of  the  last  2 centuries.  Symptomatol- 
ogy arising  from  diseases  of  the  coronary  arteries,  on 
the  other  hand,  has  been  described  as  early  as  the 
first  century  A.  D.,  when  the  Roman  stoic  philos- 
opher, Lucius  Anneaus  Seneca,  faithfully  recorded  the 
symptoms  of  angina  peaoris  on  himself.^  The  early 
clinical  description  of  angina  pectoris  is  not  surpris- 
ing. Preoccupation  with  this  malady  by  physicians 
has  preceded  physiological  studies  of  the  coronary 
circulation  by  hundreds  of  years. 

Although  neither  the  coronary  circulation  nor  the 
circulation  of  the  blood  and  the  role  of  the  heart 
were  understood  or  described  by  the  Egyptians,  some 
idea  on  coronary  disease  and  on  atherosclerosis  of  the 
large  vessels  in  general  is  given  in  the  studies  of 
Ruffer,  who  in  gross  and  histological  studies  of  the 
hearts  of  Egyptian  mummies,  found  calcifications 
and  atheromas  in  these  ancient  arteries.  Their  studies 
were  made  possible  since  the  heart  as  the  most  es- 
sential organ  of  the  body  was  carefully  left  in  situ 
by  the  embalmers  and  not  removed  with  the  other 
organs.  As  it  says  in  some  Egyptian  religious  texts: 
'"The  welfare  of  the  dead  man  is  safeguarded  if  his 
own  true  heart  is  with  him.”^  'The  etiology  of  athero- 
sclerosis as  found  in  these  mummies  of  the  twenty- 
first  dynasty  of  Thebes  is  as  obscure  now  as  it  was 
3,000  years  ago.  It  is  possible  that  the  atherosclerosis 
of  the  coronary  arteries  and  the  aorta  as  found  in  the 
mummy  of  the  Priest  of  Ammann  may  not  have  been 
present  in  the  laborers  who  built  the  great  pyramids. 
It  is  likely  that  the  diet  of  the  higher  classes  of 
Egyptians  was  a great  deal  richer  than  that  of  the 
laborers  who  entombed  them. 

Work  was  supported  by  United  States  Public  Health 
Service  grant  number  H-2678,  the  American  Heart  Associa- 
tion, the  Life  Insurance  Medical  Research  Fund,  and  the 
Tobacco  Industry  Research  Fund. 
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Neither  the  Greeks  nor  the  Romans  had  any  idea 
of  the  importance  of  the  coronary  circulation  or  the 
circulation  in  general;  vital  spirits  and  animal  heat 
were  implicated  as  the  sources  of  energy  of  the  heart 
beat.  In  Greek  medicine,  the  two  methods,  that  of 
philosophy  and  that  of  science,  stood  face  to  face  for 
a time.  The  struggle  between  them  was  short.  Medi- 
cine, almost  the  only  branch  of  Greek  science  ac- 
curately studied,  came  out  second  in  this  fight,  and 
medical  science  gradually  degenerated  from  rational 
treatment  to  wild  speculation  and  even  quackery  and 
superstition.®  The  transcendent  genius  of  Plato  won 
the  day  and  with  this,  accurate  science  was  defeated. 
It  is  possible  that  the  coronary  arteries  were  observed 
by  the  outstanding  physicians  of  the  Alexandrian 
school,  Herophilus  and  Erasistratus.  However,  neither 
they  nor  Galen  had  any  knowledge  of  their  function. 
For  Galen,  the  heart  was  the  center  of  organic  life, 
the  immediate  residence  of  the  animating  principle.^ 
"The  source  and  as  it  were,  the  fireplace  of  the  in- 
nate heat  by  which  the  living  organism  is  directed 
and  controlled.” 

The  medieval  system  of  science  was  neo-Platonic 
and  with  it  were  mixed  ingredients  of  righteousness, 
religious  faith,  and  asceticism.  There  was  no  place 
for  experimentation.  The  first  physician  to  write 
after  Galen  on  the  heart  was  Mondini  de  Luzzi,  who 
held  the  chair  of  medicine  at  the  University  of  Padua 
in  1315.  He  explained  the  crucial  form  of  the  heart 
by  the  fact  that  it  is  the  source  of  animal  heat  and 
"because  a pyramidal  form  is  the  specific  figure  be- 
longing to  the  principal  of  heat.”®  During  the  whole 
Middle  Ages  the  teachings  of  Galen  were  accepted 
without  reservation,  and  although  anatomy  was 
studied,  the  spirits  of  the  time  forbade  any  interpre- 
tation of  findings  that  may  have  been  in  disagree- 
ment with  Galen’s  writings.  Berengario  da  Carpi, 
professor  of  Bologna,  who  lived  2 centuries  after 
Mondini,  interpreted  the  pyramidal  form  of  the  heart 
by  stating  that  the  point  of  the  organ  is  small  be- 
cause "this  part,  lying  in  contact  with  the  walls  of 
the  chest,  is  the  one  likely  to  be  injured  during  its 
movements  and  consequently,  the  smaller  it  is,  the 
less  injury  will  be  received.”® 

It  is  almost  unbelievable  that  Vesalius  published 
his  most  important  work  "De  Humani  Corporis  Fab- 
ricia”  less  than  30  years  after  the  writing  of  Carpi’s 
work.'^  Vesalius  demonstrated  the  coronary  vessels 
and  Fallopius,  a student  of  Vesalius,  followed  suit.® 
Leonardo  da  Vinci  in  his  drawings  clearly  outlined 
the  coronary  vessels  and  their  tributaries.  Two  of 
these  drawings  are  dated  from  1512.  Obviously,  the 
dam  of  ignorance  which  medieval  superstition  had 
built  was  broken  by  the  advent  of  humanism  with 
its  emphasis  on  man.  This  is  best  expressed  in  Rog- 
er Bacon’s  statement  in  the  thirteenth  century  that. 


"there  are  two  modes  in  which  we  acquire  knowl- 
edge, argument  and  experience.  Arguments  shut  up 
the  question  and  arguments  give  no  proof,  nor  do 
they  remove  doubt  and  cause  the  mind  to  rest  in 
the  conscious  possession  of  truth,  unless  the  truth  is 
discovered  by  way  of  experience.”®  And  Leonardo  da 
Vinci  said,  "whoever  appeals  to  authority  applies  not 
his  intellect,  but  his  memory.”^®  It  is  likely  that 
Andreas  Vesalius  would  have  discovered  the  circula- 
tion of  the  blood  and  with  it  the  role  of  the  coronary 
arteries  had  he  remained  in  Padua.  Bur  he  was  a 
schizoid  personality,  a "rolling  stone,”  and  there  is 
evidence  that  he  was  withdrawn  and  melancholic.^^ 
Apparently  he  was  driven  by  an  unexplained  feeling 
of  guilt  and  terminated  his  scientific  work  at  a young 
age. 


CORONARY  CIRCULATION  RECOGNIZED 


William  Harvey  in  his  monumental  work  "Exer- 
citatio  Anatomica  de  Motu  Cordis”  in  1628  realized 
the  role  of  the  coronary  arteries  in  the  nutrition  of 
the  heart,  since  he  wrote  "besides,  if  the  blood  could 
permeate  the  substance  of  the  septum,  or  could  be 
imbibed  from  the  ventricles,  what  use  were  there 
for  the  coronary  artery  and  vein,  branches  of  which 
proceed  to  the  sepmm  itself,  to  supply  it  with  nour- 
ishment.”^® 

Harvey’s  scientific  antagonist,  Jean  Riolan,  care- 
fully dissected  the  coronary  vessels  and  confirmed  the 
findings  of  Vesalius  and  Fallopius  on  their  origin, 
but  he  did  not  associate  them  with  the  nutrition  of 
the  heart  as  Harvey  had  done.  Riolan  rejected  the 
circulation  of  blood  through  the  lungs,  considered  the 
liver  still  as  the  organ  of  blood  formation,  and  be- 
lieved in  the  passage  of  blood  through  the  inter- 
ventricular septum. 

Thus,  we  see  that  at  the  termination  of  the  seven- 
teenth century,  the  coronary  circulation  had  been 
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The  development  of  concepts  of  the  coronary  circulation  is 
traced  from  the  ancient  Egyptian,  Greek,  and  Roman  civiliza- 
tions through  modern  times,  with  particular  emphasis  on  those 
periods  of  history  in  which  the  most  significant  progress  was 
made.  The  role  of  nutrition  and  endocrines  in  coronary  artery 
disease  is  a matter  for  still  further  investigation. 
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described  and  its  function  had  been  recognized  grudg- 
ingly. The  idea  of  the  formation  of  vital  spirits  and 
of  animal  heat  in  the  heart  had  succumbed  to  the 
astute  physiological  experimentation  of  Harvey.  Ve- 
salius  may  be  considered  as  the  end  of*  an  era  and 
Harvey  as  the  beginning  of  a new  one. 

During  the  seventeenth  and  eighteenth  cenmries, 
physical  sciences  made  tremendous  advances  but 
physiological  investigations  were  few  and  far  be- 
tween. One  of  the  first  to  study  the  effects  of  liga- 
tion of  the  coronary  arteries  was  Pierre  Chirac.^® 
He  concluded  that  ligation  resulted  in  cardiac  stand- 
still. He  was  a member  of  the  faculty  of  Montpellier, 
France,  and  was,  according  to  Senac’s  description,  an 
arrogant  and  pompous  individual.  He  and  his  greater 
contemporary,  Raymond  de  Vieussens  were  bitter 
enemies.  But  since  Chirac  was  on  the  faculty  whereas 
Vieussens  was  what  we  might  now  call  "part-time,” 
the  latter  was  defeated.  Of  the  many  advances  Vieus- 
sens made  in  the  knowledge  of  the  anatomy  of  the 
heart  and  the  coronary  circulation,  the  one  he  himself 
esteemed  most  was  his  discovery  of  the  so-called  third 
circulation  which  takes  place  through  the  vessels  now 
wrongly  called  Thebesian.^'^ 

More  than  2 years  after  the  work  of  Vieussens  had 
appeared,  Thebesius  took  up  the  same  subject.^®  But 
as  Senac  said,  "he  showed  more  self  assurance  than 
good  faith  in  his  dissertation;  if  he  mentions  de 
Vieussens,  it  is  as  a writer  who,  following  the  steps 
of  Broen,  has  been  hunting  for  the  source  of  imagi- 
nary ferment  deposited  in  the  little  cavities  between 
the  columns.  Nevertheless,  Thebesius  is  forced  at 
last  by  the  very  words  of  de  Vieussens  to  admit  that 
this  writer  has  discovered  vessels  opening  onto  the 
inner  surface  of  the  ventricles;  he  tries  therefore,  only 
to  render  obscure,  the  expression  of  this  anatomist.”^^ 

EIGHTEENTH  CENTURY  PROGRESS 

With  less  sense  for  philosophy  but  with  a greater 
acumen  for  clinical  and  pathological  events,  John 
Baptist  Morgagni  described  the  symptoms  of  angina 
pectoris  which  he  noticed  in  1707  and  published  in 
1761.^®  He  described  the  case  of  a patient  who  was 
brought  to  the  hospital  at  Padua  because  of  an  in- 
carcerated hernia.  He  stated,  "As  I examined  the 
external  surface  of  the  heart,  the  left  coronary  artery 
appeared  to  have  been  changed  into  a bony  canal 
from  its  very  origin  to  the  extent  of  many  fingers 
breadth,  where  it  embraces  the  greater  part  of  the 
basis.” 

We  now  approach  a period  in  clinical  medicine 
and  cardiology  in  which  clinical  knowledge  of  cor- 
onary artery  disease  has  made  great  strides,  although 
little  was  contributed  to  the  physiological  understand- 
ing of  the  coronary  circulation.  The  eighteenth  cen- 


tury in  which  this  occurred  has  been  referred  to  as 
the  age  of  reason,  of  toleration,  of  cosmopolitanism, 
and  of  humanitarianism.  It  is  the  time  of  the  great 
English  clinicians.  Hunter,  Jenner,  Parry,  Heberden, 
Fothergill,  Hall,  and  the  extraordinary  individual, 
Allen  Burns.  They  were  not  merely  clinicians  who 
casually  described  interesting  cases  upon  which  they 
smmbled  in  their  daily  practice.  Their  observations 
were  more  than  casual.  These  men  were  on  the 
lookout  for  the  new;  they  sought  for  explanation  of 
the  obscure.  They  worked  with  the  spirit  and  tech- 
nique of  original  investigators.  Hunter  himself,  a 
center  of  one  of  those  groups  of  English  physicians 
to  whom  we  owe  so  much,  began  to  suffer  from 
recurring  attacks  of  what  is  known  now  as  angina 
pectoris.  It  is  known  that  he  died  during  a hospital 
board  meeting.  The  autopsy  on  Hunter  was  per- 
formed by  Jenner,  the  discoverer  of  vaccination  with 
cow  pox  vaccine.  Jenner  described  the  presence  of 
intense  "ossification  of  the  coronary  arteries.”  Hunt- 
er’s pupils  and  friends,  Jenner  and  Parry,  must  have 
discussed  frequently  the  subject  of  angina  pectoris 
though  they  refrained  from  giving  publicity  to  their 
belief  in  the  coronary  origin  of  the  condition,  fear- 
ing a harmful  effect  on  John  Hunter,  who  they  knew 
was  suffering  from  the  disease.  Parry  wrote  a book 
after  Hunter’s  death  entitled  "Syncope  Anginosa” 
which  was  based  on  cases  similar  to  those  of  his 
teacher  and  friend.  What  made  this  book  outstand- 
ing is  the  logical  reasoning  as  to  the  disordered  physi- 
ological process  that  could  induce  those  attacks.  'The 
likelihood  exists  that  Parry  had  seen  and  classed  as 
angina  pectoris  some  cases  of  coronary  thrombosis. 
As  he  said,  "the  inner  surface  of  the  coronary  arteries 
was  found  crusted  over  with  a lymphatic  exudation 
not  very  dissimilar  to  the  matter  which  forms  on  the 
inside  of  the  trachea  in  croup.”^® 

It  remained  for  Heberden  to  draw  a remarkably 
accurate  clinical  picture  of  what  he  called  angina 
pectoris  of  which  he  probably  had  seen  more  than 
100  cases.  However,  this  great  clinician  had  no  con- 
ception of  the  relation  between  chest  pain  and  cor- 
onary artery  disease.^®  In  his  wonderful  book  he 
stressed  the  importance  of  experience:  "The  practice 
of  physics,”  he  commented,  "has  been  more  improved 
by  the  casual  experiments  of  illiterate  nations,  and 
the  rash  ones  of  the  vagabound  quacks,  than  by  the 
reasoning  of  aU  the  once  celebrated  professors  and 
theoretic  teachers  in  the  several  schools  of  Europe; 
very  few  of  whom  have  furnished  us  with  one  new 
medicine,  or  have  taught  us  better  to  use  our  old 
ones,  or  have  in  any  one  instance  at  all  improved  the 
art  of  curing  disease.”®®  Times  have  changed  only 
little! 

One  of  the  most  interesting  men  of  this  era  was 
Allen  Burns.  He  was  an  original  investigator,  a fas- 
cinating personality,  and  a man  who  fearlessly  re- 
jected traditional  authority.  He  published  the  first 
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comprehensive  book  on  heart  disease  in  English.  At 
14  he  began  to  study  medicine;  at  16  he  took  upon 
himself  the  sole  direction  of  the  dissection  rooms  of 
his  elder  brother.  He  never  had  a university  degree. 
Of  special  interest  is  chapter  7 in  his  book,  "Ob- 
servations on  Some  of  the  Most  Frequent  and  Im- 
portant Diseases  of  the  Heart,”  which  was  published 
in  1809.^^  He  said,  "In  all  the  patients  who  have 
died  of  syncope  anginosa,  where  the  body  has  been 
carefully  examined,  the  coronary  arteries  have  either 
been  found  ossified  or  cartilaginous.”  He  then  went 
on  to  state,  "the  heart,  like  every  other  part,  has  par- 
ticular vessels  set  apart  for  its  nourishment.  In  health, 
when  we  excite  the  muscular  system  to  more  ener- 
getic action  than  usual,  we  increase  the  circulation 
in  every  part,  so  that  to  support  this  increased  action, 
the  heart,  and  every  other  part  has  its  power  aug- 
mented. If,  however,  we  call  into  vigorous  aaion  a 
limb,  around  which  we  have  with  a moderate  degree 
of  tightness,  applied  a ligamre,  we  find  that  then 
the  member  can  only  support  its  action  for  a very 
short  time;  for  now  its  supply  of  energy  and  its  ex- 
penditure do  not  balance  each  other.  A heart,  the 
coronary  vessels  of  which  are  cartilaginous  or  ossified, 
is  in  nearly  a similar  condition;  it  can,  like  the  limb, 
be  girt  with  a moderately  tight  ligature,  discharge  its 
functions  so  long  as  its  action  is  moderate  and  equal. 
Increase,  however,  the  action  of  the  whole  body  and 
along  with  the  rest,  that  of  the  heart,  and  you  will 
soon  see  exemplified  the  truth  of  what  has  been 
said.”^^ 

Translated  into  the  language  of  modern  physiology. 
Burns  said  that  the  increased  work  of  the  heart  aug- 
ments the  coronary  blood  flow;  that  under  these 
conditions  the  heart  can  only  function  as  long  as 
its  metabolic  demands  are  met  by  increased  coronary 
flow. 

CLINICAL  RECOGNITION 
OF  CORONARY  HEART  DISEASE 

During  the  nineteenth  cenmry,  three  great  scien- 
tific revolutions  took  place.  'The  first  was  the  spread 
of  the  idea  of  evolution;  the  second  began  with  the 
work  of  the  obscure  Austrian  monk,  Gregor  Mendel, 
who  formulated  the  laws  of  heredity;  and  the  third 
new  concept  is  the  law  of  conservation  of  energy 
formulated  by  Mayer  and  Helmholtz  in  Germany. 
Despite  these  great  advances  in  biology  and  the 
physical  sciences,  the  physiology  of  the  coronary  cir- 
culation did  not  come  into  its  own  until  the  end  of 
this  century  and  the  beginning  of  the  twentieth  cen- 
mry. However,  important  work  on  the  clinical  rec- 
ognition of  coronary  heart  disease  progressed  during 
this  period.  Thus,  Sir  Richard  Quain  published  an 
interesting  book  on  fatty  diseases  of  the  heart  in 


1850.^^  To  quote  him,  "I  have  seen  the  coronary 
arteries  extremely  ossified  going  directly  to  the  only 
part  of  heart  affected.”  John  Erichsen  performed  ex- 
periments on  dogs  in  which  the  coronary  vessels  were 
ligated.  He  came  to  the  conclusion  that  the  average 
duration  of  the  ventricular  action,  after  ligation  of 
the  coronary  vessels,  was  23  minutes  and  a half.^® 
He  stated  that  the  "bearing  of  these  results  on  the 
immediate  cause  of  death  in  some  diseases  of  the 
heart  is  sufficiently  obvious.” 

Experimental  pathology  reached  its  highest  peak 
in  Germany  under  Virchow’s  pupil,  Cohnheim.^"* 
Cohnheim,  as  is  well  known,  coined  the  phrase  "end- 
arteries,”  meaning  that  there  are  no  anastomoses  be- 
tween the  branches  of  the  coronary  arteries.  This  has 
now  been  confirmed  by  Wiggers,  who  found  that 
after  ligation  of  the  coronary  arteries  of  the  dog, 
collateral  channels  between  the  coronaries,  if  they 
exist  at  all,  are  of  no  use  whatsoever  in  acute  occlu- 
sion of  the  coronary  arteries.^®  By  referring  to  clini- 
cal material  to  support  him,  Cohnheim  also  sup- 
ported the  observation  that  ligation  of  the  left  cor- 
onary artery  leads  to  immediate  cessation  of  the  heart 
beat  and  death  of  the  animal.  As  to  the  cause  for  the 
effect  of  coronary  artery  ligation  on  the  heart,  Cohn- 
heim examined  the  possibility  that  this  is  the  result 
of  oxygen  lack.  This,  however,  appeared  to  him  un- 
likely since  oxygen  deprivation  of  the  whole  animal 
had  quite  different  results.  We  know  now  that  oxy- 
gen lack  of  the  whole  animal  leads  to  a compensatory 
increase  in  coronary  blood  flow.  Cohnheim  and  his 
contemporaries,  Bezold,  Samuelson,  and  Panum,  how- 
ever, finally  had  commenced  studies  on  the  physiol- 
ogy of  the  coronary  circulation.  But  with  few  excep- 
tions this  work  was  not  done  in  the  physiological  but 
in  the  pathological  laboratory.  These  investigators 
were  not  so  much  inspired  by  interest  in  the  mechan- 
ics of  circulation  as  by  the  findings  in  the  autopsy 
room.  Indeed,  by  the  end  of  the  nineteenth  cenmry, 
the  pathologic,  and  to  some  extent,  the  clinical  con- 
sequences of  coronary  occlusion  had  been  clearly 
defined  by  Weigert,  Ziegler,  Marie,  and  Ley- 
den 

Weigert  clearly  described  a myocardial  infarct, 
and  his  greatest  contribution  was  that  he  stressed  that 
occlusion  of  the  coronary  artery  can  occur  gradually.^® 
Ernst  von  Leyden  wrote  a comprehensive  clinical 
article  on  sclerosis  of  the  coronary  artery  which  is 
supported  by  many  case  histories.  He  described  acute, 
subacute,  and  chronic  cases  and  discussed  his  clinical 
material  in  a masterly  fashion.^® 

TWENTIETH  CENTURY  CHANGES 

Much  of  what  has  been  accomplished  on  the  physi- 
ology of  the  coronary  circulation  during  the  twenti- 
eth cenmry  has  been  the  result  of  refinement  in 
techniques.  Hemodynamic  determinations  depend 


668 


TEXAS  State  Journal  of  Medicine,  AUGUST,  1959 


CONCEPTS  OF  CORONARY  CIRCULATION— Bing— contU 

primarily  on  accurate  measurements  of  pressure  and 
flow.  This  has  been  accomplished  by  the  construc- 
tion of  optical  or,  more  recently,  elearical  manom- 
eters. Catheterization  of  the  coronary  sinus  has  made 
possible  the  measurement  of  coronary  blood  flow  in 
man.®”’  Toward  the  beginning  of  this  cenmry, 
Bohr  and  Henriques,  working  in  Copenhagen,  meas- 
ured the  coronary  blood  flow  by  making  the  left  ven- 
tricle pump  blood  through  a reservoir  into  the  left 
atrium,  while  the  right  ventricle  pumped  blood  into 
the  pulmonary  artery,  which  had  been  anastomosed 
through  the  jugular  vein.  They  found  a blood  flow 
of  approximately  36  cc.  per  100  Gm.  in  the  dog.^® 
Starling  and  his  group  later  took  issue  with  these 
results  and  concluded  that  the  coronary  flow  is  con- 
siderably greater.®^  Using  the  heart-lung  preparation 
as  a feeder  for  a second  heart,  they  found  that  about 
60  per  cent  of  the  weight  of  the  heart  flows  through 
the  coronary  per  100  Gm.  of  heart  weight.  Langen- 
dorff  introduced  his  preparation  for  the  perfusion  of 
the  coronary  arteries  through  the  aorta  and  made 
numerous  determinations  of  the  coronary  blood 
flow.®®  He  found  that  venous  outflow  was  increased 
during  systole.  Coronary  pressure  and  coronary  inflow 
also  were  measured  by  means  of  a cannula  inserted 
into  the  aorta.  He  stated  that  the  stream  velocity  has 
two  peaks  occurring  during  each  cardiac  cycle.  He 
was  the  first  to  attempt  to  relate  basic  changes  in 
coronary  blood  flow  with  alterations  in  the  state  of 
contraction  during  the  cardiac  cycle. 

The  first  determinations  of  coronary  blood  flow 
by  measuring  the  volume  of  coronary  sinus  blood  was 
described  by  Morawitz  and  Zahn.®®  In  this  country, 
H.  NeweU-Martin  and  W.  F.  Sedgwick  graphically 
registered  the  blood  pressure  in  the  carotid  artery  and 
in  a branch  of  the  left  coronary  artery  of  the  dog.®'^ 
They  stated,  "We  find  that  whether  arterial  pressures 
be  high  or  low,  every  feature  of  the  carotid  pulse 
occurs  simultaneously  in  the  coronary.”®’^  From  these 
citations  from  the  literature  it  becomes  apparent  that 
the  influence  of  cardiac  action  on  coronary  blood 
flow  had  been  recognized  at  the  mrn  of  the  cenmry. 
It  is  now  agreed  upon  that  at  the  onset  of  isometric 
contraction,  the  rate  of  flow  into  the  left  coronary 
artery  abmptly  diminishes  and  soon  passes  below  the 
zero  line  to  appear  as  backflow.  With  the  onset  of 
ejection  from  the  ventricle  and  the  rise  of  aortic 
pressure,  backflow  diminishes  and  is  rapidly  con- 
verted to  forward  flow,  which  reaches  a maximum 
shortly  before  the  peak  of  the  aortic  pressure  curve. 
It  then  declines,  leveling  off  during  the  latter  part 
of  systole.  Coincident  with  the  closure  of  the  aortic 
valves  and  the  onset  of  isometric  relaxation,  the  in- 
flow again  rapidly  augments  and,  thereafter,  grad- 
ually declines  with  the  diastolic  fall  of  aortic  pres- 
sure.®® 


During  this  cenmry,  problems  of  collateral  circula- 
tion of  the  heart  also  were  extensively  investigated, 
and  the  results  have  important  bearing  on  clinical 
reasoning.  Blumgart  and  his  group,  using  special  in- 
jection techniques,  found  that  collateral  vessels  de- 
velop in  a variety  of  conditions,  foremost  among 
them  coronary  occlusion.®® 

The  final  chapter  in  the  recognition  of  coronary 
heart  disease  was  not  written  until  the  1920’s.  It  will 
be  recalled  that  during  the  seventeenth  and  eight- 
eenth centuries  and  also  part  of  the  nineteenth  cen- 
mry, clinical  pathologic  smdies  furnished  important 
clues  on  the  role  of  the  coronary  arteries  in  the 
production  of  angina  pectoris.  The  work  of  the  great 
English  clinicians  of  the  eighteenth  century  and  that 
of  the  German  and  French  pathologists  and  clin- 
icians of  the  nineteenth  cenmry  represents  a long 
series  of  anticlimactic  developments.  Even  such  ex- 
cellent clinical  discussions  of  coronary  occlusion  as 
those  presented  by  Dock,  Hammer,  and  others  did 
not  speed  up  this  process.^®’  But  final  recognition 
of  the  important  role  of  coronary  artery  disease  was 
not  to  come  until  1912,  when  Herrick  published  his 
first  paper  on  the  clinical  features  of  sudden  obstmc- 
tion  of  the  coronary  arteries.^^  One  of  the  greatest 
achievements  of  Herrick  was  that  he  stressed  that 
the  disease  can  be  chronic  and  need  not  be  immedi- 
ately fatal. 

It  was  only  now,  after  these  clear  clinical  descrip- 
tions had  been  published  and  after  physiological 
methods  had  advanced  sufficiently,  that  the  circula- 
tory alterations  of  coronary  occlusions  were  investi- 
gated thoroughly.  Wiggers  and  his  school  accom- 
plished this  fusion  between  physiological  and  clinical 
interpretations  of  coronary  occlusion.^®  Their  smdies 
revealed  that  the  coronary  vessels  are  functional  end- 
arteries  as  demonstrated  by  the  fact  that  within  60 
seconds  after  coronary  occlusion  the  myocardial  area 
affected  by  the  obstmction  no  longer  shortens  dur- 
ing the  period  of  systolic  ejection  but  brusquely  ex- 
pands during  isometric  contraaion. 

CONCLUSION 

What  is  the  relationship  of  these  historical  devel- 
opments to  our  modern  concepts  of  the  manifesta- 
tions of  coronary  heart  disease  and  to  the  physiology 
of  the  coronary  circulation?  Clinically  we  have 
learned  that  coronary  heart  disease  appears  in  many 
disguises,  such  as  angina  pectoris,  acute  coronary 
occlusion  and  myocardial  infaraion,  left  sided  heart 
failure  including  cardiac  asthma,  combined  left  sided 
and  right  sided  heart  failure,  heart  block  and  dis- 
mrbance  in  cardiac  rhythm,  gastrointestinal  and  sub- 
stimtion  symptoms,  sudden  death,  and  finally,  the 
latent  or  asymptomatic  cases.^®  Thus,  we  have  learned 
that  diseases  of  the  coronary  arteries  do  not  mani- 
fest themselves  in  sudden  death  alone  as  was  thought 
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to  be  the  case  by  most  of  the  eighteenth  and  nine- 
teenth century  clinicians.  In  addition,  more  and  more 
we  have  become  conscious  of  the  connection  between 
coronary  artery  disease  and  atherosclerosis. 

A large  amount  of  work  has  been  done  in  this 
field,  which  did  not  even  exist  in  the  prechemical 
era  of  clinical  investigation.  It  could  be  shown  that 
there  are  many  types  of  lipids  such  as  esterified 
and  nonesterified  fatty  acids,  phospholipids,  and 
cholesterol;  although  chemically  related,  they  may 
have  entirely  different  functions.  While  it  is  likely 
that  nonesterified  fatty  acids  serve  as  immediately 
available  fuel,  the  function  of  esterified  fatty  acids 
and  lipoproteins  is  more  complex.  It  is  known,  how- 
ever, that  the  metabolism  of  lipoproteins  is  regulated 
by  hereditary,  hormonal,  and  dietary  faaors.  Athero- 
sclerosis, particularly  of  the  coronary  arteries,  is  much 
more  frequent  in  males  than  in  females,  and  the  ad- 
ministration of  estrogens  causes  marked  alterations 
in  the  concentration  of  individual  plasma  lipopro- 
teins. 

Further  investigations  have  shown  that  a number 
of  fats  of  relatively  high  iodine  number,  such  as 
corn  oil  and  cotton  seed  oil,  have  distinct  cholesterol 
lowering  properties.  However,  it  has  yet  to  be  dem- 
onstrated that  ingestion  of  unsaturated  fats  has  any 
beneficial  effect  on  coronary  artery  disease.  It  is  dif- 
ficult to  translate  biochemical  studies  into  clinical 
results.  There  is  still  no  incontrovertible  proof  of  the 
indiament  that  atherosclerosis  has  a dietary  origin. 
As  far  as  tests  on  humans  are  concerned,  this  is  still 
largely  circumstantial  evidence  based  on  the  frequent 
association  of  fatty  diets  with  atherosclerosis  and 
with  hyperlipemia,  and  of  hyperlipemia  with  athero- 
sclerosis. The  simation  as  regards  cholesterol  is  equal- 
ly complex.  The  feeling  now  is  that  the  diet — ^but 
neither  the  presence  nor  absence  of  cholesterol  in 
the  diet — influences  the  blood  cholesterol  level  in 
man.^^  Since  cholesterol  is  readily  synthetized  in  the 
body,  it  is  probable  that  consumption  of  the  usual 
cholesterol  containing  foods  does  not  add  sufficient 
cholesterol  to  the  total  body  content  to  warrant  ex- 
clusion from  the  diet. 

All  that  can  be  said  at  the  moment  with  certainty 
is  that  the  role  of  nutrition  and  endocrines  in  athero- 
sclerosis, particularly  in  atherosclerosis  of  the  cor- 
onary artery,  cannot  be  ignored.  These  factors  are 
certainly  links  in  the  cause  and  effect  chain.  As  stated 
by  the  National  Heart  Instimte,  the  cure  will  lie 
within  the  realm  of  dietary  and  hormonal  manipula- 
tions. 
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Ionizing  Radiation 
And  Public  Health 

HERMAN  E.  HILLEBOE,  M.D. 

Albany,  TSew  York 

HE  DESTRUCTIVE  POWER  of  the  atom  in 
war  was  unveiled  in  one  scorching  flash  over 
the  city  of  Hiroshima  almost  14  years  ago.  But  the 
power  of  the  atom  to  destroy  is  not  limited  to  war. 

Each  time  the  atom  is  made  to  perform  at  man’s 
bidding,  the  possibility  of  great  and  irreparable  dam- 
age is  present.  The  power  of  the  atom  to  destroy  in 
peacetime  is  something  to  be  reckoned  with.  When 
the  atomic  genie  has  done  its  work,  man  cannot,  as 
in  the  fable,  order  his  new  found  slave  back  into  a 
magic  bottle.  Radioactive  wastes  cannot  be  made 
innocuous  by  any  method  of  treatment;  they  can  only 
be  removed  to  a place  where  their  power  is  spent 
harmlessly.  The  dose  effects  of  ionizing  radiation  are 
cumulative  and  irreversible. 

We  are  entering  a new  era  in  the  atomic  age. 
The  atom  is  no  longer  the  exclusive  province  of  na- 
tional government.  Its  uses  are  multiplying  in  indus- 
try, medicine,  and  agriculmre.  This  can  mean  only 
that  public  health  must  begin  playing  an  ever  grow- 
ing role  in  protecting  people  from  radiological  haz- 
ards. Unfortunately,  it  is  a blunt  truth  that  states 
do  not  yet  have  fully  operative  radiological  health 
programs. 

HEAL  OR  HURT? 

Fully  half  of  the  amount  of  exposure  that  man  is 
subjected  to  today  comes  from  practitioners  of  the 
healing  arts.  The  atom  has  indeed  been  an  invaluable 
helpmate  in  assisting  medical  science  to  help  people. 
But  when  making  this  observation,  we  should  never 
forget  that  the  atom,  while  it  can  improve  health, 
also  can  do  great  harm. 

This  does  not,  of  course,  imply  that  the  good 
and  bad  effects  of  medical  exposures  to  ionizing 
radiation  are  divided  equally.  Medical  science  has 
tipped  the  biological  balance  sheet  in  man’s  favor. 
The  questions  to  be  asked  are  these:  Has  it  been 
tipped  as  far  as  it  might  be?  Are  we  as  deeply  con- 
scious of  the  medical  atom’s  penalties  as  we  are  of 
its  benefits? 

To  answer  these  questions,  it  is  necessary  to  exam- 
ine the  penalties  as  we  know  them.  And  we  must 
recognize,  as  we  do  this,  that  our  knowledge  is  im- 
perfect. What  then,  are  the  penalties? 
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First  of  all,  we  know  that  radiation  damage  to 
biological  organisms  is  usually  insidious.  It  presents 
no  new  diseases  or  disabilities  but  increases  the  in- 
cidence of  familiar  ones. 

There  is  not  much  doubt  that  exposure  of  hu- 
man gonads  to  even  small  doses  of  ionizing  radia- 
tion can  result  in  tragic  mutations.  But  this  conse- 
quence, awful  as  it  is  to  contemplate,  is  difficult  to 
appreciate  in  any  personal  sense.  Cause  and  effect 
can  be  measured  only  in  terms  of  generations,  and 
then  only  by  that  coldly  impersonal  index,  the  prob- 
ability curve. 

Epidemiologic  studies  point  to  a probable  shorten- 
ing of  life  span  when  levels  of  radiation  are  in- 
creased. Our  concern  for  the  treatment  of  chronic, 
degenerative  diseases  also  should  prompt  us  to  won- 
der what  effect  radiation  has  in  defeating  our  efforts 
to  prolong  useful  existence. 

Mutant  genes  also  may  affect  that  priceless  human 
heritage — intelligence.  Will  this  effect  be  adverse? 
Will  increasing  radiation  lower  the  average  intelli- 
gence of  mankind?  We  are  not  certain  as  yet,  but 
the  signs  are  pointing  the  way  to  further  investiga- 
tion, for  certainly  mankind  will  need  more  intelli- 
gence, not  less  of  it,  if  he  is  to  cope  with  the  com- 
plex problems  that  stretch  out  before  us. 

Somatic  penalties  are  only  slightly  less  insidious 
than  genetic  ones.  Epidemiologists  have  noticed  that 
the  rising  levels  of  radiation  man  is  exposed  to  show 
an  imcomfortable  parallel  to  the  increasing  incidence 
of  leukemia.  If  this  is  a true  relationship,  then  an- 
other question  must  be  asked:  What  good  purpose 
was  served  by  the  "extra”  leukemia  deaths? 

It  would  be  comforting  if  we  could  feel  completely 
assured  with  this  answer:  "They  died  of  leukemia  so 
that  others  might  survive  the  ravages  of  other  afflic- 
tions we  were  able  to  detect  and  cure  by  the  use 
of  the  medical  atom.”  There  are  those  who  will  object 
that  the  question  is  grossly  unfair,  since  the  medical 
atom  contributes  only  half  of  ionizing  radiation  ex- 


Dr.  Herman  E.  Hilleboe,  com- 
missioner, New  York  State  De- 
partment of  Health,  prepared 
this  paper  for  presentation  to 
the  Section  on  Public  Health  at 
the  Texas  Medical  Association 
annual  session  in  San  Antonio, 
April  21,  1959. 

The  atom,  while  it  can  improve  health,  can  do  great 
harm.  Physicians  must  weigh  the  disadvantages  of  radiation 
against  its  advantages,  use  it  judiciously,  and  take  precau- 
tions to  limit  damage  to  a minimum.  Education  of  the  indi- 
vidual patient  and  the  public  is  important,  as  is  a well 
planned  public  health  radiation  program. 


posure.  But  these  dissenters  will  be  objecting  to  only 
half  of  the  question  and,  therefore,  half  of  the  an- 
swer. Reason  clearly  commands  us  to  admit  that  diag- 
nostic and  curative  exposures  to  ionizing  radiation 
are  significant  contributors  to  the  somatic  and  genet- 
ic penalties  we  pay  for  using  the  atom. 

Should  we  not  view  the  use  of  the  atom  in  the 
healing  arts  for  what  it  is:  a form  of  barter  with 
the  physical  laws  of  nature.  Whether  or  not  we  were 
aware  of  such  a bargain,  it  has  been  made.  We  told 
namre,  in  effect:  "We  will  give  up  so  many  human 
lives  to  leukemia  and  we  will  give  up  so  many  years 
of  longevity  among  X number  of  humans  if  ...  . 
If  we  save  so  many  lives  that  would  otherwise  have 
been  lost  to  mberculosis,  heart  disease,  and  certain 
types  of  cancer.” 

There  will  be  some  who  will  shudder  at  the 
thought  of  the  responsibility  this  bargain  with  na- 
ture involves.  "Some  things  are  better  left  unsaid,” 
is  the  reply.  I would  say  that,  once  things  are  re- 
flected upon  and  recognized  as  truth,  the  uttering  of 
the  truth  is  not  only  necessary  but  good.  It  will  help 
us  to  realize  that  the  medical  use  of  ionizing  radia- 
tion is  a good  bargain  that  we  have  made. 

From  this  recognition,  we  can  proceed  to  examine 
more  exactly  the  precise  terms  of  the  bargain  and, 
finally,  see  if  we  cannot  drive  a harder  bargain  in 
the  future.  Indeed,  should  we  neglect  to  find  ways 
of  driving  a harder  bargain,  there  is  real  probability 
that  we  will  lose  some  ground  in  the  future.  Levels 
of  ionizing  radiation  are  likely  to  increase  in  this 
age  of  atomic  energy. 

This  we  know:  The  death  rate  from  leukemia  has 
risen  sharply  in  the  past  20  years;  it  went  from  23 
per  1,000,000  in  1930  to  60  per  1,000,000  in  1956 
in  the  United  States.  We  welcome  those  who  argue 
that  this  increase  may  be  due  to  changes  in  diagnostic 
methods  and  reporting  terminology,  for  dissent  is  a 
stimulus  to  seek  truth.  The  burden  of  proof,  however, 
is  on  the  dissenter. 

Meanwhile,  we  are  faced  with  certain  observations 
already  demonstrated:  There  has  been  an  increase  in 
leukemia  among  survivors  of  the  nuclear  detonations 
at  Hiroshima  and  Nagasaki,  among  radiologists, 
among  patients  who  have  received  radiotherapy, 
among  children  whose  mothers  underwent  pelvic  or 
abdominal  x-ray  examination  during  their  pregnancy, 
and  among  others  exposed  to  above  average  amounts 
of  ionizing  radiation. 

Various  experts  already  have  made  guesses  on  the 
total  leukemogenic  effect  of  ionizing  radiation.  Some 
say:  "Five  per  cent  of  all  leukemias.”  Others  say: 
"No,  20'  per  cent  is  more  like  it.”  And  so  the  argu- 
ments rage.  While  sincere  and  learned  men  dispute 
the  academic  merits  of  these  estimates,  thousands  of 
human  beings  are  producing  weird  dwarf  cells  that 
tumble  through  the  intricate  networks  of  the  body 
to  corrupt,  weaken,  and  finally  destroy.  Is  it  not  dis- 
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maying  to  realize  that  the  greatest  numbers  of  human 
beings  affected  by  leukemia  live  in  the  most  ad- 
vanced, most  highly  civilized  cultures  on  this  planet? 

There  is  yet  another  line  of  inquiry  which  should 
be  pursued.  We  have  noticed  a peak  of  leukemia 
incidence  among  children  3 to  4 years  of  age.  The 
latent  period  between  exposure  to  ionizing  radiation 
and  the  development  of  leukemia  hints  that  this 
could  be  a result  of  exposure  to  mutagenic  stimuli 
at  about  the  time  of  birth. 

The  problem  is  a difficult  one  at  best.  It  is  being 
made  more  difficult  by  the  pseudohealers  who  draw 
sustenance  from  human  ignorance.  So-called  spino- 
graphs,  which  expose  the  entire  human  spine,  pelvis, 
and  reproduaive  organs  to  radiation,  are  beamed  on 
an  unsuspecting  public  by  cultist  practitioners  un- 
qualified to  assess  the  radiological  dangers  and  un- 
prepared by  training  to  perform  medical  diagnoses. 
The  time  is  past  when  man  can  afford  to  indulge 
those  who  would  needlessly  cripple  and  destroy. 

The  use  of  x-rays  for  diagnosis  and  treatilient  is 
one  of  the  biggest  responsibilities  the  medical  pro- 
fession has  assumed.  Let  us  challenge  ourselves  to 
measure  constantly  the  harmful  effects  against  the 
benefits.  Let  us  be  continuously  aware  that  the  use 
of  ionizing  radiation  for  medical  purposes  constimtes 
the  largest  single  source  of  exposure  to  the  general 
population.  Let  us  pledge  ourselves  to  use  it  as  spar- 
ingly as  possible,  consistent  with  standards  of  good 
medical  practice. 

PRECAUTIONS 

In  nations  with  well  developed  medical  services 
such  as  ours,  praaitioners  impose  about  5 rem 
(roentgen  equivalent,  man)  of  exposure  per  person 
over  a 30  year  period.  In  New  York  State,  for  ex- 
ample, if  all  practitioners  could  do  the  same  amount 
of  good  they  now  do  but  could  manage  to  expose 
patients  to  an  average  of  10  per  cent  less  radiation, 
it  is  estimated  that  1,700  lives  of  70  years  each  could 
be  saved  over  a 30  year  period.*  Applying  the  same 
statistical  yardstick  to  Texas,  920  lives  of  70  years 
each  would  be  saved  by  a 10  per  cent  reduaion  in 
this  same  period.  These  estimates  do  not  include  any 
genetic  improvements  that  would  result  from  this 
reduced  exposure. 

The  practicing  physician,  therefore,  can  play  a lead- 
ing role  in  this  long-range  public  health  program 
aimed  at  preventing  damage  from  ionizing  radiation. 
To  do  this,  he  should  continually  reinforce  his  knowl- 
edge at  postgraduate  courses  on  radiologic  diagnosis, 

*This  estimate  postulates  five  days ! rem  of  life  shortening 
per  person. 


therapy,  and  protection.  He  also  should  take  extra 
care  to  educate  his  assistants  on  the  importance  of 
avoiding  unnecessary  exposure. 

Certain  precautions  are  elementary:  Every  physi- 
cian should  make  a point  of  having  his  equipment, 
even  if  factory  new,  checked  for  proper  calibration 
and  shielding.  This  protects  both  patient  and  opera- 
tor. One  effective  device  is  a filter  at  the  tube  source 
that  is  equivalent  to  2 mm.  of  aluminum.  Properly 
mounted  in  the  primary  beam,  this  device  reduces 
patient  exposure  to  soft  x-rays  which  are  of  little 
diagnostic  worth  anyhow. 

Another  good  device  is  a diaphragm  or  cone  on 
the  tube.  This  helps  to  limit  the  x-ray  beam  to  the 
area  under  examination.  Leaded  aprons  should  be 
placed  on  the  lower  part  of  the  fluorescent  screen 
of  the  photofluorograph.  The  physician  should  use 
the  fastest  film  available  and  the  highest  kilovoltage 
and  lowest  milliamperage  that  his  machine  will  de- 
liver, consistent  with  the  taking  of  satisfactory  films. 
Persons  using  fluoroscopic  screens  should  wear  adapt- 
er glasses  to  permit  viewing  at  lower  milliamperage 
and  higher  kilovoltage.  Fluoroscopy  should  be  kept  at 
a minimum  and  used  only  when  under  ideal  condi- 
tions of  protection.  Finally,  the  physician  should 
know  the  radiation  producing  charaaeristics  of  his 
machine  under  all  operating  conditions. 

A recent  survey  taken  in  upstate  New  York  by  our 
State  Health  Department  disclosed  that  one-third 
of  physicians  and  95  per  cent  of  dentists  use  x-ray 
machines  in  their  offices.  A preliminary  check  of 
these  devices  showed  that  many  preventable  hazards 
existed  simply  because  of  a disregard  for  basic  rules 
of  roentgenography  and  because  equipment  was 
neither  calibrated  nor  shielded  properly. 

Public  health  physicians  have  a responsibility  too. 
Mass  chest  roentgenograms  are  criticized  as  a source 
of  excess  radiation  exposure  because  of  their  wide- 
spread and  frequent  use.  They  are  commonly  used 
in  screening  for  tuberculosis,  heart  disease,  and  lung 
tumors.  Here  again,  we  are  striking  a trade  with 
nature,  and  in  doing  so  we  must  be  sure  that  the 
trade  is  a good  one  for  people.  To  get  the  best  trade 
from  nature,  we  limit  mass  radiography  to  persons 
over  15  years  of  age  and  we  further  insist  that  it  be 
restricted  to  those  people  most  likely  to  have  the 
diseases  and  disabilities  we  are  looking  for.  We  as- 
sure ourselves  a good  bargain  by  such  programs  as 
the  roentgen  examination  of  chests  of  newly  admit- 
ted hospital  patients. 

The  obstetrician  and  the  pediatrician  will  have  to 
do  some  bargaining  also.  Recent  leukemia  studies 
indicate  that  fluoroscopy  of  children  should  be  lim- 
ited more  strictly  to  exceptional  cases  and  radi- 
ography used  only  when  absolutely  essential.  When 
radiography  is  used,  the  number  of  abdominal  ex- 
aminations should  be  limited  as  much  as  possible  to 
minimize  the  total  gonadal  dose. 
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Evidence  of  fetal  harm  indicates  that  roentgen 
examination  of  pregnant  women  should  be  avoided 
whenever  possible.  X-ray  pelvimetry  to  determine 
the  adequacy  of  the  birth  passage  should  be  used 
only  in  the  third  trimester,  since  little  information 
will  be  available  before  then. 

In  diseases,  injuries  or  disturbances  of  the  lumbar 
spine  or  surrounding  tissue,  the  physician  should 
consult  a roentgenologist  as  soon  as  he  realizes  that 
a number  of  x-ray  examinations  may  be  necessary. 
The  roentgenologist  can  minimize  gonadal  dosage 
by  recommending  the  number  and  type  of  examina- 
tions to  be  scheduled. 

But  the  responsibility  which  every  physician  who 
uses  x-ray  must  assume  does  not  end  with  minimiz- 
ing the  exposures  among  his  patients.  There  is  also 
a responsibility  to  keep  exact  and  cumulative  records 
of  these  exposures  for  each  patient.  The  complete- 
ness and  accuracy  of  these  records  requires  meticulous 
attention  to  details.  It  would  be  best  perhaps,  to 
consider  the  National  Academy  of  Sciences  recom- 
mendation that  from  birth  to  age  30  humans  be 
given  not  more  than  10  roentgen  units  of  radiation 
above  natural  background  amounts.  This  limit  has 
been  charaaerized  as  a bank  account  from  which 
withdrawals  should  be  made  wisely. 

The  need  for  a radiation  exposure  accounting  sys- 
tem is  no  less  important  in  industries,  where  em- 
ployees may  be  exposed  to  radiation  from  industrial 
or  medical  sources.  These  records  are  also  an  integral 
part  of  a person’s  medical  history.  They  help  the 
physician  estimate  cumulative  and  somatic  doses 
given  each  patient. 

There  is  yet  a third  medical  responsibility  in  the 
use  of  ionizing  radiation  and  that  is  to  inform  each 
patient  on  whom  radiation  is  used.  Every  person  has 
a right  to  know  from  his  physician  what  he  may 
expect  in  benefits  and  hazards  from  a given  exposure 
to  medically  administered  radiation.  The  physician 
has  a duty,  of  course,  to  recommend  or  not  recom- 
mend a specific  exposure,  but  the  ultimate  choice 
belongs  to  the  patient,  for  it  is  closely  bound  with 
the  right  every  human  being  should  have  to  deter- 
mine any  matter  concerning  his  own  welfare. 

Public  information  is  an  essential  component  of  a 
good  radiological  health  program.  Control  measures 
cannot  be  imposed  without  a full  explanation  to  the 
public.  To  neglect  this  complementary  job  of  public 
information  is  to  invite  fears  and  misapprehension 
that  can  serve  only  to  hinder  the  development  of  the 
atomic  energy  field  and  interfere  with  medical 
services. 

Private  groups  interested  in  the  development  of 
enterprises  that  are  linked  with  atomic  energy  must 
be  assured  that  their  activities  will  not  be  subject 
to  arbitrary  restrictions.  On  the  other  hand,  such 


groups  should  be  well  informed  on  the  standards  of 
safety  that  will  be  expected  from  them,  and  such 
information  should  not  come  at  the  eleventh  hour  but 
as  soon  as  an  industry  or  group  is  committed  to 
begin  a project  or  build  an  installation. 


RADIOLOGICAL  HEALTH  PROGRAM 

Public  health  officials  can  get  valuable  help  from 
professional  societies  whose  members  use  radiation 
in  their  work.  In  New  York  State,  the  Radiological 
Society  and  the  medical,  dental,  and  veterinary  soci- 
eties have,  at  our  request,  appointed  special  commit- 
tees to  work  with  us  on  radiation  problems.  These 
committees  have  made  valued  contributions  by  ac- 
quainting members  of  their  societies  on  new  and 
effective  ways  of  reducing  radiation  hazards. 

Before  we  plotted  out  our  radiological  health  pro- 
gram in  New  York,  we  gathered  a Technical  Ad- 
visory Committee.  It  was  composed  of  representa- 
tives from  the  medical  and  dental  societies,  the 
Atomic  Energy  Commission,  the  Public  Health  Serv- 
ice, and  other  experts.  By  the  time  this  committee 
was  ready  to  function,  we  had  already  outlined  the 
broader  aspeas  of  our  control  problem,  set  prelimi- 
nary objectives,  and  outlined  the  scope  of  activities 
that  we  believed  the  Health  Department  should  en- 
gage in.  The  Technical  Advisory  Committee  re- 
viewed our  work  and  made  additional  suggestions 
and  recommendations. 

We  came  up  with  this  program  plan:  Our  major 
objectives  were  to  reduce  and  eliminate  when  pos- 
sible unnecessary  exposure  to  ionizing  radiation 
wherever  New  York’s  citizens  lived,  worked,  and 
played. 

We  outlined  three  functions  to  attain  this: 

1.  Determine  the  extent  and  character  of  our  radi- 
ation problem. 

2.  Reduce  exposure  to  radiation  by  supervising 
installations  and  providing  assistance  to  supervising 
local  health  units. 

3.  Gather  new  information  and  develop  better  con- 
trol methods  by  conducting  research  and  making 
periodic  evaluations. 

To  carry  out  these  three  functions,  we  devised  an 
operating  program  that  divided  itself  into  seven  ac- 
tivities: 

1.  To  locate  all  detectable  sources  of  ionizing 
radiation. 

2.  To  train  personnel — one  can  seldom  recmit 
them. 

3.  To  keep  informed  of  new  uses  of  radiation  and 
evaluate  the  hazards  that  they  create. 

4.  To  determine  the  legislative  and  regulatory 
needs. 

5.  To  gain  support  of  various  professional  societies 
and  citizen  groups. 
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6.  To  encourage  seif -discipline  among  persons  who 
work  with  ra4iation. 

7.  To  evaluate  techniques  and  results  in  the  con- 
trol program. 

With  these  objectives  and  plans,  our  radiological 
health  program  swung  into  action.  Operating  with 
limited  personnel,  we  set  up  a Section  on  Radiologi- 
cal Health.  An  early  step  was  the  addition  of  sec- 
tions in  our  Sanitary  Code  that  gave  us  the  power 
to  act.  Our  Public  Health  Council  in  1953  first  en- 
acted a regulation  which  governs  the  use  of  shoe- 
fitting fluoroscopes.  A comprehensive  radiation  code 
was  adopted  in  1955,  and  further  revisions  have 
been  made  since  then  on  the  basis  of  control  ex- 
periences. 

A regulation  adopted  in  July,  1958,  prohibits  the 
use  of  radiation  by  anyone  not  licensed  or  not  au- 
thorized to  practice  medicine,  dentistry,  podiatry,  or 
osteopathy.  This  stopped  untrained  shoe  store  opera- 
tors from  using  shoe-fitting  fluoroscopes  by  prohibit- 
ing the  sale  of  x-ray  equipment  to  unlicensed  persons. 

One  of  the  regulations  requires  the  registration 
of  radiation  sources  and  requires  notification  when 
such  sources  are  either  newly  installed  or  moved  to 
another  site.  Report  forms  are  sent  to  every  prac- 
ticing physician,  dentist,  veterinarian,  podiatrist,  and 
osteopath  in  the  state  and  to  all  known  users  of 
radioisotopes. 

Our  department  has  provided  an  advisory  service 
to  users  of  radiation  and  is  performing  a schedule 
of  inspections  that  has  been  limited  only  by  the 
number  of  trained  personnel  in  state  and  local  health 
departments.  Since  1955,  when  inspection  was  be- 
gun, the  momentum  has  picked  up. 

It  was  necessary  for  us  to  train  about  125  engi- 
neers and  sanitarians  to  do  the  field  work  called  for 
by  our  program  outline.  Training  became  a high 
priority  activity.  Our  training  effort  was  given  a 
tremendous  boost  by  the  help  of  the  radiological 
health  training  staffs  of  the  Public  Health  Service 
and  Atomic  Energy  Commission  as  well  as  the 
University  of  Rochester. 

Short  orientation  courses  were  given  to  our  public 
health  physicians.  More  extensive  training  was  given 
to  a few  of  the  men  who  were  to  administer  the 
programs  and  give  technical  advice  to  district,  county, 
and  city  health  departments.  Lack  of  qualified  staff 
continues  to  plague  us,  though  not  quite  as  severely 
as  it  did  when  the  program  was  getting  under  way 
3 years  ago. 

One  way  we  overcame  our  lack  of  trained  person- 
nel was  by  encouraging  self-discipline  among  users  of 
radioactive  materials.  Many  large  institutions  have 
their  own  radiation  safety  committees  and  radiation 
safety  officers  who  supervise  regulations  governing 
operations. 


Sampling  of  natural  background  levels  in  New 
York  State  is  made  at  each  of  the  15  air  sampling 
sites  maintained  by  the  Air  Pollution  Control  Board, 
attached  to  the  Health  Department.  Our  Division 
of  Laboratories  and  Research  has  a small  staff  that 
conducts  service  and  research  in  radiological  health. 

The  estimates  of  gross  levels  of  radioaaivity  are 
arrived  at  by  sampling  three  sources:  (1)  naturally 
occurring  radio  elements;  (2)  fallout  from  atomic 
weapons  testing,  and  (3)  discharges  from  labora- 
tories, hospitals,  and  industries  which  use  or  produce 
radioactive  materials.  These  estimates  and  their  peri- 
odic fluctuations  are  important  knowledge  in  a 
control  program. 

Our  Division  of  Laboratories  and  Research  anal- 
yzes water  samples  from  public  water  supplies 
throughout  the  state.  These  samples  indicated  that 
radioactivity  increased  because  of  atomic  weapons 
testing.  The  effect  of  radioaaive  wastes  discharged 
into  surface  streams  is  not  completely  known,  and 
a smdy  is  being  undertaken  to  evaluate  this  factor 
on  the  Hudson-Mohawk  River. 

We  are  maintaining  six  fallout  stations  throughout 
the  state  to  discover  total  statewide  fallout  from  dust 
and  precipitation  each  week. 

Present  air  sampling  efforts  include  collection  of 
air  particulates  to  determine  gross  beta  activity.  The 
air  sampling  network  has  two  existing  disadvantages 
in  the  collection  of  radioactivity:  ( 1 ) only  total 
radioactivity  for  the  period  of  operations  of  the 
sampler  is  measured — and  this  is  usually  1 day,  and 
(2)  there  is  a 1 to  4 day  interval  between  the  time 
of  collection  and  the  actual  measurement  of  the 
sample. 

To  overcome  these  difficulties,  we  are  trying  to 
determine  what  type  of  instrument  can  be  devised 
that  will  give  instantaneous  radioactivity  measure- 
ments of  collected  air  particulates.  If  such  an  instru- 
ment is  perfected,  we  will  then  consider  the  estab- 
lishment of  a statewide  instantaneous  measurement 
network.  The  value  of  such  a network  will  be  im- 
mediate if  levels  of  radioactivity  increase. 

A mobile  constant  air  monitor  also  would  be  of 
great  value  in  our  program  of  evaluating  radiological 
hazards  at  or  near  nuclear  reactors  or  at  other  sites 
where  unsealed  radioactive  materials  are  used.  This 
type  of  monitor  could  be  sent  to  make  special  sur- 
veys of  sites  as  needs  arose. 

Milk  is  another  important  repository  for  the  radio- 
active concentration  of  the  bone-seeking  isotope, 
strontium-90.  Our  plans  include  the  examination  of 
samples  at  monthly  intervals  from  five  selected  milk 
sheds  throughout  New  York  State. 

It  seems  worth  while  to  conduct  a further  study  to 
determine  how  radioactivity  in  water  consumed  by 
cows  affects  milk.  Present  knowledge  indicates  that 
water  may  have  a marked  effect  upon  the  concentra- 
tions of  radioactivity  in  milk. 
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Certain  aquatic  organisms  collect  specific  isotopes 
such  as  phosphorus-32  in  concentrations  many  thous- 
and times  the  levels  found  in  their  water  environ- 
ment. These  organisms  present  a potential  public 
health  problem,  since  some  of  them  are  used  as 
human  or  animal  food.  Whenever  radioactive  wastes 
are  discharged  into  bodies  of  water,  this  problem 
could  become  acute.  Our  control  effort  will  have  to 
focus  more  on  this  problem  in  the  future. 

The  control  of  radioactive  waste  disposal  should 
begin  at  the  industrial  source.  The  control  agency 
should  have  authority  to  approve  the  selection  of  a 
nuclear  installation  site  and  the  design  of  the  in- 
stallation itself. 

Our  first  and  basic  assumption  in  site  control 
supervision  is  that  the  element  of  human  &rror  will 
make  accidents  an  ever  present  possibility.  The  seri- 
ousness of  industrial  nuclear  accidents  will  depend 
upon  the  distribution  and  density  of  population,  ani- 
mal life,  vegetation,  and  mineral  resources  around 
an  existing  or  proposed  installation,  and  the  poten- 
tial volume  of  accidental  contamination  the  instal- 
lation is  capable  of  emitting. 

To  assess  these  factors  and  also  to  prepare  for 
effective  monitoring,  a complete  survey  of  nuclear 
installations  should  be  performed  before  operations 
begin.  Such  surveys  determine  the  natural  levels  of 
radioaaivity  present  around  the  proposed  site.  With 
such  an  estimate,  we  could  easily  determine  abnormal 
contamination  of  the  environment  once  the  installa- 
tion begins  operations. 

The  Health  Department  already  has  undertaken 
such  a survey  at  the  constmction  site  of  a power 
company’s  nuclear  power  reactor.  In  cooperation  with 
the  local  health  department  and  the  State  Conserva- 
tion Department,  samples  are  being  collected  of 
water,  soil,  air,  plankton,  and  animal  thyroid  within 
a 10  mile  radius  of  the  site. 

While  this  has  been  going  on,  the  power  com- 
pany is  conducting  an  independent  survey  of  po- 
tential radiological  hazards  that  might  be  encoun- 
tered when  the  reactor  begins  operations.  What  re- 
mains to  be  done  is  to  experiment  with  various 
monitoring  techniques  that  can  quickly  and  accurate- 
ly detect  any  abnormal  contamination  of  the  environ- 
ment adjacent  to  the  reactor. 

When  operations  begin,  the  state  will  maintain 
regular  inspection  of  the  plant  operation  and  conduct 
continuous  monitoring  of  the  environment.  The  day- 
to-day  volume  of  radioactive  emissions  into  the  air 
and  into  both  surface  and  underground  water  are 
important  measurements  that  will  be  carried  out  in 
close  cooperation  with  the  state  agencies  charged 
with  control  of  air  pollution  and  water  pollution. 

Whether  or  not  larger  states  should  own  and 
control  a site  to  dispose  of  high  level  radioactive 


wastes  from  industrial  installations  is  a matter  for 
serious  consideration  in  the  very  near  future.  Such 
a plan  makes  good  sense  indeed  for  several  reasons. 

One  sound  reason  for  a state  owned  radioactive 
dumping  ground  is  the  importance  of  keeping  such 
sites  from  being  used  for  any  other  purpose  at  any 
time  in  the  future.  State  ownership  would  ensure 
safe  control  of  such  sites  in  perpetuity. 

A second  reason  for  state  owned  sites  would  be  to 
encourage  nuclear  industries  to  locate  within  a 
state.  The  expense  of  hauling  radioactive  wastes  over 
long  distances  and  the  uncertainty  of  securing  ap- 
proved dumping  sites  are  factors  that  can  militate 
against  the  growth  of  atomic  energy  enterprises  with- 
in a given  geographical  area. 

In  any  event,  the  health  menacing  implications  of 
improper  radioactive  waste  disposal  are  too  serious 
to  be  left  outside  the  purview  of  governmental  re- 
sponsibility. 

An  ionizing  radiation  disaster  can  strike  with 
lightning  suddenness.  In  October,  1957,  the  tempera- 
ture of  the  atomic  pile  located  at  Windscale,  Eng- 
land, went  up  too  quickly.  Several  uranium  fuel 
cartridges  caught  fire,  and  a deadly  cloud  of  radio- 
active smoke  belched  out.  In  what  seemed  no  time 
at  all,  30  miles  of  grasslands  downwind  of  the  re- 
actor were  thoroughly  contaminated. 

Milk  from  the  600  cows  feeding  in  the  contami- 
nated grasslands  was  found  to  contain  iodine- 131. 
One  million  quarts  of  milk  were  condemned.  Be- 
cause of  iodine- 1 3 Ts  short  half-life,  this  milk  could 
have  been  used  later  for  dairy  processing  and  cattle 
feeding.  Nonetheless,  it  was  decided  not  to  salvage 
the  milk  because  of  public  apprehension  over  the 
incident. 

One  can  only  guess  how  much  worse  the  effects 
would  have  been  if  this  nuclear  accident  had  occurred 
during  a temperamre  inversion.  The  atmospheric 
contamination  would  have  remained  undispersed  and 
immobile  to  saturate  the  entire  environment. 

Accidents  like  that  are  a pointed  warning  to  every 
state  with  nuclear  installations  that  the  development 
of  an  ionizing  radiation  disaster  plan  should  be  given 
high  priority.  A highly  integrated  disaster  plan  takes 
time,  educated  effort,  and  money.  When  such  a dis- 
aster strikes,  a number  of  things  must  be  done,  and 
done  quickly;  plant  personnel  and  the  nearby  popu- 
lace must  be  evacuated;  prompt  medical  attention 
must  be  given  to  the  injured;  contaminated  areas 
must  be  cleaned  up;  public  and  voluntary  agencies 
must  carry  out  prearranged  duties;  food-producing 
vegetation  within  the  contaminated  area  must  be 
monitored;  and  there  must  be  medical  surveillance 
of  persons  consuming  suspected  crops.  The  nature  of 
a radiation  disaster  demands  a push-burton  readi- 
ness that  no  state  as  yet  has  accomplished  in  en- 
tirety. 
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The  radiation  problems  of  the  future  will  depend 
to  some  extent  upon  whether  or  not  nuclear  weapons 
testing  continues  at  its  present  rate,  increases,  or  is 
stopped.  Our  sampling  results  over  the  past  several 
years  in  New  York  State  do  not  give  an  optimistic 
picture.  Virmally  all  tests  reflea  a persistent  tendency 
of  natural  background  levels  to  rise.  The  increase  has 
been  slow  but  inexorable  so  far. 

PURPOSE  OF  PROTECTION 

The  whole  purpose  of  radiological  health  protec- 
tion is  the  welfare  of  people.  It  is  worth  while  that 
we  keep  reminding  ourselves  of  this  elementary  con- 
sideration. We  grow  too  accustomed  to  speaking  of 
"cases,”  "patients,”  and  "mortality-morbidity  rates,” 
and  it  becomes  easy  to  forget  that  what  we  are  really 
talking  about  is  people  who  are  in  pain,  or  dying,  or 
already  dead. 

But  even  if  we  use  the  word  "people”  instead  of 
our  medical  synonyms,  have  we  really  overcome  the 
difficulty?  Who  among  us  can  conjure  up  a clear 
mental  picture  of  "people”?  The  word  "people”  is 
also  an  abstraction  twice  removed.  Try  as  we  might, 
the  only  real  way  of  clearing  up  the  trouble  is  to 
think,  not  about  people,  but  about  particular  persons 
that  we  know. 

So  I would  say  only  that  if  you  find  it  helpful  to 
think  about  a particularly  nice  patient  you  have  in 
order  to  motivate  yourself  into  an  active  concern 
about  your  use  of  x-ray  equipment,  then  the  results 
should  be  all  to  the  good  for  both  you  and  that  very 
nice  patient.  How  much  easier  and  more  pleasant  it 
is  to  act  upon  this  deeply  personal  concern  than 
some  of  the  ponderous  old  concepts  that  we  are  us- 
ually clubbed  with. 

And  now  I will  conclude  with  an  anthropomorph- 
ism. Could  the  atom  speak,  perhaps  it  would  warn  us 
of  its  power  with  these  words:  "In  making  me  your 
servant,  mankind,  take  care  that  I do  not  become 
your  master.” 

^ Dr.  Hilleboe,  State  of  New  York  Department  of  Health, 
84  Holland  Ave.,  Albany,  N.  Y. 


Voluntary  health  insurance  coverage  is  increasing  faster 
among  people  65  and  over  than  among  any  other  age  group 
in  the  country,  the  Health  Information  Foundation  reports. 
Forty-three  per  cent  of  the  population  65  and  older  now 
has  such  insurance — an  increase  of  almost  40  per  cent  in 
the  last  5 years. 


Seventy-five  per  cent  of  the  population  in  the  north- 
western part  of  the  United  States  carries  insurance  against 
hospital  costs.  Health  Information  Foundation  states.  Com- 
parable percentages  for  the  other  sections  are  68  for  the 
west,  67  for  the  north  central,  and  55  per  cent  for  the 
south. 


Supervoltage 

Roentgentherapy 

Clinical  Evaluation  Based 
On  2,000  Cases 

GILBERT  H.  FLETCHER,  M.D. 

Houston,  Texas 


Teleradium  units  containing  5 to  lO  Gm.  of 
radium  have  been  in  use  since  1920  in  many  of 
the  cancer  centers  of  the  world.  These  units  have  the 
advantage  of  skin-sparing,  as  the  gamma  rays  of 
radium  are  in  the  million  volt  range;  however,  they 
are  not  considered  supervoltage  equipment. 

The  definition  of  supervoltage  equipment  should 
be  given,  not  only  in  terms  of  the  wave  length  of 
the  rays  emitted,  but  also  in  terms  of  other  char- 
acteristics, such  as  long  source-skin  distance  (SSD). 
The  four  characteristics  of  the  million  volt  x-ray  gen- 
erator beams  are: 

1.  Skin-sparing,  because  of  the  phenomenon  of 
electronic  build-up  below  the  surface  of  the  skin. 

2.  Greater  depth  dose. 

3.  Better  systemic  and  better  organ  tolerance  be- 
cause less  energy  is  absorbed,  for  the  same  mmor 
dose,  by  the  surrounding  structures  and  the  body. 

4.  Less  absorption  in  bone.  This  is  an  advantage 
when  bone  must  be  traversed,  because  tissue  doses 
are  the  same  values  as  those  obtained  from  depth 
dose  tables,  whereas  with  3 to  1 mm.  Cu  HVL  beam, 
tissue  doses  may  be  10  to  20  per  cent  less. 

The  teleradium  units  have  the  charaaeristics  of 
skin-sparing  and  less  bone  absorption,  but,  as  the 
source-skin  distance  is  very  short  (8  to  10  cm.),  the 
depth  dose  is  adequate  only  for  lesions  that  are  no 
more  than  3 to  5 cm.  deep.  Therefore,  these  units 
are  advantageous  only  in  specific  circumstances. 

Cobalt-60  emits  1.1  and  1.3  mev  monochromatic 
radiation  and  can  be  produced  with  high  specific 
activity  in  the  high  flux  reaaors.  Kilocurie  sources 
can  now  be  no  more  than  1.5  cm.  in  diameter.  The 
kilocurie  cobalt-60  irradiators  can  be  compared  to 
the  million  volt  x-ray  generators  in  all  of  the  four 
characteristics,  provided  the  beam  is  collimated  to 
minimize  the  penumbra. 

The  hectocurie  cobalt-60  units  and  the  cesium-137 


This  study  received  partial  support  from  the  National 
Cancer  Institute,  grants  CS-9720  (C-5)  and  CS-9579  (C-1), 
and  from  the  Damon  Runyon  Fund. 
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units  are  not  comparable  to  supervoltage  equipment 
in  all  respects.  With  shorter  source-skin  distances, 
the  depth  doses  are  similar  to  those  of  x-ray  machines 
of  3 mm.  to  4 mm.  Cu  HVL.  The  energy  dissipated 
in  the  penumbra  can  reach  a high  percentage  of  the 
energy  in  the  geometrical  beam.  The  deep  organ  as 
well  as  systemic  tolerances  are  diminished  by  this 
irradiation  to  surrounding  structures. 

Specificity  of  action  in  mmor  cells  as  opposed  to, 
normal  tissues  is  not  changed  by  supervoltage  roent- 
gentherapy.  Radioresistant  tumors  are  also  radiore- 
sistant to  that  modality.  The  superiority  of  super- 
voltage irradiation  exists  only  in  the  ability  to  deliver 
higher  tumor  doses. 

With  supervoltage,  mmor  doses  must  be  higher 
by  10  to  15  per  cent  because  of  the  difference  in 
radiobiological  effectiveness.  This  loss  in  efficacy  is 
more  than  compensated  by  the  physical  advantages. 
The  advantages  of  supervoltage  radiation  therapy 
are,  however,  in  turn  partially  nullified  by  late 
sequelae.  Subcutaneous  and  deep  tissue  fibroses,  that 
develop  years  after  heavy  irradiation,  can  be  crip- 
pling. The  absence  of  acute  skin  reactions  is  an  ad- 
vantage, but  can  be  conducive  to  unwise  radical 
treatments. 

Treatment  with  irradiation  is  similar  to  surgical 
therapy.  Instead  of  en  bloc  removal  of  tissues  that 
contain  tumor  cells,  high  doses  of  radiation  must  be 
delivered  to  the  same  volume  in  order  to  sterilize  all 
mmor  cells.  Surgery  is  limited  by  the  problem  of 
removal  of  all  or  even  parts  of  vital  structures,  and 
in  the  same  way,  the  delivery  of  high  doses  of 
radiation  is  limited  by  the  possibility  of  irreversible 
damage  incompatible  with  normal  life.  The  volume 
of  tissue  to  be  irradiated  remains  the  main  limiting 
faaor.  Recovery  from  radiation  damage  depends 
upon  reparative  funaion  of  surrounding  undamaged 
structures,  particularly  blood  vessels — a simation  sim- 
ilar to  the  healing  of  wounds  or  bums.  If  the  volume 


Dr.  Gilbert  H.  Fletcher,  radiolo- 
gist at  the  University  of  Texas 
M.  D.  Anderson  Hospital  and 
Tumor  Institute,  presented  this 
paper  for  the  Section  on  Radi- 
ology at  the  Texas  Medical  As- 
sociation annual  session  in  San 
Antonio,  April  20,  1959. 

Supervoltage  roentgentherapy  improves  the  curative  rate  with 
squamous  cell  carcinomas  of  the  oropharynx,  deeply  infiltra- 
tive anaplastic  tumors  of  the  urinary  bladder,  and  late  can- 
cers of  the  cervix.  Integration  of  radiation  and  surgical 
procedures  is  improved.  Absence  of  skin  reaction  is  an 
advantage  but  calls  for  enlarged  clinical  experience  and 
careful  physical  planning. 


necessary  to  encompass  the  whole  tumor  is  large,  the 
tumor  dose  must  be  diminished  if  irreversible  dam- 
age to  vital  stmcmres  is  to  be  avoided.  Consequently, 
the  chance  for  permanent  control  decreases.  When 
the  cancer  is  too  extensive,  or  even  generalized,  there 
is  no  form  of  radiation,  whatever  the  modality  and 
voltage,  that  can  appreciably  affect  the  course  of 
disease. 

Tables  1 and  2 summarize  the  various  points.  Table 
3 gives  the  distribution  of  2,071  patients  treated  with 
a kilocurie  cobalt-60  unit  and  a 22  mev  betatron, 
according  to  anatomical  areas  and  diseases. 

Clinical  evaluation  must  be  determined  according 
to  the  purposes  for  which  radiotherapy  is  employed. 
These  are: 

1.  Curative  therapy,  as  for  squamous  cell  carci- 
nomas of  the  head,  neck,  and  cervix. 

2.  Lasting  control  or  long-range  palliation,  as  in 
the  lymphomas,  late  breast  cancers,  and,  occasionally, 
squamous  cell  carcinomas  of  the  lung  and  esophagus. 

3.  Short-range  palliation,  as  in  relief  of  distressing 
symptoms,  such  as  superior  vena  cava  obstruction 
from  mediastinal  nodes,  and  in  alleviation  of  pain. 

4.  Possibility  of  combination  with  surgery  in  cases 
of  borderline  operability.  Radical  neck  dissections 
and  radical  mastectomies  with  preoperative  radiation 
can  be  cited  as  examples. 

The  advantages  of  supervoltage  radiation  cannot 
be  measured  entirely  by  improved  5 -year  survival 
rates.  The  control,  even  if  temporary,  of  distressing 
symptoms  cannot  be  statistically  assessed. 


CURATIVE  THERAPY 

Squamous  cell  carcinomas  of  the  oral  cavity  and 
the  stage  I and  early  stage  II  carcinomas  of  the  uter- 
ine cervix  are  satisfactorily  managed  respectively  by 
low  intensity  radium  implants  and  intracavitary  radi- 
um therapy.  These  gamma-ray  treatments  are  ideal 
in  that  they  provide  high  local  dose  to  the  tumor 
with  maximal  sparing  of  surrounding  structures. 
There  is  no  reason  to  substitute  supervoltage  roent- 
gentherapy for  successful  techniques. 

Early  tumors  of  the  vocal  cords  are  eminently  cur- 
able by  250  kv.  radiation.  Supervoltage  can  be  used 
eleaively  to  minimize  late  skin  changes.  This  is  ad- 
vantageous in  the  small  percentage  of  recurrences 
for  which  laryngectomy  has  to  be  performed. 

Supervoltage  roentgentherapy  may  be  superior  in 
those  groups  of  cancers  which  respond  poorly  to  con- 
ventional therapy,  because  of  insufficiently  high  tu- 
mor doses.  In  the  head  and  neck  area,  cancers  of  the 
oropharynx  (soft  palate,  tonsillar  region,  base  of 
tongue,  and  pharyngeal  walls)  form  the  most  strik- 
ing group.  The  planning  and  performance  of  treat- 
ment are  remarkably  easier  with  supervoltage.  Better 
control  is  obtained  with  supervoltage  therapy  of  both 
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the  primary  lesions  and,  in  combination  with  radical 
neck  dissections,  of  neck  disease  (table  4).  The  in- 
crease in  5 -year  or  even  3-year  survivors  is  not  com- 
mensurate because  of  the  metastatic  aggressiveness  of 
such  cancers  ( fig.  1 ) . Intercurrent  disease  remains  a 
frequent  cause  of  death,  as  patients  are  in  the  old 
age  group.  The  control  of  the  primary  lesions  and.  of 
neck  disease  does,  however,  change  the  modality  of 
death  to  one  less  distressing. 

Reported  series  of  cancers  of  the  uterine  cervix 
treated  by  primary  surgery  as  well  as  series  of  lymph- 
adenectomies  alone  have  established  the  incidence 
of  positive  pelvic  wall  nodes  in  stage  III  cases  to  be 
between  60  and  70  per  cent.  Therefore,  in  advanced 
cases  of  cervical  cancer,  it  is  justifiable  to  use  high 
doses  of  radiation  to  the  whole  pelvis,  with  subse- 
quent diminished  local  radium  therapy,  instead  of  in- 
tensive local  radium  therapy  supplemented  by  ex- 
ternal radiation  to  the  parametria  and  pelvic  wall 
nodes.  The  cases  treated  thus  have  not  yet  been  fol- 
lowed long  enough  for  final  evaluation.  Survival  rates 
after  3 years  are  improved  for  stage  III  cases  (table 
5).  Freedom  from  disease  in  the  vagina  and  from 
the  intractable  pain  due  to  involvement  of  the  sciatic 
nerves  is  more  systematically  obtained. 

Results  of  radical  cystectomy  are  poor  in  instances 
of  undifferentiated  tumors  of  the  urinary  bladder 
with  deep  infiltration  of  the  muscularis  mucosae. 


with  or  without  perivesicular  extension.  Conventional 
radiation  therapy  is  poorly  tolerated,  as  the  bladder 
is,  perhaps,  the  organ  where  tolerance  to  treatment 
with  supervoltage,  compared  with  250  kv.  radiation, 
is  most  noticeably  improved.  Tumor  doses  of  6,000  r 
in  5 weeks  can  be  delivered  when  the  general  con- 
dition of  the  patient  is  satisfactory  and  the  disease 
not  too  extensive.  An  analysis  of  results,  using  the 
classification  of  urinary  bladder  tumors  according  to 
grading  and  degrees  of  infiltration,  shows  that  worth- 
while control  of  the  anaplastic  deeply  infiltrative 
tumors  is  achieved  (table  6).  This  experience  is 
shared  by  several  centers,  so  that  it  safely  may  be 
stated  that  supervoltage  roentgentherapy  has  a defi- 
nite place  in  management  of  patients  with  mmors  of 
the  urinary  bladder. 

There  are  many  clinical  circumstances  in  which 
supervoltage  therapy  is  of  great  value,  such  as  in  the 
less  common  tumors  of  the  vagina  and  female  urethra. 
Relatively  satisfactory  results  are  achieved  with  con- 
ventional therapy  in  tumors  of  the  nasopharynx,  but 
these  lesions  are  slightly  better  handled  by  super- 
voltage radiation,  especially  when  there  are  palpable 
nodes  in  the  neck.  In  tumors  of  the  extrinsic  larynx, 
success  with  combined  procedures  is  enhanced. 

Increased  systemic  tolerance  affords  more  sustained 
comfort  during  irradiation  of  periaortic  nodes  in  the 
treatment  of  seminoma  testis.  This  is  particularly  ad- 
vantageous in  heavy  patients.  When  there  are  large 
periaortic  metastatic  nodes,  even  wide  portals  over 


Table  1. — Supervoltage  Roentgentherapy  (Cobalt-60  Irradiator  and  2-3  Mev)  Compared  with  Conventional  Roentgentherapy. 


Advantages 

Similarities 

Disadvantages 

Less  skin  reaction 

No  specific  action  on  tumor  cells  ( radio- 
sensitivity unchanged;  for  instance  in 
cancers  of  the  GI  tract,  glioma  multi- 
formes, etc.) 

Need  slightly  higher  mmor  dose 
(10-15%) 

Greater  depth  dose 

Less  side  scatter  and  radiant  energy  in 
penumbra 

No  difference  in  differential  sensitivity 
between  mmor  cells  and  normal  cells 

Late  fibrosis 

Better  organ  tolerance 

Limitation  of  deep  organ  tolerance 

Better  systemic  tolerance  (less  radiation 
sickness,  less  change  in  blood  count, 
etc.) 

Table  2. — Supervoltage  Roentgentherapy  Cha/racteristics. 


Can 


Cannot 


Improve  cure  rates 

Allow  easier  definitive  therapy  for  lasting  control 


Allow  retreatment  because  of  risk  of  necrosis  of  inner 
structures 

Treat  radioresistant  cancers 


Allow  short  range  palliation  with  less  discomfort 


Influence  course  of  generalized  cancers 
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the  area  do  not  prevent  disease  recurrence  in  the  ab- 
domen. Irradiation  of  the  whole  abdomen  more  regu- 
larly will  secure  freedom  from  disease.  Patients  with 
less  sensitive  tumors,  such  as  embryonal  carcinomas 
of  the  testis,  can  be  treated  more  thoroughly  with 
tumor  doses  of  4,000  to  4,500  r in  4 to  5 weeks. 


LASTING  CONTROL 

There  are  large  groups  of  cancers  in  which  even 
extremely  radical  therapy  yields  only  a small  per- 
centage of  5 -year  survivors  because  disease  is  already 
generalized  by  the  time  of  diagnosis.  Cancers  of  the 
esophagus  and  of  the  lung  belong  to  this  category. 
Nielsen,  using  rotation  therapy  with  180  kv.  and 
fluoroscopic  control,  has  obtained  reopening  of  the 
lumen  in  80  per  cent  of  the  patients  and  5 per  cent 
5-year  survivors  in  cancers  of  the  esophagus.  Super- 
voltage roentgentherapy  makes  possible  the  utiliza- 
tion of  simple  stationary  portal  techniques,  but  does 
not  necessarily  increase  cures,  and  Nielsen’s  results 
are  yet  to  be  surpassed.  With  radical  surgery  similar 
long-range  curative  results  are  obtained.  A compari- 
son of  surgical  and  radiotherapeutic  series  shows  that 
surgical  treatment  should  be  preferred  in  lesions  of 


the  lower  third  and  radiotherapy  in  lesions  of  the 
upper  and  middle  thirds  of  the  esophagus. 

The  curative  or  even  the  palliative  value  of  super- 
voltage roentgentherapy  is  not  superior  in  broncho- 
genic carcinomas.  Grid  therapy  with  250  kv.  is  often 
indicated.  Superior  vena  cava  obstruction  from  medi- 
astinal nodes  (usually  oat  cell  carcinomas)  is  con- 
trolled by  tumor  doses  of  3,000  to  4,000  r,  which 
can  be  delivered  with  conventional  equipment.  Super- 
voltage therapy  is  slightly  better  tolerated,  but  not 
strikingly  so. 

One  of  the  outstanding  characteristics  of  super- 
voltage roentgentherapy  is  increased  systemic  tol- 
erance. Large  volumes  of  the  torso,  either  thorax  or 
abdomen  or  both,  can  be  irradiated  with  less  mar- 
row depression,  anorexia,  asthenia,  and  weight  loss. 
For  instance,  in  ovarian  cancers,  tumor  doses  of 
3,000  r may  be  delivered  to  the  entire  abdomen  in 
approximately  6 weeks. 

Large  volume  therapy  also  may  be  utilized  in  the 
treatment  of  patients  with  lymphomas,  to  irradiate 
prophylactically  the  surrounding  areas.  For  instance, 
shielding  the  larynx  and  the  lungs,  both  sides  of  the 
•neck,  the  axillae,  and  the  mediastinum  can  be  in- 
cluded in  one  field,  and  tumor  doses  of  3,000  r can 
be  administered  in  3 to  4 weeks.  Tumor  doses  of 
3,000  r or  more  can  be  given  easily  to  mediastinal 


■YEARS- 


Fi§.  1.  Comparison  of  survival  rates  in  cancer  of  the 
head  and  neck  area  treated  by  conventional  and  by 
supervoltage  roentgentherapy.  The  percentages  include 


all  cases  registered,  and  the  cases  too  advanced  for 
treatment  are  considered  as  failures,  dead  at  1 year. 
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PAIN  RELIEF 


lymphomas  with  the  possibility  of  achievement  of 
longer  remissions.  In  abdominal  lymphomas,  the 
whole  abdomen  can  be  irradiated  and,  in  this  man- 
ner, lasting  freedom  from  disease  in  that  area  may 
be  procured. 


I 

It  is  obvious  that  bone  metastases  may  be  irradi- 
ated with  supervoltage  equipment,  but  this  is  usually 
of  no  advantage  in  relief  of  pain.  There  are,  how- 
ever, some  select  circumstances,  such  as  metastases 
to  the  bones  of  the  pelvis  that  have  previously  been 


Table  3. — Distribution  of  Patients  Treated  by  Supervoltage  Roentgentherapy,  February,  1954,-  June  30,  1958. 


Co-60 

22  Mev 
Betatron 

Combination 

Total 

Cervix  

51 

514 

19 

584 

Miscellaneous  gyn. 

31 

62 

17 

no 

(ovary,  body  of  uterus,  vagina,  other  gyn.) 

Urinary  bladder 

46 

148 

8 

202 

Testes 

14 

8 

10 

32 

Miscellaneous  G.U 

5 

23 

3 

31 

(urethra,  penis,  ureter,  prostate,  kidney) 

Head  and  neck 

535 

62 

57 

654 

Breast 

187 

0 

0 

187 

Lymphoma  

74 

18 

3 

95 

Thorax  , 

17 

41 

6 

64 

( lung,  esophagus ) 

Miscellaneous  

49 

53 

10 

112 

(distant  metastases,  G.I.,  pancreas,  other  miscellaneous) 

Total  2,071 


The  cases  treated  by  combination  are  ( 1 ) cases  transferred  from  one  equipment  to  the  other  as  a result  of  change  in 
planning  because  of  new  clinical  findings  or  evaluation,  or  (2)  use  of  22  mev  betatron  for  localized  additional  treatment. 


Table  4. — Comparison  of  Orthovoltage  and  Supervoltage  Roentgentherapy  of  Cancer  of  the  Tonsils,  Base  of  Tongue,  and 


Pharyngeal  Walls. 

Primary  not  controlled 

Patients  Treated 

"Ortho”  48 

"Super”  67 

30  or  6l% 

( greater  tl 

15  or  23% 

lan  3 SE) 

Neck  not  controlled  . . . 

22  or  45% 

(greater  ti 

15  or  23% 

lan  2 SE) 

DM  -f  ID  + SP 

5 or  10% 

(greater  tl 

16  or  24% 

lan  2 SE) 

Both  the  primary  lesions  and  neck  metastases  are  more  common  sites  of  failure  in  the  orthovoltage  group.  Conversely, 
distant  metastases,  second  primaries,  and  intercurrent  diseases  are  more  common  causes  of  death  in  the  supervoltage  group. 
The  differences  are  statistically  significant. 


SE  = Standard  error 
DM  Distant  metastases 
ID  = Intercurrent  disease 
SP  = Second  primary 
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Table  5. — Hhree  Year  Survival  in  Squamous  Cell  Carcinoma  of  Cervix  Previously  Untreated  [Excluding  Carcinoma  of 

Cervical  Stump). 


Prior  to  Supervoltage 


589  Registered  Cases 

515  Treated  Cases 

Total 

No.  Pts. 

No.  Pts. 

Alive 

Survival 

Rate  (%) 
(Absolute) 

Total 

No.  Pts. 

No.  Pts. 
Alive 

Survival 
Rate  (%) 
(Relative) 

Stage  I 

64 

60 

94 

64 

60 

94 

Stage  II 

Early* 

Late 

254 

129 

125 

195 

108 

87 

77 

84 

70 

252 

129 

123 

195 

108 

87 

77 

84 

71 

Stage  III 

Earlyt 

LateJ 

208 

98 

110 

77 

47 

30 

37 

48 

33 

180 

93 

87 

77 

47 

30 

43 

50 

34 

Stage  IV 

63 

3 

5 

19 

3 

17 

Stage  I 
and 

Stage  II 

Early 

193 

168 

87 

193 

168 

87 

Since  Supervoltage 


414  Registered  Cases 

363  Treated  Cases 

Total 

No.  Pts. 

No.  Pts. 

Alive 

Survival 

Rate  (%) 
(Absolute) 

Total 

No.  Pts. 

No.  Pts. 
Alive 

Survival 
Rate  (%) 

( Relative ) 

Stage  I 

52 

48 

92 

51 

48 

94 

Stage  II 

Early  * 

Late 

124 

69 

55 

99 

60 

39 

80 

87 

71 

121 

67 

54 

99 

60 

39 

82 

89 

72 

Stage  III 

Earlyt 

Latet 

183 

94 

89 

94 

58 

36 

51 

62 

40 

171 

89 

82 

94 

58 

36 

55 

65 

44 

Stage  IV 

55 

5 

9 

20 

5 

25 

Stage  I 
and 

Stage  II 

Early 

121 

108 

89 

118 

108 

92 

The  availability  of  supervoltage,  concomitant  with  occupancy  of  the  permanent  hospital,  was  followed  by  a marked  in- 
crease in  clinical  material.  The  589  cases  of  the  first  group  were  accumulated  in  6 years,  whereas  the  414  cases  of  the  second 
group  were  accumulated  in  28  months.  The  increase  was  not  in  stage  I and  stage  II,  but  primarily  in  stage  III. 

All  patients  were  traced,  and  patients  dead  from  intercurrent  disease  are  counted  as  failures.  The  unchanged  survival 
rates  for  stage  I and  stage  II  cases  indicate  no  change  in  the  practice  of  staging.  The  survival  rate  is  significantly  increased 
for  stage  III  cases.  The  difference  for  stage  IV  cases  is  not  statistically  significant,  because  of  the  small  number.  The  survival 
rate  for  all  cases  is  57%  in  both  groups,  reflecting  the  proportional  increase  of  stage  III  cases. 

*Technically  suitable  for  radical  hysterectomy  (involvement  of  upper  third  of  vagina  and/or  medial  aspects  of  para- 
metria) . 

tOne  pelvic  wall  involved  or  only  lower  third  of  vagina. 

tProzen  pelvis  or  near  fro2en  pelvis. 
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irradiated,  in  which  further  radiation  still  can  bring 
about  pain  relief.  With  supervoltage  the  risk  of 
decubitus  ulcers  is  diminished. 

MISCELLANEOUS 

A definite  response  to  supervoltage  roentgenther- 
apy  has  been  reported  in  patients  with  rectal  cancers 
because  by  this  means  sufficiently  high  tumor  doses 
can  be  delivered.  A small  number  of  proved  recur- 
rences in  the  hollow  of  the  sacrum  after  surgery  have 
been  treated  with,  in  some  cases,  worthwhile  regres- 
sions. 

INVESTIGATIONS 

There  is  great  controversy  as  to  the  place  and  ef- 
fectiveness of  radiation  therapy  in  the  management 
of  patients  with  breast  cancer.  The  possible  uses  of 
radiotherapy  vary  from  postoperative  radiation  after 
radical  mastectomy  to  radiation  alone  in  instances  of 
inoperable  cancers.  At  present,  most  therapists  prefer 
to  limit  the  irradiated  area  after  radical  mastectomy 
for  early  breast  cancers  to  the  supraclavicular  region 
and  internal  mammary  chain  nodes  which  are,  be- 
sides the  axillary  nodes,  first  relays  of  spread.  With 


Table  6. — Influence  of  Stage  and  Grade  on  Survival  of 
Patients  with  Urinary  Bladder  Tumors  (Analysis  as  of  1958 
Anniversary  Dates). 


1 Yr. 

2 Yr. 

3 Yr. 

4 Yr. 

Superficial : Low 

26/32 

17/28 

3/13 

— 

High 

15/16 

10/12 

3/5 

1/2 

Deep : Low 

7/13 

2/6 

1/4 

— 

High 

33/48 

14/34 

7/18 

2/7 

Metastatic : Low 

3/8 

1/3 

0/2 

— 

High 

18/46 

6/29 

2/18 

2/12 

Totals : Low 

36/53 

20/37 

4/19 

— 

High 

66/110 

30/75 

12/41 

5/21 

The  histologic  grade  I and  grade  II  are  considered  low 
grade  and  the  histologic  grade  III  and  grade  IV  transitional 
cell  carcinomas  and  undifferentiated  carcinomas  are  consid- 
ered high  grade.  For  tabulation  purposes,  stage  A and  B-1 
are  grouped  together  as  superficial;  B-2  and  C together  as 
deep;  and  D-1  and  D-2  together  as  metastatic.  Lesions  with 
palpable  extravesical  extensions  to  the  pelvic  wall  are  clas- 
sified D-1. 

In  each  pair  of  figures  the  numerator  is  the  number  of 
patients  alive  and  the  denominator  the  number  of  patients 
treated. 


Table  prepared  by  Lowell  S.  Miller,  M.D.,  associate  radio- 
therapist, University  of  Texas  M.  D.  Anderson  Hospital 
and  Tumor  Institute. 


conventional  voltages  approximately  3,500  r in  3 
weeks  is  the  maximum  tumor  dose,  since  the  skin 
reaction  constitutes  the  limiting  factor.  No  higher 
tumor  dose  can  be  delivered  with  supervoltage  be- 
cause of  excessive  doses  to  deep  mediastinal  struc- 
tures and  the  lung  tissues.  Attempts  to  deliver  more 
than  4,000  r in  4 weeks  (or  equivalent  doses  in 
longer  periods  of  time)  have  resulted  in  crippling 
pneumonitis  and  mediastinitis.  Depth  doses  from  the 
existing  hectocurie  cobalt-60  units  are  still  too  great 
to  allow  increased  dosages  to  the  node  bearing  areas, 
which  are  2 to  3 cm.  below  the  skin.  In  the  future, 
techniques  may  be  designed  with  short  SSD  (15  to 
20  cm.)  cobalt-60  or  cesium-137  units  to  permit 
higher  tumor  doses. 

The  incidence  of  chest  wall  recurrences  is  high, 
and  there  is  significant  incidence  of  carcinomatosis 
of  the  chest  wall  in  the  more  extensive  tumors  that 
are  yet  considered  clinically  and  technically  resect- 
able. Surgical  procedures  produce  local  spread  and, 
possibly,  distant  metastases  by  throwing  clumps  of 
rumor  cells  into  the  circulation.  If  the  tumor  cells  are 
damaged  to  some  degree,  and  therefore  less  likely  to 
"take,”  these  possibilities  are  lessened.  Because  of  the 
negligible  delay  in  wound  healing,  supervoltage  radi- 
ation may  be  used  preoperatively.  In  a group  of  50 
breast  cancers  after  preoperative  radiation,  various 
degrees  of  radiation  damage  were  found  with  only 
1 exception  in  specimens  from  both  the  breasts  and 
axillae  (table  7). 

The  skin-sparing  quality  of  supervoltage  radiation 
precludes  its  use,  alone,  in  patients  with  breast  can- 
cers which  are  considered  inoperable  by  clinical  cri- 
teria such  as  Haagensen’s,  or  technically  inoperable 
because  of  spread  to  the  superficial  dermal  lymphat- 
ics. Therefore,  bolus  has  to  be  used  for  at  least  part 
of  the  treatment  or,  alternately,  part  of  the  treatment 
must  be  given  with  conventional  voltage  to  produce 
an  appreciable  degree  of  skin  reaction.  The  severe 
moist  desquamation  on  the  chest  wall  that  occurs  aft- 
er 3 mm.  Cu  HVL  radiation  warrants  investigation 
of  techniques  that  produce  less  skin  reaction  and  still 
afford  good  local  control. 


MEGAVOLTAGE  AND  ELECTRON 
BEAM  THERAPY 

X-ray  generators  up  to  70,000,000  volts  have  been 
built  for  clinical  use.  Twenty  to  35  mev  betatrons 
and  4 mev  linear  accelerators  are  the  most  common. 
There  is  no  fundamental  difference  between  the 
4 mev  linear  accelerators  and  the  2,000,000  volt 
x-ray  machines  or  kilocurie  cobalt-60  teletherapy 
units.  The  slightly  increased  depth  of  elearonic  build- 
up may  be  a disadvantage  when  lesions  are  close  to 
the  skin.  Depth  doses  of  the  20,000,000  volt  range 
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Table  7. — Radiation  Effect  in  30  Breast  Cancers. 


None 

Slight 

Moderate 

to 

Marked  Nonviable 

Residual  tumor  in 
breast  only 

9 

0 

1 

8 

0 

Residual  tumor  in 
axillary  nodes  only  9 

0 

3 

4 

2 

Residual  tumor 

in  both 

Breast 

7. 

7 

0 

3 

4 

0 

Axilla 

7 

1 

0 

4 

2 

Total  cases  with 

residual  tumor 
(in  25  breasts 

25 

1 

7 

20 

4 

and/or  25 
axillae) 

Fifty  consecutive  radical  mastectomy  specimens  (pre- 
operative irradiation  with  cobalt-60  alone  or  25%  of  dose 
with  250  kv. ) were  reviewed  in  an  attempt  to  evaluate  the 
effect  of  radiation.  The  clinical  diagnosis  of  carcinoma  was 
substantiated  in  49  by  preradiation  biopsy.  In  the  remain- 
ing case,  an  inflammatory  carcinoma  irradiated  without 
prior  biopsy,  residual  tumor  was  found  in  the  amputated 
breast.  Metastatic  carcinoma  was  present  in  2 axillary  node 
biopsies  done  before  irradiation.  It  is  interesting  that  tumor 
was  not  found  in  either  of  these  cases  after  radiation  ther- 
apy. 

Four  arbitrary  degrees  of  radiation  damage  were  estab- 
lished for  the  purpose  of  this  study;  (1)  None:  no  dis- 
cernible change  in  tumor  cells.  (2)  Slight:  intracellular 
edema  and  occasional  cytoplasmic  vacuoles.  (3)  Moderate 
to  marked;  nuclear  swelling  or  pyknosis,  irregularity  or 
clumping  of  chromatin,  extreme  granularity  and  vacuoliza- 
tion of  cytoplasm,  and  loss  of  cell  borders.  These  changes 
were  most  frequently  encountered.  (4)  Nonviable:  only 
cell  outlines  remained,  or  the  nuclei  were  fragmented. 

Complete  removal  of  the  breast  tumor  constimted  the 
initial  biopsy  in  some  of  these  patients,  but  the  infrequency 
of  residual  carcinoma  can  scarcely  be  explained  on  this 
basis  alone.  It  also  should  be  noted  that  in  most  instances 
the  residual  mmor  recorded  was  minimal  in  aggregate  vol- 
ume, and  often  consisted  of  only  one  or  two  microscopic 
foci. 

Acellular  fibrocalcific  nodules  were  found  in  4 of  the 
cases  recorded  as  showing  no  remaining  tumor.  Whether 
these  represented  totally  destroyed  mmor  or  were  the  result 
of  the  earlier  surgical  procedure  was  felt  to  be  indetermin- 
able. Similar  nodules  in  lymph  nodes,  found  in  2 cases,  were 
reported  as  nonviable  mmor. 

In  summary,  in  100  specimens  (50  breasts  plus  50  axil- 
lary contents)  1 instance  only  of  unaltered  cells  was  found 
and  7 instances  of  slight  damage.  In  all  other  cases  (more 
than  90%)  either  no  mmor  was  found  or  markedly  dam- 
aged cells. 

Specimens  studied  and  table  prepared  by;  William  O. 
Russell,  M.D.,  pathologist-in-chief,  and  H.  Stephen  Gal- 
lager,  M.D.,  assistant  pathologist.  University  of  Texas  M.  D. 
Anderson  Hospital  and  Tumor  Instimte. 


are  much  greater  than  those  of  the  kilocurie  cobalt-60 
units  or  2,000,000  volt  machines. 

Megavoltage  equipment  is  neither  a substimte  nor 
an  alternate  for  supervoltage  equipment  and  should 
be  considered  only  as  complementary.  In  the  deep- 
seated  tumors,  primarily  those  of  the  pelvis,  mega- 
voltage equipment  will  allow  delivery,  with  excellent 
tolerance,  of  high  tumor  doses  with  accurate,  because 
simple,  geometric  patterns. 

• Electron  beams  can  be  produced  either  by  beta- 
trons or  linear  accelerators  and  could  afford  an  ex- 
cellent solution  to  certain  clinical  problems,  such  as 
inoperable  neck  nodes  and  mmors  3 to  5 cm.  below 
the  skin  like  metastatic  internal  mammary  chain 
nodes.  These  electron  beam  generators,  however, 
would  not  be  sufficiently  economical  for  widespread 
use,  even  if  they  were  of  distinct  advantage  in  spe- 
cific .clinical  situation. 


SUMMARY 

Supervoltage  roentgentherapy  will  be  useful  from 
now  on  in  the  management  of  patients  with  cancer, 
but  it  is  no  panacea  and  no  substitute  for  clinical 
experience.  The  benefits  are  real,  but  cannot  all  be 
statistically  assessed.  Its  improved  curative  value  is 
limited  to  the  narrow  segment  of  cancers  that  are 
amenable  to  radiation  therapy  but  which  have  been 
poorly  controlled  locally  by  conventional  therapy. 
These  would  include  the  squamous  cell  carcinomas  of 
the  oropharynx,  the  deeply  infiltrative  anaplastic 
tumors  of  the  urinary  bladder,  and  the  late  cancers 
of  the  cervix. 

The  integration  of  radiation  and  surgical  proced- 
ures, such  as  radical  neck  disseaions  and  radical 
mastectomies  after  irradiation,  is  decidedly  improved. 
Because  of  the  skin-sparing  factor,  wound  healing  is 
less  difficult. 

The  most  striking  advantage  of  supervoltage  roent- 
gentherapy is  rhe  absence  of  skin  reaction.  This  char- 
acteristic, however,  necessitates  enlarged  clinical  ex- 
perience and  more  careful  physical  planning,  because 
the  therapist  is  deprived  of  a traditional  warning. 

^ Dr.  Fletcher,  University  of  Texas  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute,  Houston. 


Neuromuscular  Scholarships  Offered 

Postdocoral  scholarships  in  the  field  of  neuromuscular 
diseases  are  offered  by  the  Sister  Elizabeth  Kenny  Founda- 
tion to  physicians  and  scientists  at  or  near  the  end  of  their 
fellowship  training  in  basic  or  clinical  fields.  Each  grant 
provides  a stipend  for  5 years  at  the  rate  of  $5,000  to 
$7,000.  Inquiries  should  be  addressed  to  Dr.  E.  J.  Huene- 
kens.  Medical  Director,  Sister  Elizabeth  Kenny  Foundation, 
Inc.,  2400  Foshay  Tower,  Minneapolis  2. 
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Recent  Advances 
In  Psoriasis 

EDWARD  M.  SHAPIRO,  M.D.  and 
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Houston,  Texas 

The  problem  of  psoriasis  is  not  new.  Investi- 
gations into  the  nature  of  the  disease  have  been 
carried  out  since  the  first  description  was  laid  down 
by  Willan-^  in  1801.  In  the  past,  most  experimenta- 
tion has  been  poorly  controlled  and  has  resulted  in 
contradictory  reports.  Clinical  investigation  is  com- 
plicated by  the  fact  that  in  many  cases  prompt  im- 
provement follows  treatment  with  any  medication, 
only  to  relapse  even  though  the  treatment  is  con- 
tinued.^* Results  are  further  confused  by  the  fact 
that  spontaneous  remissions  frequently  occur.  There 
has  been  much  confusion  about  psoriasis,  but  in 
general  there  is  agreement  that  a disease  which 
shows  such  characteristic  clinical  and  pathologic 
changes  must  be  due  to  a fundamental  physiologic 
abnormality. 

More  recently,  with  newer  techniques,  research  in 
psoriasis  has  been  accelerating  at  a rapid  rate.  The 
purpose  of  this  paper  is  to  review  some  of  the 
recent  investigations  and  to  evaluate  them  with  re- 
spea  to  some  of  our  own  clinical  studies. 


METABOLIC  DISTURBANCES 

One  of  the  most  widely  held  and  generally  ac- 
cepted theories  of  the  past  was  that  psoriasis  is  a 
disease  of  lipid  metabolism.  Many  investigators  from 
the  time  of  Griitz  and  Biirger^^  have  treated  psoriasis 
as  a lipid  disorder.  Lipan,  Entozyme,  and  pancreatic 
enzyme'*’  have  been  tried,  but  found  by 

more  careful  investigators  to  be  no  better  than 
placebos. 

In  our  own  investigations**  the  serum  lipids  of  pa- 
tients with  psoriasis  were  smdied  by  ultracentrifuga- 
tion. No  increase  in  the  lipoprotein  levels  of  the 
standard  fractions  were  found.  The  mean  values  for 
these  lipoprotein  levels  were  actually  slightly  low  as 
compared  with  the  general  population.  In  further 
studies**  we  were  able  consistently  to  lower  the  lipo- 
protein and  cholesterol  levels  with  diet,  heparin,  and 
other  medications.  There  was  no  correlation  with  im- 
provement in  the  psoriasis  when  the  patient  received 
that  treatment,  pancreatic  enzymes,  and  lipotrophic 
substances. 


Improvement  in  psoriasis,  however,  was  noted  in 
patients  treated  with  triamcinolone,  which  consistent- 
ly raised  the  value  of  the  lipid  fractions.  These  find- 
ings, along  with  the  findings  of  others,*’  **  make  it 
highly  unlikely  that  systemic  fat  metabolism  plays 
any  role  in  psoriasis. 

Although  no  further  clues  have  been  uncovered  as 
CO  the  general  metabolic  defects,  much  evidence  has 
been  accumulating  to  show  that  there  is  abnormal 
local  tissue  metabolism.  By  histcxrhemical  methods, 
Braun-Falco*  has  shown  that  the  psoriatic  horny  layer 
is  similar  to  the  transitional  zone  or  stratum  granu- 
losum  of  normal  skin.  They  are 'both  rich  in  phos- 
pholipids, fatty  acids,  and  amino  acids.  Both  show 
increased  protein-bound  sulfhydryl  and  increased  ac- 
tivity of  nonspecific  hydrolyzing  enzymes,  such  as 
esterase,  lipase,  and  phosphatase.  He  postulated  that 
this  indicates  an  increase  in  the  rate  of  keratiniza- 
tion.  Changes  in  the  dermis,  such  as  greatly  dilated 
capillaries,  and  increased  enzymatic  activities,  go 
along  with  increased  metabolism.  It  cannot  be  deter- 
mined histologically,  however,  whether  the  changes 
in  the  dermis  are  primary  or  secondary  to  changes 
in  the  epidermis. 

In  confirmation  that  the  psoriatic  scale  is  similar 
in  nature  to  the  normal  subcorneal  layer.  Roe**  has 
found  three  proteins  by  electrophoresis  which  are 
present  in  psoriatic  scale  and  in  the  normal  epi- 
dermis. These  are  not  found  in  the  scale  of  non- 
psoriatic  exfoliative  dermatitis  or  in  callus.  The  dem- 
onstration of  these  abnormally  found  proteins  may 
form  the  basis  of  a fairly  specific,  simple  test  for 
psoriasis. 

Flesch*’  * has  smdied  the  water  soluble  fraaions 
of  the  psoriatic  scale  and  has  found  consistent  ab- 
normalities. The  free  amino  nitrogen  is  decreased, 
and  there  is  an  increase  in  the  soluble  proteins  with 
a high  sulfhydryl  content.  This  finding  also  confirms 
the  rapid  rate  of  horny  layer  formation  in  psoriasis. 
Mercury  application  causes  a disappearance  of  the 
sulfhydryl  group,  which  persists  for  several  weeks 

Dr.  Edward  M.  Shapiro  and  his 
co-author,  from  the  Department 
' "T.  of  Dermatology,  Baylor  Univers- 

College  of  Medicine,  pre- 
wonted  this  paper  for  the  Texas 
Dermatological  Society  April  20, 

Psoriasis  seems  to  occur  with  an  abnormality  in  tissue 
metabolism  probably  related  to  accelerated  keratin  formation. 
Treatment  with  Aminopterin  and  with  triamcinolone  benefits 
psoriasis  but  has  side  effects  and  toxic  reactions.  Grenz  ray 
offers  initial  improvement.  Local  treatment  still  seems  best, 
with  a preparation  containing  2 per  cent  allantoin  and  5 per 
cent  coal  tar  giving  good  results. 
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after  treatment.  This  finding  may  explain  the  bene- 
ficial effects  which  often  occur  when  ammoniated 
mercury  is  applied  to  the  psoriatic  lesion. 

SYSTEMIC  TREATMENT 

Too  often  there  has  been  proposed  for  psoriasis 
therapy  which  has  been  based  on  uncontrolled  or 
poorly  controlled  investigations.  For  the  most  part, 
these  methods  are  effective  only  in  the  hands  of 
enthusiastic  investigators.  Recently,  several  well  con- 
trolled methods  of  treatment  have  been  reported 
which  would  seem  to  be  worthy  of  further  investiga- 
tion. 

For  many  years  arsenic  has  been  the  only  systemic 
medication  which  would  regularly  influence  the 
course  of  psoriasis.  Recently  two  other  drugs,  Aminop- 
terin  and  triamcinolone,  have  been  found  to  alter 
favorably  the  course  of  the  disease.  Aminopterin  is 
a folic  acid  antagonist,  found  by  Gubner^®  in  1951 
to  have  an  epithelium  inhibiting  effect.  Rees  and 
others^®’  have  established  the  dosage  and  deter- 
mined the  side  effects  in  a definitive  manner.  Ami- 


nopterin was  given  to  329  individuals  according  to 
five  dosage  schedules.  Most  of  the  patients,  how- 
ever, received  one  0.5  Gm.  tablet  per  day  for  12 
consecutive  days.  Fifty-seven  per  cent  of  those  treated 
received  a 75  to  100  per  cent  initial  response.  Only 
18  per  cent  failed  to  improve.  The  recurrence  rate, 
however,  was  high,  with  lesions  sometimes  occurring 
within  a few  weeks  after  discontinuation  of  the  drug. 
Side  effects  occurred  in  21  per  cent  of  the  cases,  but 
most  were  mild  and  subsided  rapidly  on  withdrawal 
of  the  treatment.  The  most  frequent  side  reactions 
consisted  of  sore  mouth  or  aphthous  lesions,  intensi- 
fication, or  erosion  of  lesions  in  intertriginous  areas. 
Transient  hair  loss,  gastrointestinal  upsets,  and  leu- 
kopenia were  also  seen.  It  was  concluded  that  while 
Aminopterin  is  probably  too  toxic  to  be  used  indis- 
criminately, it  is  a highly  effective  research  tool. 

Triamcinolone  is  a recently  synthesized  cortico- 
steroid which,  unlike  the  other  steroids,  has  been 
reported  to  have  a specific  effect  on  psoriasis.  Hol- 
lander and  others^®  treated  patients  with  psoriatic 
arthritis  and  noted  improvement  of  the  psoriatic 
plaques.  SheUey  and  others^^  and  Greenlee®  noted 
improvement  in  nearly  all  patients  with  psoriasis 
who  were  given  triamcinolone  in  a dosage  of  at 
least  16  mg.  per  day.  Lower  doses  were  far  less 


Table  1. — Triamcinolone  in  Psoriasis. 


Patient* 

Age 

Sex 

Duration  of 
Disease  (yr.) 

Initial 
Dosage 
mg. /day 

Results 

Side  Effects 

Comments 

1 

33  F 

20 

32 

Moderate 

Moon  facies;  hirsutism 

Relapsed  on  8 mg. /day. 

2 

21  F 

1 

16 

Marked 

None 

On  maintenance  dose  of  8 mg. /day. 

3 

9F 

1/3 

16 

Marked 

None 

On  maintenance  dose  of  8 mg. /day. 

4 

38  F 

5 

16 

Marked 

Slight  moon  facies 

Flared  when  reduced  to  4 mg. /day.  On 
maintenance  dose  of  6 mg. /day. 

5 

38  F 

15 

16 

Marked 

Moon  facies;  hirsut- 
ism; tiredness; 
burning  of  stomach 

Flared  when  reduced  to  6 mg.  / day.  Discon- 
tinued therapy  because  of  side  effects. 

6 

57  F 

18 

12 

Marked 

Headache;  dizziness; 
rise  in  B.P. 

Discontinued  because  of  side  effects 

7 

41  F 

8 

32 

Marked 

None 

Flared  when  therapy  was  discontinued.  On 
maintenance  of  12  mg. /day. 

8 

51F 

Many 

12 

Moderate 

None 

Maintained  on  12  mg. /day  with  occasional 
appearance  of  lesions. 

9 

54  M 

30 

12 

Moderate 

None 

Did  not  improve  until  dosage  was  raised  to 
16  mg. /day.  On  maintenance  dose  of  16 
mg. 

10 

46  F 

19 

16 

Marked 

None 

Medication  completely  cleared  in  3 months. 
Relapsed  1 month  after  medication  dis- 
continued. 

11 

30  F 

4 

16 

Marked 

GI  burning;  controlled 
by  Gelusil 

Cleared  completely,  but  recurred  after  lYj 
weeks. 

12 

M 

4 

16 

Marked 

None 

Maintained  on  dosage  of  12  mg. /day. 

13 

31  F 

1 

16 

Marked 

None 

Maintained  on  dosage  of  8 mg. /day. 

14 

44  F 

Many 

4 

Marked 

None 

Improved  on  prednisolone  and  now  main- 
tained on  4 mg.  of  triamcinolone. 

15 

74  M 

20 

16 

Marked 

None 

Maintained  on  dosage  of  8 mg. /day. 

16 

36F 

18 

16 

Moderate 

Epigastric  distress; 
acne;  hair  loss; 
nervousness 

Drug  stopped  because  of  side  effects. 

17 

33  F 

Many 

16 

Marked 

None 

Maintenance  dosage  of  16  to  12  mg./day. 

*A11  patients  were  white. 
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effeaive,  although  some  patients  could  be  maintained 
on  4 to  8 mg.  per  day  after  initial  improvement  had 
been  obtained.  Side  reactions  were  frequent  and  were 
similar  to  those  seen  with  the  other  cortisone  deriva- 
tives. Sodium  retention  and  gain  in  weight,  however, 
were  not  frequently  encountered.  Relapse  was  the 
rule  when  medication  was  discontinued. 

In  our  own  series  of  17  cases  (table  1)  13  pa- 
tients had  an  excellent  response.  This  is  interpreted 
as  90  to  100  per  cent  remission  of  lesions.  In  6 indi- 
viduals significant  side  effects  were  seen.  In  3 pa- 
tients, therapy  had  to  be  discontinued  because  of  side 
reaaions.  It  was  gratifying  to  note  that  many  pa- 
tients tolerated  the  medication  well.  We  agree  with 
the  other  authors  that  triamcinolone  is  far  from  the 
definitive  treatment  in ‘psoriasis,  but  it  may  be  highly 
useful  for  some  patients  who  are  able  to  remain 
clear  on-  relatively  low  maintenance  doses  without 
ill  effects  for  long  periods  of  time. 

X-RAY  IN  PSORIASIS 

X-ray  has  been  used  favorably  in  the  treatment 
of  psoriasis  almost  since  its  inception  by  Roentgen 
in  1895;  however,  it  was  not  until  recently  that  an 
adequately  controlled  investigation  was  reported. 
Harber^^  divided  individual  lesions  of  psoriasis  into 
3 parts  and  treated  one  with  Grenz  ray,  one  with 
conventional  roentgen  ray,  and  retained  one  as  a 
control.  He  found  definitive  improvement  after  2 
or  3 weekly  treatments  in  the  irradiated  areas  over 
the  control  site.  There  was  no  significant  difference 


between  the  Grenz  ray  and  the  conventional  roentgen- 
ray  treated  areas.  There  was  also  no  effea  on  the 
immediately  adjacent  areas,  and  no  evidence  of  a 
humoral  effect  on  distant  lesions.  He  also  found  that 
radiation  did  not  give  prophylactic  protection  against 
later  appearance  of  lesions  at  a previously  irradiated 
site. 

Our  own  investigation  of  the  effect  of  Grenz  ray 
on  psoriasis  (table  2)  was  undertaken  for  the  pur- 
pose of  determining  the  duration  of  improvement 
and  the  rate  of  recurrence.  Twenty  patients  with 
psoriasis,  which  had  previously  been  resistant  to  local 
treatment,  were  given  Grenz  ray  according  to  the 
method  described  by  Baer.^  The  patients  received 
Grenz  ray  given  at  12  kilovolts  and  10  milliamperes 
with  a half  value  layer  of  0’.125  mm.  of  aluminum. 
Two-hundred  r were  given  at  weekly  intervals  for 
a total  of  800  r at  each  involved  site.  No  more  than 
this  amount  was  given  to  any  area  in  a 6 month 
period. 

Our  results  in  this  experiment  confirmed  the 
findings  of  Harber  in  that  Grenz  ray  is  effective  in 
psoriasis.  All  patients  in  this  series  showed  moderate 
or  marked  initial  improvement;  however,  8 patients 
-out  of  18  have  relapsed  during  the  follow-up  period. 
With  a longer  follow-up  this  relapse  rate  undoubt- 
edly will  be  higher,  and  without  further  treatment 
might  eventually  approach  100  per  cent.  It  is  inter- 
esting that  several  patients  who  have  continued  ultra- 
violet or  other  methods  of  treatment  have  maintained 
their  remission  for  periods  up  to  13  months.  Tlie  role 
of  Grenz  ray  may  well  be  to  obtain  initial  improve- 
ment which  could  be  maintained  by  the  continuation 
of  other  modalities. 


Table  2. — Grenz  Ray  in  Psoriasis. 


Patient* 

Age 

Sex 

Areas  Treated 

No. 

Treatments 

Improvement 

Duration  of  Improvement — -Remarks 

18 

38  F 

Elbows,  hands,  scalp 

8 

Moderate 

6 mo.;  all  lesions  recurred 

19 

36  F 

Right  elbow,  left  thigh 

3 

Marked 

13  mo.;  has  not  recurred 

20 

66  M 

Elbows,  knees,  scalp,  trunk 

8 

Moderate 

1 mo.;  some  lesions  recurred 

21 

30  F 

Back,  shoulders,  arms,  legs 

13 

Moderate 

6 wk.;  most  of  lesions  recurred 

22 

38  F 

Arms,  legs,  chest,  axillae 

35 

Moderate 

3-4  mo.;  all  lesions  recurred 

23 

36  F 

Abdomen,  back 

3 

Marked 

8 rno.;  has  not  recurred 

24 

38  F 

Arms,  legs,  scalp,  face 

8 

Marked 

6 mo.;  has  not  recurred 

25 

14  F 

Face,  scalp,  postauricular 

4 

Marked 

12  mo.;  has  nor  recurred 

26 

34  M 

Elbows,  arm,  scalp 

7 

Marked 

Lost  to  follow-up 

27 

44  M 

Elbows,  dorsum  of  hands 

8 

Marked 

5 mo.;  recurred  completely 

28 

36  M 

Scalp,  face 

4 

Marked 

2 mo.;  recurred,  generalized 

29 

26M 

Scalp 

4 

Marked 

8 mo.;  recurred  completely 

30 

9F 

Knees,  elbows,  legs,  scalp 

4 

Marked 

2 mo.;  has  not  recurred 

31 

33  F 

Elbows,  knees 

4 

Marked 

1 mo.;  has  not  recurred 

32 

21  F 

Scalp 

4 

Marked 

3 mo.;  recurred  completely 

33 

43  M 

Scalp 

3 

Moderate 

Lost  to  follow-up 

34 

10  F 

Scalp,  arm,  legs,  tmnk 

4 

Moderate 

8 mo.;  has  not  recurred;  also  using  local  therapy. 

35 

7 F 

Palms,  soles 

8 

Marked 

6 mo.;  has  not  recurred 

36 

49  M 

Scalp,  elbows,  left  knee 

4 

Moderate 

13  mo.;  has  been  using  ultraviolet 

37 

33  F 

Elbows,  knees,  left  ankle 

4 

Marked 

12  mo.;  no  recurrence 

*A11  patients  were  white. 
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LOCAL  MEDICATION 

In  spite  of  the  beneficial  effects  of  Grenz  ray  and 
the  new  systemic  medications,  emphasis  must  still  be 
on  local  therapy  because  of  the  side  effects  and 
possible  sequelae.  Most  reliance  still  will  be  placed 
on  the  time  honored  methods  of  coal  tar,  ultraviolet, 
hydration  baths,  and  ammoniated  mercury.  One  new 
local  preparation  at  this  time  seems  worth  mention- 
ing. In  well  controlled  and  paired  comparison  in- 
vestigations^ a preparation  containing  2 per  cent  al- 
lantoin  and  5 per  cent  coal  tar  (Alphosyl)  gave 
better  results  than  the  control  ointment  containing 
ammoniated  mercury,  salicylic  acid,  and  liquor  car- 
bonis  detergens.  In  addition,  there  is  some  evidence 
to  suggest  that  ultraviolet  and  Grenz  ray  are  potenti- 
ated by  the  prior  application  of  this  preparation. 
Recently  a gel  containing  the  same  ingredients  also 
has  been  put  on  the  market  (Altara  Gel). 

The  final  chapter  in  the  psoriasis  story  is  not 
written,  and  the  final  method  of  treatment  probably 
will  not  be  found  until  the  elusive  etiologic  factors 
are  discovered.  With  the  newer  scientific  advances, 
however,  we  are  rapidly  finding  answers  that  some 
day  will  bring  relief  to  the  millions  of  persons  who 
are  at  present  suffering  with  this  distressing  condi- 
tion. Until  the  cause  of  psoriasis  is  found  we  must 
continue  to  treat  these  patients  empirically  with  the 
means  presently  available. 

SUMMARY 

Advances  in  the  knowledge  of  psoriasis  are  oc- 
curring at  an  accelerated  rate.  The  reported  metabolic 
disturbances  in  regard  to  blood  lipids  and  pancreatic 
enzymes  have  not  been  found  to  correlate  with  pso- 
riasis. Evidence  is  accumulating  that  there  is  a local, 
but  possibly  widespread  abnormality  in  tissue  metab- 
olism, probably  related  to  accelerated  keratin  forma- 
tion. 

New  systemic  treatment  in  the  form  of  Aminop- 
terin  and  triamcinolone  have  been  found  regularly 
to  benefit  psoriasis.  With  both  of  these  preparations, 
toxic  reactions  and  side  effects  preclude  the  indis- 
criminate use. 

The  role  of  Grenz  ray  in  the  treatment  of  psoriasis 
has  been  evaluated  with  respect  to  the  duration  of 
improvement  and  the  recurrence  rate. 

A new  form  of  local  therapy  has  been  introduced 
on  the  basis  of  paired  comparison  studies.- 
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Vegetable  Oils  Aid  Acne  Victims 

Corn  oil,  used  as  a dietary  supplement,  prevented  weight 
loss  and  fatigue  in  three  groups  of  acne  patients.  Dr.  W.  R. 
Hubler,  Corpus  Christi,  reported  in  the  June  issue  of 
Archives  of  Dermatology.  In  addition,  the  skin  of  these  pa- 
tients, otherwise  on  a low-fat  diet,  seemed  to  improve  more 
rapidly  after  addition  of  the  corn  oil  to  their  diet.  One 
group  were  permitted  to  use  unsaturated  corn  oil  oleo- 
margarine without  apparent  deleterious  effects. 

Advanced  Nursing  Fellowships  Available 

(Continuing  support  for  National  League  for  Nursing  fel- 
lowships is  being  provided  by  the  Commonwealth  Fund. 
The  program  provides  fellowships  for  nurses  having  super- 
rior  ability  and  leadership  qualities  who  are  engaged  in 
programs  of  advanced  study.  During  the  5 years  of  its 
existence,  126  fellowships  have  been  granted,  most  of  them 
on  the  doctoral  level. 
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Diagnosis  and 
Medical  Treatment 
Of  Amebiasis 

FRANK  C.  GOLDING,  M.D.  and 
GORDON  L.  BLACK,  M.D. 

El  Paso,  Texas 

Amebiasis  signifies  the  invasion  of  human  tis- 
sues by  the  protozoan  parasite  Endamoeba 
histolytica. 

The  best  known  manifestation  of  amebiasis  is  the 
acute  phase  known  as  amebic  dysentery,  characterized 
by  diarrhea  with  blood  and  mucus,  nausea  and  vomit- 
ing, fever,  leukocytosis,  weakness,  and  prostration. 
This  is  the  stage  of  the  disease  in  which  no  one 
should  have  any  difficulty  in  establishing  a diagnosis. 
However,  one  should  not  limit  his  diagnosis  of  ame- 
biasis to  this  phase  of  the  disease. 

The  second  phase  of  amebiasis  is  the  chronic,  non- 
dysentery stage.  Here,  there  may  be  normal  bowel 
habits,  constipation,  or  diarrhea  alternating  with 
constipation.  The  most  important  manifestations  are 
fatigue,  depression,  and  malaise,  combined  with 
rather  vague  gastrointestinal  symptoms  such  as  ano- 
rexia, nausea,  gas,  belching,  abdominal  distention  and 
pain,  and  abdominal  tenderness,  particularly  over 
the  lower  right  quadrant.  This  latter  manifestation 
frequendy  is  mistaken  for  appendicitis.  An  addi- 
tional symptom  which  is  not  too  infrequent  in 
chronic  amebiasis  is  pruritus  ani. 

Thirdly,  there  apparently  are  asymptomatic  car- 
riers who,  in  spite  of  their  freedom  from  symptoms, 
are  hazards  to  their  contacts  and  are  potential  sub- 
jects for  amebic  hepatitis  and  abscess. 

DIAGNOSIS  OF  AMEBIASIS 

How  can  we  hope  to  diagnose  these  latter  two 
types  of  amebiasis? 

First,  the  physician  must  keep  amebiasis  in  mind 
as  a possibility  in  all  cases  presenting  digestive 
complaints.  Secondly,  the  physician  must  be  assured 
that  adequate  and  suitable  specimens  of  bowel  dis- 
charge reach  the  laboratory.  Certain  substances,  such 
as  mineral  oil,  kaolin,  barium,  or  bismuth,  taken  be- 


Dr.  Frank  C.  Golding  and  his  co-author  presented  this 
paper  before  the  Texas  Society  of  Gastroenterologists  and 
Proctologists  on  April  20,  1958,  in  Houston. 


fore  stool  specimens  are  collected  make  them  un- 
satisfaaory  for  examination,  and  this  circumstance 
always  should  be  ruled  out. 

The  approved  practice  at  present  is  to  have  the 
patient  bring  three  normally  passed  stool  specimens 
to  the  laboratory  on  consecutive  days,  followed  by 
a liquid  stool  obtained  after  a brisk  saline  cathartic. 
This  latter  specimen  should  be  examined  promptly 
after  being  expelled  by  the  patient  since  in  liquid 
specimens  trophozoites  are  to  be  looked  for,  and  these 
lose  their  motility  soon  after  passing  from  the 
bowel.  Finally,  a sigmoidoscopic  examination  should 
be  done.  This  may  reveal  amebic  ulcerations  in  the 
recmm  or  lower  sigmoid,  but  more  frequently  there 
is  mucus,  usually  blood  tinged,  which  can  be  aspirat- 
ed for  microscopic  study.  This  is  positive  for  ameba 
in  a high  percentage  of  cases  previously  undetected 
by  repeated  stool  examinations.  We  might  add  that 
the  method  we  use  for  preparing  these  patients  for 
sigmoidoscopic  examination  is  to  use  warm  water  or 
normal  saline  enemas  repeated  until  they  have  two  or 
three  passages  without  any  fecal  material.  It  is  prob- 
able that  this  stimulates  peristalsis  and  brings  the 
mucus  to  the  lower  colon  from  the  cecal  area,  where 
amebiasis  occurs  most  frequently,  because  this  mucus 
is  often  positive  where  the  recmm  and  lower  sigmoid 
are  entirely  healthy  in  appearance.  Therefore,  sig- 
moidoscopic examinations  after  strong  laxatives 
which  would  tend  to  flush  out  the  mucus  or  after 
Fleet’s  Phospho  Soda  enemas,  which  are  certainly 
more  convenient,  would  not  be  so  satisfactory. 

Amebiasis  in  the  chronic,  nondysentery  stage  or  in  the  non- 
symptomatic  carrier  should  be  suspected  in  patients  with 
digestive  complaints.  Stool  examinations  and  sigmoidoscopy 
plus  roentgen  studies  may  provide  the  diagnosis.  A bland  diet 
plus  oral  medication  such  os  arsenic  may  suffice.  A variety  of 
drugs  are  available,  and  long  term  treatment  with  intervals 
of  rest  may  be  necessary. 

Rhinehart  and  Marcus^  in  Oregon  indicated  that 
a series  of  6 stool  examinations  at  intervals  of  2 or 
more  days  will  show  a higher  incidence  of  amebiasis 
than  previous  surveys.  Instead  of  the  previous  5 to  20 
per  cent  estimated  incidence,  they  found  30  plus  per 
cent  of  normal  persons  and  nonselected  clinic  pa- 
tients and  95  per  cent  in  rheumatoid  arthritis  eases. 
This  challenging  relationship  to  rheumatoid  arthritis 
is  discussed  in  other  references. 

Thirdly,  one  must  have  a competent  trained  medi- 
cal technologist  to  examine  the  specimens  of  bowel 
discharge.  False  positive  diagnoses  of  amebiasis  based 
on  macrophages  are  fairly  common,  and  we  are  con- 
vinced that  there  are  many  false  negative  diagnoses. 
One  reason  for  this  weakness  is  that  in  all  but  the 
larger  medical  centers  stool  examinations  are  rela- 
tively few  in  comparison  with  the  number  of  exami- 
nations of  urine  and  blood,  and  the  opportunity  of 
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seeing  adequate  positive  specimens  is  limited.  As  a 
result,  there  are  many  otherwise  competent  techni- 
cians unqualified  to  perform  adequate  parasitology 
diagnosis. 

As  an  example  of  the  difficulty  in  establishing  this 
diagnosis,  we  would  like  to  review  one  case  of  a 
young  woman  who  had  had  diarfhea  for  several 
months.  She  had  had  2 negative  stool  examinations 
before  we  saw  her.  We  had  the  routine  of  4 stools 
examined,  all  of  which  were  negative,  and  it  was  only 
upon  the  second  sigmoidoscopic  smdy  that  we  found 
ameba  in  the  aspirated  mucus.  This  patient  came 
back  a year  and  a half  later  with  another  attack  of 
amebiasis.  Again,  4 stool  examinations  were  nega- 
tive, but  the  sigmoidoscopic  aspirate  was  positive. 
In  other  words,  the  physician  has  to  work  hard  to 
establish  this  diagnosis  at  times,  and  must  not  be 
satisfied  with  a negative  report  from  the  laboratory 
on  1 or  2 stool  examinations. 

The  diagnosis  of  amebiasis  also  can  be  suggested 
by  barium  enema  roentgen-ray  examinations.  This 
sign,  which  has  not  been  emphasized  in  the  radiologi- 
cal literature,  consists  of  coarsening  of  the  mucosal 
pattern  of  the  colon  seen  on  the  film  taken  after 
evacuation  of  the  barium  from  the  colon.  This  is 
identified  by  an  increase  in  distance  between  the 
haustral  markings  and  an  increase  in  depth  of  the 
haustral  markings  which  we  believe  is  suggestive  of 

edema  of  the  bowel  wall. 

* 

In  a normal  colon,  one  finds  a coarser  pattern  of 
the  mucosa  in  the  ascending  colon  as  compared  to 
the  transverse  and  descending  portions.  For  this 
reason,  we  hesitate  to  suggest  amebiasis  in  finding  a 


Fig.  1.  A film,  made  after  evacuation  of  barium  from 
the  colon,  showing  coarsening  of  the  mucosal  pattern  of 
the  transverse  portion  of  the  colon.  Note  the  increased 
depth  of  the  haustra  and  the  increased  distances  between 
the  haustral  folds.  This  patient  had  symptoms  of  ame- 
biasis, and  amebae  were  found  in  the  stools. 


coarse  mucosal  pattern  limited  to  the  ascending  colon. 
However,  if  this  change  extends  over  to  the  trans- 
verse colon  or  descending  colon,  there  may  be  the 
possibility  of  amebiasis.  There  are,  of  course,  several 
other  changes  which  can  produce  the  coarse  mucosal 
pattern  described,  such  as  mberculosis,  allergy,  and 
early  ulcerative  colitis.  However,  in  a complete  work- 
up these  lesions  usually  can  be  excluded. 

When  the  coarse  mucosal  pattern  sign  is  absent, 
it  should  not  be  considered  as  evidence  against  the 
possibility  of  amebiasis. 

Although  the  coarse  mucosal  pattern  sign  unques- 
tionably is  nonspecific,  nevertheless,  in  this  area  the 
correlation  between  this  sign  and  the  finding  of 
ameba  in  the  stools  is  sufficiently  satisfactory  to  war- 
rant further  smdy  to  exclude  amebiasis  whenever  the 
sign  is  found. 

DRUGS  USED  IN  TREATMENT 

The  treatment  of  amebiasis  is  becoming  more  of  a 
controversial  problem,  and  one  cannot  be  dogmatic 
in  one’s  statements. 

Treatment  should  be  instimted  with  instmctions 
for  a bland,  low  residue  diet,  and  excluding  alcohol. 
Emetine  hydrochloride  given  by  hypodermic  injec- 
tion should  be  used  in  the  treatment  of  intestinal 
amebiasis  only  to  control  the  symptoms  of  dysentery. 
This  drug  does  not  eradicate  the  infection.  When 
given,  it  should  be  done  under  carefully  controlled 
circumstances.  The  |>atient  should  be  at  complete  bed 
rest,  with  daily  checks  on  pulse  and  blood  pressure, 
and  possibly  electrocardiogram  before  each  daily  dose 
of  emetine  is  given,  and  it  should  be  discontinued  as 
soon  as  the  dysentery  has  been  controlled.  The  usual 
treatment  for  the  intestinal  phase  of  amebiasis,  how- 
ever, consists  of  oral  medications  only.  The  first  and, 
we  believe,  the  most  effective  of  these  is  arsenic. 
The  preparations  used  are  carbarsone,  milibis,  and 
balarsen  (Arthisnol). 

The  second  most  common  group  of  drugs  used  for 
oral  administration  are  the  iodine  drugs.  Vioform  or 
Chinofon  were  used  extensively  until  Diodoquin  was 
introduced,  and  this  has  become  the  most  popular  of 
the  iodine  drugs. 

The  use  of  antibiotics  such  as  Aureomycin,  Terra- 
mycin.  Bacitracin,  Neomycin,  and  Chloromycetin  in 
the  routine  treatment  of  amebiasis  is  mentioned  only 
to  be  condemned.  First,  the  more  conventional  medi- 
cations are  equally,  if  not  more,  effective;  secondly, 
the  complications  of  these  drugs  are  frequent  and 
dangerous  and  can  be  even  fatal;  thirdly,  there  is  the 
risk  of  establishing  an  idiosyncrasy  to  these  drugs, 
thereby  depriving  the  patient  in  the  future  of  their 
use  in  other,  perhaps  more  serious,  diseases  in  which 
there  is  no  alternative  treatment. 

These  drugs  are  of  value  in  the  treatment  of  pa- 
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tients  who  are  unable  to  tolerate  arsenic  or  iodine 
preparations  or  when  the  amebiasis  is  associated  with 
other  infections  such  as  baciUary  dysentery  in  which 
these  drugs  are  specific.  The  one  exception  to  this 
objection  to  the  use  of  antibiotics  is  Fumagillin.  This 
is  an  antibiotic  that  apparently  has  little  use  except  in 
the  treatment  of  amebiasis. 

For  completeness,  it  should  be  mentioned  that 
Atabrin  also  has  been  used  in  the  treatment  of  the 
intestinal  phase  of  amebiasis. 

The  use  of  sulphonamides  or  penicillin  to  combat 
secondary  invaders  has  been  of  merit  in  some  cases. 

A recent  drug,  Camoform  ( Biallyamicol  Hydro- 
chloride) (Parke,  Davis  & Company)  is  of  great 
value  in  the  treatment  of  amebiasis.  Similar  to  chloro- 
quine,  it  is  another  antimalarial  drug  and  contains  no 
arsenic  or  iodine.  Seventy  to  80  per  cent  of  it  is 
absorbed,  and  15  per  cent  of  this  can  be  demon- 
strated in  the  plasma  3 weeks  after  it  is  discontinued. 
This  suggests  that  the  drug  is  localized  largely  in 
the  tissues  and  offers  promise  that  it  may  prove  of 
value  in  extraintestinal  amebiasis. 

On  two  early  reports  that  we  have  available,  the 
first”  showed  85  per  cent  apparent  cures  after  7 days 
of  treatment  with  0.5  Gm.  three  times  a day.  The 
second  report^  showed  100  per  cent  apparent  cures, 
but  in  these  cases  the  treatment  with  0.5  Gm.  three 
or  four  times  daily  was  continued  in  all  cases  until 
evidence  of  the  disease  had  been  eradicated,  and  in 
1 case  the  treatment  was  prolonged  for  25  days. 
A more  recent  report  by  Ross  B.  Taylor®  indicated 
that  larger  doses  of  .750  Gm.  should  be  taken  four 
times  a day  for  10  days  and  repeated  after  a 3 or  4 
weeks’  interval. 

Winthrop  is  experimenting  with  another  synthetic 


Fig.  2.  The  coarse  mucosal  pattern  of  the  transverse 
portion  of  the  colon.  This  patient's  diagnosis  was  intesti- 
nal allergy,  pointing  out  that  the  coarse  mucosal  pattern 
is  not  specific  for  amebiasis. 


compound.  Win  5047  or  Mantomide.  This  is  a rela- 
tively nonexpensive  drug  and  contains  no  arsenic  or 
iodine. 

Another  durg,  glaucarubin,  is  being  used  outside 
the  United  States  for  the  treatment  of  amebiasis. 

If  there  are  localized  lesions  in  the  rectum,  Vio- 
form  ointment  locally  has  been  used  two  or  three 
times  daily.  Other  forms  of  local  rectal  treatment  that 
have  been  recommended  are  6 Gm.  of  Chiniofon  dis- 
solved in  300  cc.  of  warm  water  as  a retention  enema 
daily  for  7 to  8 days;  Carbarsone,  2 Gm.  dissolved  in 
200  cc.  of  2 per  cent  sodium  bicarbonate  solution 
as  retention  enema  for  5 nights. 

Finally,  treatment  of  the  hepatic  phase  of  amebiasis 
must  be  considered.  Even  in  asymptomatic  cases, 
there  is  strong  presumption  that  some  amebic  organ- 
isms reach  the  liver.  Therefore,  a course  of  treatment 
for  the  hepatic  phase  should  be  given,  especially  as 
we  now  have  the  relatively  nontoxic  drug  Chloro- 
quine  (Aralen)  for  this  purpose.  The  usual  custom 
is  to  start  the  Chloroquine  at  the  onset  of  the  amebic 
treatment.  We  follow  this  procedure  also  if  there 
are  any  signs  of  hepatic  involvement  at  the  time  of 
the  original  examination,  but  otherwise  we  prefer 
to  wait  until  6 or  7 weeks  of  the  intestinal  treatment 
have  been  completed.  Then  Chloroquine  is  given 
along  with  the  intestinal  medication.  In  this  way, 
there  is  less  opportunity  for  reinfection  of  the  liver 
after  the  Chloroquine  has  been  discontinued.  Emetine 
hydrochloride,  grain  1 intramuscularly  for  10  days 
also  is  used  in  the  treatment  of  amebic  hepatitis  or 
liver  abscess.  ' 

AIMS  OF  TREATMENT 

What  are  the  aims  of  treatment? 

First,  the  ideal  is  to  effect  a cure,  but  how  often 
can  this  be  accomplished?  Although  we  seem  to  cure 
many  cases,  there  is  never  entire  certainty.  If  we 


Fig.  3.  The  normal  feathery  mucosal  pattern  of  the 
transverse  portion  of  the  colon.  It  is  readily  distinguish- 
able from  the  coarse  patterns  in  figures  1 and  2. 
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consider  how  difficult  at  times  it  is  to  demonstrate 
the  parasite  in  active,  untreated  cases  of  dysentery 
and  then  compare  how  minimal  would  be  the  possi-. 
bility  of  demonstrating  parasites  in  treated  cases  with 
a greatly  reduced  ameba  population,  the  dependence 
upon  negative  stool  examinations  for  proof  of  cure 
obviously  would  be  inadequate.  Because  of  this  dif- 
ficulty, we  have  discarded  the  stool  examination  after 
treatment  entirely  unless  symptoms  recur.  The  sig- 
moidoscopic  examination  likewise  is  not  very  satis- 
factory for  proof  of  cure  since  many  proven  cases 
show  no  abnormality  originally  in  the  rectum  and 
lower  sigmoid.  These  negative  examinations  tend  to 
give  the  physician  and  patient  a false  sense  of  secur- 
ity, and,  as  a result,  they  may  stop  treatment  too  early. 

As  to  the  length  of  treatment  to  attempt  a cure, 
the  conventional  treatment  of  1 to  3 weeks,  perhaps 
repeated  in  a short  time,  in  our  opinion  is  entirely 
inadequate.  We  believe  continuous  treatment  should 
be  planned  in  units  of  months  rather  than  weeks. 

Until  recently,  we  have  advised  a minimum  of  10 
weeks,  consisting  of  a week  of  an  arsenic  preparation 
alternating  with  10  to  20  days  of  a nonarsenic- 
containing  drug  such  as  diodoquin,  camoform,  or 
Fumagillin  to  avoid  the  hazards  of  accumulation  of 
arsenic  in  the  body.  With  an  increasing  number  of 
therapeutic  failures  accumulating  with  a larger  series 
of  cases,  we  are  now  increasing  this  time  to  15  weeks 
or  more.  ' 

This  continuous  treatment  is  followed  by  an  equal 
amount  of  medication  on  an  interrupted  schedule 
with  1 or  2 weeks’  rest  between  each  change  in  medi- 
cation. After  this  has  been  completed,  we  recommend 
3 to  5 weeks  of  treatment  each  6 months  for  2 years, 
then  once  yearly. 

Examples  to  confirm  the  need  of  longer  treatment 
follow. 

Case  1. — A young  man  whom  we  saw  in  July,  1950, 
had  been  living  in  Mexico  most  of  his  life.  He  gave  a 
history  of  a recent  attack  of  high  fever,  and  when  we 
examined  him,  he  had  an  elevated  diaphragm  on  the  right 
side.  Because  of  this,  we  ordered  a stool  examination,  which 
was  positive  for  Endamoeba  histolytica.  He  was  treated 
continuously  for  5 weeks.  At  this  time,  a sigmoidoscopic 
examination  was  done  to  rule  out  tumor  since  he  recently 
had  passed  blood  in  his  stools.  In  spite  of  continuous  treat- 
ment for  5 weeks,  his  rectum  and  lower  sigmoid  still  had 
numerous  amebic  ulcerations.  When  examined  by  sigmoid- 
oscope again  September  18,  2 months  after  treatment  had 
been  instituted,  these  ulcers  were  healed.  This  patient  had 
no  symptoms  at  any  time  of  disturbed  bowel  habits,  in 
spite  of  these  ulcerations  in  his  colon. 

Case  2. — Another  case  seen  June  12,  1951,  was  a refer- 
ral because  of  amebiasis.  This  patient  was  treated  continu- 
ously for  a period  of  more  than  10  weeks  when  she  went 
to  a large  clinic  for  another  complaint.  At  this  clinic,  they 
made  complete  examinations  for  evidence  of  amebiasis,  all 
of  which  were  negative,  and  they  advised  her  to  discontinue 
the  treatment.  In  a little  over  a year,  this  patient  again 
returned  with  a positive  diagnosis  of  amebiasis,  and,  after 


carrying  out  a more  adequate  course  of  treatment,  she  has 
■had  no  recurrence. 

Case  3. — A third  patient  was  treated  15  weeks  continu- 
ously with  arsenic  and  iodine  preparations  without  improve- 
ment of  his  diarrhea.  We  believed  that  he  must  have  an- 
other cause  for  the  continued  diarrhea,  but  when  aspirated 
mucus  was  examined,  there  was  no  difficulty  in  finding 
Endamoeba  histolytica.  This  occurred  at  the  time  we  were 
first  able  to  obtain  camoform  for  investigative  use,  and  we 
started  this  medication.  It  controlled  his  symptoms  prompt- 
ly, and  no  ameba  have  been  detected  since. 

Case  4. — A fourth  case  was  referred  to  us  in  February, 
1957,  by  one  of  the  surgeons  who  had  made  a diagnosis  of 
amebiasis  on  this  patient.  He  asked  us  to  treat  him  for  the 
amebiasis  preliminary  to  hemorrhoidectomy.  In  spite  of 
continuous  treatment  for  6 months,  in  September  he  still 
had  a positive  test  for  Endamoeba  histolytica. 

There  have  been  several  patients  who  consulted 
us  after  having  been  diagnosed  as  having  amebiasis 
by  other  physicians  and  treated  from  1 to  3 weeks. 
These  patients  had  been  discharged  as  "cured”  by 
their  physicians.  Some  of  these  asked  us  to  continue 
the  treatment,  as  they  still  had  symptoms  and  they 
felt  that  they  were  nor  cured,  and  they  have  had 
relief  of  symptoms  with  further  treatment.  Others 
were  treated  further  by  us  on  our  own  initiative,  be- 
cause their  symptoms  stiU  were  present,  and  these 
were  relieved  with  further  treatment. 

Now,  if  continuous  treatment  for  several  months 
does  not  effect  a cure,  the  chances  of  doing  it  with 
continued  treatments  are  probably  slight.  However, 
it  seems  reasonable  that  periodic,  interrupted  treat- 
ment offers  promise  of  keeping  the  chronic  infection 
in  a better  controlled  state  with  the  patient  comfort- 
able and  probably  less  a hazard  to  his  contacts.  Cer- 
tainly, it  is  preferable  to  having  repeated  relapses  of 
acute  or  subacute  attacks. 

The  majority  of  cases  that  have  relapsed  after  what 
we  had  considered  adequate  treatment  have  proven  to 
have  colonic  diverticuli.  We,  therefore,  have  become 
discouraged  about  anticipating  a cure  in  cases  with 
this  complaint.  The  diverticuli  apparently  act  as  a 
focus  of  infection,  shut  off  part  of  the  time  from  the 
intestinal  amebicide,  but  later  expelling  their  infected 
contents  into  the  intestinal  lumen  and  causing  rein- 
fection. In  these  cases,  we  recommend  a less  intense 
but  more  prolonged  interrupted  treatment. 

Another  controversial  subject  in  the  treatment  of 
amebiasis  is  the  question  of  the  so-called  nonpatho- 
genic  ameba — Endamoeba  coli,  Endolimax  nana,  lo- 
damoeba  butschlii,  and  Dientamoeba  fragilis.  At  the 
University  of  Pennsylvania,®  a 5 year  study  was  made 
of  more  than  400  patients  showing  ameba.  The  in- 
vestigators made  no  distinction  between  the  histo- 
lytica and  the  so-called  nonpathogenic  ameba.  They 
treated  these  patients  with  Carbarsone  for  10  days, 
and  44  per  cent  showed  improvement  of  their  diges- 
tive complaints.  To  avoid  the  criticism  that  the  im- 
provement might  be  due  to  the  nonspecific  tonic 
effect  of  arsenic,  some  patients  were  treated  with 
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solution  of  potassium  arsenite  in  therapeutic  doses, 
none  of  which  showed  any  improvement  in  their 
symptoms.  Rankin,  Bargen,  and  Buie,  in  their  book 
"Colon,  Recmm  and  Anus,”®  stated  that  amoeba  coli 
and  nana  should  be  considered  pathogenic  when 
found  in  patients  with  gastrointestinal  symptoms. 
With  this  much  evidence,  we  think  it  is  safer  to 
treat  patients  who  have  the  so-called  nonpathogenic 
ameba  rather  than  to  ignore  them. 

We  treat  all  so-called  nonpathogenic  ameba.  To 
date,  the  majority  of  these  patients  have  shown  clin- 
ical improvement.  It  is  possible  that  this  is  due  to 
these  ameba  being  pathogenic;  also,  it  is  possible  that 
the  improvement  is  because  there  is  an  underlying 
Endamoeba  histolytica  infection  that  was  not  detected 
at  the  original  examination. 

REFERENCES 

1.  Barrios,  H.:  Treatment  of  Amoebiasis  with  PAA-701 — A Pre- 
liminary Report,  Gastroenterology  27:81-86  (July)  1954. 

2.  Hoekenga,  M.  T.,  and  Batterton,  D.  L.:  Trial  of  Diallyl- 
Diethyl-Aminoethyl  Phenol  Dihydrochloride  (Camoform)  in  Human 
Amoebiasis,  Am.  J.  Trop.  Med.  3:849-851  (Sept.)  1954. 

3.  Rankin,  F.  W.;  Bargen,  J.  A.;  and  Buie,  L.  A.:  Colon,  Rec- 
tum, and  Anus,  Philadelphia,  W.  B.  Saunders  Co.,  1932,  p.  308. 

4.  Rhinehardt,  R.  E.,  and  Marcus,  H. : Incidence  of  Amebiasis  in 
Healthy  Individuals,  Clinic  Patients  and  Those  with  Rheumatoid 
Arthritis,  Northwest  Med.  54:708-712  (July)  1955. 

5.  Rothman,  M.  M.,  and  Epstein,  H.  J.:  Clinical  Symptoms  As- 
sociated with  So-Called  Nonpathogenic  Amoeba,  J.A.M.A.  116:694- 
700  (Feb.  22)  1941. 

6.  Taylor,  R.  V.:  Amebiasis  Treated  with  Biallylamicol  Hydro- 
chloride, Am.  J.  Gastroenterol.  26:713-721  (Dec.)  1956. 

♦ Dr.  Golding  and  Dr.  Black,  1501  Arizona,  El  Paso. 


Nicofinic  Acid  Reduces  Cholesterol 

Large  doses  of  nicotinic  acid  were  shown  to  bring  prompt 
and  sustained  reduction  of  blood  cholesterol  levels  in  44 
patients  with  hypercholesteremia,  Drs.  William  B.  Par- 
sons, Jr.  and  John  H.  Flinn  of  the  Department  of  Internal 
Medicine,  Jackson  Clinic,  Madison,  Wis.,  have  reported. 
Their  results  were  displayed  in  a scientific  exhibit  at  the 
American  Medical  Association  annual  session  in  June. 

Patients  were  given  3 Gm.  of  nicotinic  acid  daily  in 
divided  doses  for  12  weeks,  after  which  dosage  was  tailored 
to  meet  the  response  of  the  individual.  Nicotinamide  was 
substituted  for  a time,  and  then  nicotinic  acid  with  B com- 
plex vitamins  was  resumed.  Blood  cholesterol  returned  to 
pretreatment  levels  during  the  substitution  of  nicotinamide. 

January  Deadline  for  Goiter  Prize 

The  American  Goiter  Association  has  set  January  1, 
1960,  as  the  deadline  for  entry  in  its  Van  Meter  Prize 
Award  essay  competition  for  I960.  The  best  unpublished 
work  on  some  aspect  of  the  thyroid  gland  in  health  or 
disease  will  receive  $300,  be  given  a place  on  the  program 
at  the  fourth  International  Goiter  Conference  in  London, 
July  5-9,  I960,  and  permit  its  author  to  receive  considera- 
tion for  a travel  honorarium. 

Entries  should  be  sent  to  the  secretary.  Dr.  John  C. 
McClintock,  14914  Washington  Avenue,  Albany  10,  N.  Y. 


Modern  Health 
Care — W orld’s 
Greatest  Bargain 

RALPH  E.  WEBB 

i 

Dallas,  Texas 

HE  DRAMATIC  CHANGES  in  health  care 
which  have  occurred  in  the  last  generation  are 
only  one  aspect  of  the  changing  times  in  which  we 
live;  but  they  are  among  the  most  significant  in 
terms  of  positive  human  values.  For  example,  in  1957 
there  was  approximately  1 maternal  death  in  2,300 
live  births,  compared  to  1 in  165  in  1915.  This  is 
only  a statistic;  but  its  deeper  meaning  is  that  25,000 
more  mothers  survived  childbirth  to  give  a mother’s 
care  to  the  child  who  was  born  and  to  raise  the  fami- 
lies they  already  had,  than  would  have  been  true  if 
their  health  care  had  been  that  of  1915  standards. 

In  that  period  of  time  the  hospital,  rather  than  the 
home,  has  become  the  generally  accepted  place  for 
babies  to  be  born,  and  hospital  care  has  made  an 
important  contribution  to  this  improvement.  In  com- 
parison, the  recent  special  problem  of  staphylococcal 
infeaions  in  the  newborn,  serious  though  it  may  be, 
seems  insignificant  indeed.  There  are,  of  course,  other 
important  contributing  factors,  such  as  improved  pre- 
natal care  and  the  greater  frequency  with  which  ex- 
pectant mothers  seek  and  obtain  it,  and  even  the 
advent  of  antibiotics  has  fulfilled  a notable  function 
in  making  the  record  as  good  as  it  is. 

It  seems  almost  superfluous  to  state  that  this 
change — this  revolution,  almost — in  maternal  care 
has  increased  the  over-all  cost  of  health  care  in  this 
country  and  has  helped  to  increase  the  cost  of  pre- 
paid health  insurance  as  well.  Yet  what  might  other- 
wise seem  unnecessary  to  point  out  has  become  a 
vital  concern  to  all  of  us,  doctors  and  laymen  alike, 
because  the  American  public  today  is  questioning  the 
so-called  high  cost  of  health  care  and  prepaid  health 
insurance;  and  there  are  those  among  us  who  are 
turning  to  government  as  the  only  source  of  answers 
to  the  health  cost  problem. 

There  is  no  doubt  that  the  maternal  health  care 
of  1915  could  be  purchased  today  at  much  less  cost 
than  that  required  by  today’s  standards,  but  who 
would  want  to  mrn  back  the  clock  in  such  a fashion? 
The  American  public  is  demanding  and  getting  the 
best  health  care  available  in  the  world  today  and  will 
settle  for  nothing  less.  What  has  not  been  done  is 
to  convince  the  public  of  what  such  care  costs  and 
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that  it  is  worth  aU  that  it  costs — is,  in  fact,  one  of 
the  greatest  bargains  that  has  ever  been  offered  to 
mankind. 

Another  facet  illustrating  the  change  in  health  care 
and  its  effect  on  the  related  human  values  is  a com- 
parison of  the  problem  of  orphans.  In  1900,  more 
than  25  per  cent  of  the  children  born  in  this  country 
faced  the  prospea  of  becoming  orphans  by  the  time 
they  had  reached  18  years  of  age.  Today  only  about 
7 per  cent  of  all  infants  are  likely  to  become  orphans 
before  they  reach  18.  Most  people  over  50  can  re- 
member losing  a sister,  brother,  or  childhood  play- 
mate because  of  one  of  the  contagious  diseases;  and 
most  parents  of  today’s  young  children  grew  up  be- 
fore the  advent  of  the  wonder  drugs.  Rheumatic 
fever,  naastoiditis,  pneumonia,  and  scarlet  fever  were 
killers  and  crippling  diseases  during  the  childhood  of 
people  who  are  still  in  their  twenties.  Even  in  the 
1930’s  a rupmred  appendix  was  almost  equivalent 
to  a death  sentence. 

The  introduction  of  the  sulfa  drugs,  the  develop- 
ment of  antibiotics,  and  the  crash  program  which  re- 
sulted in  Salk  vaccine  for  poliomyelitis  have  greatly 
changed  the  health  picture  for  infeaious  diseases  in 
a few  short  years.  Immunizations  are  available  today 
for  children  in  American  families  of  the  most  mod- 
est means  which  could  not  be  bought  by  kings  or 
merchant  princes  for  their  children  at  any  price  a 
few  years  ago.  It  is  easy  to  take  such  things  for  grant- 
ed, once  they  have  become  accepted  and  are  a part 
of  our  everyday  lives.  The  extraordinary  success  of 
Salk  polio  vaccine  has  backfired,  in  part  and  in  cer- 
tain areas,  in  that  some  people  have  been  lulled  into 
an  unwarranted  feeling  of  security  and  did  not  even 
go  to  the  trouble  of  getting  immunization  for  their 
children.  Here  again  the  results  have  been  dramatic 
and  rewarding,  but  attained  only  at  considerable  cost. 
Research  costs  in  particular  can  be  tremendous  and 
must  somehow  be  covered.  But  who  would  count 
the  costs  of  saving  thousands  of  children  from  pain- 
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The  dramatic  changes  in  health  care  that  hove  resulted  in 
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ful  illness,  often  fatal,  or  a lifetime  to  be  spent  as 
a cripple.^  Counted  or  not,  the  cost  must  somehow 
be  paid,  and  we  know  the ‘American  public  will  not 
hesitate  to  pay  the  cost  if  they  are  aware  of  its  value. 

Modern  health  care  in  this  country  is  full  of  other 
examples  of  substantial  progress  in  methods  of  treat- 
ment and  new  equipment,  scarcely  dreamed  of  a few 
years  ago.  Open  heart  surgery,  made  possible  by  the 
artificial  heart-lung  machine,  the  artificial  kidney 
machine,  the  use  of  cobalt  therapy  and  of  radioiso- 
topes in  diagnosis  and  treatment,  these  and  many 
other  examples  could  be  cited,  each  with  special  jobs 
to  do  and  each  with  an  increasing  record  of  healthy 
persons  now  able  to  lead  normal  lives  who  not  long 
ago  would  have  been  fatalities  or  chronic  invalids. 
Again  there  is  a cost  to  be  paid,  and  every  American, 
if  offered  an  actual  choice,  would  be  willing  to  pay 
a fair  share  of  it,  for  the  sake  of  his  family,  if  not 
for  himself. 

Who  can  say  what  the  fumre  of  medicine  will 
hold?  The  conquest  of  cancer  is  coming  within 
range.  Increased  use  of  chemotherapy  for  mental  ill- 
ness looks  very  hopeful.  All  we  know  for  sure  is 
that  increased  knowledge  leads  to  more  knowledge, 
and,  whether  by  accident  or  design,  research  pays  off 
in  making  better  health  care  available.  On  the  hori- 
zon there  may  well  be  the  complete  conquest  of  all 
infectious  diseases,  including  the  common  cold,  which 
has  so  long  baffled  medical  science. 


PRICE  TAG  FOR  PROGRESS 

Let  us  all  face  the  fact  that  for  every  step  of 
progress  there  is  a price  tag  attached  which  we  will 
all  pay  willingly  and  with  cheers  for  those  who  make 
the  progress  possible.  One  of  the  side  effects  of  such 
progress  is  to  reduce  the  death  rate  from  diseases 
which  carried  off  people  after  only  short  illnesses. 
More  and  more  people  are  now  living  to  a "ripe  old 
age”  when  the  longer  term  degenerative  diseases  be- 
gin to  have  an  effect,  and  care  for  such  conditions 
can  be  and  usually  is,  much  more  expensive.  'This  is 
one  of  the  main  reasons  why  people  over  age  65  use 
three  or  four  times  the  amount  of  hospital  and  doctor 
care  as  those  who  are  under  age  65.  The  longer  and 
more  costly  hospital  and  doctor  care  that  goes  with 
this  change  inevitably  has  been  reflected  in  increased 
cost  for  prepaid  health  insurance,  at  least  for  Blue 
Cross  and  Blue  Shield,  which  has  always  permitted 
continuation  of  membership  to  those  who  reach  age 
65  without  increase  in  rates  or  reduction  in  benefits 
due  to  the  age  factor.  Most  Blue  Cross-Blue  Shield 
plans,  in  addition,  accept  group  enrollment  of  per- 
sons over  age  65,  and  some  plans  have  special  en- 
rollment periods,  from  time  to  time,  when  those  over 
65  years  of  age  can  be  enrolled  on  an  individual 
direct-pay  basis.  This  coverage  of  older  citizens,  which 
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has  not  been  offered  by  -most  commercial  insurance 
companies,  with  a few  recent  exceptions,  inevitably 
has  raised  the  cost  of  Blue  Cross-Blue  Shield  rates 
to  everyone  because  of  the  community-wide  rating 
principles  generally  followed  by  these  plans. 

The  increase  in  physicians’  fees  in  the  last  10  or 
15  years  has  not  been  out  of  proportion  to  the  in- 
creased cost  of  living  generally  nor  to  the  increased 
earning  power  of  most  Americans.  The  really  startl- 
ing increase  in  health  costs  has  been  in  the  field  of 
increased  costs  for  hospital  services.  Some  of  the 
changes  mentioned  earlier  have  contributed  to  this 
increased  cost,  but  there  have  been  other  changes 
which  make  up  a greater  portion  of  the  increase  in 
hospital  costs.  Thirty  years  or  so  ago,  salaries  in  hos- 
pitals constituted  about  one-third  of  their  operating 
expenses.  Today  65  to  70  per  cent  of  the  total  operat- 
ing costs  of  most  hospitals  are  represented  by  sal- 
aries. Traditionally  most  hospital  jobs  have  been 
filled  by  women,  and  20  or  30  years  ago  hospitals 
were  one  of  the  few  places  where  women  could  find 
employment.  World  War  II  changed  all  that  radical- 
ly in  that  it  opened  up  many  job  opportunities  for 
women  and  many  of  these  are  still  open  to  women. 
Consequently,  hospitals  have  had  to  compete  on  the 
labor  marker  on  more  nearly  even  terms  for  help  in 
order  to  staff  their  facilities. 

In  addition,  many  of  the  new  procedures,  new 
techniques,  and  new  pieces  of  equipment  in  the  hos- 
pital require  special  training  of  hospital  employees 
for  their  proper  performance.  Open  heart  surgery  is 
performed  only  with  the  assistance  of  a specially 
trained  and  highly  skilled  team.  It  costs  money  to 
train  such  people  and  more  money  to  keep  them 
working  for  the  hospital. 

Hospitals  are  faced  with  another  added  cost  in 
what  is  known  as  accelerated  obsolesence.  They  must 
have  the  best  equipment  and  machines  available  to 
perform  various  functions  for  their  patients’  treat- 
ment and  comfort.  Often  new  and  better  machines 
are  bought  to  replace  old  ones  long  before  the  old 
ones  are  worn  out.  Would  you  or  any  of  your  pa- 
tients have  it  otherwise?  It  is  a truism  that  when 
we  or  one  of  our  immediate  family  is  sick,  we  want 
the  best  care  available,  and  cost  is  not  a considera- 
tion in  time  of  serious  illness. 

Industry  recently  has  talked  much  about  automa- 
tion. Actually  this  is  a process  that  has  been  going 
on  ever  since  the  industrial  revolution  started.  What 
has  been  going  on  recently  is  only  new  and  unex- 
pected refinements  of  the  process  of  doing  by  ma- 
chine what  was  once  done  by  hand.  For  industry, 
however,  it  has  made  possible  great  reductions  in 
the  cost  of  production.  Hospital  care  is  susceptible 
to  the  processes  of  automation  only  in  a very  minor 
degree.  Some  office  procedures  and  some  food  han- 


dling and  serving  services  can  be  improved  or  re- 
duced in  cost  in  some  instances  by  a degree  of  auto- 
mation; but  for  the  most  part,  hospital  services,  just 
like  most  other  health  services,  are  personal  services 
that  cannot  be  taken  over  by  a machine.  They  are 
literally  person-to-person  services  and  will  remain  so. 
Thus  the  door  has  been  closed  for  hospitals  to  achieve 
any  substantial  savings  in  their  cost  of  operation  by 
application  of  the  methods  which  have  done  so  much 
for  industry  in  this  country. 

The  hospital  business  in  this  country  is  big  busi- 
ness. It  is  the  fifth  largest  business  in  the  country, 
based  on  the  amount  of  invested  capital  involved. 
Now,  however,  it  has  come  under  public  scmtiny  as 
never  before.  It  seems  obvious  that  such  scrutiny 
should  be  welcomed,  but  only  if  it  is  broad  enough 
in  scope  so  that  the  whole  picture  can  be  viewed. 
What  is  distressing  to  those  who  are  close  to  the 
health  care  picture  is  that  so  many  of  the  comments 
in  the  public  press  and  elsewhere  about  health  costs 
concentrate  mainly  on  how  high  such  costs  have  gone 
and  that  there  is  no  ceiling  in  sight.  Labor  seems  to 
take  the  position  that  someone  must  impose  such  a 
ceiling  and  that  for  obvious  reasons  only  the  federal 
government  can  do  so.  Labor  representatives  speak 
of  controlling  the  rise  of  hospital  costs  and  health 
insurance,  but  they  never  seem  to  speak  at  the  same 
time  of  controlling  rising  wages  in  industry,  although 
the  connection  seems  obvious  enough  to  call  for 
comment. 


TRAGEDY  OF  FEDERAL  MEDICINE 

Let  us  assume  for  a moment  that  some  of  the 
liberal  leaders  get  their  way  and  Congress  votes  com- 
pulsory prepaid  health  insurance  for  most  of  the 
people  in  this  country.  Judging  by  past  experience 
in  England  and  elsewhere,  the  cost  of  such  a program 
is  likely  to  be  three  times  any  of  the  estimates  made 
in  preliminary  discussions.  Doctors  would  immedi- 
ately have  to  start  spending  20  to  30  per  cent  of 
their  time  in  doing  the  paper  work  that  goes  with 
such  a program.  This  would  be  equivalent  to  the 
sudden  loss  of  20,000  doctors  to  the  country,  be- 
cause the  amount  of  time  they  now  spend  reporting 
to  voluntary  insurance  plans  is  insignificant  by  com- 
parison. Furthermore,  again  judging  by  experience 
elsewhere,  doctors’  offices  would  be  crowded,  day 
after  day,  with  patients  with  minor  complaints,  the 
hypochondriacs,  or  those  with  nothing  better  to  do, 
who  come  in  to  try  the  "free”  care  they  have  heard 
so  much  about.  Not  only  doctors’  offices,  but  hos- 
pitals would  become  overcrowded  with  such  people, 
so  that  patients  with  real  health  problems  would  have 
real  trouble  getting  the  necessary  care. 

Control  of  hospital  costs  would  come  with  such  a 
change,  but  at  what  ultimate  cost  to  patients?  Who 
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can  doubt  but  that  the  government  would  put  ceil- 
ings on  payments  to  hospitals?  A few  hospitals  with 
minimum  facilities  might  be  overpaid  for  a while, 
bur  the  big  majority  of  hospitals  would  be  underpaid 
by  today’s  standards  and  something  would  have  to 
give.  Quality  of  patient  care  could  not  help  but  de- 
cline as  hospitals  fought  desperately  to  meet  the 
quantity  of  care  demanded  of  them.  Little  or  no 
funds  would  be  available  for  purchase  of  new  equip- 
ment or  development  and  training  for  new  methods 
or  techniques.  There  would  be,  in  fact,  a "freeze”  of 
health  care  into  its  present  mold  with  many  of  to- 
day’s more  costly,  but  lifegiving,  methods  falling  by 
the  wayside.  The  present  dynamic  nature  of  health 
care  and  the  present  rate  of  improvement  would 
slow  down,  if  it  did  not  come  to  a grinding  halt. 

The  long  range  effect  of  such  a change  would  be 
even  more  serious.  Medicine  is  probably  getting  its 
share  of  the  best  minds  in  the  country  as  present 
results  indicate.  This  picmre,  however,  would  change 
radically  with  the  advent  of  socialized  medicine.  The 
average  net  income  of  doctors  in  England  is  stated 
to  be  around  $6,500  per  year.  Doctor  income  in  this 
country  would  also  inevitably  be  controlled,  and  some 
of  the  present  inducements  for  the  best  smdents  to 
go  into  medicine  would  suddenly  disappear  and 
other  fields  would  seem  much  more  attractive  by 
comparison.  The  long  range  results  of  such  a change 
are  impossible  to  estimate  in  advance,  just  as  they 
are  not  yet  fully  apparent  in  England.  The  dechne 
of  the  medical  profession  and  of  health  care  in  this 
country  would  follow  as  surely  as  night  follows  day. 
Instead  of  today’s  bargain  in  high  quality  progressive 
health  care,  the  American  public  would  be  paying  an 
outrageous  cost  for  a mediocre  kind  of  health  care, 
acceptable  to  no  one — at  least  in  this  country.  And 
make  no  mistake,  every  step  in  the  direction  of 
socialized  medicine  is  an  irreversible  step;  there  is  no 
turning  back,  if  we  are  to  believe  the  experience  of 
other  countries. 

A more  serious  result  of  any  turn  to  socialized 
medicine  to  answer  the  problem  of  the  cost  of  health 
care  would  be  the  gigantic  boost  this  would  be  for 
the  cause  of  socialism  in  this  country.  If  medicine 
falls  to  socialism,  then  a more  or  less  completely  so- 
cialized economy  is  only  a matter  of  time  and  Karl 
Marx  will  have  been  proven  right  again  in  recom- 
mending socialization  of  medicine  as  the  big  enter- 
ing wedge  for  socialism  and  communism. 

This  is  the  real  tragedy  of  the  present  hullabaloo 
for  a federal  program  for  health  care  of  the  aged 
under  the  social  security  system.  Those  who  are  advo- 
cating it  so  loudly  are  either  ignorant  of  the  evils 
that  come  in  its  train  or  working  for  the  cause  of 
socialism  in  this  country  in  violation  of  every  tradi- 
tion that  has  contributed  to  America’s  greatness.  Who 


can  doubt  that  the  road  to  socialism  is  the  road  to 
bankruptcy?  England’s  ventures  in  the  realm  of  so- 
cialism have  been  financed,  in  part  at  least,  by  sub- 
sidies from  the  United  States  under  one  name  or 
another;  but  who  or  what  country  would  help  to 
finance  similar  ventures  in  this  country?  The  an- 
swer, of  course,  is  that  only  the  American  taxpayer 
is  available  for  such  exploitation;  and  he  is  already 
burdened  with  the  astronomical  costs  of  a cold  war 
that  shows  no  sign  of  any  let-up,  as  well  as  the  con- 
stantly rising  cost  of  government — city,  county,  state, 
and  federal. 


CRITICAL  CHOICE 

A time  of  critical  choice  is  at  hand.  If  Congress 
votes  some  version  of  the  Forand  bill  for  care  of 
the  aged  under  social  security,  the  point  of  no  return 
will  have  been  reached  and  the  ultimate  and  complete 
control  of  hospitals  and  the  practice  of  medicine  by 
the  federal  government  will  be  only  a matter  of  time. 
He  who  pays  the  piper  calls  the  mne. 

The  medical  profession  and  the  hospitals  still  have 
time  to  tell  their  story  to  the  American  public,  if 
they  will  do  so.  An  informed  American  public  could 
not  possibly  choose  government  control  of  health 
care  and  give  up  the  high  quality  of  health  care 
available  today  and  also  the  bright  promise  of  the 
future.  Let  us  each  resolve  to  do  our  own  share  of 
telling  the  story  to  those  whom  we  know  or  with 
whom  we  come  in  contact,  who  may  finally  decide 
the  issue — the  voters. 

♦ Mr.  Webb,  Blue  Cross-Blue  Shield  of  Texas,  2208  Main 
Street,  Dallas  22. 


New  Approach  for  Ligomenf  Repair 

An  original  surgical  approach  to  repair  of  the  avulsion 
fracture  of  the  tibial  attachment  of  the  posterior  cruciate 
ligaments  is  presented  in  an  article  by  Lt.  Col.  John  J. 
Brennan,  William  Beaumont  Army  Hospital,  El  Paso,  in 
the  June  issue  of  Southwestern  Medicine. 

Instead  of  the  usual  posterior  popliteal  approach,  a 
medioposterior  surgical  approach  to  the  posterior  of  the 
knee  joint  is  used.  This  approach  plus  medial  meniscectomy 
enables  the  surgeon  to  visualize  the  damage  and  repair  the 
avulsed  fracture.  Stainless  steel  wire  internally  fixes  the 
bony  fragment  in  place. 


Millions  Earmarked  for  Health  Services 

A total  of  $161,843,030  was  raised  during  the  past  fiscal 
year  by  10  major  national  health  agencies,  the  American 
Association  of  Fund  Raising  Counsel  has  reported.  The 
counsel  noted  that  $276,000,000  additional  in  tax  money  is 
spent  in  the  national  budget  for  promotion  of  health. 
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Advantages  of 
Private  Medical 
Care 

MARTHA  JOBE 

Wichita  Falls,  Texas 


ENGLAND’S  practice  of  "socialized  medicine” 
has  made  America  realize  the  advantages  of 
private  care.  "Socialized  medicine”  is  no  longer  a 
theory  but  has  been  tried  in  several  European  coun- 
tries. During  this  time  several  changes  have  occurred 
in  private  medical  practice.  There  are  many  more 
benefits  to  the  general  public,  the  physician,  and  the 
patient.  Doctors,  nurses,  and  business  men  have  at- 
tempted to  inform  the  American  public  of  the  dan- 
gers resting  in  "socialized  medicine.”  Under  this 
form  of  medical  care  all  individuality  would  be  lost. 
Ambition  would  be  imprisoned  by  the  endless  re- 
ports, the  legal  measures,  and  the  standardization  of 
"socialized  medicine.” 

It  is  upon  freedom  of  thought  and  aaion  that 
the  America  created  by  our  forefathers  has  been 
founded  and  exists  today.®  It  is  upon  that  same  free- 
dom that  the  doctors  of  years  ago  created  the  medi- 
cal profession  and  built  it  into  one  of  the  most 
respeaed  and  worthy  of  all  professions.  In  America, 
the  general  thought  of  all  life  and  development  has 
been  the  freedom  of  action — free  enterprise.  The 
whole  story  of  medicine  in  this  country  is  that  of  an 
orderly  evolution,  unrestricted  by  regimentation  or 
federal  interference.  The  American  system  of  medi- 
cine protects  the  basic  liberties  so  dear  to  every 
American.  If  these  liberties  are  in  any  way  destroyed, 
modern  America  will  fall!  Private  care  insures  free- 
dom. Americans  creeping  toward  socialism  do  not 
realize  that,  yearning  to  do  good  and  obsessed  by 
the  power  of  the  state  to  do  it,  they  are  destroying 
in  the  name  of  social  welfare,  the  very  foundations 
of  freedom.^ 

Another  benefit  to  the  general  public  is  the 
sound  economy  in  the  present  medical  system.  There 
is  no  such  thing  as  "free  service!”®  Someone  has  to 
pay  for  everything  the  public  receives.  The  financial 
responsibility  of  "free  service”  falls  on  the  general 
public.  Two  groups  of  individuals  are  considered  in 
discussing  the  costs  of  medical  service:  ( 1 ) those 
able  to  pay  normal  costs  of  care,  and  (2)  those  to 
require  assistance  in  meeting  medical  bills.  For  those 
able  to  meet  bills,  the  medical  profession  has  devised 
a positive  program:  continued  promotion  of  volun- 


tary health  service.  This  provides  one  of  the  best 
methods  by  which  the  average  American  can  finance 
medical  and  health  costs.^  In  Russia,  the  practice  of 
equal  sharing  is  called  communism.  In  England,  it 
is  called  socialism.  In  America,  it  is  called  social 
welfare.  In  the  field  of  moral  law,  it  is  called  thievery 
— taking  by  force  or  stealth  that  which  rightfully 
belongs  to  another  person  through  requiring  him  to 
bear  another’s  burden. 

'The  best  benefit  to  the  general  public  under  pri- 
vate care  is  the  better  care  all  receive.  'The  medical 
profession  is  dedicated  to  the  betterment  of  public 
health.  'These  principles  have  taken  the  form  of  con- 
crete, constructive,  programs  designed  to  bring  bet- 
ter health  to  the  American  people.  Medicine  pros- 
pers in  discovery  and  improvement.  Because  of  new 
discoveries  and  research,  the  average  physician’s  ef- 
ficiency has  increased  30  per  cent  in  the  last  15 
years.^  This  has  come  through  the  use  of  new  drugs 
and  antibiotics,  new  techniques,  modern  equipment, 
and  increased  help  from  laboratories.  More  recently, 
medicine  has  harnessed  by-products  of  the  atomic  age 
called  radioisotopes  to  kiU  certain  forms  of  cancer 
and  to  trace  vital  body  functions.^  New  methods  of 
treatment  have  been  evolved  with  drugs  from  atom- 
smashing  machines.  Despite  all  shortcomings,  Amer- 
ica has  the  best  health  record  of  any  major  nation  in 
the  world — a result  largely  attributed  to  the  free 
development  of  medical  techniques. 


ADVANTAGES  TO  DOCTORS 

Doctors  receive  many  benefits  under  private  prac- 
tice. A physician  has  more  time  for  diagnosis  and 
prescriptions  of  adequate  medicine  for  individual 
patients.  Under  a government  plan,  doctors,  instead 
of  working  for  the  patient,  would  be  working  for 
the  government.®  If  a person  becomes  ill,  the  doc- 
tor would  have  to  consult  government  regulations  to 
see  if  the  person  was  eligible  for  his  help,  what 
approved  medicines  to  prescribe,  whether  the  patient 


Miss  Martha  Jobe,  student  at 
Wichita  Fails  High  School,  won 
first  place  with  this  paper  in 
the  1 959  state  contest  of  the 
Association  of  American  Physi- 
cians and  Surgeons. 


The  rapid  growth  of  medicine  and  medical  techniques  is 
largely  attributed  to  the  development  of  free  enterprise. 
With  socialized  medicine,  ambition  would  be  imprisoned  by 
the  endless  reports,  the  legal  measures,  and  the  standardiza- 
tion of  this  form  of  medical  care. 
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was  sick  enough  to  go  to  the  hospital,  and  whether 
the  hospital  could  admit  the  patient.  Under  this  form 
of  medicine,  reports  have  to  be  filed  on  all  patients 
— usually  three  copies.  So  much  time  would  be  spent 
on  reports,  there  would  be  less  for  the  patient.  The 
quality  of  service  would  go  down.  Study  and  research 
would  suffer  also.  One  critic  has  said,  "Under  a so- 
cialized form,  more  persons  would  be  under  the 
care  of  the  physician  with  less  under  the  stetho- 
scope. The  doctor’s  time  would  be  taken  up  filling 
out  endless  forms,  with  ink  on  his  fingers,  instead  of 
iodine.”^ 

Perhaps  the  best  advantage  under  private  prac- 
tice to  a physician  is  the  independence  he  has  in  his 
profession.  The  progress  of  the  medical  profession 
during  the  last  half  century  has  been  achieved  under 
a voluntary  system  which  emphasizes  free  enterprise, 
individual  initiative,  responsibility  on  everyone’s  part, 
and  cooperative  effort.^  'This  has  been  accomplished 
by  doctors,  nurses,  hospitals,  businesses,  education, 
and  all  segments  of  American  society  working  to- 
gether as  a unit.  This  independence,  guarded  by  free 
enterprise,  is  the  basis  of  the  American  system.  An 
example  of  this  independence  is  found  in  a country 
doctor  accepting  eggs  and  bacon  for  payment,  using 
his  knowledge  in  prescribing  a medication  for  a 
patient,  and  gaining  self-respect  as  he  takes  time  to 
help  a small  child. 

PATIENTS'  BENEFITS 

Patients  reap  many  benefits  under  private  care. 
They  have  their  personal  choice  of  physician.  The 
medical  profession  has  had  the  objective  of  render- 
ing good  service  at  costs  the  public  can  afford  to 
pay.  There  are  many  faaors  in  the  attainment  of 
this  goal.  One  of  these  is  the  freedom  in  the  choice 
of  doctors,  which  has  been,  and  still  is,  a fundamental 
principle  in  medical  practice.^  Medical  service  can- 


not be  standardized  by  mle.  As  patients  are  diverse 
in  demands  and  differ  in  characteristics,  their  tastes 
in  physicians  differ.  Under  the  American  system,  pa- 
tients can  choose  any  doctor,  therefore  exercising  a 
precious  and  God-given  freedom. 

During  the  last  25  years  of  new  discoveries,  the 
most  exacting  clinical  aids  have  been  devised  and 
more  accurate  diagnoses  have  been  made.  Under- 
standing of  many  medical  problems  that  have  re- 
mained mysteries  for  years  is  now  available.  It  is  a 
matter  of  equipment,  however,  that  benefits  the  pa- 
tient. 'Through  research,  more  equipment  is  being 
used  in  combating  diseases.  Better  machines,  using 
atomic  power,  are  waging  war  against  cancer  cells. 
This  equipment  is  making  the  span  of  life  longer 
than  ever  before.  Within  a few  decades,  vitamins, 
sulfa,  drugs,  antibiotics,  and  hormones  have  been 
added  to  the  battle  against  disease. 

The  rapid  growth  of  medicine  and  medical  tech- 
niques is  largely  attributed  to  the  free  development 
of  enterprise.  'Through  the  freedom  of  opportunity 
and  personal  liberty  America  offers  her  children,  the 
medical  profession  has  risen  from  one-room  hospitals 
to  large  centers  of  research,  diagnosis,  and  treatment. 
The  dreams  of  the  American  pioneer  doctors  are 
realized  today.  Many  fields  have  developed  due  to 
research  and  smdy.  'This  is  the  freedom  our  fore- 
fathers died  for.  If  socialism  is,  in  any  way,  allowed 
to  enter  our  country,  these  dead  shall  have  died  in 
vain. 
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Carcinoma  of  the 
Ampulla  of  Vater 


It  is  the  purpose  of  this  paper  to  report  2 cases  of 
carcinoma  of  the  ampulla  of  Vater  treated  by  pan- 
creatoduodenectomy in  which  the  patients  have  sur- 
vived more  than  5 years,  to  call  attention  to  the  long 
surviving  cases  reported  in  the  American  literamre, 
and  to  reemphasize  several  facts  relating  to  the  care 
of  these  patients.  Since  the  work  of  Whipple,  Cattell, 
Orr,  Child,  Brunschwig,  and  others  has  resulted  in 
a standardization  of  the  technique  used  in  the  block 
dissection  of  the  head  of  the  pancreas,  duodenum, 
and  distal  portion  of  the  common  duct,  no  attempt 
will  be  made  to  discuss  this  phase  of  the  problem. 


Survival  for  More 
Than  5 Years  After 
Pancreatoduodenectomy 

ADOLPH  KAUFFMANN,  M.D. 

Fort  Worth,  Texas 

Malignant  tumors  of  the  periampullary 

region  have  all  been  technically  amenable  to 
radical  extirpation  since  Whipple,  Parsons,  and  Mul- 
lins first  performed  a successful  two-stage  pancreato- 
duodenectomy for  carcinoma  of  the  ampulla  of  Vater 
in  1935.  A sufficient  number  of  cases  have  been 
reported  now  to  indicate  that  of  these  tumors,  car- 
cinoma of  the  ampulla  of  Vater  more  nearly  ap- 
proaches the  ideal  for  which  a radical  curative 
operation  may  be  performed.  Such  tumors  produce 
obstructive  jaundice  much  sooner  than  those  of  the 
head  of  the  pancreas.  The  tumors  remain  localized 
for  a much  longer  period  of  time  than  the  other 
tumors  of  this  region,  and  metastases  occur  much 
later.  My  interest  in  this  problem  has  been  stimulated 
not  only  by  my  personal  experience,  but  by  the 
meager  number  of  reports  of  patients  surviving  more 
than  5 years. 


Dr.  Adolph  Kauffmann  of  Fort 
Worth  presented  this  paper  be- 
fore the  Texas  Surgical  Society, 
October  6,  1958,  in  Galveston. 

Two  cases  of  carcinoma  of  the  ampulla  of  Voter  are  cited, 
each  patient  surviving  more  than  5 years.  The  author  believes 
carcinoma  of  the  ampulla  should  be  treated  by  pancreatoduo- 
denectomy. Biopsy  and  frozen  section  of  lesions  of  the  ampulla 
of  Voter  is  on  accurate  and  informative  procedure. 


CASE  REPORTS 

Case  1. — R.H.S.,  aged  53,  was  admitted  to  Harris  Hos- 
pital on  December  31,  1951,  with  a chief  complaint  of 
nausea,  vomiting,  low  grade  fever,  and  jaundice  of  several 
days’  duration.  For  the  prior  2 months,  the  patient  had 
noticed  several  episodes  of  chills  and  fever  and  a sense  of 
"not  feeling  well.”  Three  weeks  before,  the  i>atient  had  an 
episode  of  dull  pain  in  the  right  upper  quadrant  of  the 
abdomen  which  lasted  several  hours  and  was  accompanied 
by  fever,  but  no  nausea.  Prior  to  the  onset  of  icterus  the 
patient  had  noticed  extreme  itching.  The  stools  were  noted 
to  be  light  in  color  and  the  urine  dark  orange  1 week  pre- 
vious. There  had  been  no  past  history  of  surgery,  transfu- 
sions, or  other  illnesses. 

Physical  examination  revealed  a well  nourished  white 
man  with  moderate  icterus  of  the  sclerae  and  skin.  The 
cardiorespiratory  systems  were  normal.  There  was  slight 
tenderness  to  deep  pressure  in  the  right  upper  quadrant  of 
the  abdomen,  but  no  masses  were  palpated. 

Laboratory  smdies  were  as  follows:  On  December  31, 
1951,  the  red  blood  count  was  4,700,000  per  cubic  milli- 
meter, hemoglobin  14.8  Gm.,  white  blood  count  7,050 
with  normal  differential;  urine  positive  for  urobilinogen; 
total  serum  bilirubin  4.5  mg.  per  100  cc.  with  3.9  mg. 
per  100  cc.  direct;  alkaline  phosphatase,  cholesterol,  cepha- 
lin  flocculation,  prothrombin  time,  and  serum  proteins 
normal.  On  January  3,  1952,  total  bilirubin  was  3.9  mg. 
per  100  cc.  On  January  7 the  bilirubin  level  fell  to 
2.8  mg.  per  100  cc.,  but  January  10  it  rose  again  to  4.2 
mg.  total  with  3.3  mg.  direct.  Roentgenograms  of  the 
upper  gastrointestinal  tract  were  normal. 

Because  of  the  history  of  recurrent  pain  and  fluctuating 
type  of  jaundice  with  evidence  of  normal  liver  function, 
it  was  thought  that  an  exploratory  laparotomy  should  be 
p».rformed.  The  preoperative  diagnosis  was  common  duct 
stone.  On  January  15,  under  general  anesthesia  the  ab- 
domen was  explored  through  a bilateral  subcostal  transverse 
incision.  The  gallbladder,  common  duct,  and  pancreas  ap- 
peared normal,  as  did  the  liver.  Consequently,  the  duo- 
denum was  reflected  medially  and  opened  at  the  level  of 
the  ampulla  of  Vater.  A firm  tumor  mass  measuring  1.5 
cm.  in  diameter  was  found  replacing  the  ampulla.  A 
portion  of  the  tumor  was  excised  for  biopsy.  A frozen 
section  revealed  adenocarcinoma  of  the  ampulla  of  Vater. 
Since  no  nodes  were  palpable  and  the  liver  appeared  nor- 
mal, a one  stage  pancreatoduodenectomy,  subtotal  gastrec- 
tomy, and  cholecystectomy  were  performed.  The  intestinal, 
biliary,  and  pancreatic  continuity  was  reestablished  using 
Child’s  technique. 

The  choledochojejunostomy  was  splinted  with  number 
16  catheter  brought  to  the  outside  through  the  jejunal 
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wall.  The  patient  had  an  uneventful  postoperative  course 
until  January  24,  when  he  had  a sudden  onset  of  rather 
severe  right  flank  pain  with  radiation  to  the  right  testicle. 
The  abdominal  drainage  had  ceased  prior  to  this.  Roent- 
genograms on  January  25  revealed  a right  pleural  effu- 
sion and  elevation  of  the  right  diaphragm.  On  January  26 
a thoracentesis  was  performed  with  removal  of  500  cc.  of 
bloody  fluid.  The  following  day  the  abdominal  wound 
drained  spontaneously  and  profusely.  It  was  assumed  that 
a subdiaphragmatic  collection  of  fluid  had  been  the  etio- 
logical factor.  By  February  3 the  patient  was  completely 
afebrile  and  on  a general  diet  with  normal  gastrointestinal 
function,  so  he  was  dismissed  from  the  hospital. 

Pathological  findings  were  grade  1 adenocarcinoma  of 
the  ampulla  of  Vater  with  invasion  of  the  muscularis  of 
the  duodenum  ( fig.  1 ) . The  adjacent  lymph  nodes  were 
free  of  metastasis.  The  pancreas  was  normal,  but  the  gall- 
bladder contained  some  chronic  inflammatory  reaction. 

This  patient  has  been  followed  at  frequent  intervals 
and  has  remained  asymptomatic.  He  has  had  no  dietary 


Fig.  1.  Case  1.  Pathological  findings  were  grade  1 ade- 
nocarcinoma of  the  ampulla  of  Voter  with  invasion  of 
the  muscularis  of  the  duodenum. 


restriction  and  stool  studies  confirm  a normal  amount  of 
pancreatic  enzymatic  activity.  He  has  not  required  any 
supplemental  pancreatin.  A chest  roentgenogram  and  upper 
gastrointestinal  series  in  June,  1952,  revealed  no  abnor- 
mality except  that  created  surgically.  The  patient  was  seen 
on  September  15,  1958,  and  found  to  be  completely 
asymptomatic  with  no  abnormal  physical  findings.  He  has 
continued  with  his  usual  employment  since  his  conva- 
lescence. 

Figure  2 diagrammatically  shows  operative  procedure 
used  and  pathologic  condition  found. 

Case  2. — Mrs.  W.  T.  B.,  aged  60,  was  admitted  to  Har- 
ris Hospital  on  December  21,  1952.  In  June  1952,  she 
began  to  have  vague  abdominal  pains  and  occasional  nausea 
with  some  anorexia  and  nervousness.  She  was  seen  by  a 
physician  in  another  city,  who  performed  a total  hysterec- 
tomy in  July.  The  pathology  report  was  fibrosis  uteri. 

Following  the  surgery,  the  patient  continued  to  have 
the  same  symptoms  with  the  pain  becoming  more  severe 
and  predominantly  in  the  epigastrium.  By  November  17, 
the  nausea  and  vomiting,  anorexia  and  pain  were  daily 
occurrences,  causing  a weight  loss  of  20  pounds.  A com- 
plete g.strointestinal  survey  done  at  this  time  revealed  no 
lesions  other  than  a small  diverticulum  in  the  duodenum. 
In  spite  of  various  medications,  the  patient’s  symptoms 
continued.  Serum  bilirubin  on  December  13  was  1.39  mg. 
per  100  cc. 

Physical  examination  revealed  a chronically  ill  woman 
with  a completely  normal  cardiorespiratory  system.  The 
only  positive  findings  were  tenderness  in  the  right  upper 
quadrant  of  the  abdomen  and  a slight  icteric  tint  to  the 
sclerae.  Laboratory  findings  were  as  follows:  red  blood 
count  4,300,000,  hemoglobin  13.6  Gm.,  white  blood  count 
12,200  with  90  per  cent  polymorphonuclear  leukocytes,  9 
per  cent  lymphocytes,  and  1 per  cent  monocytes.  Urine 
contained  bile  and  urobilinogen,  cephalin  flocculation  was 
negative,  serum  bilirubin  was  2.38  mg.  per  100  cc.  with 
1.86  mg.  direct  and  0.52  mg.  indirect. 

Because  of  the  increase  in  the  bilirubin  level,  it  was 
thought  that  the  patient’s  symptoms  were  due  probably  to 
a common  duct  stone  or  a carcinoma  of  the  ampulla  of 
Vater.  She  was  given  several  transfusions  and  vitamin  K. 


Corcinomo  OrAmpiJIaOrVdr 


Operalion 


Fig.  2.  Case  1.  Operating  procedure  for  the  poncreatoduodenectomy  and  the  pathologic  condition  found  are  shown. 
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On  December  23,  an  exploratory  laparotomy  was  performed 
under  general  anesthesia  through  a bilateral  subcostal  inci- 
sion. The  gallbladder  was  found  to  be  chronically  inflamed 
with  adhesions  between  it  and  the  omentum,  but  contain- 
ing no  stones.  The  common  duct  was  dilated  and  some 
nodularity  was  felt  in  the  head  of  the  pancreas.  The  duo- 
denum was  reflected  medially  and  a portion  removed  from 
the  pancreas  for  frozen  section.  The  biopsy  revealed  an 
inflammatory  reaction  in  otherwise  normal  pancreatic  tis- 
sue. The  duodenum  then  was  opened  and  explored.  Pro- 
jected from  and  involving  the  ampulla  of  Vater  was  a 
papillomatous  lesion  measuring  2 cm.  in  diameter.  A por- 
tion of  the  lesion  was  excised  for  biopsy.  Frozen  section 
revealed  an  adenocarcinoma  of  the  ampulla  of  Vater.  A 
pancreatoduodenectomy  then  was  performed,  using  the  same 
technique  as  in  the  previous  case. 

The  patient  had  an  uneventful  postoperative  course.  The 
only  complication  was  a slightly  prolonged  drainage  from 
the  abdominal  wound  of  a clear  fluid  resembling  pancreatic 
secretion.  The  catheter  splint  was  removed  on  the  ninth 
postoperative  day.  The  serum  bilirubin  was  1 mg.  per  100 
cc.  and  the  red  blood  count  4,600,000.  The  final  pathologi- 
cal diagnosis  was  the  following:  (1)  Adenocarcinoma  of 
ampulla  of  Vater  grade  II  without  invasion  of  the  sur- 
rounding pancreas  (fig.  3).  Several  adjacent  lymph  nodes 
revealed  inflammation  only.  (2)  Acute  and  chronic  chole- 
cystitis. (3)  Focal  pancreatitis  and  fat  necrosis. 

The  patient  has  been  followed  closely  as  an  out-patient 
since  that  time.  She  has  remained  ambulatory,  regained  her 
lost  weight,  and  has  been  asymptomatic  except  for  several 
bouts  of  cystitis.  Immediately  after  hospital  dismissal,  the 
patient  noticed  that  her  stools  were  fluffy  and  floated  on 
water.  Pancreatin  capsules  with  meals  corrected  this  condi- 
tion. She  has  continued  taking  these  intermittently  and 
seems  to  feel  better  when  she  does.  She  was  last  seen  on 
August  20,  1958,  for  a routine  follow-up  examination.  No 
evidence  of  neoplastic  recurrence  or  other  pathology  was 
noted. 


COMMENTS 

Table  1 shows  the  5 year  survivals  reported  in  the 
literature.  The  table  shows  only  19  patients  surviving 
longer  than  5 years.  I am  certain  there  are  others  that 
have  not  as  yet  appeared  in  the  literattire.  Not  all 


Fig.  3.  Case  2.  Adenocarcinoma  of  the  ampulla  of  Voter 
grade  II  without  invasion  of  the  surrounding  pancreas. 
Several  adjacent  lymph  nodes  revealed  inflammation 
only. 


long-term  survivals  have  followed  radical  reseaions, 
however.  "Koerte  performed  a local  resection  which 
was  followed  by  22  years  survival.  Dennis  and  Varco 
also  report  a patient  living  and  well  12  years  after  a 
local  resection.  However,  in  the  same  article  they  cite 
a second  case  of  local  resection  where  there  were  no 
apparent  metasteses  in  which  recurrence  required 
radical  excision  four  years  later.  Although  at  the  time 
of  the  second  procedure  there  was  no  gross  evidence 
of  metastases,  the  patient  died  seven  years  later  of 
abdominal  carcinomatosis.”  Louis  Nason  is  an  advo- 
cate of  local  resection  for  ampuUary  carcinoma  and 
has  reported  several  cases  treated  in  this  manner,  but 
none  have  been  followed  long  enough  to  be  signifi- 
cant. Regardless  of  the  slowness  of  growth  or  the 
grade,  these  tumors  are  still  malignant  neoplasms  and 
should  be  treated  as  such.  Many  authors  are  in  agree- 
ment with  this  principle  (Cattell,  Dennis  and  Varco, 
Orr,  Brunschwig,  and  others)  because  even  follow- 
ing pancreatoduodenectomy  only  30  per  cent  survive 
5 years.® 

The  most  significant  factor  in  the  2 cases  pre- 
sented here  was  the  early  exploration  allowing  for 
the  discovery  of  lesions  young  enough  to  be  cured 
by  en  bloc  resection.  Any  patient  presenting  with 
upper  abdominal  pain,  nausea,  and  elevated  bilirubin 
level  with  normal  liver  funaion  tests  should  be  con- 
sidered carefully  for  exploratory  surgery. 

These  cases  also  illustrate  the  importance  of  mobil- 
izing and  opening  the  duodenum  in  early  jaundice. 


Table  1. — Longer  than  5 Year  Survivals  after  Pancreato- 
duodenectomy for  Carcinoma  of  Ampulla  of  Vater. 


Author 

Year 

Survival 

Silver  and  Zinninger 

1948 

7 yr.  (died  of  melanoma) 

Cattell  and  Pyrtek 

1949 

6 yr.,  2 mo. 

(3  cases) 

5 yr.,  7 mo. 

5 yr.,  7 mo. 

Thompson 

1949 

7 yr. 

Brunschwig 

1949 

8 yr.,  9 mo. 

Miller  and  Clagett 

1951 

5 yr. 

(3  cases) 

5 yr. 

5 yr. 

Child  and  Ellis 

1951 

5 yr.,  3 mo. 

Bennett  (reporting 

1952 

10  yr. 

3 cases  of  Hunt) 

11  yr. 

12  yr. 

Dennis  and  Varco 

1955 

10  yr.,  3 mo. 

(2  cases) 

(died  apparently  of 
metastases ) 

9 yr.,  7 mo. 

(living  and  well) 

Swan  and  Pfister 

1956 

9 yr. 

Kauffmann 

1958 

5 yr.,  9 mo. 

(2  cases) 

6 yr.,  8 mo. 

(living  and  well) 
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This  is  an  important  diagnostic  tool  in  any  upper  ab- 
dominal exploration.  In  case  2,  I doubt  that  I would 
have  found  the  tumor  mass  without  performing  a 
duodenotomy,  because  the  nodularity  and  thickening 
in  the  head  of  the  pancreas  made  the  trnnor  itself 
impossible  to  feel  as  a definitive  mass. 

Many  authors  have  condemned  biopsy  and  frozen 
seaion  of  rumors  of  the  head  of  the  pancreas  and 
ampulla,  and  few  have  supported  its  value.  However, 
Spjut  and  Ramos  in  review  of  cases  from  Barnes 
Hospital  concluded  that  biopsy  with  frozen  section 
of  the  pancreas  and  ampullary  regions  is  considered 
to  be  an  accurate,  informative,  and  reasonably  safe 
procedure.  Certainly,  I would  have  hesitated  to  resort 
to  such  radical  surgery  on  these  2 patients  without 
a positive  diagnosis  of  carcinoma. 

The  many  postoperative  years  of  fruitful,  active 
life  without  any  disability  of  these  2 patients  il- 
lustrates again  the  feasibility  of  pancreatoduodenec- 
tomy and  gives  it  a permanent  place  in  our  surgical 
armamentarium. 


SUMMARY 

Two  cases  of  carcinoma  of  ampulla  of  Vater  with 
more  than  5 years  survival  have  been  reported.  All 
of  such  cases  reported  in  the  current  literature  have 
been  acknowledged.  Carcinoma  of  the  ampulla  should 
be  treated  by  pancreatoduodenectomy.  Early  explora- 
tion of  cases  with  jaundice  of  the  obstructive  type 
will  improve  the  cure  rate  of  this  disease.  Biopsy  and 
frozen  section  of  lesions  of  the  ampulla  of  Vater  is 
an  accurate,  informative  procedure. 
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"ic  Coming  Meetings 


Texas  Medical  Association,  Fort  Worth,  April  9-12,  I960  (Execu- 
tive Board,  Sept.  27,  1959).  Dr.  F.  W.  Yeager,  Corpus  Christi, 
Pres.;  Mr.  C.  Lincoln  Williston,  1801  North  Lamar  Blvd.,  Aus- 
tin, Exec.  Secy. 

American  Medical  Association,  Dallas  (Clinical  Session),  Dec.  1-4, 
1959.  Dr.  Louis  M.  Orr,  Orlando,  Fla.,  Pres.;  Dr.  F.  J.  L.  Blas- 
ingame,  535  Noith  Dearborn,  Chicago  10,  Exec.  Vice-Pres. 


Current  Meetings 

August 


American  Congress  of  Physical  Medicine  and  Rehabilitation,  Min- 
neapolis, Aug.  30-Sept.  4,  1959-  Dr.  Arthur  C.  Jones,  Portland. 
Ore.,  Pres.;  Dorothea  C.  Augustin,  30  N.  Michigan  Ave.,  Chicago 
2,  Executive  Secy. 

American  Hospital  Association,  New  York.  Aug.  24-27,  1959.  Mr. 
Tol  Terrell,  San  Angelo,  Pres.;  Dr.  Edwin  L.  Crosby,  810  N. 
Lake  Drive,  Executive  Director. 

North  Texas-Southern  Oklahoma  Fall  Clinical  Conference,  Wichita 
Falls.  Aug.  22,  1959-  Dr.  Frank  J.  Lee.  1300  8th,  Wichita  Falls. 
Chm. 


September 


American  Association  of  Obstetricians  and  Gynecologists.  Hot 
Springs.  Va.,  Sept.  10-12,  1959.  Dr.  Joe  V.  Meigs,  Boston,  Pres.; 
Dr.  E.  Stewart  Taylor.  University  of  Colorado  School  of  Medicine. 
4200  E.  9th,  Denver,  Secy.  September  meeting  by  invitation  only. 
American  College  of  Gastroenterology,  Los  Angeles,  Sept.  20-26, 
1959.  Dr.  Frank  L.  Borrelli,  New  York,  Pres.;  Mr.  Daniel 
Weiss,  33  West  60th,  New  York  23,  Executive  Director. 
American  College  of  Surgeons,  Atlantic  City,  Sept.  28-Oct.  2. 
1959.  Dr.  Newell  W.  Philpott,  Montreal,  Pres.;  Dr.  Michael  L. 
Mason,  40  E.  Erie,  Chicago  1 1 , Secy. 

American  Society  of  Clinical  Pathologists,  Chicago,  Sept.  7-11. 
1959-  Dr.  Edward  L.  Burns,  Toledo,  Pres.;  Mr.  Claude  E.  Wells. 
2052  N.  Orleans.  Chicago  14,  Executive  Secy. 

International  College  of  Surgeons,  U.  S.  Chapter.  Chicago,  Sept. 
13-17,  1959-  Dr.  Edward  L.  Compere,  Chicago,  Pres.;  Dr.  Ross 
T.  Mclntire,  1516  Lake  Shore  Dr.,  Chicago,  Executive  Director. 
Southwest  Regional  Cancer  Conference,  Fort  Worth,  Sept.  20,  1959- 
Dr.  W.  S.  Lorimer,  Jr.,  Fort  Worth,  Chm.;  Mrs.  Ira  Frances  Ball. 
264  W.  11th,  Fort  Worth,  Secy. 

Eighth  District  Society,  Viaoria,  Sept.  19.  1959-  Dr.  Joseph  Magli- 
olo,  Dickinson,  Pres.;  Dr.  M.  Warren  Hardwick,  829  E.  Mulberry. 
Angleton,  Secy. 

Eleventh  District  Society,  Palestine,  Sept.  9,  1959-  Dr.  Ben  Wilson. 
Tyler,  Pres.;  Dr.  Phillip  W.  Taylor.  833  S.  Beckham,  Tyler,  Secy. 


National  and  Regional 

American  Academy  of  Allergy,  Hollywood-by-the-Sea,  Fla.,  Jan. 
11-13,  I960.  Dr.  Francis  C.  Lowell,  Boston,  Pres.;  Dr.  Joseph 
Noah,  100  N.  Euclid  Ave.,  St.  Louis  8,  Mo.,  Secy. 

American  Academy  of  Dermatology  and  Syphilology,  Chicago,  Dec. 
5-10,  1959.  Dr.  A.  C.  Cipollaro,  New  York,  Pres.;  Dr.  Robert 
R.  Kierland,  Mayo  Clinic,  Rochester,  Minn.,  Secy. 

American  Academy  of  General  Practice,  Philadelphia,  March  19-24, 
I960.  Dr.  Fount  Richardson,  Fayetteville,  Ark.,  Pres.;  Mr.  Mac 
F.  Cahal,  Volker  Blvd.  at  Brookside,  Kansas  City  12,  Executive 
Secy. 

American  Academy  of  Ophthalmology  and  Otolaryngology,  Chicago, 
Oct.  11-16,  1959.  Dr.  John  H.  Dunnington,  New  York,  Pres.; 
Dr.  W.  L.  Benedict,  15  Second  St.  S.W.,  Rochester,  Minn.,  Secy, 
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American  Academy  of  Pediatrics.  Qiicago,  Oct.  5-8,  1959-  Dr. 
James  C.  Overall,  Nashville,  Pres.;  Dr.  E.  H.  Christopherson, 
1801  Hinman  Ave.,  Evanston,  111.,  Executive  Secy. 

American  Association  for  Maternal  and  Infant  Health.  Dr.  M.  Edward 
Davis,  Chicago,  Pres.;  Mrs.  Patricia  Dorr,  116  S.  Michigan  Ave., 
Chicago  3,  Executive  Direaor. 

American  Association  for  Thoracic  Surgery,  Miami  Beach,  May  11- 
13,  1960.  Dr.  William  E.  Adams,  Chicago,  Pres.;  Dr.  Hiram  T. 
Langston,  7730  Coiondelet  Ave.,  St.  Louis  5,  Secy. 

American  Association  of  Genito-Urinary  Surgeons.  Dr.  John  A.  Tay- 
lor, New  York,  Pres.;  Dr.  W.  J.  Engel,  2020  E.  93rd  St.,  Qeve- 
land  6,  Secy. 

American  Cancer  Society,  New  York,  Oa.  28-29,  1959.  Dr.  Eu- 
gene P.  Pendergrass,  Philadelphia,  Pres.;  Mr.  Granville  Whittle- 
sey, 521  West  57th  St.,  New  York  19,  Secy. 

American  College  of  Allergists,  Miami  Beach,  Feb.  28-March  5, 
I960.  Dr.  Cecil  M.  Kohn,  Kansas  City,  Pres.;  Mr.  Eloi  Bauers, 
2160  Rand  Tower,  Minneapolis,  Executive  Vice-Pres. 

American  College  of  Chest  Physicians.  Miami  Beach,  Fla.,  June  8-12, 
I960.  Dr.  Seymour  M.  Father,  San  Francisco,  Pres.;  Mr.  Murray 
Kotnfeld,  112  E.  Chestnut,  Chicago  11,  Executive  Director. 
American  College  of  Obstetricians  and  Gynecologists,  Cincinnati, 
April  3-6,  I960.  Dr.  John  I.  Brewer,  Chicago,  Pres.;  Mr.  Donald 
F.  Richardson,  P.  O.  Box  749,  Chicago  90,  Executive  Secy. 
American  College  of  Physicians,  San  Francisco,  April  4-8,  I960.  Dr. 
Howard  P.  Lewis,  Portland,  Ore.,  Pres.;  Mr.  E.  R.  Loveland,  4200 
Pine,  Philadelphia  4,  Secy. 

American  College  of  Radiology,  New  Orleans,  Feb.  3-6,  I960. 
Dr.  Lawrence  Reynolds,  10  Peterboto,  Detroit,  Pres.;  Mr.  W.  C. 
Stronach,  20  N.  Wacker  Dr.,  Chicago  6,  Executive  Director. 
American  Dermatological  Association,  Boca  Raton,  April  8-12,  I960. 
Dr.  J.  Lamar  Callaway,  Durham,  N.  C.,  Pres.;  Dr.  Wiley  M. 
Sams,  25  Southeast  2nd  Ave.,  Miami,  Secy. 

American  Gastroenterological  Association,  New  Orleans,  March  31- 
April  2,  I960.  Dr.  H.  Marvin  Pollard,  Ann  Arbor,  Pres.;  Dr. 
Wade  Volwiler,  Secy.,  University  of  Washington  School  of  Medi- 
cine, Seattle  5. 

American  Gynecological  Society,  Williamsburg,  Va.,  May  30-June  1, 
I960.  Dr.  Karl  H.  Martzloff,  Portland,  Pres.;  Dr.  A.  A.  Marchet- 
ti,  3800  Reservoir  Rd.  N.W.,  Washington  7,  D.  C.,  Secy. 
American  Heart  Association,  Philadelphia,  Oct.  26-27,  1959.  Dr. 
Francis  L.  Chamberlain,  San  Francisco,  Pres.;  Mr.  William  F. 
McGlone,  44  E.  23rd,  New  York  10,  Secy. 

American  Laryngological,  Rhinological,  and  Otological  Society,  Miami 
Beach,  March  15-17,  I960.  Dr.  Theodore  E.  Walsh,  St.  Louis, 
Pres.;  Dr.  C.  S.  Nash,  708  Medical  Arts  Bldg.,  Rochester,  N.  Y., 
Secy. 

American  Neurological  Association,  Boston,  June  13-15,  1959.  Dr. 
Derek  Denny-Brown,  Boston,  Pres.;  Dr.  Melvin  D.  Yahr,  New 
York  Neurological  Institute,  710  W.  168th  Street,  New  York  32, 
Secy. 

American  Ophthalmological  Society,  Colorado  Springs,  May  16-18, 
I960.  Dr.  A.  B.  Reese,  New  York,  Pres.;  Dr.  M.  C.  Wheeler, 
30  W.  59th,  New  York  19,  Secy. 

American  Orthopaedic  Association.  Dr.  C.  Leslie  Mitchell,  Detroit, 
Pres.;  Dr.  Lee  Ramsay  Straub,  535  East  70th  St.,  New  York  21, 
Secy. 

American  Pediatric  Society,  Swampscott,  Mass.,  May  5-6,  I960.  Dr. 
Samuel  Z.  Levine,  New  York,  Pres.;  Dr.  A.  C.  McGuinness, 
Room  1036,  2800  Quebec  St.,  N.W.,  Washington  8,  D.  C., 
Secy. 

American  Proctologic  Society,  Houston,  April  25-27,  I960.  Dr. 
H.  R.  Reichman,  Salt  Lake  City,  Pres.;  Dr.  Norman  D.  Nigro, 
10  Peterboro,  Detroit  1,  Secy. 

American  Psychiatric  Association,  Atlantic  City,  N.  J.,  May  9-13, 
I960.  Dr.  William  Malamud,  New  York,  Pres.;  Dr.  C.  H. 
Hardin  Branch,  156  Westminister  Ave.,  Salt  Lake  City,  Secy. 
American  Public  Health  Association,  Atlantic  City,  Oct.  19-23, 
1959.  Dr.  Leona  Baumgarmer,  New  York,  Pres.;  Dr.  Berwyn  F. 
Mattison,  1790  Broadway,  New  York  19,  Executive  Secy. 
American  Society  of  Anesthesiologists,  Bal  Harbour,  Fla.,  Ort.  5-9, 
1959.  Dr.  Daniel  C.  Moore,  Seattle,  Pres.;  Dr.  J.  E.  Remlinger, 
Jr.,  188  W.  Randolph,  Chicago  1,  Secy. 

American  Surgical  Association,  White  Sulphur  Springs,  W.  Va., 
April  3-6,  I960.  Dr.  Warren  H.  Cole,  Chicago,  Pres.;  Dr.  Wil- 
liam Altemeier,  Cincinnati  General  Hospital,  Cincinnati  29,  Secy. 
American  Urological  Association,  Chicago,  May  16-19,  I960.  Dr. 
William  M.  Coppridge,  Durham,  N.  C.,  Pres.;  Mr.  William  P. 
Didusch,  1120  N.  Charles  St.,  Baltimore  1,  Executive  Secy. 
Association  of  American  Physicians  and  Surgeons,  St.  Louis,  Sept. 
29-Oct.  1,  I960.  Dr.  Louis  Wegryn,  Elizabeth,  N.  J.,  Pres.; 
Mr.  Harry  E.  Northam,  185  N.  Wabash  Ave.,  Chicago  1,  Ex- 
ecutive Direaor. 

National  Tuberculosis  Association,  Los  Angeles,  May  15-20,  I960. 
Dr.  H.  McLeod  Riggins,  New  York,  Pres.;  Mrs.  Wallace  B. 
White,  651  Marlborough  Rd.,  Brooklyn,  Secy. 

Radiological  Society  of  North  America,  Chicago,  Nov.  15-20,  1959- 
Dr.  Lawrence  L.  Robbins,  Boston,  Pres.;  Dr.  Donald  S.  Childs, 
713  E.  Genesee,  Syracuse  2,  N.Y.,  Secy. 


South  Central  Association  of  Blood  Banks,  Albuquerque,  March  or 
April,  I960.  Dr.  John  B.  Alsever,  Phoenix,  Pres.;  L.  Ruth  Guy, 
Ph.D.,  Room  1101,  Sioneleigh  Hotel,  Dallas,  Secy. 

Southern  Medical  Association,  Atlanta,  Ga.,  Nov.  16-19,  1959. 
Dr.  Milford  O.  Rouse,  Dallas,  Pres.;  Mr.  V.  O.  Foster,  2601 
Highland  Avenue,  Birmingham  5.  Executive  Secy, 

Southern  Psychiatric  Association,  Dallas,  Oct.  4-6,  1959.  Dr.  J.  L. 
Knapp,  Dallas,  Pres.;  Dr.  Richard  Proaor,  Winston-Salem,  N.  C., 
Secy. 

Southern  Surgical  Association,  Hot  Springs,  Va.,  Dec.  8-10,  1959. 
Dr.  George  C.  Finney,  Baltimore.  Pres.;  Dr.  John  D.  Martin.  Jr.. 
Emory  University,  Ga.,  Secy. 

Southwest  Allergy  Forum,  Oklahoma  City,  April  2-5,  I960.  Dr. 
Johnny  A.  Blue,  Oklahoma  City,  Pres.;  Dr.  George  L.  Winn. 
Suite  104,  Lister  Medical  Building.  430  Northwest  Twelfth  St., 
Oklahoma  City,  Secy. 

Southwestern  Medical  Association,  Roswell,  N.  Mex.,  Nov.  5-7,  1959- 
Dr.  A.  R.  Clauser,  Albuquerque,  Pres.;  Dr.  M.  D.  Thomas,  1501 
Arizona  St.,  12-D,  El  Paso,  Secy. 

Southwestern  Society  of  Nuclear  Medicine,  New  Orleans,  March  14- 
15,  I960.  Dr.  Herbert  C.  Allen,  Jr.,  Houston,  Pres.;  Dr.  J.  R. 
Maxfield,  Jr.,  2711  Oak  Lawn  Avenue,  Dallas,  Secy. 

Southwestern  Surgical  Congress,  Las  Vegas,  Nev.,  March  28-31. 
I960.  Fort  Smith,  Ark.,  Dr.  Fred  H.  Krock,  Fort  Smith,  Ark., 
Pres.;  Mary  O’Leary,  813  Medical  Arts  Bldg.,  Oklahoma  City. 
Exec.  Secy. 

Tri-State  Medical  Assembly,  Shreveport,  La.,  Oct.  2-3,  1959.  Dr. 
R.  B.  Langford,  Shreveport,  Pres.;  Dr.  J.  W.  Wilson,  Jr.,  940 
Margaret  Place,  Shreveport,  Secy. 

United  States-Mexico  Border  Public  Health  Association,  Hermosillo, 
Sonora,  Mex.,  April  4-8,  I960.  Dr.  Adan  Mercado  Cerada,  Ciudad 
Victoria,  Mexico,  Pres.;  Dr.  Jorge  Roman,  243  United  States 
Court  House,  El  Paso,  Secy. 


State 

Private  Clinics  and  Hospitals  Association  of  Texas,  Dallas,  December. 
1959.  Dr.  Jack  S.  Maxfield,  Dallas,  Pres.;  Mr.  J.  J.  George, 
Philips-Dupre  Hospital,  Levelland,  Executive  Secy. 

Texas  Academy  of  General  Practice,  Galveston,  0«.  4-7,  1959- 
Dr.  Charles  E.  Oswalt,  Jr.,  Fort  Stockton,  Pres.;  Mr.  Donald  C 
Jackson,  1905  N.  Lamar,  Austin,  Executive  Secy. 

Texas  Academy  of  Internal  Medicine,  San  Antonio,  Dec.  4-5,  1959- 
Dr.  Merton  M.  Minter,  San  Antonio,  Pres.;  Dr.  Hugo  T.  Engel- 
hardt,  1216  Main.  Houston,  Secy.  Meetings  restriaed  to  members. 
Texas  Air-Medics  Association,  Fort  Worth,  April  9-11,  I960.  Dr. 
W.  W.  Sumner,  Fort  Worth,  Pres.;  Dr.  C.  F.  Miller,  P.  O.  Box 
1338,  Waco,  Secy. 

Texas  Association  for  Mental  Health,  Austin,  Feb.  18-20,  I960. 
Paul  Southern,  Ph.D.,  Abilene,  Pres.;  Mr.  John  Lane,  2410  San 
Antonio,  Austin,  Executive  Director. 

Texas  Association  of  Obstetricians  and  Gynecologists,  Austin,  Feb- 
ruary. I960.  Dr.  Maurice  Meynier,  Houston,  Pres.;  Dr.  Hugh  W. 
Savage,  815  Fifth  Ave.,  Fort  Worth,  Secy. 

Texas  Association  of  Public  Health  Physicians,  Fort  Worth,  April 
10,  I960.  Dr.  Fred  K.  Laurentz,  Houston,  Pres.;  Dr.  B.  M. 
Primer,  2708  Rio  Grande,  Austin,  Secy. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Fort  Worth, 
April  10,  I960.  Dr.  L.  M.  Shefts,  San  Antonio.  Pres.;  Dr.  John 
W.  Middleton,  900  Strand,  Galveston,  Secy. 

Texas  Club  of  Internists.  Dr.  W.  W.  Bondurant,  Jr.,  San  Antonio, 
Pres.;  Dr.  T.  Haynes  Harvill,  Medical  Arts  Building,  Dallas  1. 
Secy. 

Texas  Dermatological  Society,  Fort  Worth,  April  11,  I960.  Dr.  Ed- 
mund N.  Walsh,  Fort  Worth,  Pres.;  Dr.  D.  Shelton  Blair,  1609 
Medical  Arts  Building,  Dallas,  Secy. 

Texas  Division,  American  Cancer  Society,  Austin,  Dec.,  1959. 
Dr.  John  A.  Wall,  Houston,  Pres.;  Mr.  Curt  W.  Reimann,  5014 
Bull  Creek  Rd..  Austin  3,  Executive  Director. 

Texas  Diabetes  Association,  Fort  Worth,  April  10,  I960.  Dr.  Ralph 
J Greenlee,  Midland,  Pres.;  Dr.  Warren  W.  Moorman.  901  W. 
Leuda,  Fort  Worth,  Secy. 

Texas  Heart  Association.  Fort  Worth,  April  9-10,  I960.  Dr.  Robert 
E.  Leslie,  El  Cami»,  Pres.;  Mr.  Ernest  T.  Guy,  404  Jesse  H. 
Jones  Library  Building.  Houston  25,  Executive  Direaor. 

Texas  Hospital  Association,  Dallas,  May  10-12,  I960.  Mr.  F.  S. 
Walters,  Jr.,  Amarillo,  Pres.;  Mr.  O.  Ray  Hurst,  2208  Main, 
Dallas,  Executive  Direaor. 

Texas  Industrial  Medical  Association,  Fort  Worth,  April  10,  I960. 
Dr.  Max  E.  Johnson,  San  Antonio,  Pres.;  Dr.  J.  G.  Burdick. 
P.  O.  Box  472,  Pasadena,  Secy. 

Texas  Neuropsychiatric  Association,  Fort  Worth,  April  10,  I960. 
Dr.  Hamilton  Ford,  Galveston.  Pres.;  Dr.  E.  Ivan  Bruce.  1014 
Strand,  Galveston,  Secy. 

Texas  Ophthalmological  Association,  Fort  Worth,  April  11-12,  I960. 
Dr.  Max  Baldridge,  Texarkana,  Pres.;  Dr.  James  H.  Sauggs,  2223 
Austin  Ave.,  Waco,  Secy. 


702 


TEXAS  State  Journal  of  Medicine,  AUGUST,  1959 


Texas  Onhopedic  Association,  Fort  Worth,  April  11,  I960.  Dr. 
David  M.  Cameron,  El  Paso,  Pres.;  Dr.  Margaret  Watkins,  3503 
Fairmount,  Dallas,  Secy. 

Texas  Otolaryngological  Association,  Fort  Worth,  April  12,  I960. 
Dr.  Herbert  H.  Harris,  Houston,  Pres.;  Dr.  Louis  E.  Adin,  Dal- 
las, Secy. 

Texas  Pediatric  Society,  Houston,  Oct.  23-24,  1959.  Dr.  Bruce  A. 
Knickerbocker,  Dallas,  Pres.;  Dr.  James  N.  Walker,  5216  W. 
Freeway,  Fort  Worth,  Secy. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Fort  Worth, 
April  12,  I960.  Dr.  Edward  M.  Krusen,  Dallas,  Pres.;  Dr.  Oscar 
Selke,  Medical  Professional  Building,  Houston,  Secy. 

Texas  Proctologic  Society.  Dallas,  February,  I960.  Dr.  Alvin  Bald- 
win. Dallas.  Pres.;  Dr.  H.  Gray  Carter,  915  St.  Joseph  St.. 
Dallas,  Secy. 

Texas  Public  Health  Association,  Galveston,  Feb.  22-24,  I960.  Mr. 
Tom  Warren,  Austin,  Pres.;  Mr.  Joseph  N.  Murphy.  Jr.,  Box 
4012,  Austin  51.  Executive  Secy. 

Texas  Radiological  Society.  Houston,  January,  I960.  Dr.  Herman 
C.  Sehested,  Fort  Worth.  Pres.;  Dr.  R.  P.  O'Bannon,  1216 
Pennsylvania,  Fort  Worth.  Secy. 

Texas  Rheumatism  Association,  San  Antonio,  Dec.  4.  1959.  Dr. 
Warren  W.  Moorman,  Fort  Wonh,  Pres.;  Dr.  J.  Morris  Horn. 
3707  Gaston.  Dallas.  Secy. 

Texas  Society  of  Anesthesiologists,  Fort  Worth,  April  10,  I960.  Dr. 
David  O.  Johnson,  Austin,  Pres.;  Dr.  M.  T.  Jenkins,  Parkland 
Hospital,  Dallas,  Secy. 

Texas  Society  of  Athletic  Team  Physicians,  Fon  Worth.  April  9. 
I960.  Dr.  W.  Harry  Ledbetter,  Wichita  Falls,  Pres.;  Dr.  Jack 
Brannon.  2715  Fannin,  Houston,  Secy. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  Fort  Worth, 
April  10,  I960.  Dr.  Marcel  Patterson,  Galveston,  Pres.;  Dr.  A.  C. 
Broders.  Jr.,  Scott  and  White  Qinic,  Temple,  Secy. 

Texas  Society  on  Aging,  Dallas,  Oct.  16-17,  1959.  Mr.  Herbert 
Shore,  Dallas,  Pres.;  Mrs.  William  B.  Ruggles,  3701  Stratford, 
Dallas.  Secy.-Treas. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Fort  Worth. 
Dec.  4-5,  1959.  Dr.  James  T.  Robison,  Austin,  Pres.;  Dr.  Edwin 
G.  Grafton,  4319  Oak  Lawn,  Dallas.  Secy. 

Texas  Society  of  Pathologists,  Inc.,  Fort  Worth,  April,  I960.  Dr. 
Jarrett  Williams,  Abilene,  Pres.;  Dr.  Sylvia  Johns,  414  Navarro 
St.,  San  Antonio,  Secy. 

Texas  Society  of  Plastic  Surgeons,  Fort  Worth,  April  9.  I960.  Dr. 
Willard  Schussler,  El  Paso,  Pres.;  Dr.  Raymond  Brauer,  6615 
Travis.  Houston,  Secy. 

Texas  Surgical  Society,  Houston,  Oct.  4-6,  1959.  Dr.  Albert  Hart- 
man, San  Antonio,  Pres.',  Dr.  G.  V.  Brindley,  Jr..  Scott  and  White 
Clinic,  Temple,  Secy. 

Texas  Traumatic  Surgical  Society,  Fort  Worth,  April  10,  I960.  Dr. 
W.  D.  Marrs,  Fort  Worth,  Pres.;  Dr.  W.  E.  Crump,  1300  8th 
St.,  Wichita  Falls,  Secy. 

Texas  Tuberculosis  Association,  Abilene,  March,  I960.  Mr.  Tjeb 
Bike,  McAllen,  Pres.;  Miss  Pansy  Nichols,  P.  O.  ^x  6158,  Aus- 
tin 21,  Executive  Direaor. 

Texas  Urological  Society,  Waco,  January,  I960.  Dr.  William  Heck. 
San  Antonio,  Pres.;  Dr.  Moreton  A.  Magid,  1525  Colcord  Ave., 
Waco.  Secy. 


District 

First  DistriCT  Society.  Dr.  H.  D.  Garrett,  El  Paso,  Pres.;  Dr.  E.  S. 

Crossett,  1501  Arizona  St.,  El  Paso,  Secy. 

Second  Distria  Society,  Lamesa.  Dr.  Oscar  E.  Rhode,  Colorado  City. 

Pres.;  Dr.  John  H.  Chinn,  Jr.,  Colorado  City,  Secy. 

Third  District  Society,  Lubbock.  I960.  Dr.  Grady  M.  Wallace,  Lub- 
bock, Pres.;  Dr.  H.  Fred  Johnson.  2308  W.  Eighth,  Amarillo, 
Secy. 

Fourth  Distrirt  Society,  San  Angelo,  May  16,  1959.  Dr.  W.  L. 
Smith,  San  Angelo,  Pres.;  Dr.  S.  Braswell  Locker,  1501  11th  St., 
Brownwood,  Secy. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July  8-19,  I960. 
Dr.  John  W.  Chriss,  Pres.;  Dr.  James  Gabbard,  1001  Louisiana, 
Corpus  Christi,  Secy. 

Seventh  District  Society.  Dr.  Robert  N.  Snider,  Austin,  Pres.;  Dr. 

Richard  Lucas,  502  W.  13.  Austin,  Secy. 

Ninth  District  Society,  Brenham,  March  17,  I960.  Dr.  Haden  E. 
McKay,  Humble,  Pres.;  Dr.  Lyman  C.  Blair,  1212  Rothwell, 
Houston,  Secy. 

Tenth  Distria  Society,  Beaumont,  1959.  Dr.  Albert  L.  Delaney, 
Liberty.  Pres.;  Dr.  Irving  M.  Richman,  3280  Fannin  St..  Beau- 
mont, Secy. 

Twelfth  District  Society,  Marlin,  January  12,  I960.  Dr.  Paul  H. 
Mitchell,  Corsicana,  Pres.;  Dr.  J.  M.  Brown,  Torbett  Clinic,  Mar- 
lin, Secy. 

Thirteenth  District  Society,  Fort  Worth,  Fall,  1959-  Dr.  Frank  S. 
Browne,  Wichita  Falls,  Pres.;  Dr.  R.  D.  Moreton,  1217  W. 
Cannon,  Fort  Worth,  Secy. 

Fifteenth  District  Society.  Dr.  Charles  Wise,  Naples,  Pres.;  Dr. 
George  Bennett,  402  S.  Bolivar,  Marshall,  Secy. 


Clinics 

Blackford  Memorial  Cancer  Lectures,  Denison,  Nov.  3,  1959  (tenta- 
tive). Dr.  R.  G.  Gerard,  509  S.  Mirick,  Denison,  Chm. 

Dallas  Southern  Clinical  Society,  Dallas,  March  21-23,  I960.  Dr. 
T.  Haynes  Harvill,  Dallas,  Pres.;  Millard  J.  Heath.  433  Medical 
Arts  Bldg.,  Dallas  1,  Executive  Officer. 

International  Medical  Assembly  of  Southwest  Texas,  San  Antonio, 
Jan.  25-27,  I960.  Dr.  Alvin  O.  Severance,  San  Antonio,  Pres.; 
S.  E.  Cockrell.  202  W.  French  Place,  San  Antonio.  Exec.  Secy. 
New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  7-10, 
I960.  Dr.  Ambrose  H.  Storck,  New  Orleans,  Pres.;  Mrs.  Irma 
B.  Sherwood.  430  Tulane  Ave.,  New  Orleans  12,  Executive  Secy. 
Oklahoma  City  Clinical  Society  Conference,  Oklahoma  City.  Oct. 
26-28,  1959.  Dr.  Ralph  A.  Smith.  Oklahoma  City,  Pres.;  Miss 
Alma  F.  O’Donnell,  503  Medical  Arts  Bldg..  Oklahoma  City  2, 
Executive  Secy. 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston,  July  18-20, 
I960.  Dr.  C.  Alsworth  Calhoun,  Houston,  Pres.;  Mrs.  W.  H. 
Dahmi,  412  Jesse  H.  Jones  Library  Bldg.,  Houston  25,  Exec. 
Secy. 

Board  Examinations 

Texas  State  Board  of  Examiners  in  Basic  Sciences,  Austin,  Oct.  12-13, 
I960.  Henry  B.  Hardt,  Ph.D.,  Fort  Worth,  Pres.;  Mrs.  Betty  J. 
Anderson,  Chief  Clerk,  303  East  Seventh,  Austin. 

Texas  State  Board  of  Medical  Examiners.  Fort  Worth,  Dec.  3-5, 
1959.  Dr.  M.  H.  Crabb,  Fort  Worth,  Secy.;  Mrs.  Luanna  Reddin, 
1714  Medical  Arts  Bldg.,  Fort  Worth,  Assistant  Secy. 

MEDICAL  MEETINGS 

American  Hospital  Association 
To  Meet  This  Month  in  New  York 

The  American  Hospital  Association  will  hold  its  sixty- 
first  annual  meeting  in  the  New  York  City  Coliseum  in 
New  York,  August  24-27. 

Topics  to  be  covered  at  the  large  sessions  will  include 
"Providing  and  Financing  Health  Care  for  the  Aged,”  "Fu- 
ture of  Prepayment  Plans  for  Hospital  Care,”  "Progressive 
Patient  Care,”  "Governing  Board’s  Responsibility  for  Medi- 
cal Care  in  the  Hospital,”  "Auxiliary  and  the  Hospital 
Service  Story,”  "Evaluating  In-Hospital  Volunteer  Services,” 
"Hospital  School  of  Nursing  Education,”  and  "The  Hospital 
and  the  Allied  Health  Professions.” 

In  addition  to  these  events,  there  will  be  36  instructional 
sessions  concerned  with  specific  phases  of  hospital  opera- 
tion. Approximately  500  exhibits  of  new  equipment  and 
supplies  and  educational  displays  will  be  presented. 

Conference  on  Medical  Education 
To  Lure  Worldwide  Personalities 

Pooling  of  international  effort  in  the  great  movement 
toward  improved  health  for  all  mankind  will  highlight  the 
second  World  Conference  on  Medical  Education,  which  will 
be  held  in  Chicago,  August  29  to  September  4. 

Medical  educators  from  50  countries  will  take  part  in 
this  meeting,  which  is  being  sponsored  by  the  World 
Medical  Association  and  three  other  world  bodies  of  medi- 
cine— World  Health  Organization,  Council  for  International 
Organizations  of  Medical  Sciences,  and  International  Associa- 
tion of  Universities. 

There  will  be  125  speakers.  An  expected  crowd  of  2,000 
persons  will  attend  the  conference,  including  a delegation 
from  Russia.  President  Eisenhower,  who  has  been  interested 
in  the  financial  problems  of  medical  schools  ever  since  his 
days  at  Columbia  University,  where  he  helped  organize  the 
National  Fund  for  Medical  Education,  is  patron  of  the  con- 
ference. 
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Beaumont'  Symposium  to  Feature 
6 Out-of-Stote  Speakers 

"Current  Problems  in  Surgery  and  Medicine”  will  be  the 
topic  of  the  symposium  sponsored  by  the  Fifth  District 
Chapter  of  Texas  of  the  American  College  of  Surgeons, 
Tenth  District  Medical  Society,  Beaumont  Academy  of 
Medicine,  and  Lederle  Laboratories  on  September  19,  in 
Beaumont. 

The  presentations  on  the  program  will  be  the  following: 
"Medical  Evaluation  of  the  Preoperative  Surgical  Patient,” 
Dr.  Michael  J.  Lepore,  Columbia  University,  New  York; 
"Hysterectomy — When  and  Why,”  Dr.  M.  Edward  Davis, 
Northwestern  University,  Chicago;  "Management  of  Severe 
Trauma  of  the  Chest,”  Dr.  Thomas  H.  Burford,  Washington 
University,  St.  Louis;  "Five  Year  Follow-Up  of  Extended 
Radical  Mastectomy,”  Dr.  Jerome  A.  Urban,  Cornell  Uni- 
versity, New  York;  "Peripheral  Endarterectomy,”  Dr.  Jack 
A.  Cannon,  University  of  California  at  Los  Angeles;  "Office 
Proctology,”  Dr.  Robert  Turell,  Albert  Einstein  College  of 
Medicine,  New  York. 

A luncheon  and  a cocktail  parry  for  doctors  and  their 
wives  has  been  planned  for  the  evening.  Activities  for  the 
ladies  will  be  provided  during  the  day.  No  charge  will  be 
made  for  the  meeting. 


Shannon  Lectureship  Program 
Scheduled  for  October  3 

The  third  annual  Shannon  Lectureship  in  Medicine  will 
be  sponsored  October  3 by  the  Electrocardiographic  Com- 
mittee of  the  Shannon  West  Texas  Memorial  Hospital  in 
San  Angelo. 

Lecturers  will  be  Dr.  Wendell  M.  Stanley,  professor  of 
biochemistry  and  director  of  the  Virus  Laboratories,  Uni- 
versity of  California,  Berkeley,  and  Dr.  Paul  B.  Beeson, 
professor  of  medicine,  Yale  University  Medical  School,  New 
Haven,  Conn. 

Dr.  Beeson  will  speak  on  the  following  subjects  during 
the  day:  "The  Management  of  Infections  with  Consideration 
of  the  Newer  Antibiotics,”  "Chemotherapeutic  Agents  and 
Bacterial  Resistance,”  "Infections  of  the  Urinary  Tract  with 
Consideration  of  Experimental  Pyelonephritis,”  and  "Fever 
of  Obscure  Origin.” 

Topics  to  be  covered  on  the  program  by  Dr.  Stanley  are 
"New  Knowledge  on  the  Basic  Properties  of  Viruses,” 
"Virus-Cancer  Relationships,”  and  "The  Medical  Sciences  in 
the  USSR.”  A cocktail  party  and  dinner  will  be  held  during 
the  evening,  at  which  time  the  guest  speakers  will  speak. 

Members  of  the  Texas  Medical  Association  are  invited  to 
attend.  Those  who  would  like  to  obtain  a registration  blank 
may  do  so  by  writing  Dr.  F.  T.  Mclntire,  Electrocardio- 
graphic Committee,  Shannon  West  Texas  Memorial  Hos- 
pital, San  Angelo. 


Oklahoma  City  Clinical  Conference 
Sponsors  15  Guest  Speakers 

The  twenty-ninth  annual  conference  of  the  Oklahoma  City 
Clinical  Society  will  be  held  October  26-28  in  Oklahoma 
City. 

Among  the  guest  speakers  will  be  Dr.  Robert  H.  Barter, 
Washington,  D.  C.,  gynecologist;  Dr.  John  A.  Campbell, 
Indianapolis,  radiologist;  Dr.  William  M.  Christopherson, 
Louisville,  Ky.,  pathologist;  Dr.  George  M.  Haik,  New  Or- 


leans, ophthalmologist;  Dr.  M.  Digby  Leigh,  Los  Angeles, 
anesthesiologist;  Dr.  Daniel  W.  Lewis,  Philadelphia,  intern- 
ist; Dr.  H.  Relton  McCarroll,  St.  Louis,  orthopedist;  and 
Dr.  Robert  M.  Moore,  Galveston,  surgeon. 

Others  include  Dr.  Roy  T.  Parker,  Durham,  N.  C.,  ob- 
stetrician; Dr.  Frederick  C.  Robbins,  Cleveland,  Ohio,  pedia- 
trician; Dr.  Sam  H.  Sanders,  Memphis,  otolaryngologist; 
Dr.  John  H.  Talbott,  Buffalo,  N.  Y.,  internist;  Dr.  Gershom 
J.  Thompson,  Rochester,  Minn.,  urologist;  Dr.  Rupert  B. 
Turnbull,  Cleveland,  surgeon;  Dr.  J.  Walter  Wilson,  Los 
Angeles,  dermatologist;  and  Chester  H.  Lauck,  "Lum,”  na- 
tionally known  entertainer,  Houston. 

The  program  will  be  made  up  of  general  assemblies, 
clinical  pathological  conferences,  round-table  luncheons,  spe- 
cialty lectures,  dinner  meetings,  and  commercial  exhibits. 
A social  hour,  dinner  dance,  and  banquet  will  be  held.  The 
conference  is  acceptable  for  18  hours’  credit  under  category 
I by  the  American  Academy  of  General  Practice. 

For  further  information,  doctors  may  write  the  Executive 
Secretary,  503  Medical  Arts  Building,  Oklahoma  City. 


Psychosomatic  Medicine  Group 
Plans  Meeting  in  Chicago 

The  sixth  annual  meeting  of  the  Academy  of  Psychoso- 
matic Medicine  will  be  held  October  15-17  at  the  Sheraton- 
Cleveland  Hotel  in  Cleveland.  The  meeting  will  be  oriented 
and  direrted  to  fit  the  needs  of  nonpsychiatric  physicians. 

Practical  everyday  office  management  of  psychosomatic 
problems  and  erhotional  disturbances  will  be  dealt  with  in 
formal  papers,  symposiums,  panel  discussions,  and  small 
study  groups. 

The  meeting  is  open  to  all  physicians,  as  well  as  psychol- 
ogists, social  workers,  and  nurses.  Information  may  be  ob- 
tained from  Dr.  Bertram  B.  Moss,  Suite  1035,  55  East 
Washington  Street,  Chicago  2. 


Southwest  Cancer  Conference 
To  Be  Held  in  Fort  Worth 

Three  distinguished  out-of-state  speakers  will  be  on  the 
program  of  the  one  day  annual  Southwest  Regional  Cancer 
Conference  to  be  held  Sunday,  September  20,  at  the  Fort 
Worth  Academy  of  Medicine  in  Fort  Worth. 

Featured  on  the  program  will  be  Dr.  Shields  Warren, 
professor  of  pathology.  Harvard  University,  Cambridge, 
Mass.;  Dr.  Eugene  P.  Pendergrass,  professor  of  radiology. 
University  of  Pennsylvania,  Philadelphia;  and  Dr.  Warren 
Cole,  professor  of  surgery.  University  of  Illinois,  Chicago. 

The  conference  will  be  sponsored  by  the  Tarrant  County 
Medical  Society  and  the  Tarrant  County  Unit  of  the  Ameri- 
can Cancer  Society. 

Symposium  to  Stress  Infant  Feeding 

Infant  feeding  with  special  emphasis  on  protein,  iron, 
calcium,  and  phosphorus  will  be  the  topic  of  a symposium 
sponsored  by  the  American  Medical  Association’s  Council 
on  Food  and  Nutrition  on  October  27.  It  will  be  held  at 
the  New  York  Hospital-Cornell  Medical  Center  in  New 
York. 

Further  information  concerning  the  symposium  may  be 
obtained  from  the  Council  on  Food  and  Nutrition,  Ameri- 
can Medical  Association,  535  North  Dearborn  Street,  Chi- 
cago 10. 
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North  Texas  Clinical  Conference 
Being  Held  in  Wichita  Falls 

The  North  Texas-Southern  Oklahoma  Fall  Clinical  Con- 
ference is  being  held  Saturday,  August  22,  at  the  Wichita 
Falls  Country  Club  in  Wichita  Falls. 

Guest  sp>eakers  who  are  participating  on  the  program 
include  Dr.  J.  Garrott  Allen,  professor  of  surgery.  Uni- 
versity of  Chicago,  Chicago,  speaking  on  "Carcinoma  of 
the  Breast  and  the  Current  Stams  of  Its  Management”;  Dr. 
Claude  H.  Millikan,  Section  of  Neurology,  Mayo  Clinic, 
Rochester,  Minn.,  "The  Current  Concept  of  the  Treatment 
of  Strokes”;  and  Dr.  Robert  I.  Wise,  professor  and  head 
of  the  Department  of  Medicine,  Jefferson  Medical  College, 
Philadelphia,  "The  Selection  and  Use  of  Antibiotics.” 

Dr.  Gordon  Clark  of  Iowa  Park  presides  over  the  morn- 
ing session  and  Dr.  Frank  J.  Lee,  Wichira  Falls,  over  the 
afternoon  session. 

A seminar  on  "Anticoagulants”  is  being  presented  at  the 
afternoon  session.  The  guest  speakers  are  serving  on  the 
panel  with  Dr.  Preston  McCall,  Wichita  Falls,  moderator. 


College  of  Surgeons  to  Atlantic  City 

Surgical  developments  will  be  demonstrated  through  a 
wide  variety  of  programs  including  postgraduate  courses, 
panel  discussions,  symposiums,  research  reports,  motion  pic- 
tures, color  closed-circuit  telecasts,  cine  clinics,  and  scientific 
and  industrial  exhibits  when  the  American  College  of  Sur- 
geons holds  its  annual  clinical  congress  September  28-Octo- 
ber  2 in  Atlantic  City. 

Dr.  Dean  Rusk,  president  of  the  Rockefeller  Foundation; 
Dr.  Owen  FI.  Wangensteen,  Minneapolis,  incoming  presi- 
dent of  the  college;  Dr.  R.  Arnold  Griswold,  Louisville; 
and  Dr.  David  Paton  Cuthbertson,  Bucksburn,  Scotland, 
will  give  major  addresses. 

Thirty-six  students  from  as  many  medical  schools  will 
attend  the  congress  as  guests  of  the  college.  Colleges  send- 
ing representatives  are  rotated  each  year,  and  students  are 
selected  by  vote  of  their  classmates. 


Regional  Meeting  of  Obstetricians  Set 

One  of  eight  district  meetings  scheduled  for  fall  by  the 
American  College  of  Obstetricians  and  Gynecologists  will 
be  held  September  18-19  in  St.  Louis.  Texas,  Alabama, 
Arkansas,  Kansas,  Louisiana,  Mississippi,  Missouri,  Okla- 
homa, Tennessee,  and  the  Canal  Zone  comprise  District  7, 
of  which  Dr.  Buford  Word,  2205  Highland  Avenue,  Birm- 
ingham, Ala.,  is  chairman.  Additional  information  may  be 
obtained  from  Dr.  Word. 


Ultrasonics  Meeting  Planned 

The  American  Institute  of  Ultrasonics  in  Medicine  will 
meet  September  2 in  Minneapolis.  Dr.  Russell  Meyers,  pro- 
fessor of  surgery  and  chairman  of  the  Division  of  Neuro- 
surgery at  the  State  University  of  Iowa  Hospitals  and  Col- 
lege of  Medicine,  has  been  scheduled  for  a luncheon  address 
on  "The  Potentials  of  Ultrasonics  in  General  Surgery  and 
Surgical  Specialties.”  Dr.  John  H.  Aides,  secretary,  4833 
Fountain  Avenue,  Los  Angeles  29,  can  give  further  informa- 
tion. 


International  Surgeons  Schedule  Meetings 

The  annual  congress  of  the  North  American  Federation, 
International  College  of  Surgeons,  will  be  held  September 
13-17  in  the  Palmer  House,  Chicago.  The  mid-Atlantic 
meeting  of  the  college  will  be  held  November  16-18  at  the 
Homestead  Hotel,  Hot  Springs,  Va. 


MEDICOLEGAL  NOTES 

Safeguards  Given 
For  Use  of  New  Drugs 

Guidance  in  the  use  of  the  "new  drugs”  which  have  been 
released  for  the  purpose  of  clinical  investigation  but  not, 
as  yet,  released  for  sale  by  prescription  to  the  general  pub- 
lic has  been  requested.  Advice  also  is  asked  by  many  who 
are  using  drugs  already  released  and  well-known  but  the 
usefulness  of  which  in  certain  diseases  has  not  been  estab- 
lished. I would  like,  for  the  benefit  of  the  doctor  and  his 
patient,  to  set  forth  a few  statements  to  keep  in  mind  as 
well  as  safeguards  to  follow. 

As  every  physician  has  heard  on  many  occasions,  it  is  his 
duty  to  keep  abreast  of  advancements  made  by  his  profes- 
sion. It  also  is  his  duty  to  refrain  from  trying  experiments 
on  his  patients  and  incumbent  on  him  to  conform  to  the 
mode  established  by  the  profession  for  the  treatment  of 
given  conditions.  And,  as  the  legal  saying  goes,  "if  he  de- 
parts therefrom,  he  does  so  at  his  peril.” 

It  is,  therefore,  conceivable  that  injury  resulting  from  the 
use  of  these  new  drugs  could  fall  within  the  experimentation 
field.  Ordinarily,  a physician  is  not  held  liable  for  experi- 
mentation except  where  the  treatment  was  completely  with- 
out sanction  of  medical  science.  In  the  case  of  drugs  before 
they  are  released  by  the  manufacturer,  they,  naturally,  have 
been  subjected  to  numerous  tests  so  it  cannot  be  said  that 
they  completely  lack  sanction  of  medical  science. 

Without  going  into  the  area  of  the  manufacturer’s  and/or 
seller’s  liability  for  harm  done  by  a product,  I would  like 
merely  to  mention  a New  Jersey  case  last  year  which  re- 
sulted in  a $56,000  award  to  the  plaintiff  for  deafness  and 
tinnitus.  Accompanying  the  drug  (neomycin)  was  the 
manufacturer’s  brochure  which  warned  that  under  certain 
conditions  "the  benefits  that  may  be  derived  . . . should  be 
weighed  against  the  possible  development  of  deafness.”  The 
brochure  also  warned  as  to  dosage  and  length  of  time,  all 
of  which  apparently  were  disregarded  by  the  physician,  and 
deafness  resulted.  Although  there  is  authority  it  may  be 
admissible  in  evidence,  a drug  manufacmrer’s  brochure 
cannot,  of  course,  establish  as  a matter  of  law  the  standard 
of  care  required  of  a physician  in  use  of  the  drug.  However, 
it  is  prima  facie  proof  of  a proper  method  of  use  given  by 
the  maker,  who  must  be  presumed  qualified  to  give  direc- 
tions for  its  use  and  warnings  of  any  danger  inherent 
therein. 

Also,  physicians  should  bear  in  mind  that  if  the  new 
drug  is  used  in  a radically  different  manner  than  recom- 
mended or  if  the  drug  itself  is  unique,  there  is  some  danger 
of  liability  to  the  physician  unless  he  can  show  that  the  use 
being  made  of  the  drug  and  the  manner  in  which  used  are 
within  accepted  standards  of  clinical  investigation.  A Florida 
physician  was  sued  by  a patient  on  the  basis  that  the  man- 
ner in  which  he  was  using  a certain  preparation  was  rad- 
ically different  from  any  use  that  had  been  made  previously 
of  the  preparation.  It  was  intimated  in  this  case  that  a pa- 
tient might  well  have  a cause  of  action’  against  a physician 
under  such  circumstances. 
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Here  are  some  suggested  safeguards: 

1.  A physician  should  know  the  drug  he  is  using,  the 
recommendations  of  the  manufacturer,  as  well  as  those  of 
his  colleagues. 

2.  A physician  should  be  aware  of  the  risks  he  is  assum- 
ing if  the  drug  is  used  in  a radically  different  manner  than 
recommended. 

3.  Whether  the  drug  is  given  orally  or  by  injection,  the 
physician  is  required  to  exercise  the  same  standard  of  care 
and  skill  as  he  exercises  in  other  phases  of  his  medical 
practice.  He  is  aware  of  the  many  cases  involving  nerve 
and  vein  injuries  as  a result  of  hypodermic  injections.  If 
the  drug  is  taken  orally,  he  should  give  written,  detailed 
instructions,  keeping  a copy  for  his  patient’s  file. 

4.  The  physician  should  have  a definite  and  thorough 
understanding  with  his  patient  as  to  what  type  of  treatment 
is  contemplated.  It  should  be  explained  carefully  to  the 
patient  that  the  drug  is  new  and  there  is  some  danger 
present. 

5.  Once  the  use  of  the  drug  is  thoroughly  understood 
by  the  patient,  and/or  his  family,  there  must  be  consent 
upon  the  patient’s  part.  Even  with  this  consent,  there  is 
still  a possibility  that  should  injury  result  the  suit  might 
be  brought  on  the  basis  of  experimentation.  However,  the 
effect  of  such  consent  on  the  patient’s  part  certainly  gives 
the  physician  some  defense  as  it  can  then  be  said  that  the 
patient  has  assumed  the  risk  of  injury.  This  consent  form 
need  not  be  elaborate,  but  a simple  one  such  as  the  follow- 
ing would  suffice: 

Date 

I,  , hereby  request 

and  authorize  Dr and  whomever 

he  may  designate  to  assist  him  to  administer  such 

drugs  and  treatment  to ^ , 

(name  of  patient  or  me) 

and  to  continue  such  treatment  and  administration  of 
drugs  from  time  to  time,  and  such  other  treatment 
as  he  may  deem  advisable. 

The  effect  and  nature  of  this  treatment  has  been 
fully  explained  to  me,  as  well  as  the  possibility  of 
injury.  Notwithstanding  the  fact  that  there  are  risks 
of  injury  inherent  in  this  treatment,  I voluntarily  ac- 
cept the  risk  involved. 

No  assurance  has  been  made  by  anyone  with 
respect  to  the  results  that  may  be  obtained. 


(signature  of  patient  if  an  adult) 


(signature  of  parent  if  patient  is  a minor) 

Witnesses: 


6.  After  the  consent  of  the  patient  is  obtained,  time  will 
be  wisely  spent  and  the  patient’s  health  will  be  protected 
if  the  physician  makes  sure  that  his  patient  is  not  allergic 
or  sensitive  to  the  drug  he  is  contemplating  using.  (This 
issue  entered  into  the  New  Jersey  case  previously  men- 
tioned, in  which  no  test  was  made.)  The  doctor  should  ask 
his  patient  questions  and  make  tests.  There  is  a possibility 
that  should  injury  result,  this  attention  on  the  part  of  the 
physician  to  the  possibility  of  sensitivity  of  the  patient  could 
be  held  to  be  necessary  in  the  exercising  of  ordinary  care. 

7.  Of  course,  physicians  should  make  no  warranty  or  con- 
tract with  the  patient  as  to  expected  results. 

— Philip  R.  Overton,  LL.B.,  Austin. 


Forand  Bill  Action  Deferred 
Until  1960  Congress  Meets 

The  House  of  Representatives  Ways  and  Means  G>m- 
mittee  voted  to  defer  the  Forand  bill  (H.  B.  4700)  until 
the  I960  Congress  after  a 5 day  hearing  on  the  bill. 

In  an  appearance  before  the  committee  to  discuss  the 
views  of  the  Texas  Medical  Association  concerning  the 
Forand  bill.  Dr.  Milford  O.  Rouse  of  Dallas  commented: 

In  a state  steeped  in  the  traditions  of  individual 
liberty  and  initiative,  the  Texas  Medical  Association 
feels  that  the  voluntary  private  approach  should  con- 
tinue to  be  utilized  to  provide  hospital  and  surgical 
benefits  for  older  persons. 

Dr.  Rouse  told  the  committee  that  the  Association  is 
fully  engaged  in  a multiphased  program  which  is  designed 
to  alleviate  many  existing  problems  related  to  medical  and 
surgical  services  for  the  aged.  The  Association’s  Committee 
on  Voluntary  Health  Insurance  asked  Blue  Cross-Blue 
Shield  of  Texas  to  undertake  a fact-finding  survey  related 
to  all  aspects  of  medical  care  for  the  aged.  With  these  facts 
on  hand,  the  committee  will  formulate  a realistic  plan  of 
coverage  for  the  aged — a plan  designed  to  fulfill  those 
needs  which  are  brought  out  in  the  survey.  Such  a plan  will 
be  introduced  in  October. 

Several  of  the  following  other  positive  programs  of  the 
Association  were  mentioned  to  the  Ways  and  Means  Com- 
mittee. The  Association’s  Committee  on  Aging  presently  is 
completing  an  intensive  educational  and  informational  pro- 
gram among  the  profession.  The  committee,  in  cooperation 
with  the  American  Medical  Association,  conducted  a suc- 
cessful regional  conference  on  aging  in  Dallas.  Another 
state  conference  is  in  the  planning  stage,  and  likely  will  be 
presented  at  the  Association's  annual  meeting  in  April. 

In  addition  to  its  independent  activities,  the  Texas  Medi- 
cal Association  is  cooperating  with  many  other  state  organi- 
zations which  hold  the  primary  responsibility  for  health 
services.  This  past  spring  the  Association  joined  with  the 
Texas  Hospital  Association,  the  Texas  Dental  Association, 
and  the  Texas  Association  of  Nursing  Home  Operators  to 
form  the  Texas  Joint  Council  to  Improve  the  Health  Care 
of  the  Aged. 

Dr.  Rouse  told  the  committee  that  the  Association  be- 
lieves the  Forand  bill  is  unwise  and  not  needed.  He  com- 
mented that  the  Association  believes  that  private,  individual 
care  is  greatly  superior  and  far  less  expensive  than  govern- 
ment medicine.  He  asked  the  legislators  to  reject  the  bill 
and  endorse  the  philosophy  of  free  enterprise  which  has 
given  the  United  States  the  highest  quality  of  medical  care 
in  the  world  today. 

Another  piece  of  legislation  on  the  national  level  in 
which  the  medical  profession  is  interested  currently  is  a 
bill  (S.  2162)  establishing  a voluntary  contributory  health 
insurance  program  for  federal  employees.  Approximately 
2,000,000  civil  service  workers  and  their  3,000,000  depend- 
ents would  be  eligible  for  hospital,  surgical,  and  obstetrical 
benefits  and  would  be  entitled  to  medical  services  in  the 
hospital,  outpatient  and  ambulatory  care,  and  coverage  for 
catastrophic  illnesses.  Premiums  would  be  shared  on  an 
equal  basis  by  employee  and  government.  The  Senate  has 
approved  this  bill,  and  passage  by  the  House  of  Repre- 
sentatives was  expected  when  this  Journal  went  to  press. 

Hearings  on  the  Keogh-Simpson  bill  to  permit  self- 
employed  persons  tax  deductions  on  funds  set  aside  for  re- 
tirement were  expected  to  draw  a delegation  from  Texas, 
but  action  on  the  measure,  repeatedly  approved  by  the 
medical  profession,  was  not  anticipated  before  I960. 
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IRS  Loses  Tax  Decision 
Affecting  Group  Clinics 

Internal  Revenue  Service  first  lost  its  fight  to  deny 
pension  plan  privileges  to  medical  partnerships  (U.  S.  vs. 
Arthur  Kintner,  M.D.,  WRMS  Nos.  450  and  541).  Now 
it  has  suffered  another  loss  in  a similar  case.  In  Dallas 
recently,  Federal  Judge  T.  Whitfield  Davidson  ruled  that 
physician  members  of  an  association  established  to  operate 
a clinic  are  taxable  as  though  the  unit  were  a corporation. 

Partners  will  not  have  to  pay  income  tax  on  undistributed 
profits  as  individuals;  these  will  be  taxed,  rather,  as  cor- 
porate profits  as  a result  of  the  decision  in  the  Southwest 
Clinic  Association  case.  It  is  interesting  to  note  that  after 
the  Kintner  decision,  IRS  has  not  yet  decided  upon  criteria 
of  a medical  association,  for  tax  purposes. 


Specific  Compensation  Outlined 
In  Workmen's  Compensation  Low 

"Specific  injuries”  have  a distinct  meaning  in  the  Texas 
workmen’s  compensation  insurance  law,  the  Committee  on 
Workmen’s  Compensation  Insurance  of  the  Texas  Medical 
Association  points  out. 

Specific  compensation,  section  12  of  the  law,  refers  to 
injuries  to  specifically  enumerated  anatomical  members  and 
sensory  functions  resulting  in  permanent  impairment  to 
them. 

These  members  and  functions  are  as  follows : thumb, 
fingers,  second  or  distal  phalange  of  thumb,  third  or  term- 
inal phalange  of  any  finger,  more  than  middle  and  distal 
phalange  of  any  finger,  metacarpal  bone  and  arm  at  or 
above  the  elbow,  toes  other  than  the  great  toe,  great  toe, 
foot,  leg  at  or  above  the  knee,  sight  of  one  eye,  hearing 
in  both  ears,  eye  and  leg  above  the  knee,  eye  and  arm 
above  the  elbow,  eye  and  a hand,  eye  and  a foot. 

The  law  provides  that  permanent  loss  of  use  shall  be 
considered  equivalent  to  loss  of  that  member.  The  perma- 
nent impairment  is  related  to  the  smallest  portion  of  the 
enumerated  member  when  the  injury  is  confined  to  such 
portion  enumerated  of  such  member. 

The  new  law  makes  no  changes  of  medical  significance 
regarding  specific  injuries.  The  physician  is  still  required 
as  in  the  past  to  estimate  percentage-wise  the  degree  of 
functional  impairment  to  the  portion  of  the  member,  the 
member,  or  sensory  function  enumerated  in  the  law.  The 
law  suggests  no  method  of  arriving  at  these  estimates. 

Thus,  it  is  apparent  that  "specific  injuries”  can  concern 
only  injuries  confined  to  the  members  and  functions  listed 
and  cannot  refer  to  "general  injuries”  (body  as  a whole). 
It  is  important  to  keep  this  distinction  in  mind,  the  com- 
mittee emphasizes. 


Course  on  Mentally  Disabled  Offered 

A course  entitled  "The  Mentally  Disabled  and  the  Law” 
is  being  offered  at  the  Law-Medicine  Center  of  Western 
Reserve  University  in  Cleveland,  Ohio,  beginning  Septem- 
ber 15  for  15  weeks. 

It  is  designed  for  lawyers,  doctors,  social  workers,  law 
enforcement  officers,  public  officials,  and  others  interested 
in  the  mentally  ill.  The  sessions,  scheduled  through  Jan- 
uary 18,  will  be  held  on  the  Western  Reserve  University 
campus.  For  further  information,  dcKtors  may  contact  Oliver 
Schroeder,  Jr.,  Law-Medicine  Center,  Western  Reserve  Uni- 
versity, Cleveland  6,  Ohio. 


EDUCATION 

March  of  Dimes  Funds 
Finance  Fellowship  Program 

More  than  $1,000,000  in  March  of  Dimes  funds  for 
education  in  the  health  professions,  including  an  appropria- 
tion for  a new  fellowship  program  to  give  doctors  more 
extensive  clinical  training  in  the  fields  of  rheumatology 
and  birth  defects,  has  been  announced  by  the  National 
Foundation. 

The  combined  sum  of  the  awards  is  more  than  $3,500,- 
000,  according  to  Basil  O’Connor,  president  of  the  National 
Foundation.  These  totals  bring  the  total  amount  channeled 
into  education  for  the  health’s  professions  to  almost  $32,- 
000,000.  Included  in  this  sum  are  funds  for  a health  schol- 
arship program  initiated  earlier  this  year  to  provide  4 year 
college  training  for  young  Americans  in  5 of  the  health 
fields — medicine,  nursing,  physical  therapy,  medical  social 
work,  and  occupational  therapy. 

The  fellowship  program  is  open  to  residents  or  practicing 
physicians  for  study  in  rheumatology  or  in  the  treatment 
of  patients  suffering  from  birth  defects  of  the  central  ner- 
vous system.  Fellowships  will  be  awarded  for  a minimum 
period  of  1 year  but  are  subject  to  renewal.  Stipends  will 
range  from  $3,600  to  $7,000  a year. 

More  than  $900,000  of  the  educational  grants  will  go  to 
universities,  institutions,  and  professional  associations  to 
support  the  teaching  and  recruitment  programs  by  which 
these  groups  are  able  to  raise  the  standards  of  education 
and  medical  care  throughout  the  nation. 


Two  Doctors  Receive 
Mental  Health  Grants 

Two  Texas  doctors  have  been  given  in-service  grants  by 
the  Southern  Regional  Education  Board  for  the  purpose  of 
enabling  staff  members  of  mental  hospitals  or  training 
schools  in  the  South  to  observe  new  or  unusual  programs 
in  other  hospitals  in  the  country. 

These  doctors  are  Dr.  David  T.  Wells,  Austin,  alcoholic 
counselor,  Austin  State  Hospital,  and  Dr.  James  H.  Krei- 
meyer.  Rusk,  staff  physician.  Rusk  State  Hospital. 

Applications  for  these  grants,  which  are  made  possible 
by  a $90,000  grant  for  this  purpose  by  the  National  Insti- 
tute of  Mental  Health,  still  are  being  accepted  by  the 
Southern  Regional  Education  Board.  There  is  no  deadline. 
Persons  interested  may  write  to  the  board  at  130  Sixth 
Street,  N.  W.,  Atlanta  13,  Ga. 


Physicians  Receive  Heart  Grants 

Three  Texas  physicians  have  been  awarded  grants  for 
heart  research  by  the  Life  Insurance  Medical  Research  Fund 
recently.  They  are  Dr.  Howard  G.  Swann  and  Dr.  James  "V. 
Warren,  Galveston,  University  of  Texas  Medical  Branch, 
and  Dr.  John  C.  Porter,  Dallas,  University  of  Texas  South- 
western Medical  School. 

Dr.  Swann,  who  received  $16,500,  will  do  research  on 
functional  distention  of  the  kidney.  Dr.  Warren  will  do 
research  on  factors  influencing  cardiac  output  in  man  with 
his  $19,800  grant.  Dr.  Porter  plans  to  smdy  the  hypothal- 
amic control  of  sodium  excretion;  he  received  $21,560. 
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Postgraduate  Courses 

Radiological  Health,  New  York,  October. — Two  different 
courses  in  radiological  health  will  be  presented  by  the  De- 
partment of  Industrial  Medicine  at  the  New  York  Uni- 
versity Bellevue  Medical  Center  Post-Graduate  Medical 
School.  "Introduction  to  Radiological  Health”  will  be  con- 
ducted October  12-23  for  persons  having  responsibilities 
connected  with  the  health  and  safety  of  personnel  in  installa- 
tions using  sources  of  ionizing  radiation.  "Radiological 
Health  Laboratory”  will  be  given  October  26  to  November 
6.  It  will  be  a series  of  experiments  designed  to  furnish  a 
familiarity  with  the  most  important  categories  of  nuclear 
detection  apparatus  and  techniques  of  measurement. 

Further  information  may  be  obtained  by  writing  the  As- 
sociate Dean,  New  York  University  Post-Graduate  Medical 
School,  550  First  Avenue,  New  York  16. 

Clinical  Cardiopulmonary  Physiology,  Chicago,  October 
5-9. — The  Council  on  Postgraduate  Medical  Education  of 
the  American  College  of  Chest  Physicians  will  present  a 
course  on  clinical  cardiopulmonary  physiology  October  5-9 
at  the  Edgewater  Beach  Hotel  in  Chicago.  The  course  will 
offer  recent  advances  in  the  diagnosis  and  treatment  of  chest 
diseases — medical  and  surgical.  Tuition  for  each  course  is 
$100  including  round-table  luncheon  discussions.  Those  de- 
siring more  information  may  write  to  the  Executive  Di- 
rector, American  College  of  Chest  Physicians,  112  East 
Chestnut  Street,  Chicago  11. 

Electrocardiography , New  York,  November  9-14. — A full 
time,  5 day  course  will  be  given  dealing  with  modern 
electrocardiography  and  stressing  the  basic  electrophysiology 
of  the  heart  rather  than  the  pattern  diagnosis.  It  is  suitable 
for  both  elementary  and  advanced  students.  Doctors  may 
write  for  further  information  to  Associate  Dean,  NYU 
Post-Graduate  Medical  School,  550  First  Avenue,  New  York 
16. 


Medical  Technology  Degree  Ready  at  UT 

A new  program  leading  to  the  degree  of  bachelor  of 
science  in  medical  technology  has  begun  at  the  University 
of  Texas  in  Austin.  Approved  by  the  Texas  Commission 
on  Higher  Education,  the  program  will  permit  a student  to 
earn  a degree  within  the  usual  4 year  period  and  at  the 
same  time  complete  training  required  for  certification  by 
the  Registry  of  Medical  Technologists,  O.  B.  Williams, 
Ph.D.,  chairman  of  the  Department  of  Bacteriology,  points 
out.  During  his  senior  year,  a student  will  intern  at  an 
approved  medical  laboratory. 

The  new  degree  program  involves  no  new  courses,  only 
a new  arrangement  of  courses. 


Texas  Medical  Center  Expands 
Facilities  and  Program 

Half  a dozen  units  now  under  construction  or  planned 
for  the  near  future  in  the  Texas  Medical  Center,  Houston, 
have  been  reported  by  the  executive  director  of  the  center, 
Frederick  C.  Elliott,  D.D.S. 

The  Houston  Speech  and  Hearing  Center  will  occupy  a 
$750,000  building  in  the  near  future.  Research  and  service 
activities  as  well  as  teaching  facilities  will  be  housed  in  the 
building  now  under  construction. 

A Commons  Building  which  will  provide  permanent 
residence  for  persons  employed  in  the  medical  center  and 


temporary  housing  for  students  and  ambulatory  patients  is 
contemplated  by  the  Good  Samaritan  Club,  a public  trust 
corporation  founded  to  provide  scholarships  to  students  in 
nursing  and  for  other  educational  and  research  programs 
in  the  medical  center. 

Preliminary  plans  are  being  developed  by  architects  for 
the  Houston  State  Psychiatric  Institute  for  which  the  Texas 
Legislature  has  made  available  approximately  $2,000,000. 
This  will  be  primarily  a training  and  research  center  for 
the  Texas  state  hospital  system  and  is  due  for  completion  by 
the  latter  part  of  the  year. 

A building  for  the  Institute  of  Religion  is  scheduled  to 
get  under  way  momentarily.  This  nondenominational  insti- 
tute, now  housed  in  temporary  facilities,  conducts  a pro- 
gram of  graduate  education  in  pastoral  care  especially  for 
those  who  wish  to  become  hospital  chaplains. 

Three  buildings  joining  each  other  will  be  erected  at  a 
total  cost  of  $4,500,000  by  the  medical  center  for  the  use 
of  the  Baylor  University  College  of  Medicine.  To  be  known 
as  the  Jesse  H.  Jones  Clinical  Research  Building,  Anderson 
Basic  Research  Building,  and  Jewish  Medical  Research  In- 
stitute, they  will  provide  facilities  for  an  expanded  research 
program. 

The  Lutheran  Hospital  Association  is  expected  to  build  a 
250  bed  teaching  hospital  at  a cost  of  $7,500,000  soon. 

Study  is  being  given  to  a Cardiovascular  Institute  where 
basic  research  on  diseases  of  the  cardiovascular  system  may 
be  carried  on  and  to  an  Institute  of  Life  Chemistry  where 
basic  research  in  the  chemistry  of  living  matter  may  be  de- 
veloped. A highly  specialized  Institute  in  the  Chemistry  of 
the  Endocrine  System  also  is  being  considered. 

Although  not  involving  buildings  at  this  time,  the  Texas 
Woman’s  University  is  expanding  its  College  of  Nursing, 
centered  at  the  main  university  in  Denton,  to  include  not 
only  Dallas,  where  some  training  is  carried  on  now,  but 
also  Houston,  where  the  clinical  facilities  of  the  Texas 
Medical  Center  will  be  used.  The  expansion  into  Houston 
will  permit  a doubling  of  enrollment  in  the  Texas  Woman’s 
University  nursing  program,  already  the  largest  college  of 
nursing  in  Texas. 


Grants  Given  by  Smith  Kline  and  French 

A total  of  $24,200  in  grants  went  to  Texas  institutions 
and  charities  from  the  Smith  Kline  and  French  Foundation 
during  1957  and  1958,  reported  the  trustees  of  the  organ- 
ization. 

Among  these  were  Baylor  University  College  of  Medicine 
in  Houston;  Community  Chest  of  Greater  Dallas,  Inc.,  in 
Dallas;  Methodist  Hospital  in  Houston;  United  Fund  and 
Community  Chest  of  Houston  and  Harris  County  in  Hous- 
ton; and  the  University  of  Texas  in  Austin. 


Anficancer  Drug  Research  fo  Be  Told 

A conference  on  clinical  anticancer  drug  research  will  be 
held  in  Washington,  D.  C.,  November  11-12  under  auspices 
of  the  Cancer  Chemotherapy  National  Service  Center  of  the 
United  States  Public  Health  Service.  Approximately  1,000 
physicians  and  scientists  are  expected  to  hear  the  clinical 
research  being  carried  out  as  part  of  the  center’s  program 
and  also  other  phases  of  the  chemotherapy  program  such 
as  screening  for  anticancer  activity,  synthesis  and  pharma- 
cology of  potential  anticancer  agents,  radiation  and  surgery 
as  adjuvants  to  chemotherapy,  and  anticancer  drug  research 
abroad. 
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OF  GENERAL  INTEREST 

Personals 

Dr.  William  J.  Campbell  of  Amarillo  was  recently 
awarded  a plaque  in  recognition  of  his  "faithful  and  ex- 
cellent service"  as  a member  of  the  Amarillo  College  Board 
of  Regents.  Dr.  Campbell  resigned  from  the  board  early 
this  year  because  of  pressure  of  private  business  and  the 
demand  of  his  work  with  the  Amarillo  Public  School  Board. 

Dr.  William  E.  Laur  of  Amarillo  recently  was  appointed 
on  a special  committee  to  supervise  instruction  of  a short 
course  in  astronomy  to  begin  in  July  at  the  Amarillo  Col- 
lege. Dr.  Laur  is  a member  of  the  Panhandle  Astronomical 
Society  of  Texas,  which  is  sponsoring  the  course.  It  is  of- 
fered as  a community  service  by  the  Vocational  Department 
of  the  college. 

Dr.  Chester  E.  Cook  of  Dallas  became  medical  director 
of  Southwestern  Life  Insurance  Company,  August  1.  On  the 
staff  since  1953,  he  succeeds  Dr.  C.  Frank  Brown,  who 
retired  after  more  than  12  years  with  the  company. 

Dr.  Harry  C.  Powell,  Jr.  of  Austin  was  awarded  a Wyeth 
Laboratories  pediatric  residency  fellowship  of  |4,800  for  2 
years  of  advanced  study  in  the  care  and  treatment  of  chil- 
dren. He  will  take  his  residency  at  the  Texas  Children’s 
Hospital  in  Houston. 

Dr.  George  R.  Herrmann,  Galveston,  addressed  the  First 
District  Medical  Society  at  Moorehead,  Minn.,  and  also 
spoke  at  Fargo,  N.  D.  He  will  give  the  Blackwell  Memorial 
Lectures  in  Denison,  November  10,  1959- 

At  the  annual  meeting  of  the  National  Board  of  Medical 
Examiners  held  in  Philadelphia  in  May,  Dr.  M.  H.  Crabb, 
Fort  Worth,  secretary  of  the  Texas  State  Board  of  Medical 
Examiners,  was  elected  to  a second  term  as  a member  at 
large. 

Dr.  Melvin  A.  Casberg,  Austin,  University  of  Texas  vice- 
president  for  medical  affairs,  has  resigned  effective  August 
31  to  become  director  of  Ludhiana  Christian  Medical  Col- 
lege in  the  Punjab,  India.  He  was  born  in  India  and  has 
spent  1 year  as  a medical  missionary  to  India. 

Miss  Patricia  Murphy,  daughter  of  Dr.  and  Mrs.  Weldon 
O.  Murphy  of  Amarillo,  was  to  be  married  to  Charles  A. 
Erni  of  Lucerne,  Switzerland,  in  July. 

The  mother  of  Dr.  Sinks  McLarty  of  Galveston,  Mrs. 
Lizzie  McLarty,  died  July  23  in  Giddings. 


Future  Nurses  Clubs  Aid 
Nurse  Recruitment,  Survey  Shows 

Future  Nurses  Clubs  in  high  schools  are  an  aid  to  re- 
cruitment of  students  into  the  nursing  field,  according  to 
a recent  survey.  Approximately  one-third  of  student  nurses 
responding  had  belonged  to  Future  Nurses  Clubs,  many 
of  which  are  sponsored  jointly  by  county  medical  auxiliaries. 

Sponsored  by  the  Texas  State  Committee  on  Careers  in 
Nursing,  Texas  League  for  Nursing,  and  Texas  Graduate 
Nurses  Association,  the  survey  was  directed  to  34  profes- 
sional nursing  schools  in  the  state.  Of  these,  33  schools 
answered,  with  a total  of  1,790  students  replying. 

The  study  shows  that  there  is  a high  incidence  of  stu- 
dents choosing  nursing  careers  in  areas  where  there  is  close 
access  to  schools  of  nursing.  Also,  there  are  more  Future 
Nurses  Clubs  in  the  same  areas. 

In  ranking  the  replies  according  to  reasons  influencing 
the  student’s  decision  to  go  into  the  nursing  field.  Future 
Nurses  Clubs  ranked  eighth.  Other  important  influencing 


factors  were  listed  as  follows:  friends  or  relatives  in  the 
nursing  field,  first;  parents,  second;  personal  experiences, 
third;  books,  newspapers,  radio,  television,  fourth;  profes- 
sional nurses,  fifth;  high  school  teachers  and  counselors, 
sixth;  friends  or  relatives  not  in  nursing,  seventh. 


Hospitals  Receive  Accreditation 

The  Arlington  Memorial  Hospital  in  Arlington  and  the 
Collin  Memorial  Hospital  at  McKinney  have  received  ac- 
creditation for  1 year  from  the  Joint  Commission  on  Ac- 
creditation of  Hospitals,  according  to  O.  Ray  Hurst,  execu- 
tive secretary  of  the  Texas  Hospital  Association.  A great 
amount  of  the  hospitals’  success  has  been  credited  to  the 
efforts  and  recommendation  of  the  "Dry  Run  Survey  Team.” 
This  team  is  made  up  of  representatives  from  the  Texas 
Medical  Association,  Texas  Hospital  Association,  and  Texas 
Association  of  Medical  Record  Librarians.  The  team  makes 
visits  to  hospitals  upon  request  and  offers  its  advice  for  im- 
provements so  that  accreditation  possibly  may  be  obtained. 


Texas  Doctors  Asked 
To  Report  Tuberculosis  Cases 

Texas  doctors  are  asked  to  help  the  Texas  Medical 
Association’s  Committee  on  Tuberculosis  improve  the  state- 
wide tuberculosis  control  program  by  reporting  their  tuber- 
culosis cases  to  the  proper  health  authorities. 

Proper  reporting  of  tuberculosis  cases  helps  to  protect 
others  from  infection,  according  to  Dr.  Elliott  Mendenhall, 
chairman  of  the  committee.  It  gives  the  health  department 
a more  accurate  picmre  of  our  total  tuberculosis  problem. 
Federal  appropriations  to  the  health  department  budget 
are  based  on  the  number  of  cases,  which  makes  it  impor- 
tant that  all  be  reported.  Dr.  Mendenhall  comments.  It  is 
a requirement  by  law  that  these  reports  be  made. 


Wadley  Leukemia  Association  Grows 

Organized  in  the  fall  of  1958  and  with  its  first  semi- 
annual meeting  behind  it,  the  Wadley  Leukemia  Associa- 
tion, established  to  aid  the  Wadley  Research  Institute  and 
Blood  Bank  of  Dallas  in  its  research  program  by  dissemina- 
tion of  public  information,  services  to  patients  and  their 
families,  and  raising  funds  to  buy  equipment  for  leukemia 
studies,  now  boasts  chapters  in  five  cities,  a membership  of 
500,  and  $37,000  raised  for  research. 

A group  of  18  persons  who  had  lost  members  of  their 
family  to  leukemia  met  first  to  discuss  the  idea  of  easing 
the  suffering  of  leukemia  victims  and  their  families  and 
of  contributing  toward  the  goal  of  a cure  or  successful 
treatment  for  the  disease.  A general  association  with  Mrs. 
T.  M.  Rea  of  Dallas  as  president  was  organized,  and  now 
chapters  exist  in  Dallas,  Lubbock,  Amarillo,  Wichita  Falls, 
and  Denison. 

Dudley  L.  Rouse,  assistant  to  the  director  of  the  Wadley 
Institute,  emphasizes  that  the  association  is  self  supporting, 
that  it  assist  leukemia  sufferers  regardless  of  the  place  of 
treatment  or  physician,  and  that  it  has  a mailing  list  of 
2,000. 

Plans  are  under  way  for  a benefit  performance  featuring 
an  outstanding  television  and  radio  personality  sometime 
next  fall. 
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DRUG  NOTES 


Medical  Assistants  Have  Chicago  Office 


The  American  Association  of  Medical  Assistants,  with 
which  the  Texas  Medical  Assistants  Association  is  affiliated, 
has  opened  an  office  at  510  North  Dearborn  Street,  Chicago 
10,  with  Mrs.  Stella  Thurnau  as  executive  secretary.  Mrs. 
Thurnau  formerly  worked  at  American  Medical  Association 
headquarters. 

The  American  Association  of  Medical  Assistants,  formed 
3 years  ago  as  a nonprofit  organization,  now  has  more  than 
8,000  members  with  chapters  in  21  states  and  members-at- 
large  in  seven  other  states. 

Next  meeting  of  the  association  is  planned  for  October 
16-18  in  Philadelphia.  Medical  assistants  and  doctors  are 
invited. 


National  Foundation  Sets  Aid  Program 

Details  of  its  patient  aid  program  in  arthritis  and  birth 
defects  have  been  announced  by  the  National  Foundation, 
completing  its  transition  to  include  these  two  conditions  as 
well  as  poliomyelitis.  Research  and  professional  training 
already  have  begun  in  these  areas. 

In  addition  to  aiding  patients  with  paralytic  poliomyeli- 
tis, the  National  Foundation  now  expects  to  help  children 
under  19  years  of  age  with  spina  bifida,  encephalocele,  or 
hydrocephalus  and  children  in  the  same  age  bracket  with 
rheumatoid  arthritis. 

Care  for  patients  with  arthritis  and  birth  defects  will 
begin  gradually  as  commitments  in  the  polio  field  are  met. 
Services  will  include  limited  hospitalization,  diagnosis  and 
outpatient  treatment,  transportation,  physical  therapy,  and 
certain  drugs  and  equipment.  Basil  O’Connor,  president  of 
the  foundation,  indicated  that  after  consultation  with  chap- 
ter medical  advisory  committees  throughout  the  nation,  it 
was  decided  the  National  Foundation  could  not  pay  doctors’ 
bills  if  the  American  system  of  doctor-patient  relationships 
is  to  be  preserved. 

Insurance  Pamphlet’  Available 

Publication  of  a new  pamphlet  containing  a bibliography 
on  health  insurance  entitled,  "A  List  of  Worthwhile  Health 
Insurance  Books”  is  available  upon  request  to  the  Health 
Insurance  Institute,  488  Madison  Avenue,  New  York. 

The  pamphlet  draws  together  a list  of  books,  annual 
publications,  and  periodicals  in  the  field  of  health  insurance. 
In  addition,  it  has  chapters  dealing  with  literature  on  gen- 
eral insurance,  gerontology,  social  security,  and  other  data 
pertinent  to  research  in  the  field.  One  section  is  devoted 
to  the  first  known  listing  of  national  organizations  having 
a relationship  to  the  task  of  financing  medical  care  costs. 


Children  Now  Taller,  Heavier 

Today’s  children  are  taller  and  heavier  than  those  of  a 
generation  ago,  reports  from  statisticians  of  the  Metropoli- 
tan Life  Insurance  Company  show. 

Acceleration  in  the  rate  of  growth  reflects  a number  of 
factors,  the  statisticians  say.  Among  these  are  increased 
knowledge  of  the  principles  of  good  nutrition,  the  avail- 
ability of  a wide  variety  of  foods,  and  the  rise  in  living 
standards.  Other  factors  have  been  the  decreased  frequency 
of  debilitating  diseases  among  children  and  the  better 
knowledge  of  the  fartors  that  affect  good  health  and  the 
application  of  this  knowledge  in  daily  living. 


Improved  Aspirin,  New  Forms 
Introduced  to  Drug  Market 

HiSPRIL,  which  recently  has  been  introduced  by  Smith, 
Kline  and  French,  is  available  as  a 5 mg.  spansule  (sus- 
tained release)  or  as  a 2 mg.  (ordinary)  tablet.  Its  generic 
name  is  diphenylpyraline.  The  drug  itself  is  not  new.  Doc- 
tors may  recognize  dephenylpyraline  previously  available 
by  Schenley  as  Diafen  tablets  and  official  in  the  "New  and 
Non-Official  Drugs”  1959.  Doctors  also  may  recognize  the 
antihistamine  as  an  ingredient  of  White  Laboratories  A-P 
cillin-200. 

The  spansule  dose  form  permits  a dosage  of  one  spansule 
every  12  hours,  and  the  company  literature  emphasizes  the 
drug’s  low  incidence  of  drowsiness. 

Kaopectate  with  Neomycin  may  now  be  purchased  by 
the  patient  without  a prescription.  The  prescription  legend 
is  no  longer  required  on  its  label. 

Calurin  (Dorsey)  is  a 5 grain  tablet  of  a "soluble” 
aspirin  which  is  said  substantially  to  reduce  gastric  irrita- 
tion. This  is  possibly  one  of  the  most  important  improve- 
ments of  the  aspirin  molecule  ever  to  be  made. 

Aspirin  is  a difficult  compound  to  use  pharmaceutically. 
It  is  unstable  in  moist  air,  decomposing  into  acetic  acid  and 
salicylic  acids.  It  frequently  forms  euteaic  mixtures  with 
other  substances  with  which  it  is  prescribed,  and  causes 
gastric  upset  in  many  cases.  In  fact,  it  has  been  stated  by 
others  that  if  aspirin  were  synthesized  in  the  laboratory 
today,  its  poor  chemical  and  physical  properties  more  than 
likely  would  prevent  it  from  ever  reaching  clinical  trial. 
Calurin  is  a calcium-acetylsalicylate-carbamide  complex  or 
cakium-acetylsalicylate  urea  complex.  This  idea  of  forming 
soluble  complexes  with  urea  is  not  new.  Physicians  may 
recall  Afenil  N.N.R.  1951  (Knoll),  which  is  a calcium 
chloride-urea  complex.  Saccharin  functions  in  a similar 
manner,  because  a portion  of  its  structure  is  similar  to  urea. 
An  example  of  this  latter  complex  is  Theryl  (Church)  sac- 
charinated  aspirin. 

Tenuate,  Merrill’s  new  anorexiant  and  Tepanil  (Na- 
tional) are  identical  in  dose  size  and  price. 

Abbott  now  has  Oretic,  its  brand  of  hydrochlorothia- 
zide. This  gives  a total  of  three  companies  thus  far  with 
this  agent.  The  others  are  Merck,  Sharp  and  Dohme  with 
Hydrodiuril,  and  Ciba  with  Esidrex. 

Lederle  has  on  clinical  trial  demethylchlortetracycline,  a 
derivative  of  Aureomycin.  It  is  said  to  be  wide  spertrum, 
more  effective,  and  longer  acting  than  either  Aureomycin 
or  Terramycin.  Effective  blood  concentrations  are  main- 
tained for  24  to  48  hours. 

Lederle  also  has  under  study  two  synthetic  analgesics, 
Diapromid  and  Phenapromid.  These  are  said  to  be  rather 
simple  chemically  when  compared  to  the  complex  formula 
of  morphine. 

Gammacorten  (Ciba)  is  another  brand  of  dexametha- 
sone,  now  available  and  identical  chemically  to  Decadron 
(Merck,  Sharp  and  Dohme)  or  Deronil  (Schering). 

Recent  reports  on  long  term  therapy  with  dexamethasone 
(27  patients  treated  8 to  16  months)  show  that  it  is  ac- 
companied by  the  usual  side  effects  of  corticosteroid  therapy. 

Nineteen  patients  had  a weight  gain  of  more  than  9 
pounds  in  3 to  6 months.  One  patient  gained  over  40 
pounds.  It  was  found  too  that  dexamethasone  has  less  ten- 
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dency  to  produce  ulcers  than  prednisolone.  It  was  noted  also 
that  aspirin  administered  simultaneously  permitted  steroid 
reduction. 

Another  report  on  5 years  of  corticosteroid  therapy  states 
that  rheumatoid  disease  still  progresses  whether  or  not  treat- 
ment is  given. 

Disomer  is  an  antihistamine  introduced  by  White  Lab- 
oratories. It  is  available  in  2 mg.  tablets,  4 and  6 mg. 
chronatabs  (repeat  action  tablets),  and  as  a syrup.  Disomer 
is  the  dextrorotatory  form  of  brompheniramine.  Bromphen- 
iramine, doctors  may  recognize  as  Dimetane  (Robins). 
Robins  uses  the  generic  name  parabromdylamine. 

A similar  simation  exists  with  chlorpheniramine  or 
Chlor-trimeton  (Schering).  The  dl  or  optically  inactive 
form,  when  separated,  produces  d and  I isomers.  The  d or 
dextro  form  is  available  as  Polaramine  (Schering).  The 
same  relationship  exists  with  Dimetane  (dl)  and  Disomer 
( dextro  form ) . 

It  is  often  possible,  after  the  resolution  of  a dl  compound 
into  its  respective  d and  I isomers,  to  find  that  most  or  all 
of  the  therapeutic  activity  resides  in  only  one  of  the  isomers. 
It  is  then  possible  that  this  one  form  may  be  twice  as 
active  as  the  optically  inactive  parent  substance.  It  is  also 
possible  that  undesirable  properties  may  be  eliminated  by 
such  a resolution.  One  good  example  of  this  is  Benzedrine 
(Smith,  Kline  and  French  dl  amphetamine)  which  yielded 
Dexedrine  (Smith,  Kline  and  French,  d-amphetamine ) 
having  much  less  pressor  activity. 

— Herbert  Schwartz,  M.S.,  Austin. 


' , 

Shakespeare  and  Medicine 

In  looking  up  the  subject  of  Shakespearean  medicine,  it 
is  interesting  to  find  that  there  were  more  than  50  books 
and  articles  published  on  this  subject  before  1900.  Most  of 
this  writing  is  biased,  to  my  mind,  and  is  an  attempt,  by 
some  well  meaning  author,  to  give  the  "Bard  of  Avon” 
knowledge  which  he  obviously  did  not  have. 

Some  of  these  books,  for  example,  have  attempted  to 
"prove”  that  Shakespeare  had  a knowledge  of  the  circulation 
of  the  blood  though  he  died  in  I6l6  (the  same  year  that 
we  first  have  knowledge  that  Harvey  taught  the  circulation 
in  his  Lumlein  Lectures  in  London).  It  is  really  absurd  to 
^ive  Shakespeare  credit  for  this  knowledge,  for,  as  has 
often  been  pointed  out,  knowledge  that  blood  flowed 
through  arteries  and  veins  was  known  by  Galen.  The  two 
passages  most  often  quoted  to  prove  the  point  are  the 
following : 

Bru.  You  are  my  true  and  honourable  wife; 

As  dear  to  me  as  are  the  ruddy  drops 
which  visit  my  sad  heart. 

— ^Julius  Caesar,  11.1. 

which  with  the  heart  there  cools  and  ne’er  remrneth 
To  blush  and  beautify  the  cheek  again. 

—II  Henry  VI.  iii.2. 


That  from  these  two  passages  it  can  be  inferred  that 
Shakespeare  knew  the  blood  flowed  in  a circle  is  to  my 
mind  impossible.  It  is  a little  surprising  to  me  that  Harvey 
never  mentioned  Shakespeare  though  he  must  have  seen 
his  plays  in  London.  I presume  that  "prophets  are  without 
honor  at  home.” 

Nothwithstanding  the  fact  that  Shakespeare  did  not  know 
about  the  circulation  of  the  blood,  his  knowledge  of  medi- 
cine is  astounding.  The  time  in  which  Shakespeare  lived 
corresponded  to  that  period  in  medicine  which  immediately 
preceded  the  discovery  of  the  circulation  of  the  blood. 
Vesalius,  the  great  anatomist,  died  a year  before  Shakes- 
peare’s birth  while  Harvey’s  little  booklet  on  the  circulation 
of  the  blood  was  published  12  years  after  the  "Bard’s” 
death.  Gabriele  Fallopius  had  recently  died;  Bartolomeo 
Eustachius  still  lived;  Fabricius  ab  Aquapendente  (Harvey’s 
teacher)  was  still  teaching  in  Padua;  Michael  Servetus  had 
been  burned  at  the  stake  in  Geneva;  Realdo  Colombus  had 
made  his  anatomical  discoveries;  and  Cesalpinus  stood  on 
the  brink  of  anticipating  Harvey’s  discovery.  Paracelsus  had 
lived  and  the  contest  between  his  disciples  and  the  Galen- 
ists  was  prolonged  into  the  seventeenth  century.  In  medi- 
cine this  was  a time  of  transition  and  strife. 

Among  the  diseases  mentioned  by  Shakespeare  are  ague, 
rheumatism,  plagues,  fevers,  measles,  sweating  sickness, 
leprosy,  apoplexy,  colic,  consumption,  convulsions,  cramps, 
dropsy,  epilepsy,  gout,  green  sickness,  heartburn,  hemiplegia, 
hydrophobia,  itch,  jaundice,  palsy,  sciatica,  and  sea  sickness. 
Truly  an  amazing  group  of  diseases  for  a layman  to  know. 

This  passage  will  give  an  idea  of  the  scope  of  his 
knowledge: 

Now  the  rotten  diseases  of  the  south,  the  guts- 
griping,  rupmres,  catarrhs,  loads  o’gravel  in  the 
back,  lethargies,  cold  palsies,  raw  eyes,  dirt-rotten 
livers,  wheezing  lungs,  bladders  full  of  imposthume, 
sciaticas,  limekilns  in  the  palm,  incurable  bone-ache, 
and  the  rivelled  fee  simple  of  the  tetter,  take  and 
take  again  such  preposterous  discoveries! 

— Troilus  and  Cressida,  v.  1. 

Shakespeare  knew  a great  deal  about  agues  and  fevers 
which  were  prevalent  at  the  time.  The  following  depicts 
the  severe  rigor,  the  pallor  of  the  lips,  the  dullness  of  the 
eye,  the  thirst,  and  the  weakness  that  identify  the  symptoms 
with  an  attack  of  fever:  ^ 

He  had  a fever  when  he  was  in  Spain 
And,  when  the  fit  was  on  him,  I did  mark 
How  he  did  shake:  ’tis  true,  this  god  did  shake. 

His  coward  lips  did  from  their  colour  fly; 

And  that  same  eye,  whose  bend  doth  awe  the  world. 

Did  lose  his  lustre:  I did  hear  him  groan: 

Ay,  and  that  tongue  of  his,  that  bade  the  Romans 
Mark  him,  and  write  his  speeches  in  their  books, 

Alas!  it  cried,  "give  me  some  drink,  Titinius,” 

As  a sick  girl. 

— Julius  Caesar,  i.  2. 

Intestinal  worms  are  alluded  to  in  the  following  meta- 
phorical sense: 

Civil  dissension  is  a viperous  worm 

That  gnaws  the  bowels  of  the  commonwealth. 

—I  Henry  VI.  iii.l. 

Jaundice  is  mentioned  as  follows: 

What  grief  hath  set  the  jaundice  on  your  cheeks? 

— Troilus  and  Cressida,  i.  3. 

That  drinking  warms  the  blood  in  the  liver  is  referred  to: 
Char.  I had  rather  heat  my  liver  with  drinking. 

— Antony  and  Cleopatra,  i.  2. 
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Gout  is  referred  to  in  connection  with  advancing  age,  its 
likelihood  of  occurring  in  the  rich,  and  its  tendency  to 
recur  as  follows; 

Ros.  With  a priest  that  lacks  Latin,  and  a rich  man 
that  hath  not  the  gout,  for  the  one  sleeps  easily  be- 
cause he  cannot  study,  and  the  other  lives  merrily 
because  he  feels  no  pain:  the  one  lacking  the  burden 
of  lean  and  wasteful  learning,  the  other  knowing  no 
burden  of  heavy  tedious  penury:  these  Time  ambles 
withal. 

— As  You  Like  It,  iii.2. 

A great  knowledge  of  materia  medica,  toxicology,  and 
therapeutics  is  shown  throughout  the  writings  of  Shakes- 
peare. Medicinal  agents  mentioned  include  aconitum,  aqua 
vitae,  civet,  coloquintida,  hebenon,  mandragora,  musk,  par- 
maceti,  poppy,  ratsbane,  rhubard,  senna  and  wine. 

The  following  surgical  ailments  are  among  those  which 
Shakespeare  speaks  of  in  his  plays:  abscesses,  boils,  car- 
buncles, gangrene,  fistula,  fractures,  dislocations,  harelip, 
squint,  and  venereal  diseases. 

Obstetrical  subjects  include  the  following;  premature 
births,  quickening,  altered  appetite  of  pregnancy,  deformity 
of  the  fetus,  eruption  of  teeth  before  birth,  death  of  the 
fetus  and  its  retention  in  utero,  retarded  labor  from  de- 
formity of  the  child,  foot  presentation,  cesarean  section,  and 
twin  births. 

It  is  impossible  in  an  article  of  this  length  to  cite  refer- 
ences for  the  information  listed.  However,  I will  be  glad 
to  furnish  them  to  anyone  interested. 

In  closing,  I would  like  to  show  this  man’s  great  powers 
of  observation  in  describing  the  appearance  in  death  from 
natural  causes  and  from  violence.  The  signs  in  the  follow- 
ing passage  are  those  of  death  by  strangulation  after  a 
struggle ; 

Warwick.  See  how  the  blood  is  settled  in  his  face. 

Oft  have  I seen  a timely-parted  ghost. 

Of  ashy  semblance,  meagre,  pale,  and  bloodless. 

Being  all  descended  to  the  labouring  heart; 

Who,  in  the  conflict  that  it  holds  with  death. 

Attracts  the  same  for  aidance  ’gainst  the  enemy; 
Which  with  the  heart  there  cools,  and  ne’er  returneth 
To  blush  and  beautify  the  cheek  again. 

But,  see,  his  face  is  black  and  full  of  blood; 

His  eye-balls  further  out  than  when  he  lived. 

Staring  full  ghastly  like  a strangled  man: 

His  hair  upreared,  his  nostrils  stretched  with 
struggling: 

His  hands  abroad  display’d,  as  one  that  grasp’d 
And  tugged  for  life,  and  was  by  strength  subdued. 

Look,  on  the  sheets  his  hair,  you  see,  is  sticking; 

His  well-proportioned  beard  made  rough  and  rugged. 
Like  to  the  summer’s  corn  by  tempest  lodg’d 
It  cannot  be  but  he  was  murder’d  here: 

The  least  of  all  these  signs  were  probable. 

—II  Henry  VI.  iii.2. 

— William  M.  Crawford,  M.D.,  Fort  Worth. 
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Wright-Patterson  Air  Force  Base,  Dayton,  Ohio;  Elmer  R. 
Hunsicker,  B.S.,  Formerly  Chief  of  Laboratories,  2750th 
Hospital,  and  Respiration  Section,  Aero  Medical  Laboratories, 
Wright-Patterson  Air  Force  Base,  Dayton,  Ohio;  JONAH  Ll, 
M.D..  University  of  California  Medical  Center,  San  Francisco. 
59  pages.  $12.  New  York  and  London,  Grune  and  Stratton, 
1957. 

This  text  is  written  primarily  as  a rapid  reference  for 
clinical  pathologists  and  those  in  the  laboratory  concerned 
in  the  diagnosis  of  blood  dyscrasias.  The  book  contains  59 
pages  of  excellently  prepared  colored  reproductions  of 
stained  blood  films  and  bone  marrow  preparations.  Each 
colored  picture  has  the  various  types  of  cells  identified  and 
properly  named.  The  text  contents  are  presented  in  a sys- 
tematic manner  and,  therefore,  are  ideal  for  the  smdent  in 
hematology.  The  minute  details  in  the  differential  diagnosis 
of  the  various  blood  dyscrasias  from  a cytological  stand- 
point are  well  shown.  This  is  a text  which  should  be  in- 
cluded as  a reference  in  the  library  of  every  clinical  lab- 
oratory. 

— H.  J.  Schattenberg,  M.D.,  San  Antonio. 

A Doctor  Speaks  His  Mind 

Roger  I.  Lee,  M.D..  Chairman  and  President  of  the  Board 
of  Trustees  of  the  American  Medical  Association,  President  of 
the  American  College  of  Physicians,  Professor  of  Hygiene  at 
Harvard,  member  of  the  Harvard  Corporation,  and  a founder 
of  the  Harvard  School  of  Public  Health,  of  which  he  was  for 
a time  acting  dean.  119  pages.  $3.  Boston  and  Toronto,  Linle, 
Brown  and  Company,  1958. 

A happy  and  devoted  doctor  for  over  50  years,  Roger  I. 
Lee  is  one  of  the  best  known  and  most  loved  of  medical 
practitioners.  In  "The  Happy  Life  of  a Doctor,”  he  told 
the  story  of  his  career,  and  of  the  people,  both  doctors 
and  patients,  that  he  has  known.  Now,  in  "A  Doctor 
Speaks  His  Mind,”  Dr.  Lee  returns  to  cast  an  irreverent 
eye  on  some  recent  developments  in  medicine  and  its 
practice. 

High  on  Dr.  Lee’s  list  of  targets  are  the  specialists  who 
know  "more  and  more  about  less  and  less”  and  those  doc- 
tors who  diagnose  a patient’s  eye  or  heart  or  lung  without 
knowing  their  patient  as  a whole.  The  general  practitioner 
or  family  doctor,  he  believes,  has  always  been  and  always 
will  be  the  backbone  of  the  medical  profession. 

With  a firm  belief  in  the  rugged  individualism  of  the 
doctor  and  the  virtues  of  "old-fashioned  common  sense  as 
applied  to  medicine  in  any  age,”  he  draws  a telling  picture 
of  the  plight  of  the  patient  today,  bewildered  by  the  array 
of  medical  experts  facing  him  and  shunted  from  one  im- 
personal waiting  line  to  another. 

Of  particular  interest  is  Dr.  Lee’s  discussion  of  the  growth 
of  medical  knowledge,  especially  in  the  field  of  public 
health,  and  his  belief  that  medicine,  like  art,  is  a truly  uni- 
versal profession.  This  leads  him  to  an  examination  of  so- 
cialized medicine;  Dr.  Lee  takes  his  stand  against  govern- 
ment interference  in  the  medical  profession.  He  also  takes 
a potshot  at  several  plaster  images  worshipped  in  the 
name  of  science,  such  as  statistics  and  a pet  peeve,  "light,. 


'nourishing’  diets”  and  at  medical  fads  he  particularly  dis- 
likes. 

Now  in  his  seventies  and  rounding  out  his  fifty-second 
year  of  medical  practice.  Dr.  Roger  1.  Lee  has  had,  and 
continues  to  have,  a career  rich  in  accomplishment  and 
friendship.  He  was  born  in  Peabody,  Mass.,  educated  at 
Harvard  (which  conferred  an  honorary  degree  on  him  in 
1954),  and  served  his  internship  at  the  Massachusetts  Gen- 
eral Hospital  in  Boston.  His  practice  since,  as  a general 
practitioner,  has  been  in  that  city,  although  he  has  traveled 
all  over  the  United  States  for  medical  meetings  and  con- 
ferences. 

Therapeutic  Exercise 

Sidney  Light,  M.D.,  Honorary  Member,  British  Association 
of  Physical  Medicine.  Danish  Society  of  Physical  Medicine, 
and  French  National  Society  of  Physical  Medicine.  893  pages. 
$16.  New  Haven,  Conn.,  Elizabeth  Licht,  Publisher,  1958. 

This  volume  is  the  third  in  the  Physical  Medicine  Li- 
brary, all  edited  by  Dr.  Sidney  Licht.  In  his  preface  to  the 
second  volume  of  the  series.  Dr.  Licht  commented,  "The 
reviewer  of  one  specialty  journal  across  the  seas  ended  his 
assessment  of  the  book  with  these  words,  'I  do  not  recom- 
mend it  as  a book  to  be  taken  on  a train  journey.’  The 
trouble  with  too  much  of  the  physical  medicine  literature 
available  has  been  that  it  was  keyed  to  the  'train’  level 
erroneously  attributed  to  the  physical  therapists.  We  hope 
and  expect  that  the  reviewer  referred  to  above  will  find 
this  book  also  unsuitable  to  be  taken  on  a train  journey. 
The  only  journey  for  which  it  was  intended  is  along  the 
road  to  better  physical  medicine.” 

The  present  volume  continues  the  same  high  standards 
set  by  its  predecessors  in  the  series.  Undoubtedly,  it  is  the 
most  complete  book  on  its  subject  ever  published  and  justly 
deserves  the  adjective,  "encyclopedic.”  Unlike  most  books 
which  may  be  described  thus,  however,  the  present  one  is, 
for  the  most  part,  written  in  such  a clear  manner  that  any 
physician  who  is  seriously  interested  in  any  of  its  subjects 
will  find  it  helpful. 

There  are  36  contributors  to  this  book,  and  this,  of 
course,  makes  for  some  unavoidable  unevenness  in  the 
quality  of  the  individual  chapters.  This  defect,  though,  is 
minor  when  it  is  considered  in  the  light  of  the  relatively 
monumental  contribution  to  medical  literature  that  this 
book  represents.  Since  I have  already  described  the  book 
as  "encyclopedic,”  it  is  unnecessary  to  list  all  its  subjects 
here.  In  brief,  they  progress  from  neuromuscular  physiology 
and  anatomy  through  basic  concepts  of  muscle  strength 
evaluation  and  exercise  to  specific  types  of  exercises;  then 
the  second  half  of  the  book  is  devoted  to  the  specific  uses 
of  exercises  in  various  diseases.  There  is  even  a chapter  on 
"Exercise  for  Healthy  Persons.” 

This  book  can  be  recommended  without  reservation  to 
any  physician  who  employs  therapeutic  exercises  in  his 
practice. 

— J.  R.  Oates,  M.D.,  Houston. 

Groves'  Synopsis  of  Surgery 

Sir  Cecil  Wakeley,  LL.D.,  M.Ch.,  D.Sc.,  F.R.C.S.,  F.A.C.S., 
F.R.A.C.S.,  Past  President  of  the  Royal  College  of  Surgeons  of 
England;  Fellow  of  King's  College.  London,  ed.  15.  650  pages. 
$8.50.  Baltimore,  Williams  and  Wilkins  Company,  1958. 

The  fifteenth  edition  of  Groves’  "Synopsis  of  Surgery” 
has  been  thoroughly  revised  by  Sir  Cecil  Wakeley  with  the 
help  of  L.  T.  Cotton,  surgeon  at  King’s  College  Hospital. 
Mr.  Cotton  will  take  over  the  future  editions  of  the  book. 
The  chapters  on  surgery,  particularly  arterial  grafting  and 
vascular  surgery,  have  had  much  new  material  added.  This 
new  edition  should  be  as  popular  as  the  past  editions. 
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The  Cerebrospinal  Fluid 

G.  E.  W.  WOLSTENHOLME,  M.B.,  B.Ch.,  and  Cecilia  M. 
O’Connor,  B.Sc.  335  pages.  $9.  Boston,  Little,  Brown  and 
Company,  1958. 

This  volume  is  unusual  among  those  published  by  the 
Ciba  Foundation,  of  which  it  is  the  thirty-ninth  to  appear, 
in  that  the  large  number  of  plates  has  made  it  desirable  to 
print  the  whole  book  on  coated  paper. 

Among  the  many  questions  considered  at  this  symposium 
were  the  following:  How  accurate  is  our  information  about 
the  anatomy  of  the  pia-arachnoid,  arachnoid  villi,  choroid 
plexuses,  innervation  and, vascularization  of  these  structures, 
and  arrangement  and  significance  of  the  subarachnoid,  peri- 
vascular, and  perineuronal  spaces? 

Do  we  really  know  where,  how,  and  why  the  cere- 
brospinal fluid  is  produced  and  absorbed,  and  is  it  a secre- 
tion, excretion,  or  transudate? 

Is  the  process  under  nervous  or  hormonal  control,  are 
there  secretory  granules  in  the  choroidal  epithelium,  and 
what  is  the  true  function  of  the  choroid  plexuses? 

Can  we  explain  the  blood-brain  and  blood-cerebrospinal 
fluid  barriers  and  their  variations  at  different  ages  and  in 
different  regions? 

By  what  means  and  for  what  reason  does  the  cerebro- 
spinal fluid  circulate? 

And  how  may  all  these  fundamental  considerations  be 
correlated  with  dinicopathological  observations  or  utilized 
to  determine  the  most  rational  modes  of  treatment? 

Anatomists,  neurologists,  pathologists,  psychiatrists,  phar- 
macologists, and  neurosurgeons  came  from  all  over  the 
world  to  attend  this  meeting  to  contribute  the  distilled 
products  of  their  research  and  reflections.  The  result  is  an 
important  book. 

Epilepsy 

Manfred  Sakel,  M.D.,  ed.  1.  204  pages.  $5.  New  York, 
Philosophical  Library,  1958. 

Epilepsy  is  presented  first  of  all  as  a document  of  in- 
tense histotic  interest — a great  doctor’s  last  contribution  to 
medical  literamre.  No  attempt  has  been  made  to  alter  Dr. 
Sakel’s  original  material  though  it  has  been  annotated  and 
brought  up  to  date  under  the  guidance  of  several  neurolo- 
gists and  psychiatrists. 

It  has  been  three  decades  since  Dr.  Sakel  made  his  dis- 
covery of  the  insulin  "shock”  treatment  of  mental  illness. 
The  treatment  was  slow  to  receive  acceptance  and  by  the 
time  the  Swiss  Society  for  Psychiarry  reported  that  insulin 
"shock”  was  being  taken  up  on  an  international  scale,  Dr. 
Sakel  had  already  taken  refuge  in  the  United  States  as  a 
refugee  from  Nazi  tyranny. 

Upon  his  death.  Dr.  Sakel  left  behind  an  uncompleted 
manuscript  expounding  his  interesting  theories  on  the 
mechanism  and  therapy  of  this  still  unconquered  disease 
epilepsy. 

The  Amphetamines 

Chauncey  D.  Leake,  Ph.D.,  Professor  of  Pharmacology, 
Ohio  State  University,  Columbus.  167  pages.  $4.50.  Spring- 
field,  111.,  Charles  C Thomas,  1958. 

The  author  of  this  small  book  needs  no  introduction  to 
Texas  doctors.  He  explains  that  the  book  is  merely  an  intro- 
duction to  a smdy  of  amphetamines  and  is  intended  for 
physicians  and  not  pharmacologists.  To  quote  Dr.  Leake, 
"if  it  aids  physicians,  lawyers,  sociologists,  lawgivers  and 
administrators,  and  other  intelligent  people  to  understand 
how  the  amphetamines  act  and  how  they  may  be  used  fot 
individual  and  social  benefit,  it  will  have  accomplished  its 
purpose.” 


The  Birfh  of  Normal  Babies 

Lyon  P.  Strean,  Ph.D.,  D.D.S.,  F.A.P.H.A.,  Consultant, 
Norristown  State  Hospital  and  Montgomery  Hospital,  Norris- 
town, Pa.  194  pages.  $3.95.  New  York,  Twayne  Publishers, 
1958. 

This  is  an  excellent  small  book  which  should  be  read 
and  kept  in  the  library  of  each  physician  who  is  engaged 
in  obstetrical  practice  to  any  extent.  Actually,  for  the 
person  engaged  in  a general  practice,  it  would  seem  to  be 
worth  while  to  have  several  copies  available  for  lending  to 
those  patients  who  always  want  to  know  the  reasons  for 
certain  specific  instructions  given  them. 

Dr.  Strean  has  approached  the  problem  of  the  birth  of 
babies  with  congenital  defects  in  a logical  manner.  The 
conclusions  that  he  has  been  able  to  draw  from  diligent 
searching  of  patient  histories  for  possible  clues  to  the  etiol- 
ogy of  defects  in  babies  at  birth,  plus  animal  experimenta- 
tion, plus  observation,  are  impressive.  Further,  his  manner 
of  presentation,  the  terms  in  which  the  information  is 
couched  make  the  reading  and  understanding  easy  even  for 
the  laity. 

It  is  a well  known  fact  that  the  patient  who  understands 
the  reason  for  the  physician’s  opinion  and  instructions  is 
the  patient  who  usually  will  respond  with  the  utmost  in 
cooperation. 

When  an  obstetrical  patient,  or  the  one  who  hopes  to 
be  such,  has  read  about  the  results  of  psychic,  emotional, 
physical,  or  chemical  trauma  to  the  woman  during  the  first 
trimester  of  pregnancy,  as  presented  by  Dr.  Strean,  she  will 
be  much  better  prepared  to  avoid  such  incidents.  If  all  such 
patients  could  be  induced  to  read  this  book,  it  is  likely  that 
the  rate  of  incidence  of  congenital  defects  would  be  ap- 
preciably decreased. 

— Houston  M.  Burk,  M.D.,  Tulia. 

Conquering  Your  Allergy 

Boen  Swinny,  M.D.  221  pages.  $3.95.  New  York,  Fleet 
Publishing  Corporation,  1959. 

In  this  well  written  book.  Dr.  Swinny  has  drawn  upon 
a wealth  of  clinical  experience  in  presenting  the  subject  of 
allergy  in  plain  terms  readily  understandable  by  the  lay 
reader  for  whom  the  book  was  intended.  In  an  easy  style, 
the  author  has  presented  just  enough  scientific  background 
to  substantiate  his  points,  but  has  avoided  the  pitfall  of 
becoming  too  technical. 

The  first  three  chapters  describe  the  nature  of  allergic 
disease,  the  causes  of  allergic  disease,  and  the  reactive  tis- 
sues of  the  allergic  person.  In  portraying  a typical  allergist’s 
routine.  Dr.  Swinny  discusses  in  the  fourth  chapter  the 
various  maneuvers  that  might  be  required  in  rhe  clinical 
management  of  allergic  disease.  The  fifth  and  concluding 
chapter  is  essentially  a review.  A short  appendix  contains 
brief  instructions  on  elimination  diets. 

In  the  opinion  of  this  reviewer,  "Conquering  Your  Al- 
lergy,” will  be  a valuable  medium  which  allergisrs  may 
employ  profitably  for  patient  instruction.  Likewise,  if  the 
book  should  prove  to  be  widely  read  by  the  lay  public,  it 
will  do  much  to  make  people  allergy  conscious  and  direct 
them  to  seek  proper  medical  attention. 

— Homer  E.  Prince,  M.D.,  Crockett. 

Alcoholism 

Arnold  Z.  Pfeffer,  M.D.,  Formerly  Associate  Clinical  Pro- 
fessor of  Psychiatry,  College  of  Medicine  of  New  York  Uni- 
versity, In  charge.  Consultation  Clinic  for  Alcoholism,  New 
York  University-Bellevue  Medical  Center.  98  pages.  $6.50. 
New  York  and  London,  Grune  and  Stratton,  1958. 
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The  Pneumoconiosis  Problem 

Eugene  P.  Pendergrass,  M.D.,  Professor  of  Radiology, 

University  of  Pennsylvania  School  of  Medicine,  Philadelphia. 

146  pages.  $6.75.  Springfield,  111.,  Charles  C Thomas,  1958. 

Dr.  Pendergrass  has  been  a student  of  the  effects  of  dust 
inhalation  since  1919.  The  book  is  the  qitire  manuscript 
of  the  "Caldwell  Lecture”  which  the  author  gave  in  Octo- 
ber, 1957,  at  the  annual  meeting  of  the  American  Roentgen 
Ray  Society.  It  is  his  hope  to  make  more  radiologists  inter- 
ested in  pneumoconiosis  by  his  discussion  of  the  guide 
lines  which  have  been  helpful  to  him  in  the  interpretation 
of  the  roentgenograms.  Attention  is  called  to  the  fact  that 
many  of  the  lesions  are  not  diagnosed  in  themselves  and 
simulate  other  diseases.  Especial  emphasis  is  placed  on  the 
necessity  of  improving  fluoroscopic  and  roentgenographic 
studies  of  chest  physiology  to  the  end  that  the  present 
methods  of  estimating  pulmonary  disability  might  be  im- 
proved. The  book  should  interest  internists,  industrial  physi- 
cians, thoracic  surgeons,  and  chest  physicians. 


ORGANIZATION! 


Texas 

Medical  Association 


Better  PR  for  Texas  Doctors  To  Be 
Stressed  at  September  Meeting 


In  an  effort  to  help  Texas  doctors  promote  better  public 
relations,  the  Texas  Medical  Association  is  sponsoring  its 
fifth  annual  Public  Relations  Conference,  September  26,  at 
the  headquarters  building  in  Austin. 

In  conjunction  with  the  conference  will  be  the  eighth 
Orientation  Program  for  new  and  transfer  members  of  the 
Association,  September  26;  the  fall  meeting  of  the  Executive 


Board,  September  27;  and  meetings  of  the  Association’s 
various  councils,  committees,  and  boards  scattered  through- 
out the  week  end. 

Doctors  and  their  wives  will  be  guests  of  the  Association 
for  a luncheon  Saturday  in  the  headquarters  building  and 
of  the  Charles  O.  Finley  & Company  for  a hospitality  hour 
at  the  Driskill  Hotel  that  evening.  Those  wishing  to  attend 
the  University  of  Maryland  versus  University  of  Texas  foot- 
ball game,  following  the  hospitality  hour,  should  write  to 
the  Executive  Secretary,  Texas  Medical  Association,  1801 
North  Lamar  Boulevard,  Austin;  tickets  are  $4. 


Public  Relations  Conference 

The  keynote  speaker  for  the  conference  will  be  Dr.  F.  W. 
Yeager  of  Corpus  Christi,  President  of  the  Texas  Medical 
Association,  who  will  begin  the  program  at  10:05  a.  m. 
His  topic  will  be  "Strength:  Combination  of  Unity  and 
Prestige.”  The  theme  to  be  carried  out  at  the  morning 
session  will  stress  public  relations  for  the  individual  physi- 
cian, while  the  afternoon  session  will  concentrate  on  the 
physician’s  press  relations.  'The  program  follows : 

Morning  Program,  10  a.  m. 

The  Eleventh  Hour.  Chester  H.  Lauck,  Executive  Assist- 
ant, Continental  Oil  Company,  Houston,  is  a rare  combina- 
tion of  businessman  and  entertainer.  Better  known  as  "Lum” 
of  the  popular  radio  and  movie  team  of  "Lum  and  Abner,” 
Mr.  Lauck  travels  more  than  100,000  miles  annually  through 
Conoco’s  27  state  marketing  area  making  speeches.  Mr. 
Lauck  began  as  a banker  before  he  and  his  boyhood  friend 
formed  the  team  of  "Lum  and  Abner.”  In  addition  to  being 
with  Continental  Oil  Company,  he  operates  a large  cattle 
ranch  in  Nevada. 

Public  Relations  Through  Practice  Management.  Nelson 
J.  Young,  Detroit,  of  Professional  Management,  is  a gradu- 
ate of  the  University  of  Michigan’s  School  of  Business  Ad- 
ministration. He  entered  the  field  of  professional  manage- 
ment in  1946.  His  present  professional  activities  include 
managing  the  Florida  East  Coast  office  of  PM  and  being 
a managing  partner  of  the  Detroit  PM  office.  He  is  director 
of  Block  and  Shaggs  Associates,  Inc.,  and  vice-president  of 
the  Society  of  Professional  Business  Consultants. 

Blue  Shield — Its  Key  Role  in  Financing  Medical  Care. 
Dr.  Donald  Stubbs,  chairman.  Board  of  Directors,  Blue 


Donald  Stubbs 


Nelson  J.  Young 


Chester  H.  Lauck 
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Shield  Medical  Care  Plans,  Washington,  D.  C.,  has  been 
in  private  practice  since  1935-  He  is  a diplomate  of  the 
American  Board  of  Anesthesiology  and  a fellow  of  the 
American  College  of  Anesthesiology.  He  has  taught  mostly 
surgery  and  anesthesiology  at  George  Washington  Univer- 
sity since  1929  and  is  now  clinical  professor  of  anesthesiol- 
ogy there.  He  is  chief  of  staff  and  head  of  the  Department 
of  Anesthesiology  at  Walter  Reed  Hospital  and  National 
Institutes  of  Health. 

I Am  a Doctor.  This  film,  produced  by  the  American 
Medical  Association,  will  have  its  Texas  premiere  for  doc- 
tors during  the  conference.  It  is  designed  to  attract  out- 
standing high  school  and  college  smdents  into  a career  in 
medicine. 

Afternoon  Session,  1 ;45  p.  m. 

Health  Care  of  the  Aged.  Dr.  Frederick  C.  Swartz  of 
Lansing,  Mich.,  chairman  of  the  Committee  on  Aging, 
merican  Medical  Association,  will  present  this  talk. 

Building  More  Effective  Liaison  Between  the  Press  and 
Medicine.  This  panel  discussion  will  be  moderated  by  Dr. 
Joe  R.  Donaldson,  Pampa,  chairman.  Council  on  Public 
Relations  and  Medical  Service,  Texas  Medical  Association. 
Other  participants  and  the  topics  they  will  discuss  include 
the  following: 

Press-Physician  Relationship  Needs  Further  U nderstand- 
ing — Highlights  of  a Statewide  Survey  of  Newspaper  Edi- 
tors, Bill  Barnard,  Dallas,  Bureau  Chief,  Associated  Press. 

Achieving  More  Effective  Doctor-Press  Relationships  in 
Smaller  Communities,  W.  E.  Berger,  Hondo,  Editor,  Hondo 
Anvil  Herald. 

The  Key  Role  of  the  Physician  and  the  County  Medical 
Society,  Bob  Reid,  El  Paso,  Mott,  Reid  and  McFall,  Public 
Relations  Counselors. 

The  New  Code  of  Cooperation  Between  the  Medical  Pro- 
fession, Hospitals,  and  All  Media  of  Communication,  Dr. 
A.  Fletcher  Clark,  Jr.,  San  Antonio,  member.  Council  on 
Public  Relations  and  Medical  Service,  Texas  Medical  As- 
sociation. 

Orientation  Program 

The  eighth  Orientation  Program  for  new  and  transfer 
members  of  the  Association  will  be  held  September  26; 
invitations  have  been  sent  to  504  doctors.  Presiding  will  be 
Dr.  Barton  E.  Park,  Dallas,  vice-president  of  the  Texas 
Medical  Association,  and  Dr.  Charles  P.  Hardwicke,  Austin, 
Speaker,  House  of  Delegates. 

Morning  Session,  9:05  a.  m. 

Welcome:  Objectives  of  Orientation  Program.  Dr.  Travis 
Smith,  Abilene,  Vice-Chairman,  Board  of  Councilors. 

The  Texas  Medical  Association;  An  Accounting  of  Stew- 
ardship; What  Happens  to  Your  $50  Dues.  Dr.  Troy  A. 
Shafer,  Harlingen,  Board  of  Trustees. 

Public  Relations  and  Socio-Economic  Considerations  in 
the  Practice  of  Medicine.  C.  Lincoln  Williston,  Austin,  Ex- 
ecutive Secretary. 

Strength:  Combination  of  Unity  and  Prestige.  Dr.  F.  W. 
Yeager,  Corpus  Christi,  President. 

Public  Relations  Through  Office  Management.  Nelson 
J.  Young,  Detroit,  Professional  Management. 

Blue  Shield — Its  Key  Role  in  Financing  Medical  Care. 
Dr.  Donald  Stubbs,  Washington,  D.  C.,  Chairman,  Board 
of  Directors,  Blue  Shield  Medical  Care  Plans. 


Afternoon  Session,  1 :00  p.  m. 

Medical  Ethics  Considerations  in  the  Practice  of  Medi- 
cine. Dr.  C.  E.  Oswalt,  Jr.,  Fort  Stockton,  Chairman,  Board 
of  Councilors. 

Medical  Etiquette;  Obligations  of  the  Physician  to  Col- 
leagues and  to  the  Profession.  Dr.  R.  Mayo  Tenery,  Waxa- 
hachie.  Councilor,  District  15. 

Health  Care  for  the  Aged.  Dr.  Frederick  C.  Swartz,  Lans- 
ing, Mich.,  Chairman,  Committee  on  Aging,  American  Medi- 
cal Association. 

Serving  the  Doctors  of  Texas.  Donald  M.  Anderson,  Aus- 
tin, Assistant  Executive  Secretary. 

Workmen’s  Compensation  Laws;  Charges,  Obligations  and 
the  Law.  Smith  Pettigrew,  Dallas,  Medical  Coordinator, 
Texas  Employers’  Insurance  Association. 

Legal  Aspects  of  Medical  Practice;  Malpractice — How  to 
Avoid  It.  Philip  R.  Overton,  Austin,  General  Counsel. 

The  Eleventh  Hour.  Chester  Lauck,  Houston,  "Lum”  of 
"Lum  and  Abner,”  Continental  Oil  Company. 

Hotel  Accommodation^  ' 

I • ' 

The  following  hotels  and  motels  have  set  aside  rooms  for 
the  members  of  the  Texas  Medical  Association  on  Septem- 
ber 25-27.  Members  are  asked  to  make  their  request  directly 
to  the  facility  of  their  choice  and  indicate  on  their  request 
that  they  are  a member  of  the  Association.  Hotels : Stephen 
F.  Austin  Hotel,  701  Congress  Avenue;  Commodore  Perry 
Hotel,  800  Brazos  Street;  Driskill  Hotel,  117  East  Seventh 
Street.  Motels:  Mount  Vernon  Motor  Courts,  4001  East 
Avenue;  Holiday  Inn  Motor  Hotel,  6901  Interregional  High- 
way; Ramada  Inn  Roadside  Motor  Hotel,  5650  Interregional 
Highway;  Terrace  Motor  Hotel,  1201  South  Congress. 


American 

^ Medical  Association 


Texans  Look  Forward  to 
AMA  Clinical  Session 

Texas  will  play  host  this  year  to  the  American  Medical 
Association’s  clinical  session  for  the  first  time,  in  Dallas, 
December  1-4. 

Leaures  and  symposiums  feamring  speakers  from  through- 
out the  nation  will  be  held  during  the  entire  session  in  the 
mornings  and  afternoons,  and  there  will  be  panel  discus- 
sions the  first  three  days.  Breakfast  round-table  discussions 
will  be  held  each  morning.  Closed  circuit  television  shows 
will  be  presented  each  day  of  the  session  feamring  Texas 
specialists.  Officials  of  the  Texas  Medical  Association  and 
American  Medical  Association  will  speak  before  the  general 
session,  December  1.  Also  included  during  the  clinical  ses- 
sion will  be  a meeting  of  the  House  of  Delegates,  scientific 
and  technical  exhibits,  and  a health  fair  designed  espiecially 
for  the  public.  Most  events  will  be  housed  in  the  Memorial 
Auditorium. 

Dr.  Everett  C.  Fox  of  Dallas  has  been  named  general 
chairman  of  the  session  and  will  preside  over  the  general 
session.  His  executive  assistants  are  C.  Lincoln  Williston, 
Austin,  Executive  Secretary,  Texas  Medical  Association,  and 
Millard  Heath,  Dallas,  Executive  Secretary,  Dallas  County 
Medical  Society. 
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Other  committee  chairmen  include  Dr.  C.  D.  Bussey,  Dal- 
las, Scientific  Program  Committee;  Dr.  James  A.  Martin, 
Scientific  Exhibit  Committee;  Dr.  Perry  C.  Talkington,  En- 
tertainment Committee;  Dr.  John  S.  Chapman,  Radio-Tele- 
vision Committee;  Dr.  Oscar  Marchman,  Jr.,  Housing  Com- 
mittee; Dr.  James  H.  Herndon,  Transportation  Committee; 
Dr.  Margaret  Watkins,  Women  Physicians’  Committee;  Dr. 
Elliott  Mendenhall,  Publicity  Committee;  Dr.  Samuel  E. 
Stuart,  Committee  on  Registration,  and  Dr.  Max  Cole, 
Health  Fair  Committee,  all  physicians  of  Dallas. 

Reservations  for  room  accommodations  may  be  obtained 
by  writing  American  Medical  Association,  Housing  Bureau, 
1101  Commerce  Street,  Dallas  2.  Requests  should  include 
four  choices  of  hotel  or  motel  with  full  details  and  dates 
and  type  of  room  desired. 


AM  A Public  Relations  Institute 
Held  in  Chicago,  August  20-21 

"Is  Medicine  on  the  Right  Track?”  was  the  theme  of 
the  American  Medical  Association’s  1959  Public  Relations 
Institute  held  August  20-21  in  Chicago. 

Dr.  Rolf  Schlogell  of  Cologne,  Germany,  headed  the  con- 
ference with  a talk  on  the  danger  of  government-controlled 
health  insurance,  and  Dr.  Woody  Freamo,  Canadian  Medi- 
cal Association,  reported  on  steps  that  led  to  government 
health  care  in  Canada.  A panel  discussion  on  medical  careers 
was  moderated  by  the  winners  of  the  American  Medical 
Association’s  citations  for  their  exhibits  at  the  National 
Science  Fair.  A session  was  devoted  to  discussions  of  medical 
care  and  insurance  as  a payment  mechanism. 

Preceding  the  instimte,  the  Medical  Society  Executives 
Association  held  a one  day  institute  on  medical  society  man- 
agement in  Chicago,  August  19.  C.  Lincoln  Williston,  Ex- 
ecutive Secretary,  Texas  Medical  Association,  was  chairman 
of  the  institute.  Donald  M.  Anderson,  Assistant  Executive 
Secretary,  served  as  moderator  of  a session  on  "Personnel 
and  Staff  Management.” 

Dr.  Russell  L.  Deter,  El  Paso,  contributed  as  an  interro- 
gator at  a session  on  the  "Cost  of  Medical  Care”  at  the  PR 
Institute.  Dr.  Joe  R.  Donaldson,  Pampa,  outlined  the  Texas 
Medical  Association’s  Anson  Jones  Award  project. 

The  keynote  speaker  was  Kenneth  McFarland,  Ph.D., 
Topeka,  Kan.  Among  the  topics  discussed  were  association 
financing,  bulletins,  journals,  and  publications,  and  how 
an  association  can  develop  a program  of  activities. 


^ County  Societies 


County  Society  News  Briefs 

The  Pecos-Jeff  'Davis-Presidio-Brewster  Counties  Medical 
Society  met  June  2 in  Alpine.  Speaker  of  the  evening  was 
Dr.  Lloyd  R.  Hershberger  of'  San  Angelo,  who  spoke  on 
"Difficult  Diagnostic  Problems  and  Fever  of  Undetermined 
Origin.” 

The  Pecos-Jeff  Davis-Presidio-Brewster  Counties  Society 
will  meet  for  dinner  and  a scientific  meeting  on  radiology 
by  Dr.  James  D.  Lancaster  of  Fort  Stockton  at  Fort  Stock- 
ton,  September  1. 

A film  on  "The  Physician  and  Emotional  Disturbances” 
will  be  shown  at  the  September  8 meeting  of  the  Coleman 


County  Society  at  the  Overall  Memorial  Hospital  in  Cole- 
man. 

The  Taylor-J ones  Counties  Society  will  meet  September  8 
at  the  Woman’s  Club  in  Abilene.  Dr.  Hal  W.  Smith  of 
Terrell  will  speak  on  "Alcoholism.” 

Dr.  T.  G.  Blocker  of  Galveston  will  be  guest  speaker  at 
the  Jefferson  County  Society  meeting  September  14  at  the 
Hotel  Dieu  rfospital  in  Beaumont. 

Physicians  from  both  sides  of  the  border  got  together  at 
a meeting  of  the  Webb-Zapata-Jim  Hogg  Counties  Medical 
Society  and  the  Nuevo  Laredo  Medical  Society  at  Laredo, 
July  9.  This  was  the  first  meeting  of  its  kind  in  that  area. 


Shown  from  left  to  right  are  Dr.  Francisco  Herrera, 
president  of  the  Nuevo  Laredo  Medical  Society;  C.  Lin- 
coln Williston,  Austin,  Executive  Secretary  of  Texas 
Medical  Association;  and  Dr.  Lauro  Montalvo,  president, 
Webb-Zapata-Jim  Hogg  Counties  Medical  Society. 

Featured  speaker  for  the  occasion  was  State  Senator 
Henry  B.  Gonzalez  of  San  Antonio,  who  praised  the  two 
societies  for  joining  together  at  one  meeting  which  will 
"preserve  amity  and  good  will”  along  the  border.  Special 
guests  included  Col.  Charles  W.  DeBaun,  commander  of  the 
medical  squadron  at  Laredo  Air  Force  Base,  Mayor  and  Mrs. 
J.  C.  Martin,  Jr.  of  Laredo;  C.  Lincoln  Williston,  Austin, 
Executive  Secretary,  Texas  Medical  Association;  State  Senator 
Henry  B.  Gonzalez;  Major  Hernandez  Del  Angel,  Medical 
Corps,  Mexican  Army;  Mr.  and  Mrs.  Daniel  Tamez,  San 
Antonio;  and  Jose  L.  Gonzalez,  Sanitary  Engineer  for  City 
of  Laredo. 

Entertainment  was  provided  by  Maria  Antonia  Herrera 
of  Mexico  City,  who  sang  and  played  the  guitar,  and  Mrs. 
Daniel  Tamez,  cousin  of  Dr.  Leo  Cigarroa,  secretary  of 
the  tri-county  society  who  played  two  selections  on  the 
piano. 


District  Societies 

District  12  Doctors  and  Wives 
Meet  in  Marlin,  July  14 

The  annual  meeting  of  the  Twelfth  District  Medical  So- 
ciety was  held  July  14  at  the  Student’s  Memorial  Center  at 
the  Texas  Agricultural  and  Mechanical  College  at  College 
Station. 

Four  presentations  were  given  on  the  scientific  program 
in  the  afternoon.  They  included  "Obstetrics  and  Gynecol- 
ogy,” Dr.  Jules  W.  Vieaux,  Dallas,  clinical  professor  of 
obstetrics  and  gynecology,  Southwestern  Medical  School; 
"Breast  Cancer,”  Dr.  Robert  S.  Sparkman,  Dallas,  clinical 
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associate  professor  of  surgery,  Southwestern  Medical  School; 
"Cardiology,”  Dr.  Billy  Byrd  Oliver,  Dallas,  clinical  assistant 
professor  of  internal  medicine.  Southwestern  Medical  School; 
and  "Pediatrics,”  Dr.  Percy  E.  Luecke,  Jr.,  Dallas,  clinical 
instructor  in  pediatrics.  Southwestern  Medical  School. 

A joint  luncheon  was  held  for  the  society  and  auxiliary. 
The  Woman’s  Auxiliary  had  a meeting  in  thg  morning  and 
a tea  in  the  afternoon. 


Woman’s  Auxiliary 

Auxiliary  Leaders  to  Exchange  Ideas 

Officers  and  committee  chairmen  on  the  state  and  county 
level  will  be  in  Austin  Thursday  and  Friday,  September  24 
and  25,  for  the  Executive  Board  meeting  and  School  of 
Instruction  conducted  by  the  Woman’s  Auxiliary  to  the 
Texas  Medical  Association. 

Mrs.  Haskell  D.  Hatfield,  El  Paso,  President  of  the 
state  Auxiliary,  will  preside  over  the  Board  meeting  begin- 
ning at  2 p.  m.  ’Thursday  in  the  Texas  Medical  Association 
headquarters  building.  An  informal  dinner  with  entertain- 
ment will  be  held  that  evening  at  the  Driskill  Hotel.  With 
registration  at  9 a.  m.,  the  day-long  School  of  Instruction 
will  be  presented  Friday  at  Association  headquarters  under 
the  chairmanship  of  Mrs.  Allan  Shields  of  Victoria.  There 
will  be  a luncheon  at  noon. 

Women  participating  in  these  Auxiliary  events  are  in- 
vited to  stay  over  for  the  Association’s  Public  Relations 
Conference  Saturday,  September  26. 


Cards  Support  Medical  Schools 


Each  year,  more  and  more  use  is  made  of  the  three 
cards  available  from  the  national  AMEF  office  to  facilitate 
gift  giving.  The  most  widely  used  is  the  "Sympathy”  or 
memorial  card,  sent  to  the  bereaved  family  when  a gift  is 
given  in  memory  of  a friend  who  has  died.  The  "In  Ap- 
preciation” card  offers  a wonderful  way  to  show  one’s 
thanks  to  a physician  who  has  given  his  time  and  talents 
in  caring  for  a colleague’s  family.  To  be  used  on  any  other 
occasion — a birthday,  a special  occasion  honoring  someone 
— the  "Utility”  card  has  space  for  a personal  message  from 
the  donor.  The  cards  are  in  good  taste,  printed  on  quality 
paper.  Each  gift  may  be  designated  for  a specific  medical 
school  or  put  into  the  general  fund. 

Although  the  AMEF  has  given  about  $1,000,000  each 
year  to  approved  medical  schools  to  use  as  they  considered 
most  necessary,  the  need  for  continued  help  should  concern 
each  doctor  and  his  wife. 

— Mrs.  a.  O.  Severance,  San  Antonio. 


DR.  CLIFTON  E.  HIGH 

Dr.  Clifton  Earle  High,  Pampa,  a past  president  of  two 
county  medical  societies,  died  May  10,  1959,  as  a result  of 
a heart  attack. 

A native  of  Dallas,  Dr.  High  was  born  February  23, 
1900.  His  parents  were  Earle  Lee  and  Byrcha  Maude 
(Neace)  High.  Starting  out  in  pharmacy,  Dr.  High  re- 
ceived a degree  from  the  Baylor  College  of  Pharmacy  at 
Dallas  in  1918.  Later  he  was  graduated  from  Baylor  Uni- 
versity College  of  Medicine  and  following  his  graduation, 
interned  at  Fitzsimons  Army  Hospital  in  Denver.  He  did 


RECENT 


A new,  distinctive  Christ- 
mas card  designed  by  one  of 
its  members,  Mrs.  D.  J.  Sib- 
ley of  Fort  Stockton,  will  be 
on  sale  again  this  year  by  the 
Woman’s  Auxiliary  to  the 
Texas  Medical  Association  to 
support  the  American  Medi- 
cal Education  Foundation.  Fea- 
turing the  angels  pictured 
here,  the  cards  will  be  avail- 
able at  the  time  of  the  Auxil- 
iary’s fall  School  of  Instruc- 
tion and  may  be  obtained 
thereafter  from  the  Auxil- 
iary’s executive  secretary,  1801 
North  Lamar  Boulevard,  Aus- 
tin. Boxes  of  25  cards  will  be 
$2.50  per  box.  Checks  should 
be  payable  to  the  American 
Medical  Education  Foundation. 

The  Christmas  cards  available  to  doctors’  families  are  one 
of  several  ways  in  which  the  Auxiliary  has  given  increasing 
support  to  AMEF  through  the  years  since  it  became  a part 
of  the  national  program  in  1952.  Each  year  the  contribu- 
tion from  the  Texas  Auxiliary  has  increased.  The  goal  for 
the  past  year  was  $16,500,  and  this  was  exceeded  by  more 
than  $500.  In  fact,  the  Texas  Auxiliary  took  first  place  in 
the  nation,  and  Navarro  County  received  a national  award 
for  the  largest  contribution  in  its  membership  group  of 
26-60. 
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postgraduate  work  at  the  Chicago  Eye,  Ear,  Nose,  and 
Throat  Hospital  and  was  certified  by  the  American  Academy 
of  Ophthalmology  and  Otolaryngology. 

Specializing  in  diseases  of  the  eye,  ear,  nose,  and  throat. 
Dr.  High  went  to  Pampa  in  1938.  Prior  to  that  he  had 
practiced  in  Wellington.  He  served  as  a first  lieutenant 
with  the  United  States  Army  Medical  Corps  from  1925 
until  1927. 

A member  of  the  Texas  Medical  Association  since  1928, 
Dr.  High  was  at  one  time  president  of  the  Childress-Col- 
lingsworth-Donley-Hall  Counties  Medical  Society.  After  his 
move  to  Pampa,  Dr.  High  joined  the  Gray- Wheeler  Coun- 
ties Medical  Society,  serving  as  president  of  that  society  in 
1941  and  again  in  1945  and  as  secretary  in  1943.  Current- 
ly Dr.  High  was  a member  of  the  Gray-Hansford-Hemphill- 
Lipscomb  - Roberts  - Ochiltree  - Hutchinson  - Carson  Counties 
Medical  Society.  Dr.  High  belonged  to  the  American  Medi- 
cal Association,  and  was  a past  president  of  District  3 
Medical  Society.  He  was  a member  of  the  Methodist  Church 
and  the  American  Legion  and  enjoyed  fishing  and  garden- 
ing in  his  spare  time. 

Members  of  the  family  who  survive  include  his  wife,  the 
former  Miss  Mary  Ann  Bobo,  whom  he  married  in  1925; 
one  son,  John  High  of  Moses  Lake,  Wash.;  one  grandson; 
his  parents,  Mr.  and  Mrs.  Earle  L.  High  of  Justin;  three 
brothers,  C.  H.  High  of  Fort  Worth,  George  High  of  El 
Paso,  and  Milton  High  of  Justin;  and  two  sisters,  Miss 
Evelyn  High  of  Justin  and  Mrs.  Audrey  Butts  of  Dallas. 


DR.  FREDERICK  R.  LUMMIS 

Dr.  Frederick  Rice  Lummis,  clinical  professor  emeritus 
of  the  Baylor  University  College  of  Medicine  and  past  presi- 
dent of  the  Harris  County  Medical  Society,  died  May  24, 
1959,  of  a heart  attack. 

Born  November  1,  1884,  in  Houston,  Dr.  Lummis  was 
the  son  of  Henry  Holt  and  Minnie  (Rice)  Lummis.  He 
received  his  preliminary  education  in  Houston  and  was 
graduated  from  the  University  of  the  South  in  Sewanee, 
Tenn.,  in  1906  and  Jefferson  Medical  College  in  Philadelphia 
in  1913.  Following  a residency  at  Jefferson  Hospital  in 
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Philadelphia,  he  served  as  a captain  in  the  United  States 
Army  Medical  Corps.  He  did  postgraduate  work  at  the 
Postgraduate  School  at  the  University  of  Pennsylvania  and 
later  in  Vienna.  He  had  practiced  internal  medicine  in 
Houston  since  1915.  At  the  time  of  his  death,  he  was  senior 
consultant  at  the  Diagnostic  Clinic  of  Houston. 

Dr.  Lummis  was  honored  late  last  December  by  having 
a grant-in-aid  program  to  promote  medical  research  named 
after  him — the  Frederick  R.  Lummis  Medical  Foundation. 
He  served  as  chief  of  staff  at  Hermann  Hospital  from  1939 
until  1946  and  was  director  of  the  Texas  National  Bank 
and  a Rice  Institute  trustee  emeritus.  He  was  a diplomate 
of  the  American  Board  of  Internal  Medicine  and  a fellow 
of  the  American  College  of  Physicians.  He  was  a member 
of  the  American  Medical  Association  and  Texas  Medical 
Association,  serving  as  secretary  of  the  Section  on  Public 
Health  of  the  State  Association  in  1942. 

He  was  a past  president  of  the  Houston  Academy  of 
Medicine  and  was  chairman  of  the  Houston  Board  of 
Health  in  1945.  He  was  a member  of  the  Houston  Country 
Club,  the  Eagle  Lake  Rod  and  Gun  Club,  and  the  Episcopal 
Church. 

Survivors  include  his  wife,  the  former  Miss  Annette  Gano 
of  Dallas,  whom  he  married  June  30,  1923,  in  Houston; 
two  sons,  William  R.  Lummis  of  Houston  and  Dr.  Fred- 
erick R.  Lummis,  Jr.  of  San  Antonio;  and  two  daughters, 
Mrs.  George  F.  Neff  of  Houston  and  Mrs.  Paul  S.  Russell 
of  Boston. 


DR.  MANLEY  B.  COHEN 

Dr.  Manley  Benjamin  Cohen,  El  Paso  thoracic  surgeon, 
died  in  El  Paso  on  May  24,  1959. 

Dr.  Cohen  was  born  September  7,  1914,  in  Boston,  son 
of  Morris  H.  and  Anna  R.  Cohen.  He  received  his  prelim- 
inary education  in  Cambridge,  Mass.,  and  was  graduated 
from  Harvard  University  there  in  1936  and  the  Faculty  of 
Medicine,  Laval  University  in  Quebec,  Canada,  in  1942.  He 
interned  at  the  University  Hospitals  in  Quebec  and  served 
a residency  at  the  Massachusetts  Memorial  Hospital  in  Bos- 
ton, the  Veterans  Administration  Hospital  in  Newington, 
Conn.,  and  the  Veterans  Administration  Hospital  in  Kerr- 
ville.  He  did  postgraduate  work  at  the  University  of  Minne- 
sota in  Minneapolis.  He  was  a major  in  the  United  States 
Army  in  Europe  during  World  War  11.  Dr.  Cohen  had 
practiced  in  El  Paso  since  1952. 

Having  done  research  in  cardiovascular  surgery,  Dr. 
Cohen  was  an  author  of  numerous  articles  on  chest  condi- 
tions. He  was  chief  of  surgery  at  the  Hotel  Dieu  Hospital 
and  vice  chief  of  staff  at  the  El  Paso  General  Hospital.  He 
was  chairman  of  the  education  committee  and  editor  of  the 
Bulletin  at  Providence  Memorial  Hospital. 

He  belonged  to  the  American  Medical  Association,  El 
Paso  County  Medical  Society,  Texas  Medical  Association, 
National  Tuberculosis  Association,  American  Heart  Associa- 
tion, Southern  Medical  Association,  Southwestern  Medical 
Association,  National  Medical  Veterans  Society,  and  the 
World  Medical  Association.  He  was  a fellow  of  the  Ameri- 
can College  of  Chest  Physicians.  He  was  interested  in  the 
Boy  Scouts  and  belonged  to  the  Chamber  of  Commerce.  He 
attended  Temple  Mt.  Sinai. 

Dr.  Cohen  married  the  former  Miss  Lois  Hollander  of 
Boston  on  December  30,  1937,  in  Pawmcket,  R.  1.  She 
survives,  as  does  a son,  Myles  J.  Cohen,  a smdent  at  Prince- 
ton University;  his  parents,  Mr.  and  Mrs.  Morris  A.  Cohen 
of  Boston;  a sister,  Mrs.  Elliott  Goldfarb  of  Boston;  three 
brothers,  Alfred  Cohen  of  New  York,  George  Cohen  of 
Gloucester,  Mass.,  and  Richard  Cohen  of  Austin. 
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DR.  L.  B.  JACKSON 

Dr.  Luke  B.  Jackson,  active  in  Texas  Medical  Association 
work  for  the  past  50  years,  died  in  a San  Antonio  hospital 
June  3,  1959,  as  a result  of  pulmonary  arteritis. 

The  74  year  old  physician  was  a native  of  Grandview. 
He  was  graduated  in  1908  from  the  University  of  Texas 
Medical  Branch  in  Galveston  and  served  internships  at  John 
Sealy  Hospital  in  Galveston  and  at  the  San  Antonio  State 
Hospital.  Beginning  his  medical  practice  in  San  Antonio 
in  1909,  he  continued  his  work  there  until  his  death.  He 
had  served  as  chief  of  staff  of  the  old  Baptist  Hospital  in 
San  Antonio. 


DR.  L.  B.  JACKSON 


A past  president  of  the  Bexar  County  Medical  Society, 
Dr.  Jackson  held  continuous  membership  in  the  Texas 
Medical  Association  since  1909,  serving  as  chairman  for 
the  Association’s  Section  on  General  Practice  in  1948  and 
as  chairman  of  the  Council  on  Medical  Defense  from  1947 
until  1950.  Dr.  Jackson  was  the  first  president  of  the  Bexar 
County  Chapter  of  the  American  Academy  of  General 
Practice.  Active  in  various  phases  of  church  work.  Dr. 
Jackson  was  a member  of  the  First  Baptist  Church  and 
served  on  its  board  of  deacons. 

Dr.  Jackson  and  the  former  Miss  L.  Rose  Walford  were 
married  in  August,  1909.  Mrs.  Jackson;  one  son.  Dr.  L. 
Walford  Jackson,  a San  Antonio  physician;  and  two  daugh- 
ters, Mrs.  Edith  Bagwell  of  Kilgore  and  Miss  Helena  Jack- 
son  of  San  Antonio,  survive. 


DR.  M.  M.  LANDRUM 

Dr.  Marvin  M.  Landrum  of  Lampasas,  a former  president 
of  the  Lampasas  County  Medical  Society,  died  June  3, 
1959,  of  cancer  of  the  sigmoid. 

Dr.  Landrum  was  born  August  14,  1884,  at  Corn  Hill 
in  Williamson  County.  His  parents  were  Horace  W.  and 
Caroline  (Tegge)  Landrum.  Receiving  his  preliminary  edu- 
cation at  Bertram,  Dr.  Landrum  received  both  bachelor  of 
science  and  doctor  of  medicine  degrees  from  St.  Louis  Uni- 
versity, the  latter  in  1907.  Following  his  graduation  he 


served  an  internship  in  a St.  Louis  hospital.  He  practiced 
medicine  8 years  at  Dimmit  and  Cost  before  going  to 
Lampasas  in  1916;  he  continued  his  practice  there  until  his 
death.  Dr.  Landrum  served  as  a first  lieutenant  with  the 
Army  Medical  Corps  during  World  War  I. 

A member  of  the  Texas  Medical  Association  since  1917, 
Dr.  Landrum  was  elected  to  honorary  membership  in  this 
organization  in  1958.  He  also  belonged  to  the  American 
Medical  Association  and  the  Lampasas-Burnet-Llano  Coun- 
ties Medical  Society.  He  was  a Methodist  and  a Mason.  His 
hobby  was  fishing. 

Dr.  Landrum’s  first  wife  died  in  November,  1952.  His 
second  wife,  the  former  Mrs.  Laura  B.  McElroy,  whom  he 
married  in  May,  1955,  died  in  late  1958.  Members  of  the 
family  who  survive  are  his  mother,  Mrs.  H.  L.  Edens  of 
Bertram;  a half  brother.  Dr.  Lee  E.  Edens,  Austin  derma- 
tologist; and  two  sons,  Marvin  M.  Landrum,  Jr.,  of  Port 
Isabel  and  Lester  C.  Landrum  of  Austin.  A brother.  Mood 
C.  Landrum  of  Kirvin,  died  about  a month  after  Dr. 
Landrum. 


DR.  P.  M.  KUYKENDALL 

Dr.  Pere  Moran  Kuykendall,  Ranger,  died  May  28,  1959, 
as  a result  of  coronary  occlusion  and  a cerebral  hemorrhage. 

Dr.  Kuykendall  was  born  August  16,  1892,  at  Moody, 
the  son  of  Pere  Moran  and  Ella  (Naylor)  Kuykendall.  His 
early  education  was  received  at  Texas  Agricultural  and 
Mechanical  College  and  at  Vanderbilt  University.  He  re- 
ceived his  degree  in  medicine  from  the  Baylor  University 
College  of  Medicine  at  Dallas.  He  followed  an  internship 
at  Parkland  Hospital  in  Dallas  with  a residency  at  Fort 
Oglethorpe  Hospital  in  Chattanooga,  Tenn.  Later  he  did 
postgraduate  work  at  Washington  University  in  St.  Louis, 
Johns  Hopkins  University  in  Baltimore,  and  Tulane  Uni- 
versity in  New  Orleans.  A veteran  of  World  War  I,  Dr. 
Kuykendall  was  discharged  from  the  Army  in  1919  with 
the  rank  of  major.  Following  his  military  service,  he  went 
to  Desdemona,  where  he  practiced  until  1930  when  he 
moved  to  Ranger.  He  continued  his  practice  in  Ranger  until 
his  death. 


DR.  P.  M.  KUYKENDALL 
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Active  through  the  years  in  civic,  church,  and  medical 
affairs.  Dr.  Kuykendall  had  been  a member  of  the  Texas 
Medical  Association  since  1924  and  served  in  its  House  of 
Delegates.  He  was  a past  president  of  the  Eastland-Callahan 
Counties  Medical  Society  and  District  13  Medical  Society. 
A member  of  the  American  Medical  Association,  Dr.  Kuy- 
kendall also  held  membership  in  the  Southern  Medical 
Association.  Dr.  Kuykendall  was  a past  president  of  the 
Ranger  Chamber  of  Commerce,  the  Rotary  Club,  and  the 
Eastland  County  School  Board.  In  addition,  he  belonged 
to  Alpha  Mu  Pi  Omega,  Delta  Tau  Delta,  the  Elks  Club, 
the  Fort  Worth  Club,  and  the  Lone  Cedar  Country  Club. 
He  served  on  the  Eastland  County  Draft  Board  for  the 
duration  of  World  War  II.  He  was  a charter  member  of 
the  Eastland  County  Water  Board,  a past  master  of  Ranger 
Masonic  Lodge  No.  738,  and  a member  of  the  board  of 
trustees  and  board  of  stewards  of  the  First  Methodist 
Church.  Dr.  Kuykendall  was  an  enthusiastic  rancher. 

Dr.  Kuykendall  and  the  former  Miss  Alla  Ray  Elliott  of 
Muskogee,  Okla.,  were  married  in  December,  1914.  She; 
one  daughter,  Mrs.  James  Preston  Morris  of  Ranger;  and 
one  sister,  Mrs.  Fred  Acree  of  Austin,  survive. 


DR.  E.  p.  McKinney 

Dr.  Edgar  Prentice  McKinney,  Nacogdoches,  died  May 
6,  1959. 

A native  of  Nacogdoches,  Dr.  McKinney  was  born  Feb- 
ruary 8,  1908,  the  son  of  John  Richard  and  Laura  (Wade) 
McKinney.  He  attended  Nacogdoches  public  schools  and 
Stephen  F.  Austin  Teachers  College  before  going  in  1925 
to  the  University  of  Texas  at  Austin.  From  there  he  trans- 
ferred to  the  University  of  Virginia  at  Charlottesville  and 
was  graduated  from  its  Department  of  Medicine  in  1933. 
He  served  an  internship  at  Cincinnati  General  Hospital  in 
Cincinnati,  later  serving  residencies  in  surgical  pathology  at 
the  University  of  Virginia  Hospital  and  in  pathology  at  the 
Charleston  General  Hospital  in  Charleston,  W.  Va.  During 
his  smdent  days  he  was  president  of  the  Whitehead  Student 
Medical  Society  at  the  University  of  Virginia.  Prior  to 
establishing  his  practice  in  Nacogdoches,  Dr.  McKinney  was 
assisting  surgeon  for  the  Weirton  Steel  Company  at  Weir- 
ton,  W.  Va.  In  1935  he  remrned  to  Nacogdoches,  remaining 
there  until  his  death.  Dr.  McKinney  was  on  the  visiting 
staff  of  the  Nacogdoches  Memorial  Hospital.  He  specialized 
in  clinical  diagnosis.  On  May  21,  1959,  the  Texas  House 
of  Representatives  passed  a resolution  in  Dr.  McKinney’s 
memory. 

During  World  War  II,  Dr.  McKinney  was  a major  in 
the  Army  Air  Force,  serving  as  flight  surgeon  from  May, 
1942,  to  December,  1945.  A graduate  of  the  School  of 
Aviation  Medicine  at  Randolph  Air  Force  Base  in  San 
Antonio,  Dr.  McKinney  served  in  North  Africa,  Italy,  Sar- 
donia,  and  Corsica. 

A member  of  the  Texas  Medical  Association  since  1936, 
Dr.  McKinney  held  his  membership  through  the  Nacog- 
doches County  Medical  Society.  He  also  belonged  to  District 
10  Medical  Society,  the  American  Medical  Asscxiation,  the 
Southern  Medical  Asscxiation,  New  York  Academy  of  Sci- 
ence, and  South  Texas  Postgraduate  Medical  Assembly.  Dr. 
McKinney  was  a member  of  Phi  Gamma  Delta  fraternity, 
Nu  Sigma  Nu  fraternity,  the  Christ  Episcopal  Church,  and 
the  Brotherhood  of  St.  Andrews.  Dr.  McKinney  included 
Greek  and  Latin  in  his  daily  reading  as  well  as  modern 
foreign  languages. 

Members  of  the  family  who  survive  include  his  wife, 
the  former  Miss  Katherine  Louise  Monger,  whom  he  mar- 
ried in  October,  1930;  his  mother,  Mrs.  J.  R.  McKinney  of 


Houston;  and  four  daughters,  Mrs.  J.  A.  Gallo  of  San  An- 
tonio, Mrs.  O.  R.  Whiddon  of  Fort  Sill,  Okla.,  Mrs.  J.  T. 
Utley  of  Tiller,  Ore.,  and  Miss  Susan  McKinney  of  Nacog- 
doches. Also  surviving  are  one  sister.  Dr.  Mary  Ann  Mc- 
Kinney, Houston  obstetrician  and  gynecologist;  two  broth- 
ers, R.  W.  McKinney  and  Jack  McKinney,  both  of  Nacog- 
doches; and  four  grandchildren. 


DR.  ARTHUR  C.  SHADDIX 

Dr.  Arthur  Cornelius  Shaddix,  Beaumont,  died  May  20, 
1959,  of  a heart  attack. 

The  son  of  Jeff  and  Ellen  (Grau)  Shaddix,  Dr.  Shaddix 
was  born  February  16,  1884,  at  Marietta.  He  attended 
Marietta  public  schools  and  was  graduated  from  East  Texas 
State  Teachers  College  at  Commerce.  In  1913  he  was  grad- 
uated from  the  Chicago  College  of  Medicine  and  Surgery, 
interning  at  Cook  County  Hospital  and  Frances  Willard 
Hospital,  both  in  Chicago,  following  graduation.  He  had 
practiced  at  Naples,  Broken  Bow,  and  Wright  City,  Okla.; 
Avinger;  and  Bivins  before  going  to  Beaumont  in  1944. 
He  practiced  there  until  his  death. 

A one  time  member  of  the  National  Board  of  Surgeons, 
Dr.  Shaddix  belonged  to  the  Texas  Medical  Association 
through  the  Jefferson  County  Medical  Society.  He  had  been 
a member  of  the  Cass-Marion  Counties  Medical  Society. 
Dr.  Shaddix  was  a Mason;  he  belonged  to  the  Eastern  Star 
and  the  Baptist  Church. 


DR.  ARTHUR  C.  SHADDIX 


Dr.  Shaddix  and  the  former  Mrs.  Nora  Lee  Harkey 
Waldon  were  married  in  May,  1932.  She  survives  as  do 
two  sons.  Dr.  C.  F.  Walden  of  Groves  and  John  Arthur 
Shaddix  of  New  Boston,  and  a daughter,  Mrs.  Marie  Bo- 
nomo  of  Shreveport.  Other  members  of  the  family  who 
survive  include  two  sisters,  Mrs.  Eugene  Hall  of  Dainger- 
field,  and  Mrs.  Alice  Thigpen  of  Tyler;  four  brothers.  Dr. 
Walter  Shaddix  of  Lubbock,  Ed  H.  Shaddix  of  Marietta, 
Tom  Shaddix  of  Texarkana;  and  George  Shaddix  of  Tulsa, 
Okla.;  and  three  grandchildren,  Sandra  Ann  Waldon  of 
Groves  and  James  Hale  and  John  Arthur  Shaddix  II  of 
New  Boston. 
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DR.  JESSE  C.  McKEAN,  JR. 

Dr.  Jesse  Cortena  McKean,  Jr.,  retired  Gladewater  physi- 
cian, died  of  a heart  attack  Wednesday,  June  24,  1959. 

A native  of  Lometa,  Dr.  McKean  was  born  October  21, 
1891,  the  son  of  Jesse  Cortena  and  Emma  Corene  (Rogers) 
McKean.  He  attended  West  Texas  Normal  School  at  Can- 
yon and  Texas  Christian  University  at  Fort  Worth.  He  was 
graduated  cum  laude  from  the  Medical  Department  of 
Texas  Christian  University  (now  Baylor  University  College 
of  Medicine)  in  1917  and  following  his  graduation,  in- 
terned at  St.  Joseph  Hospital  in  Fort  Worth,  after  which 
he  served  a surgical  residency  for  4 years  at  the  William 
Beaumont  General  Hospital  in  El  Paso.  He  later  did  post- 
graduate work  at  Tulane  University  in  New  Orleans. 

During  his  nearly  40  years  of  medical  practice.  Dr.  Mc- 
Kean traveled  widely  through  four  different  continents.  He 
served  5 years  in  the  Army  Medical  Corps,  2 years  of  which 
he  spent  in  France.  Following  his  discharge  from  the  Army, 
he  served  with  the  American  Red  Cross  and  the  Rockefeller 
Foundation  in  Greece,  Turkey,  and  Russia.  He  was  on  a 
typhus  fever  commission  in  Greece  for  the  American  Red 
Cross  sponsored  by  the  Rockefeller  Foundation  and  for  his 
work  there  he  was  made  a knight  of  the  Order  of  St. 
George  by  King  George  V of  Greece,  the  highest  award 
extended  a noncitizen  civilian.  After  completing  his  Red 
Cross  work.  Dr.  McKean  was  appointed  chief  surgeon  for 
the  Sinclair  Exploration  to  Portuguese  West  Africa,  later 
going  to  Liberia,  West  Africa,  as  medical  director  for  the 
Firestone  Plantation  Company. 
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Remrning  to  the  United  States  in  1926,  Dr.  McKean 
entered  private  practice  in  Corsicana  and  stayed  there  until 
1928,  when  he  moved  to  Pampa.  After  practicing  in  Pampa 
for  3 years,  he  moved  to  Gladewater  in  1931.  In  1932  Dr. 
McKean’s  hands  were  overexposed  in  fluoroscopic  work  and 
he  suffered  third  degree  burns.  He  was  not  able  to  practice 
for  a year  and  after  resuming  his  work,  he  limited  his  prac- 
tice largely  to  surgery.  As  a sequel  to  the  burn  on  one  hand, 
he  lost  the  middle  finger  in  1948  and  the  little  finger  6 
years  later.  During  the  5 years  preceding  his  death,  he  had 
been  forced  to  limit  his  practice  to  consultation  and  diag- 
nosis. 


A member  of  the  Texas  Medical  Association  since  1924, 
Dr.  McKean  through  the  years  held  his  membership  in  the 
Association  through  the  Navarro  County  Medical  Society, 
the  Gray-Wheeler  Counties  Medical  Society,  and  the  Gregg 
County  Medical  Society.  He  also  held  membership  in  the 
American  Medical  Association  and  belonged  to  the  Kiwanis 
Club  and  the  Gladewater  Country  Club.  Outside  office 
hours.  Dr.  McKean  enjoyed  hunting  and  fishing.  He  was 
one  of  the  early  physicians  to  pilot  his  own  plane  in  his 
professional  work. 

Dr.  McKean  and  the  former  Miss  Amy  Smallwood  were 
married  in  Oklahoma  City  in  April,  1935.  Mrs.  McKean; 
a daughter,  Mrs.  Suzanne  Hall  of  Irving;  a sister.  Miss  Paul- 
ine McKean  of  Fort  Worth;  a brother,  W.  M.  McKean  of 
Los  Angeles;  a niece;  and  five  nephews  survive. 


DR.  E.  F.  HEARD 

Dr.  E.  F.  Heard,  Goree  physician  for  the  past  56  years, 
died  May  12,  1959,  in  Dallas.  His  death  was  due  to  a 
complication  which  occurred  following  kidney  surgery. 

A native  of  Marietta,  Ga.,  Dr.  Heard  was  born  April  21, 
1878.  He  attended  Reinhart  Normal  College  and  Georgia 
Medical  College  at  Atlanta,  receiving  his  degree  in  medicine 
from  the  latter  school  in  1902.  Shortly  after  he  was  grad- 
uated, Dr.  Heard  came  to  Texas  and  established  his  prac- 
tice at  Goree.  He  continued  his  practice  until  about  6 
months  prior  to  his  death.  In  July,  1953,  Dr.  Heard,  and 
another  Goree  physician.  Dr.  W.  M.  Taylor,  were  honored 
jointly  at  a Goree  community  celebration.  Their  portraits 
were  unveiled  at  the  community  building,  and  each  physi- 
cian was  paid  tribute  for  his  long  years  of  service. 

Through  the  years  Dr.  Heard  held  his  membership  in 
the  Texas  Medical  Association  through  the  Baylor-Knox- 
Haskell  Counties  Medical  Society.  He  also  belonged  to  the 
First  Methodist  Church  in  Goree. 

In  1904  Dr.  Heard  and  the  former  Miss  Sidney  Parks 
were  married.  She  survives  as  do  a son,  Charles  Heard  of 
Abilene;  two  daughters,  Mrs.  Temple  Dickson  of  Sweet- 
water and  Mrs.  W.  S.  Richter  of  Dallas;  and  five  grand- 
children. 


DR.  E.  F.  HEARD 
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Heart  Surgery  Today 

Treatment  of  heart  disease  by  the  surgeon  has  shown 
tremendous  progress  since  the  end  of  the  last  century  when 
Bilroth  wrote,  "The  surgeon  who  should  attempt  to  suture 
a wound  of  the  heart  would  lose  the  respect  of  his  col- 
leagues.” Most  of  this  advance  has  occurred  in  the  past  10 
years  during  which  heart  surgery  has  changed  from  an  oc- 
casional heroic  attempt  to  save  life  to  one  of  the  most  im- 
portant means  of  attacking  our  nation’s  greatest  killer. 

Virtually  every  known  type  of  heart  disease  has  found 
a suggested  surgical  remedy.  Some  of  these  procedures  so 
far  have  been  of  questionable  value.  Others,  as  in  the  case 
of  mitral  stenosis,  not  only  are  eminently  successful  but  are 
the  accepted  preferred  method  of  treatment  in  symptomatic 
cases.  Enough  time  has  elapsed  so  that  thousands  of  cases  of 
mitral  stenosis  have  been  reviewed  showing  not  only  a low 
operative  risk  (less  than  0.5  per  cent  in  group  III  mitral 
stenosis  patients  in  some  series)  but  also  good  long-term 
results. 

The  loose  grouping  of  great  vessel  surgery  with  heart 
surgery  is  no  longer  tenable.  It  is  true  that  some  of  the  first 
surgery  for  heart  disease  (the  cardiac  failure  associated  with 
patent  ducms  arteriosus  and  coaraation  of  the  aorta)  was 
by  direct  attack  on  the  great  vessels.  Other  heart  disease  due 
to  intracardiac  abnormalities  has  been  palliated  by  great 
vessel  surgery.  The  most  important  in  this  group  has  been 
the  Blalock-Taussig  operation  for  tetralogy  of  Fallot. 

Actual  surgery  upon  or  within  the  heart  groups  itself 
naturally  into  four  eras.  The  first,  that  of  extracardiac  sur- 
gery, has  yielded  successful  results  primarily  in  the  suturing 
of  penetrating  cardiac  wounds,  the  resection  of  the  incar- 
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cerating  membrane  of  constrictive  pericarditis, 
and  the  many  proposed  operations  for  angina 
pectoris.  The  second  era,  that  of  blind  intra- 
cardiac surgery,  was  ushered  in  as  a practical 
therapeutic  implement  by  the  successful  re- 
moval of  foreign  bodies  from  within  the  heart 
during  World  War  II.  It  has  reached  its  pin- 
nacle in  the  treatment  of  mitral  stenosis  and 
has  been  helpful  in  the  treatment  of  other 
valvular  lesions  and  the  closure  of  some  types 
of  interatrial  septal  defects. 

The  third  era,  open  cardiac  surgery,  is  the 
newest,  and  has  opened  an  entire  new  vista. 
First,  hypothermia  and  then  the  successful  use 
of  various  pump-oxygenators  have  made  sur- 
gery within  the  heart’s  chambers,  under  direct 
vision,  feasible.  The  urgency  and  ease  of  repair 
of  certain  congenital  lesions  heretofore  inac- 
cessible have  led  to  its  first  application  here. 
Although  techniques  are  steadily  improving, 
many  congenital  defects  are  now  completely 
repaired  with  a low  surgical  risk.  Research  al- 
ready is  yielding  methods  of  using  this  new  tool 
to  treat  the  much  more  common  acquired  forms 
of  heart  disease.  Certain  lesions  of  rheumatic 
valvulitis  which  so  far  have  resisted  the  search 
for  consistently  good  surgical  repair  have  been 
the  first  to  succumb.  Even  coronary  artery  dis- 
ease may  find  a better  surgical  solution  through 
the  application  of  new  techniques  while  await- 
ing the  answer  to  its  prevention  through  medi- 
cine. 

With  little  foresight  one  can  predict  that  the 
fourth  era  of  cardiac  surgery  will  be  that  of 
replacement.  It  is  recognized  that  the  pathology 
of  certain  lesions  has  been  the  limiting  factor 
to  consistently  successful  surgical  therapy.  The 
present  day  blind  intracardiac  surgery  or  open 
heart  surgery  for  far  advanced  calcific  aortic 
stenosis  is  a worthwhile  lifesaving  measure  but 
gives  only  a few  patients  long-term  "cures.” 
Consistent  success  and  long-term  good  results 
must  await  the  replacement  with  a suitable 
substitute  of  the  nearly  irreparably  damaged 
aortic  valve  found  in  many  cases.  That  replace- 
ment is  feasible  is  attested  by  the  tolerance  of 
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the  circulatory  system  to  plastic  grafts,  the  Huf- 
nagel  valve,  and  various  intracardiac  plastic 
protheses  for  valvular  lesions  and  large  septal 
defeas  previously  used  in  animals  and  patients. 
The  combination  of  open  heart  methods  and 
better  understanding  of  hemodynamics  will  al- 
low the  fashioning  and  replacement  of  these 
prosthetic  devices  in  the  proper  place  within 
the  heart  itself. 

Heart  surgery  has  contributed  to  a better 
understanding  of  pathological  hemodynamics, 
and  thereby  more  ac^rate  clinical  diagnosis 
and  better  physiologic  diagnostic  methods.  This 
has  been  made  possible  by  the  surgeon’s  ob- 
servation and  palpation  of  the  hemodynamics 
in  diseased  hearts  during  surgery,  and  has  been 
necessitated  by  the  availability  of  sound  surgi- 
cal therapy  for  certain  lesions. 

The  speed  with  which  new,  better  surgical 
procedures  are  being  developed  may  make  an 
acceptable  procedure  of  today  outmoded  tomor- 
row. This  places  a great  responsibility  upon  the 
physician  caring  for  cardiac  patients.  A doctor 
today  can  seldom,  with  conscience,  tell  a patient 
that  there  is  "no  cure  for  his  heart  disease,” 
unless  he  has  just  conferred  with  a surgeon 
who  is  active  and  familiar  with  the  develop- 
ment of  new  techniques  and  has  the  experience 
and  understanding  of  pathological  hemody- 
namics to  help  evaluate  that  patient’s  disease 
as  to  (a)  its  prognosis  without  intervention 
and  ( b ) the  risks  of  possible  surgery  compared 
with  the  benefits  to  be  gained  therefrom.  The 
conscientious  surgeon  must  decide  if  the  patient 
is  better  off  with  his  disease  than  with  the  sur- 
gery available  at  this  particular  time.  This  de- 
cision is  one  which  requires  not  only  a thor- 
ough understanding  of  heart  disease  and  of 
the  newest  surgical  techniques  but  also  careful 
evaluation  of  the  individual  patient  and  his 
disease. 

A modern  heart  operation  is  a complex  pro- 
cedure and  a far  cry  from  surgery  which  can 
be  safely  performed  by  a surgeon  and  nurse. 
It  requires  the  close  cooperation  of  a team  com- 
posed of  anesthesiologists,  several  surgeons, 
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cardiologists  or  pediatricians,  physiologists, 
blood  bank  personnel,  and  nurses.  This  same 
concept  is  true  in  the  modern  treatment  of  heart 
disease.  The  time  is  past  when  a single  physi- 
cian can  always  determine  and  provide  what 
is  best  for  every  cardiac  patient.  Modern  cardiac 
therapy  requires  the  close  cooperation  of  the 
patient’s  family  physician,  a cardiologist  or 
pediatrician,  the  cardiac  physiologist  with  mod- 
ern diagnostic  techniques,  and  the  surgeon  who 
is  not  only  familiar  with  the  latest  techniques 
available  but  also  with  the  life  history  of  the 
various  types  of  heart  disease. 

— Hugh  E.  Wilson,  M.D.,  F.A.C.S.,  Dallas. 

What’s  Right  with 
Medical  Education 

Medical  education  isn’t  perfect  today,  but 
then  it  never  has  been.  Today  more  than  ever 
before  the  curriculum  is  a matter  of  adjustment 
and  compromise — adjustment  to  accommodate 
rapidly  accumulating  important  new  informa- 
tion into  an  already  crowded  program,  and 
compromise  between  emphasis  on  basic  prin- 
ciples and  emphasis  on  their  application. 

Many  people  talk  about  fragmentation  of 
medical  training  today,  fragmentation  in  the 
sense  of  disconneaed  teaching.  But  a smdy  of 
medical  curricula  reveals  that  almost  all  schools 
are  aware  of  this  danger  and  have  taken  steps 
to  protect  themselves  against  it.  For  instance, 
introductory  courses  dealing  with  the  "whole 
man”  are  given  during  the  freshman  year,  and 
there  are  lectures  in  psychiatry,  correlation  clin- 
ics, and  considerations  of  the  social-economic 
aspects  of  the  patient  and  his  family.  Of  course 
there  are  still  anatomy  and  biochemistry  and 
physiology,  and  these  subjeas  still  get  the  lion’s 
share  of  attention  during  the  first  year — and 
this  is  as  it  should  be. 

All  of  these  matters  are  under  virtually  con- 
stant study.  I know  of  no  medical  school  in 
the  United  States  in  which  the  curriculum  com- 
mittee is  not  one  of  the  most  active  of  com- 
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mittees,  constantly  reevaluating  distribution  of 
curricular  time,  course  content,  and  teaching 
methods.  Nor  do  I know  of  any  medical  school 
in  this  country  which  is  not  in  the  process  of 
testing  new  methods  of  teaching  which  include 
developing  further  correlation  between  subjects 
which  at  first  glance  seem  disconnected. 
Though  the  titles  of  many  courses  remain  un- 
changed, as  Professor  Wright  put  it  in  discuss- 
ing the  curriculum  of  Swarthmore  College, 
".  . . if  one  looks,  one  can  see  that  under  the 
old  labels  there  are  new  ideas  working  like  new 
wine.  And  once  in  a while  an  old  bottle  bursts 
in  a gentlemanly  sort  of  way.”  Those  of  you 
who  have  been  away  from  school  for  awhile 
should  pay  a visit  to  find  out  how  much  more 
today’s  medical  students  are  learning  than  we 
did  ( I was  graduated  2 1 years  ago ) . 

John  Ellis  said,  "Medical  education  ...  is 
the  vital  link  between  medicine  and  medical 
practice.  It  is  responsible  for  passing  the  ad- 
vances of  medicine  on  to  professional  practice, 
and  is  itself  subject  to  changes  in  both.”  It  pro- 
duces and  is,  at  the  same  time,  a product.  Aside 
from  the  obvious  fact  that  every  physician  has 
attained  his  basic  professional  knowledge  as  the 
result  of  his  past  experiences  with  medical  edu- 
cation, the  medicine  of  the  future  is  in  process 
of  development,  influenced  largely  by  medical 
education  of  the  present.  But  there  is  a long  lag 
in  this  process.  This  year’s  freshman  class  of 
medical  students  will  not  be  making  much  im- 
pact upon  society  in  general  and  medicine  in 
particular  for  perhaps  10  or  15  years.  All  of 
us,  as  physicians,  should  evince  an  effective  in- 
terest and  concern  in  medical  education;  we 
should  have  been  doing  it  throughout  the  years! 
But  if  we  have  not  done  this,  now  is  not  too 
late  to  activate  our  interest. 

What’s  to  be  done?  First,  and  most  impor- 
tant, we  need  to  develop  an  informed  and  sym- 
pathetic understanding  of  the  problems  of  med- 
ical education.  Once  this  is  accomplished  many 
opportunities  will  present  themselves — oppor- 
tunities to  influence  favorably  the  public  at 
large  or  particular  persons  who  are  in  a posi- 
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tion  to  influence  financial  support  of  medical 
schools — opportunities  to  stimulate  the  finest 
of  young  men  and  women  to  pursue  a career 
in  medicine — opportunities  to  plan  and  par- 
ticipate in  improved  and  expanded  postgraduate 
training  activities.  Sympathetic  understanding 
of  medical  education  implies  recognition  that  a 
school  of  medicine  is  a thing  of  many  parts 
and  that  the  whole  is  greater  than  the  sum  of 
those  parts.  It  implies  recognition  of  the  fact 
that  although  the  medical  school  has  a basic 
obligation  to  train  men  who  will  become  good 
general  practitioners  there  is  also  responsibility 
to  train  some  who  ultimately  will  become  spe- 
cialists and  that,  further,  it  is  essential  to  train 
a few  who  will  pursue  academic  pathways  and 
dedicate  their  life  to  teaching  and  research — 
just  as  when  a farmer  harvests  his  field  of 
wheat,  some  of  the  wheat  must  be  saved  for 
seed  so  that  there  can  be  a crop  next  year. 

The  antithesis  of  such  sympathetic  under- 
standing, and  an  attitude  to  avoid,  is  that  of 
the  well-meaning  but  narrow-minded  person 
who  believes  that  all  students  should  be  turned 
out  according  to  a particular  pattern,  a pattern 
which  represents  his  own  unique  concept  of 
what  a medical  graduate  should  be — a pattern 
fitted  to  his  own  peculiar  needs.  Tolerance  and 
an  understanding  of  the  many  problems  of  the 
medical  educator  will  go  a long  way  toward 
softening  such  a point  of  view  and  will  go  far 
toward  helping  medical  schools  to  accomplish 
their  goal  of  producing  ever  finer  physicians  of 
all  sorts  and  varieties. 

To  those  of  you  who  want  to  pursue  further 
the  current  problems  of  medical  education,  I 
recommend  study  of  the  report  of  the  Fifth 
Teaching  Institute  of  the  Association  of  Amer- 
ican Medical  Colleges,  "The  Ecology  of  the 
Medical  Student,”  a 262  page  monograph 
which  comprises  the  Journal  of  Medical  Educa- 
tion for  October,  1958.  This  presents  many  of 
the  challenges  which  face  medical  education 
today — and  some  possible  solutions. 

— Howard  C.  Hopps,  M.D.,  Galveston. 


Safety  in  Numbers? 

Safety  in  numbers?  Perhaps,  but  not  in  ob- 
stetrics! In  1958,  the  Committee  on  Maternal 
Mortality  of  the  Texas  Medical  Association 
found  that  84  per  cent  of  maternal  deaths 
which  occurred  in  Texas  were  in  multiparas. 
How  often  has  it  been  said,  "She’s  had  two 
easy  deliveries;  nothing  to  worry  about”?  How 
often  has  some  obstetric  catastrophe  followed, 
often  including  maternal  death? 

The  "big  three,”  hemorrhage,  toxemia,  and 
infection,  still  lead  the  list  of  causes  of  maternal 
deaths  in  Texas.  However,  anesthetic  complica- 
tions, associated  medical  diseases,  and  other  re- 
lated conditions  are  rapidly  becoming  more  im- 
portant. 

The  Committee  on  Maternal  Mortality  of 
the  Texas  Medical  Association  is  a study  com- 
mittee and  not  a punitive  group.  Its  purpose 
is  to  establish  a cause  of  maternal  death  and 
determine  how  these  deaths  may  be  avoided. 
With  the  help  and  cooperation  of  each  member 
of  the  Texas  Medical  Association,  the  maternal 
death  rate  in  Texas  may  be  greatly  decreased. 

If  it  should  become  necessary  for  you  to 
complete  a questionnaire  for  the  committee, 
please  give  as  much  help  as  possible.  These 
questionnaires  are  anonymous  when  reviewed 
by  the  committee,  and  there  is  no  possibility  of 
identification  of  individuals,  hospitals,  or  com- 
munities. 

From  time  to  time,  the  committee  hopes  to 
publish  in  the  Texas  State  Journal  of  Medicine 
case  histories  of  maternal  deaths  in  Texas. 
Recommendations  of  the  committee  on  how 
these  deaths  may  be  avoided  also  will  be  added 
to  these  discussions.  The  importance  of  this 
committee  in  Texas  cannot  be  over-emphasized, 
since  the  maternal  death  rate  in  Texas  is  one 
of  the  highest  in  the  nation. 

Safety  in  numbers?  Perhaps,  but  not  in  ob- 
stetrics. 

— Stewart  A.  Fish,  M.D.,  Dallas. 
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Positive  Approach  for  Aged 

A positive  answer  to  the  Forand  proposal  is 
Blue  Cross-Blue  Shield’s  individual  enrollment 
plan  which  the  company  is  offering  during  the 
month  of  October  only  to  persons  in  good 
health  regardless  of  age,  with  four  excellent 
plans  from  which  to  choose. 

This  trial  plan  is  of  utmost  concern  to  the 
Texas  Medical  Association.  Its  Committee  on 
Health  Insurance  is  vitally  interested  in  deter- 
mining facts  about  the  assurance  of  adequate 
health  care  for  people  over  age  65.  It  is  esti- 
mated that  by  I960,  Texas  will  have  a popula- 
tion of  696,000  persons  65  and  over.  By  1970, 
approximately  862,000  persons  will  be  of  this 
age.  A great  number  of  our  aged  lead  happy, 
active  lives — many  successfully  pursuing  oc- 
cupations of  their  choice.  Under  such  labels  as 
"Senior  Citizens,”  "The  Golden  Age  Group,” 
and  "The  Aged,”  they  now  have  become,  un- 
fortunately, the  ingredients  of  a political  brew- 
ing pot. 

The  Forand  Bill,  the  government’s  political 
solution  to  this  social  problem,  is  dormant  for 
the  moment.  But  it  is  certain  to  receive  in- 
creased Congressional  support  in  I960.  Next 
year  will  bring  a critical  challenge  to  the  priv- 
ate practice  of  medicine.  If  the  doaors  of  Texas 
will  give  Blue  Cross-Blue  Shield’s  effort  the 
consideration  and  support  it  deserves,  many 
thousands  more  persons  over  65  will  have  the 
health  protection  they  need.  Equally  important, 
it  is  an  excellent  opportunity  to  strengthen  the 
tenets  of  voluntary  health  insurance  and  the 
traditional  American  philosophy  of  free  enter- 
prise. 


Associations  Join  Forces 

The  philosophy  that  almost  any  worthwhile 
result  does  not  come  easy  has  once  again  proved 
true. 


At  the  suggestion  of  the  American  Thrift 
Association,  officials  of  six  professional  associa- 
tions in  the  state  joined  forces  to  lead  a delega- 
tion to  Washington  last  month.  Their  purpose 
was  to  inform  Senator  Johnson  and  Senator 
Yarborough  of  their  keen  interest  in  the 
Keogh-Simpson  Bill  (H.B.  10)  and  to  solicit 
their  earnest  consideration  and  support.  This 
proposed  bill,  presently  pending  before  the 
Senate  Finance  Committee,  embraces  the  prin- 
ciple of  retirement  tax  equity  for  the  11,000,- 
000  self-employed.  The  delegation  which  made 
the  mission  brought  back  a report  of  a warm 
and  favorable  reception  from  the  senators. 

Representatives  from  the  following  organi- 
zations made  the  mission  to  Washington:  Tex- 
as Medical  Association,  Texas  Dental  Associa- 
tion, Texas  Pharmaceutical  Association,  Texas 
Society  of  Architects,  Texas  Society  of  Profes- 
sional Engineers,  and  the  Texas  Real  Estate 
Association. 

In  addition  to  generating  support  for  the 
Keogh-Simpson  Bill,  it  is  hoped  that  the  Wash- 
ington visit  will  precipitate  even  closer  liaison 
and  cooperation  between  professional  associa- 
tions and  societies. 


Southwestern  Symposium 

Our  thanks  to  the  University  of  Texas  South- 
western Medical  School  for  the  10  clinical  re- 
ports appearing  in  the  original  article  section 
of  this  issue.  The  first  such  series  contributed 
by  Southwestern,  it  was  guest  edited  by  Dr. 
John  S.  Chapman  of  Dallas. 

The  reports  come  from  the  fields  of  psychi- 
atry, obstetrics  and  gynecology,  pediatrics,  urol- 
ogy, anesthesiology,  pharmacology,  surgery, 
and  otolaryngology.  Similar  symposiums  have 
been  contributed  in  the  past  by  Baylor  Uni- 
versity College  of  Medicine,  Houston,  and  the 
University  of  Texas  Medical  Branch,  Galveston. 
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FREE  MEDICAL  CARE  ? 

There  has  been  controversy  in  the  state  over 
medicine’s  stand  on  veterans’  medical  care.  The  furor 
is  due  either  to  a misunderstanding  of  medicine’s 
stand,  or  to  a group  of  socialist  minded  individuals 
trying  to  sabotage  or  stop  the  discussions. 

Every  doaor  should  be  familiar  with  medicine’s 
stand  which  is : ( 1 ) Any  veteran  with  a service  con- 
nected disability  or  illness  should  have  the  finest 
medical  care  including  drugs  and  hospitalization  at 
no  expense  whatever  to  the  veteran;  (2)  any  veteran  who  cannot 
afford  private  medical  care  should  be  cared  for  by  the  Veterans  Admin- 
istration provided  no  local  facilities  exist  to  treat  his  particular  illness 
or  injury;  and  (3)  any  other  veterans  with  nonservice  connected  dis- 
abilities should  be  treated  as  any  other  good  citizen. 

In  the  clamor  for  governmental  economy  it  should  be  known  that 
the  cost  of  the  VA  medical  program  is  $724,000,000  for  fiscal  year 
1959 — about  1 per  cent  of  the  total  national  budget.  It  also  is  signifi- 
cant that  VA  costs  represent  approximately  2 per  cent  of  the  total 
income  taxes  collected  in  Texas  annually.  This  can  hardly  be  called 
free  care. 

The  VA  is  treating  some  116,000  patients  per  day,  and  approxi- 
mately two-thirds  of  these  are  for  nonservice  connected  disabilities. 

One  more  point  to  remember  is  that  there  are  now  sufficient  beds  to 
care  for  all  veterans  with  service  connected  disabilities.  Any  new  beds 
constructed  will  be  to  care  for  nonservice  conneaed  disabilities. 

I do  not  believe  that  any  true  American  went  to  war  in  order  to 
become  a ward  of  the  government. 
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Clinical  Reports 

A Symposium  from 
The  University  of  Texas 
Southwestern  Medical  School 


comments  on  the  kinds  of  personalities  which  tend 
to  become  depressed  and  some  thoughts  concerning 
their  background  and  life  experience;  (2)  the  symp- 
tomatology of  depression  as  it  is  manifest  on  both 
an  emotional  and  biological  basis;  (3)  the  dynamics 
of  the  depressive  reactions;  and  (4)  some  specific 
comments  about  the  management  of  these  patients. 


Guest  Editor; 

JOHN  S.  CHAPMAN,  M.D. 

Dallas,  Texas 

Diagnosis  and 
Management  of 
Mild  Depressive 
Reactions 

ROBERT  L.  STUBBLEFIELD,  M.D.  and 
WILLIAM  R.  CONTE,  M.D. 

Dallas,  Texas 

IT  WILL  PROBABLY  be  helpful  in  this  discussion 
of  "mild  depressive  reactions”  to  begin  with  a few 
fundamental  definitions.  Depression  is  both  a symp- 
tom and  a diagnosis.  By  this  we  mean  that  almost 
every  psychiatric  disease  entity  contains  some  ele- 
ments of  depression.  On  the  other  hand,  we  have 
specific  psychiatric  disease  entities  to  which  we  at- 
tach the  diagnosis:  "depression.”  Whether  as  symp- 
toms or  diagnoses,  depressions  vary  considerably  in 
intensity  from  one  case  to  another  and  even  from 
one  time  to  another  in  a given  patient.  The  less 
intense,  or  milder,  symptoms  of  depression  are  often 
referred  to  as  acute,  superficial,  or  neurotic  reactions. 
The  severe,  deep,  or  psychotic  depressions  are  char- 
acterized by  more  dramatic  and  intense  symptoma- 
tology and  observable  physiological  signs. 

In  discussing  this  topic,  we  will  proceed  accord- 
ing to  the  following  general  outline:  (1)  some 


DEPRESSIVE  PERSONALITY 

Generally  speaking,  persons  who  are  depressed  ( or 
who  tend  to  become  depressed)  reveal  a rather  com- 
mon psychological  approach  to  life.  They  are  indi- 
viduals who  take  life  seriously  and  seem  to  be  re- 
moved from  imagination  and  hmnor.  They  have 
rigid  patterns  of  behavior,  and  when  once  established 
in  a certain  pattern,  they  are  likely  to  pursue  it 
intently  and  consistently.  They  work  hard  at  what 
they  do.  Their  activities  may  be  relatively  few  in 
number,  but  they  are  extremely  wrapped  up  in  those 
which  they  do  pursue.  They  are  perfectionists  and 
approach  every  problem  with  the  feeling  that  it 
must  be  accomplished  and  must  be  accomplished 
correctly!  For  this  reason  they  are  sometimes  de- 
scribed as  "slaves”  to  their  homes,  their  children,  and 
their  jobs.  Usually  they  are  so  involved  in  doing 
things  in  their  perfectionistic  way  that  they  have 
little  time  for  hobbies  or  for  recreation.  Sometimes 
they  are  lacking  in  color,  charm,  and  spontaneity. 
Usually  they  are  sensirive,  shy,  and  seclusive;  how- 
ever, they  often  are  respected  because  of  their  con- 
scientiousness, their  thoroughness,  and  their  meticu- 
lous devotion  to  duty. 


Dr.  Robert  L.  Stubblefield  and 
his  co-author  presented  this 
paper  at  a postgraduate  course 
in  psychiatry  November  4, 
1958,  at  the  University  of 
Texas  Southwestern  Medical 
School,  Dallas,  where  they  are 
in  the  Department  of  Psychi- 
atry. 

Persons  who  tend  to  be  depressed  generally  take  life  seri- 
ously, adhere  to  rigid  patterns,  and  are  perfectionists.  De- 
pressed persons  are  quiet,  self-depreciatory,  and  melancholy 
and  exhibit  anorexia,  insomnia,  constipation,  and  general 
metabolic  slow-down.  Management  calls  for  evaluation  of 
severity  of  the  depression,  active  treatment  of  biological 
components,  and  psychotherapeutic  support  and  comfort. 
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The  families  of  depressive  patients  also  show  some 
common  characteristics.  They  are  families  which  are 
socially  insecure  and,  at  the  same  time,  have  intense 
strivings  for  social  prestige,  economic  success,  or 
similar  goals.  The  children  (future  depressive  indi- 
viduals) are  used  in  some  way  to  solve  the  family 
need.  Love  is  offered  or  withheld,  depending  on  the 
families’  needs,  which  are  predominantly  unconscious. 
Failure  is  common  because  of  the  unrealistic  stand- 
ards set  by  parents. 

Usually  the  families  are  harsh  disciplinarians, 
strict  and  rigid,  uncompromising  and  punishing  in 
their  attitude.  Thus,  their  children  tend  to  acquire 
by  imitation  and  also  by  identification  (the  super- 
imposition  of  the  personality  of  the  parents)  the 
same  uncompromising,  rigid,  compulsive  way  of 
life. 


SYMPTOMATOLOGY 

The  symptomatology  of  depression  must  be  divid- 
ed into  two  main  categories.  These  are  ( 1 ) emotional 
or  psychological  symptoms  and  (2)  biological  symp- 
toms. Careful  examination  of  the  patient  will  reveal 
some  admixture  of  these  groups  of  symptoms  in  al- 
most all  cases  of  depression. 

Patients  who  are  depressed,  or  who  are  inclined 
to  become  depressed,  are  often  quiet  and  restrained, 
somewhat  pessimistic,  and  self-depreciatory.  As  indi- 
cated earlier,  they  lack  spontaneity  and  enthusiasm. 
They  are  much  inclined  to  complain  of  lassitude, 
feelings  of  inadequacy,  discouragement,  and  hope- 
lessness. They  find  it  difficult' to  make  decisions  and 
experience  trouble  in  dealing  with  problems  that 
otherwise  would  not  concern  them.  They  tend  to  be 
unshakably  concerned  over  their  own  personal  prob- 
lems, which  they  see  with  varying  levels  of  insight. 
They  feel  rejected  and  unloved,  complain  of  being 
melancholy. 

The  melancholy  mood  is  one  characterized  by  feel- 
ings of  dejection,  defeat,  and  hopelessness.  It  is 
often  accompanied  by  an  inability  to  enjoy  or  be 
interested  in  anything.  Thoughts  seem  to  come  slow- 
ly and  concentration  is  difficult.  Sometimes  there  are 
ideas  of  poverty,  sin,  or  delusions  of  disease.  A state 
of  tension  often  exists  in  these  persons  because 
there  is  a rather  persistent  fear  of  impending  doom. 
Sometimes  this  tension  looms  into  an  acute  anxiety 
reaction,  in  which  case  we  describe  the  condition  as 
an  “agitated  depression.”  Sometimes  the  melancholy 
mood  is  accompanied  by  suicidal  ideas. 

The  changes  in  bodily  function  which  occur  in 
depressions  are  unlimited;  however,  we  shall  consider 
a few  of  the  more  common,  such  as  anorexia,  in- 


somnia, changes  in  gastrointestinal  activity,  changes 
in  basal  metabolism.  Currently,  some  of  our  ideas, 
observations,  and  theories  about  depression  can  be 
described  as  follows:  The  hypothalamus  is  the  cephalic 
representation  of  the  autonomic  nervous  system.  It 
is  connected  with  the  cortex  indirectly  through  the 
thalamus,  and  is  conneaed  directly  with  the  periph- 
eral autonomic  nervous  system  at  its  lower  centers 
by  afferent  and  efferent  fibers. 

By  virtue  of  its  position  and  connections,  the 
hypothalamus  integrates  the  activities  of  the  viscera, 
the  endocrine  glands  and  smooth  muscles,  and  emo- 
tional expressions  with  reference  to  the  needs  of  the 
entire  organism.  Such  regulation  and  integration 
maintain  what  Cannon  refers  to  as  homeostasis  in 
the  normally  functioning  person.  When  depression  is 
recognized  cortically,  it  may  be  expressed  periph- 
erally by  way  of  the  hypothalamic  controls,  that  is, 
through  the  mutually  synergistic  aaion  of  the  sympa- 
thetic and  parasympathetic  nervous  systems.  It  is  in 
the  effort  to  maintain  homeostasis  that  we  observe 
changes  in  bodily  functions. 

Two  cardinal  physical  symptoms  of  depressive  re- 
action are  anorexia  and  insomnia.  The  history  of 
sleeplessness  or  loss  of  appetite,  or  both,  is  often 
said  to  have  been  the  first  indication  of  an  impend- 
ing depression.  The  depressed  patient  has  little  in- 
clination to  eat  and  usually  takes  nourishment  with 
reluctance  and  after  much  persuasion.  In  spite  of  the 
great  need  for  sleep,  sleep  habits  are  grossly  altered. 
The  patient  often  awakens  early  in  the  morning  and 
lies  for  hours,  sleepless,  tormented  by  painful  ideas, 
only  to  complain  the  next  morning  of  being  dazed, 
worn  out,  and  weary.  Sometimes  the  patient  will 
remain  in  bed  for  hours  or  days  at  a time  and  still 
complain  of  not  being  refreshed.  It  is  generally  agreed 
that  depressive  patients  are  distracted  by  the  content 
of  their  thinking  and  cannot  sleep.  By  the  same  to- 
ken, the  patient  may  feel  himself  so  unworthy  that 
he  does  not  consider  himself  entitled  to  food  offered 
him.  He  either  refuses  food  or  states  that  he  has  no 
appetite  for  it. 

As  a consequence  of  anorexia  and  insomnia,  the 
body  weight  diminishes.  There  is  a marked  decrease 
in  body  weight  early  in  depressions,  becoming  stabil- 
ized at  a level  well  below  the  usual  body  weight  as 
the  depression  becomes  protracted.  An  increase  in 
body  weight  and  the  return  of  interest  in  food  are 
frequently  early  signs  of  improved  mood. 

Other  frequent  early  physiological  changes  in  de- 
pression are  a slowing  of  the  pulse  and  respiratory  rate, 
lowering  of  the  basal  temperature  by  one  or  two 
degrees,  a cessation  of  or  irregularity  of  the  menses, 
and  certain  "nervous  disorders,”  such  as  headache, 
fatigue,  and  tinnitus.  Some  authors  have  noted  an 
increase  in  the  number  of  red  corpuscles,  inhibited 
excretion  of  uric  acid,  and  glycosuria.  Ail  of  the 
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changes  indicate  that  in  the  depressed  state  a dis- 
ordered metabolism  must  occur. 

Various  investigators  have  pointed  to  the  consist- 
ently low  basal  metabolism  found  in  psychoses  in 
general  and  in  depressive  reaaions  in  particular. 
Other  investigators  have  reported  mild  to  moderate 
hypertension  or  slowing  of  the  pulse  in  depressed 
patients. 

Another  important  phenomenon  in  depressive  re- 
actions is  that  of  changes  in  the  gastrointestinal  func- 
tion, seen  particularly  in  gastric  secretion,  tone,  and 
motility  of  the  bowel.  It  appears  that  the  depressive 
emotion  exerts  an  inhibiting  effect  on  the  gastric 
secretion  with  a resulting  anacidity.  This  probably  is 
not  symptomatic  in  itself,  but  may  play  a part  in 
the  over-all  digestive  problem  of  the  patient.  Per- 
haps the  indifference,  the  preoccupation,  and  neglect 
of  bodily  sensation  so  characteristic  of  the  depressive 
patient  initiates  a vicious  cycle,  namely:  faulty  masti- 
cation, insufficient  food  and  water  intake,  constipa- 
tion and  stasis,  and  secretory  disturbance. 

Depressive  reactions  are  likewise  associated  with 
hypotonicity  and  hypomotility  in  the  gastrointestinal 
tract.  Roentgenograms  and  fluoroscopic  smdies  in 
these  cases  reveal  large  dilated  bowels  which  are 
slowly  moving.  Barium  retention  for  more  than  5 
hours  has  been  observed  in  as  high  as  68  per  cent  of 
depressive  cases. 


DYNAMICS 

Now  for  some  comments  on  the  dynamics  of  the 
depressive  reaction.  As  we  have  pointed  out,  we  be- 
lieve that  the  psychological  background  for  depres- 
sion (that  is,  the  "setting  of  the  stage”)  occurs  early 
in  the  development  of  the  personality.  We  would 
like  to  illustrate  what  we  mean  here  by  two  examples, 
both  of  which  reflect  the  basic  problem  in  depres- 
sion. 

The  young  child,  both  physically  and  emotionally 
dependent  on  his  mother,  expects  her  to  be  always 
in  attendance  to  help  satisfy  his  needs.  It  is,  of  course, 
physically  impossible  for  her  to  be  present  at  every 
moment.  Her  announced  absence  will  produce  anxi- 
ety in  the  child.  An  unannounced  absence  will  be 
even  more  threatening,  particularly  if  he  has  had  no 
reassurance  of  her  eventual  return.  To  lose  this  source 
of  security  leads  to  anxiety,  and  such  a frustration  is 
always  accompanied  by  anger  and  feelings  of  help- 
lessness. 

A similar  simation  is  seen  in  the  family  which 
places  high  expeaations  in  their  children.  This  is 
the  family  which  is  described  as  characteristic  of  the 
families  of  depressive  individuals.  The  children  in 


these  families  who  do  not  succeed  or  meet  their 
families’  expeaation  then  feel  partially  rejected  and 
experience  a withholding  or  loss  of  love  from  the 
family.  Again,  this  results  in  anxiety  and  anger. 

Guilt  is  another  important  factor  in  depression. 
In  the  past  we  have  felt  that  the  conscience  and  sub- 
sequent feelings  of  guilt  were  developed  after  the 
child  had  established  some  identification  with  the 
parent  of  the  same  sex  at  age  3 or  4 years.  However, 
we  have  come  to  look  on  relationships  much  earlier 
in  the  life  of  the  child  as  being  important  in  the 
establishment  of  the  conscience.  Certainly  the  mother, 
through  her  expectations  and  limitations,  impresses 
the  child  with  her  concept  of  what  is  permissible  and 
good.  What  is  not  acceptable  to  mother  is  not  good. 
To  be  angry  with  mother,  to  depend  on  her,  and  at 
the  same  time  to  fear  losing  her  love  is  a complicated 
guilt-producing  simation. 

In  persons  who  have  experienced  this  set  of  cir- 
cumstances there  is  a sort  of  psychological  prepara- 
tion for  depression.  To  lose  in  interpersonal  rela- 
tionships later  in  life  or  to  lose  loved  ones,  health, 
money,  or  even  to  experience  a fantasied  or  threat- 
ened loss,  is  to  become  reacquainted  with  the  initial 
loss  of  love  in  early  childhood.  The  real  or  imagined 
stress  simation  in  the  present  produces  the  same  com- 
plex psychophysiological  response  of  the  past. 

Thus,  to  lose  anything  which  is  held  dear  is  to 
be  scared  and  angry.  Since  the  person’s  basic  per- 
sonality pattern  is  one  of  compulsive,  rigid  control 
over  his  feelings,  he  is  unable  to  express  his  angry 
feelings  outwardly.  Consequently,  these  feelings  are 
absorbed  or  introjected  in  the  personality.  When 
these  feelings  of  hostility  are  directed  toward  this 
individual,  he  is,  in  effect,  angry  with  himself  in- 
stead of  being  angry  toward  the  world  around  him. 
When  he  is  angry  with  himself  and  depreciates  him- 
self, he  sees  little  hope  in  the  future.  This  is  depres- 
sion. 


MANAGEMENT 

The  management  of  depressive  reactions  presents 
some  problems  which  require  careful  consideration. 
It  would  be  easy  for  the  nonpsychiatric  physician  if 
he  could  simply  refer  his  depressed  patients  to  a 
psychiatrist.  This,  however,  is  not  only  impossible; 
it  is  impractical  and  would  not  necessarily  serve  the 
best  interests  of  the  patient. 

Management  of  the  depressive  patient  in  the  office 
of  the  family  physician  is  a matter  which  logically 
can  be  divided  into  three  distinct  categories:  (1) 
the  evaluation  of  severity  of  intensity  of  depression; 
(2)  the  medical  management;  ( 3 ) psychotherapeutic 
assistance.  A few  comments  about  these  three  points 
are  indicated. 
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Depressions  are  common;  however,  the  multiplicity 
and  the  diversity  of  the  symptomatology  often  con- 
fuse the  issue.  We  believe  depression  should  be  sus- 
pected when  we  find  one  or  more  of  the  following 
conditions; 

a.  Sleep  irregularities,  particularly  early  morning 
awakening,  and  vague  physical  complaints  such  as 
''pressure  in  the  neck”  or  headache. 

b.  An  attitude  of  pessimism  or  discouragement. 

c.  A generalized  psychomotor  inhibition  such  as 
decreased  motility,  poor  concentration,  or  slowness 
of  thought. 

It  is  often  difficult  to  decide  about  the  depths 
(intensity)  of  a depression.  Perhaps  it  may  be  of 
some  comfort  to  know  that  relatively  few  mild  de- 
pressive reactions  result  in  bodily  harm  or  suicide. 
Suicide  more  frequently  occurs  in  severe  or  psychotic 
depressions,  which  are  often  accompanied  by  anxiety 
and  numerous  somatic  delusions.  It  is  our  opinion 
that  if  a patient  appears  to  be  depressed  enough  to 
hurt  himself,  or  if  he  verbalizes  this  intent,  in  all 
probability  psychiatric  consultation  is  in  order.  If  it 
is  not  available,  probably  hospitalization  should  be 
recommended  to  protect  the  patient. 

A depressive  patient  should  be  given  a careful 
physical  examination  and  any  specific  medical  prob- 
lems— including  those  that  are  manifestations  of  the 
biological  components  of  depression — should  be 
treated  actively  by  the  doctor  in  the  same  fashion 
that  he  would  treat  any  other  patient  who  experi- 
enced these  problems. 

There  is  a continuing  deluge  of  new  drugs  on 
the  market  that  are  said  to  be  indicated  for  depressive 
emotional  reactions.  Caution  must  be  used,  however, 
in  the  long  term  administration  of  the  energizers  or 
tranquilizers,  for  some  are  depressive  in  themselves. 
We  have  found  it  helpful  to  treat  mild  depressive 
reaction  with  some  mild  stimulants,  at  least  for  a 
short  period  of  time,  and  for  the  specific  purpose  of 
helping  that  patient  feel  a little  more  comfortable 
in  talking  to  us  about  some  of  his  problems.  The 
drugs  should  not  be  used  as  a substitute  for  adequate 
clinical  evaluation  of  the  patient  and  his  environ- 
ment. 

Psychotherapeutically,  one  should  approach  the  de- 
pressed patient  with  interest,  supporting  and  comfort- 
ing remarks,  aimed  at  an  understanding  of  why  he 
is  depressed.  Basically,  the  physician  should  remem- 
ber that  the  depressed  patient  is  struggling  with  a 
hostile  problem  and  profound  feelings  of  loss  and 
isolation.  If  the  doctor  feels  himself  emotionally 
strong  enough  to  face  this  kind  of  a problem  and 
feels  that  the  patient’s  past  personality  adjustment  is 
satisfactory,  he  may  elect  to  work  with  the  patient 
through  interviewing. 

In  the  psychotherapeutic  situation  the  doctor  has 


the  responsibility  of  learning  as  much  as  he  can  about 
his  patient.  This  knowledge  must  be  shared  judicious- 
ly with  the  patient,  as  the  patient  develops  his  own 
curiosity  about  the  motivations  in  his  behavior.  The 
patient’s  feelings,  his  attitudes,  his  relationships  at 
home,  and,  of  course,  his  relationships  in  the  original 
family  setting  are  extremely  important.  Any  current 
depressing  situations  in  his  life,  such  as  financial 
reverses,  job  changes,  loss  of  loved  ones,  separation 
from  loved  ones,  or  change  of  life  are  factors  that 
should  be  evaluated  carefully  and  the  patient  given 
as  much  support  as  possible. 

In  many  patients  suffering  from  depression,  the 
hostile  problems  and  the  problems  of  his  personal 
loss  are  never  dealt  with  by  direct  discussion.  'The 
patient  is  merely  supported  by  a warm,  understand- 
ing physician.  On  the  other  hand,  the  family  physi- 
cian can  and  should  deal  with  the  angry  feelings 
when  these  hostile  expressions  come  forth.  If  the 
therapist  can  approach  his  patient  in  a strong  under- 
standing and  supporting  manner,  he  has  the  oppor- 
mnity  to  treat  those  basic  psychological  problems 
from  which  the  depression  has  come. 

Psychotherapy  has  three  phases — evaluation,  treat- 
ment, termination.  The  doctor’s  role  begins  as  a 
parent-like  figure  who  protects  and  limits  the  stresses 
on  the  patient.  Ideally,  as  treatment  progresses 
through  increased  participation  by  the  patient,  the 
doctor  becomes  a counselor  and  the  patient  is  per- 
mitted, encouraged,  and  expected  to  assume  a more 
and  more  mature  role  in  the  therapy.  At  some  point 
the  patient  may  reach  the  "moment  of  decision,”  in 
which  he  declines  to  explore  further  the  deeper  con- 
nections and  memories  about  hostile  feelings  toward 
present  or  past  significant  figures  in  his  life.  Here 
the  doaor  must  accept  the  patient’s  decision  and 
plan  termination  of  the  interviews,  usually  well  in 
advance  with  depressed  patients,  in  order  to  mini- 
mize their  feelings  of  abandonment. 

'The  physician  who  will  take  the  time  to  listen 
often  will  find  that  feelings  of  guilt,  anger,  and 
isolation  will  be  admitted  and  partially  resolved  by 
these  admissions.  The  physician  who  can  help  his 
patient  see  how  his  attitudes  have  developed  and 
support  him  in  his  acceptance  of  them  is  a psycho- 
therapist. 
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15  Years'  Experience  at 
Parkland  Memorial  Hospital 
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Dallas,  Texas 

Ectopic  pregnancy  is  probably  the  most 
dramatic  of  all  gynecologic  catastrophes.  In  few 
disease  processes  with  which  a gynecologist  deals 
can  the  prompt  establishment  of  the  diagnosis  and 
the  rapid  institution  of  proper  therapy  be  so  well 
rewarded.  However,  in  few  other  situations  are  the 
errors  of  diagnosis  and  mismanagement  so  severely 
penalized. 


ILLUSTRATIVE  CASES 

Two  cases  seen  at  Parkland  Memorial  Hospital, 
Dallas,  are  presented. 

Case  1. — E.  G.,  a 31  year  old  Negro  woman,  was  ad- 
mitted to  the  emergency  room  at  4:45  a.  m.  on  March  8 
with  a history  of  epigastric  pain  of  6 hours’  duration.  The 
last  menstrual  period  was  said  to  have  occurred  3 weeks 
prior  to  admission.  No  other  history  could  be  obtained. 
Physical  examination  revealed  a blood  pressure  of  96/68, 
a pulse  rate  of  102  per  minute,  and  a temperature  of 
98.8  F.  The  abdominal  examination  revealed  shifting  dull- 
ness, and  pelvic  examination  showed  bulging  of  the  cul-de- 
sac  with  exquisite  adnexal  tenderness. 

Culdocentesis  was  done  at  9 a.  m.  and  old  blood  was 
aspirated.  Administration  of  Ringer’s  lactate  solution  was 
started  45  minutes  later.  The  hemoglobin  was  reported  as 
9.2  Gm.  At  12:15  p.  m.,  anesthesia  was  begun  and  at  12:25 
transfusion  of  the  first  of  3 pints  of  blood  was  begun.  At 
this  time  no  pulse  or  blood  pressure  was  obtained.  An  ab- 
dominal incision  was  made,  and  2,700  ml.  of  blood  noted 
in  the  peritoneal  cavity.  A right  ruptured  ectopic  pregnancy 
was  found.  Interarterial  blood  transfusion,  1,000  ml.,  was 
attempted  at  1 p.  m.  The  patient  was  pronounced  dead  at 
1:20. 

Case  2. — ^J.  E.,  a 32  year  old  Negro,  gravida  IV,  para  I, 
aborted  III,  was  admitted  on  March  5 with  the  chief  com- 
plaints of  sudden  severe  pain  in  the  left  lower  quadrant  of 
the  abdomen  of  a few  hours’  duration  accompanied  by 
syncope.  Her  last  normal  menstrual  period  had  been  9 
weeks  prior  to  admission.  She  had  been  seen  1 week  previ- 
ously in  the  Gynecology  Clinic  where  a diagnosis  of  pelvic 
inflammatory  disease  was  made  and  penicillin  given. 

Physical  examination  on  admission  showed  the  patient  to 
be  in  shock.  Ringer’s  lactate  solution  and  blood  were  or- 
dered. Examination  of  the  abdomen  revealed  a tender  left 
lower  quadrant  mass.  On  pelvic  examination  the  uterus  was 
twice  normal  size  and  a mushy  tender  mass  was  noted  in 
the  left  adnexa. 


Laparotomy  followed  immediately,  and  a hemoperitoneum 
with  2,000  cc.  of  blood  and  a bleeding  left  ectopic  preg- 
nancy were  found.  A left  salpingo-oophoreaomy  was  done. 
Hemostasis  seemed  complete.  During  surgery  the  patient  re- 
ceived 1,000  ml.  of  whole  blood. 

Postoperatively  progressive  accumulation  of  blood  was 
noted  within  the  peritoneal  cavity;  bleeding  was  noted  from 
the  skin  incision.  Blood  pressure  was  maintained  through 
the  remaining  11  hours  of  the  patient’s  life  with  15  pints 
of  blood.  Blood  pressure  became  unobtainable  and  the  pa- 
tient died  IIV2  hours  postoperatively. 

At  postmortem  examination  no  major  vessels  were  un- 
ligated and  all  findings  were  consistent  with  massive  bleed- 
ing due  to  major  defects  in  the  blood  coagulation  mechan- 
ism resulting  from  transfusions  of  incompatible  blood. 

Case  1 iUustrates  vyell  the  disastrous  consequence 
of  "too  little,  too  late.”  Case  2 demonstrates  the  dan- 
ger of  failing  to  suspect  the  presence  of  an  eaopic 
pregnancy,  but  even  more  important,  the  very  real 
hazard  of  multiple  whole  blood  transfusions. 

REPORTS  OF  EXPERIENCE 

In  1952  Bates  and  Nabors^  reported  the  experience 
at  Parkland  Memorial  Hospital  from  January  1,  1944, 
to  June  30,  1951.  This  included  107  cases  of  proven 
ectopic  gestations. 

More  recently  a report  by  Kline  and  Clahr^  empha- 
sized that  while  maternal  mortality  has  decreased, 
deaths  due  to  ectopic  pregnancy  have  aaually  in- 
creased in  the  New  York  area.  These  authors  further 
pointed  out  that  80  per  cent  of  these  deaths  occurred 
either  in  the  home  or  on  the  way  to  the  hospital. 

Maternal  deaths  due  to  hemorrhage  have  decreased. 
This  decrease  has  been  the  result  in  large  part  of 
the  availability  of  whole  blood  for  transfusion.  How- 
ever, it  is  now  obvious  that  whole  blood  replacement 
in  itself  may  carry  a significant  hazard  to  the  recipi- 
ent.^ 

A study  of  our  experiences  at  Parkland  Memorial 
Hospital  from  July  1,  1951,  to  December  31,  1958, 
has  been  carried  out.  This  report  included  253  pa- 

tDr.  Richard  A.  Sparr  is  a mem- 
ber of  the  Department  of  Ob- 
stetrics and  Gynecology,  South- 
western Medical  School  of  the 
University  of  Texas  and  on  the 
staff  of  Parkland  Memorial 
Hospital. 

Symptoms,  physical  examinations,  diagnostic  procedures, 
management,  and  operative  findings  in  365  ectopic  preg- 
nancies with  a comporison  of  150  patients  thought  to  have 
ectopic  pregnancies  but  proving  to  be  nonectopic  are  pre- 
sented. Ectopic  pregnancy  should  be  considered  and  proper 
diagnostic  and  therapeutic  measures  instituted  if  called  for 
in  cases  of  menstrual  aberration  with  associated  pain. 
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tients  who  had  258  proven  ectopic  pregnancies.  The 
previous  report  of  Bates  and  Nabors  from  this  insti- 
mtion  has  been  incorporated  to  present  a combined 
series  of  15  years’  experience  with  365  eaopic  preg- 
nancies. 


PATIENT  MATERIAL 

During  the  15  years  covered  by  this  report  there 
has  been  1 ectopic  pregnancy  for  every  123  deliveries. 
The  average  age  of  the  365  patients  was  27.3  years. 
Prior  to  the  reported  ectopic  gestation  the  average 
gravidity  was  2.7  and  the  average  parity  was  2.2. 
Fifteen  per  cent  of  the  women  were  nulligravida.  The 
highest  gravidity  was  13  and  the  highest  parity  (in 
3 women)  was  8. 

The  patients  who  receive  care  at  Parkland  Me- 
morial Hospital  are  for  the  large  part  indigent  resi- 
dents of  Dallas  County.  The  patients  admitted  to 
gynecology-obstetric  service  are  approximately  80  per 
cent  Negro  and  20  per  cent  white.  In  the  combined 
series  of  365  eaopic  pregnancies,  80  per  cent  of  the 
patients  were  Negro  and  20  per  cent  were  white, 
discounting  the  previously  suggested  racial  predilec- 
tion. Ninety-five  per  cent  of  these  patients  are  char- 
ity patients  whose  care  and  management  is  the  direct 
responsibility  of  the  resident  staff  under  the  supervi- 
sion of  full  time  faculty  members  of  Southwestern 
Medical  School  of  the  University  of  Texas. 


SYMPTOMS 

Figure  1 relates  the  frequency  of  the  four  most 
commonly  noted  symptoms. 

In  the  last  IV2  years  pain  was  present  in  98  per 
cent  of  the  cases.  The  average  duration  of  this  pain 
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Fig.  1.  Signs  ond  symptoms  in  365  extra-uterine  gesta- 
tions. 


was  5 days,  and  in  50  per  cent  it  had  been  present 
for  less  than  24  hours.  In  the  other  patients  a dis- 
tinct change  in  the  intensity  or  location  of  the  pain 
caused  the  patient  to  seek  medical  aid. 

In  the  latter  series  87  per  cent  of  women  noted 
some  abnormality  of  menstrual  flow.  The  average 
interval  since  the  last  normal  menstrual  period  until 
definitive  surgery  was  undertaken  was  7.8  weeks. 
Fifteen  women  denied  menstrual  alteration,  and  15 
women  were  within  3 weeks  of  their  last  normal 
menstrual  period.  Vaginal  bleeding  had  been  noted 
by  48  per  cent  of  the  women  for  14  days  prior  to 
admission.  The  amount  of  bleeding  was  usually  scanty 
to  minimal  in  amount,  and  in  only  2 cases  was  the 
vaginal  bleeding  felt  to  be  enough  to  account  for 
the  shocklike  piaure. 

A mass  was  noted  in  68  per  cent  of  the  patients; 
however,  exquisite  pelvic  tenderness  was  a better 
indication  of  pelvic  disease  than  the  presence  of  a 
mass. 

Shock  as  manifested  by  hypotension,  tachycardia, 
decrease  in  peripheral  venous  filling,  and  clammy 
skin  was  present  in  37  per  cent  of  the  cases.  Many 
patients  with  normal  vital  signs  while  recumbent 
were  found  to  have  significant  tachycardia  and  hypo- 
tension on  sitting  or  standing.  It  is  important  there- 
fore in  a patient  in  whom  blood  loss  is  suspected  to 
check  vital  signs  in  both  positions  lest  a false  im- 
pression of  the  cardiovascular  status  be  obtained. 

Many  factors  have  been  listed  as  presumed  etio- 
logical agents  in  the  production  of  eaopic  pregnancy. 
In  the  last  IV2  years  25  per  cent  of  the  patients  seen 
were  thought  to  have  a history  of  disease  which  could 
have  been  an  etiological  factor.  These  are  listed  in 
table  1. 

Table  1. — Significant  Past  History  in  Ectopic  Pregnancy. 


No.  of 

Condition  Patients 


Pelvic  inflammatory  disease 60 

Previous  ectopic  pregnancy 14 

Salpingectomy  for  other  than  ectopic 4 

Pulmonary  tuberculosis  (pneumoperitoneum) 3 

Tubal  ligation 1 

Miscellaneous  6 


88 


The  incidence  of  pelvic  inflammatory  disease  in 
Parkland  patients  is  probably  significantly  greater 
than  is  indicated  in  these  statistics.  Unformnately 
the  status  of  the  opposite  tube  was  not  always  men- 
tioned in  the  operative  report.  Peritonitis  subsequent 
to  a ruptured  appendix,  septic  abortion,  and  puer- 
peral sepsis  are  included  among  the  miscellaneous 
group. 

Of  the  14  patients  with  a second  ectopic  preg- 
nancy 1 patient  had  2 within  7 months  and  5 pa- 
tients had  2 eaopic  pregnancies  within  a year. 
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PHYSICAL  EXAMINATION 

Coupled  with  a high  degree  of  suspicion  on  the 
part  of  the  physician,  the  history  frequently  provides 
enough  evidence  to  explore  further  the  possibility 
of  eaopic  pregnancy.  While  many  times  the  physi- 
cal examination  provides  evidence  of  an  intra-abdom- 
inal catastrophe,  this  evidence  is  frequently  lacking. 
In  the  unruptured  group  of  ectopics,  findings,  while 
never  absent,  may  be  so  equivocal  as  to  be  mislead- 
ing. The  physical  examinations  of  the  last  258  ectopic 
gestations  have  been  reviewed  in  detail  and  the 
findings  are  presented. 

The  average  admitting  temperature  was  99  F.  with 
a range  of  95.6  to  102.8  F.  Nine  per  cent  of  the 
patients  had  a temperature  greater  than  100  F! 

Seventy-seven  per  cent  of  the  patients  were  noted 
to  have  abnormal  findings  on  abdominal  examina- 
tion. The  usual  findings  included  tenderness  which 
ranged  from  slight  to  extreme  with  a variable  degree 
of  guarding.  Spasm  and  rebound  tenderness  were 
also  present.  Distention  of  the  abdomen  was  another 
frequendy  encountered  finding.  "Boardlike”  rigidity 
was  noted  in  only  5 instances.  Shifting  dullness  was 
noted  in  many  cases  without  being  confirmed  by  sig- 
nificant free  fluid  at  laparotomy.  Ileus,  obesity,  or 
both  most  frequently  led  to  this  erroneous  impres- 
sion. In  no  instance  was  Cullen’s  sign  noted. 

The  size  of  the  uterus  was  recorded  in  91  patients. 
It  was  described  as  being  normal  size  in  28  per  cent 
but  was  enlarged  up  to  2 times  normal  size  in  the 
remainder.  In  a few  patients  uterine  myomas  caused 
even  greater  enlargement. 

The  cervix  usually  was  described  as  softened  and 
bluish.  Tenderness  to  motion  of  the  cervix  is  present 
in  too  many  other  pelvic  diseases  to  be  of  differential 
value.  Dilatation  of  the  cervical  os  was  present  when 
a decidual  cast  had  passed  and  in  2 instances  when 
an  attempted  abortion  had  been  performed. 

The  presence  of  a firm  grayish  white  cylinder  of 
tissue  extmding  from  the  cervix,  the  decidual  cast, 
was  a source  of  significant  confusion.  The  incorrect 
diagnosis  of  incomplete  abortion  caused  near  fatal 
delay  in  the  institution  of  proper  therapy  in  2 of 
these  cases.  More  recently,  the  recognition  by  the 
staff  that  the  passage  of  a decidual  cast  not  infre- 
quently accompanies  rupture  of  an  ectopic  gestation 
has  led  to  the  diagnosis  of  this  condition  when  many 
of  the  usual  signs  were  lacking. 

In  80  per  cent  of  patients,  pelvic  tenderness  was 
classified  as  moderate  to  extreme.  The  palpation  of 
a pelvic  mass  was  described  in  79  per  cent  of  the 
last  258  patients  seen  with  ectopic  pregnancy.  'The 
mass  varied  in  description  from  bulging  of  the  cul- 
de-sac  to  a discrete  acutely  tender  mass  in  one  adnexa. 
In  16  per  cent  of  the  series  where  a mass  had  been 


palpated,  the  ectopic  pregnancy  was  found  on  the 
opposite  side.  It  has  been  extremely  unusual  that 
palpation  of  the  ectopic  gestational  sac  was  not  ex- 
quisitely painful  to  the  patient. 

DIAGNOSTIC  PROCEDURES 

The  failure  of  prompt  hemodilution  during  a peri- 
od of  acute  blood  loss  renders  the  initial  determina- 
tion of  hemoglobin  and  hematocrit  of  lessened  sig- 
nificance. 

As  shown  in  figure  2,  there  is  a fall  in  mean 
hemoglobin  concentration  as  blood  loss  increases. 
However,  in  the  individual  patient  the  hemoglobin 
concentration  may  be  near  normal  in  spite  of  rapid 
intraperitoneal  hemorrhage.  Figure  2 relates  the 
hemoglobin  concentration  and  white  blood  cell  count 
to  the  amount  of  blood  recovered  from  the  peritoneal 
cavity. 

Pregnancy  tests  were  performed  on  10  per  cent 
of  the  cases,  usually  in  an  attempt  to  differentiate 
pelvic  inflammatory  disease  from  pregnancy.  Twenty- 
three  such  tests  were  positive  and  4 were  negative. 
It  is  important  to  realize  that  the  pregnancy  test  may 
be  positive  whenever  and  wherever  functioning  pla- 
cental tissue  is  present.  A negative  test  may  be  as- 
sociated with  tubal  abortion  or  inadequate  production 
of  the  hormone  as  in  very  early  pregnancy.  Culdo- 
centesis  was  performed  in  63  per  cent  of  our  pa- 
tients. 'The  test  is  usually  done  in  the  emergency 
room  employing  25  to  50  mg.  of  Demerol  intra- 
venously as  an  analgesic.  The  patient  is  placed  in 
the  lithotomy  position,  and  the  vagina  is  prepared 


Fig.  2.  Relationship  of  hemoglobin  concentration  and 
white  blood  cell  count  to  the  amount  of  blood  in  the 
peritoneal  cavity  in  cases  of  ectopic  pregnancy. 
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with  an  antiseptic  solution.  The  cervix  is  steadied 
with  a tenaculum  and  a % inch,  16  gauge  needle 
is  inserted  beneath  the  reflection  of  the  vaginal  mu- 
cosa onto  the  cervix  into  the  peritoneal  cavity.  As- 
piration will  demonstrate  the  free  flow  of  nonclotting 
blood  or  blood  with  old  clots  in  it  as  a positive  test. 
The  absence  of  fluid  does  not  exclude  intraperitoneal 
hemorrhage,  for  in  5 per  cent  of  the  cases  a "nega- 
tive” test  was  obtained  where  further  exploration 
demonstrated  as  much  as  1,500  ml.  of  blood  in  the 
peritoneal  cavity.  As  already  mentioned,  the  hemo- 
globin concentration  and  the  degree  of  cardiovascular 
collapse  may  be  of  inconstant  reliability  with  regard 
to  the  prediction  of  the  amount  of  blood  in  the  peri- 
toneal cavity. 

In  191  cases  in  which  the  amount  of  blood  found 
in  the  peritoneal  cavity  was  recorded,  the  average 
present  was  1,200  ml.  More  than  one-third  of  the 
patients  in  this  group  had  normal  vital  signs. 

Occasionally  patients  are  seen  in  whom  the  pos- 
sibility of  ectopic  pregnancy  exists  but  is  so  remote 
as  not  to  warrant  operative  investigation.  In  this 
group  it  is  vital  that  periodic  checks  be  made  to  note 
the  development  of  an  adnexal  mass  or  increased 
pain.  These  patients  also  should  be  instructed  to 
report  immediately  the  occurrence  of  shoulder  or 
rectal  pain  and  syncope. 

In  this  series  shoulder  pain  was  present  in  9 per 
cent  of  the  patients  and  was  associated  with  the 
recovery  of  an  average  of  1,550  ml.  of  blood  from 
the  peritoneal  cavity.  Syncope,  without  associated 
shock  present  in  7 per  cent  of  the  patients,  was  as- 
sociated with  an  average  of  1,540  ml.  recovered  from 
the  peritoneal  cavity.  Pain  on  defecation,  the  urge 
to  defecate,  or  pain  in  the  rectum  was  present  in  4 
per  cent  of  the  patients  and  was  associated  with  an 
average  of  1,050  ml.  of  blood  in  the  peritoneal  cavity. 

MANAGEMENT 

As  has  been  shown,  there  is  no  clear-cut  sign, 
symptom,  or  laboratory  test  to  indicate  the  presence 
of  ectopic  gestation.  Clearly,  the  basis  of  manage- 
ment is  a keen  awareness  that  such  a condition  may 
exist. 

Should  it  be  deemed  from  history  and  physical 
examination  that  there  is  a reasonable  possibility  of 
an  ectopic  pregnancy,  a culdocentesis  is  done.  If 
blood  or  clots  are  obtained,  laparotomy  follows  im- 
mediately. If  the  results  from  culdocentesis  are 
equivocal  or  negative,  a posterior  colpotomy  is  per- 
formed. In  this  manner,  it  is  possible  both  to  palpate 
and  actually  visualize  the  internal  genitalia.  Lapar- 
otomy follows  as  indicated  by  the  findings  on 
colpotomy.  For  the  technique  of  colpotomy  the  reader 
is  referred  to  Smith  and  Norton.^ 


The  patient  with  obvious  shock  and  a ruptured 
ectopic  pregnancy  is  started  immediately  on  intra- 
venous fluids,  usually  Ringer’s  lactate  solution,  while 
whole  blood  is  being  readied.  If  the  blood  pressure 
and  pulse  promptly  remrn  to  normal  before  blood  is 
begun,  transfusion  is  withheld  pending  the  findings 
at  laparotomy.  If  hypotension  persists,  blood  is  started 
under  pressure  and  laparotomy  is  begun.  There  is  no 
point  in  delaying  surgery  if  a suitable  blood  pres- 
sure response  is  not  promptly  obtained.  In  this  cir- 
cumstance blood  loss  is  proceeding  more  rapidly  than 
is  its  replacement  and  evenmal  exsanguination  will 
result. 

In  those  communities  lacking  adequate  blood  bank 
facilities  autotransfusion  may  be  employed.  The  free 
blood  in  the  peritoneal  cavity  is  collected  aseptically 
and  poured  through  a gauze  filter  into  a suitable 
sterile  container  containing  acid-citrate-dextrose  solu- 
tion. The  blood  is  then  given  intravenously.  Obvious- 
ly contaminated  blood  is  unsuitable  for  this  method. 


Fig.  3.  Comparison  of  whole  blood  and  intramuscular 
iron  in  treatment  of  ectopic  pregnancy  during  the  years 
1951  to  1958. 
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This  technique  has  been  used  successfully  on  4 oc- 
casions in  this  series. 

The  use  of  whole  blood  has  been  drastically  re- 
duced as  is  pictured  in  figure  3-  Blood  is  now  used 
specifically  to  combat  shock  rather  than  to  achieve 
a particular  hemoglobin  concentration.  If  following 
surgery  ambulation  does  not  produce  syncope,  blood 
transfusions  are  withheld  irrespective  of  hemoglobin 
values.  Parenteral  iron  therapy  has  seemed  to  be  a 
satisfactory  agent  to  rebuild  iron  stores  once  shock 
khas  been  corrected. 


OPERATIVE  FINDINGS 

The  locations  of  the  primary  sites  of  implantation 
are  recorded  on  figure  4.  The  site  of  the  ectopic  preg- 
nancy with  resultant  rupmre  and  tissue  destruction 
dictated  the  operative  procedures  in  most  instances. 
These  procedures  are  listed  in  table  2. 

Often  removal  of  the  ipsilateral  ovary  seemed  indi- 
cated by  its  involvement  in  the  eaopic  mass.  To 
conserve  this  ovary  would  have  resulted  in  the  em- 
barrassment of  its  vascular  supply.  Hysterectomy 
was  elected  in  cases  of  cornual  or  interstitial  preg- 
nancies. It  was  also  employed  in  cases  where  the  op- 
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specific  site  noted,  in  56  cases 


Fig.  4.  Location  of  ectopic  pregnancies. 

Table  2. — Operative  Procedures  Performed  for  Ectopic 
Pregnancy  July  1,  1951,  to  December  30,  1958. 


Procedure  No. 


Salpingectomy  123 

Salpingectomy-oophorectomy  65 

Hysterectomy  and  unilateral  salpingo-oophorectomy . ...  26 

Hysterectomy  and  bilateral  salpingo-oophorectomy 

Hysterectomy,  bilateral  salpingectomy,  and  unilateral 

oophorectomy  9 

Salpingectomy  and  salpingoplasty 6 

Salpingostomy  4 

Subtotal  hystereaomy 3 

Other  procedures 6 


258 


posite  adnexa  was  diseased  or  absent.  Two  cases  of 
carcinoma  in  situ  of  the  cervix  have  been  found  in 
the  hysterectomy  specimens. 

Salpingostomy,  the  removal  of  the  gestational  sac 
with  repair  of  the  tube,  done  to  preserve  childbearing 
function,  has  been  employed  on  4 occasions. 

MORTALITY 

In  this  series  of  365  ectopic  pregnancies  there 
have  been  4 deaths,  a mortality  rate  of  1.1  per  cent. 
Two  hundred  seventy-four  ectopic  pregnancies  since 
1952  have  been  treated  without  a death. 


"NONECTOPIC" 

During  the  last  IV2  years  there  have  been  approxi- 
mately 150  diagnostic  procedures  done  on  patients  in 
whom  the  admitting  diagnosis  was  ectopic  pregnancy. 
In  the  hope  that  there  may  have  been  some  signifi- 
cant point  of  history  or  physical  examination  to  aid 
in  the  differential  diagnosis  one-half  of  these  charts 
were  reviewed. 

Listed  in  table  3 is  a comparison  of  findings  in 
this  "nonectopic”  group  and  the  eaopic  pregnancies 
in  a similar  period. 

In  the  "nonectopic”  group  pelvic  inflammation 
was  believed  to  account  for  the  symptoms  in  38  per 
cent  of  the  patients,  uterine  pregnancy  in  24  per 
cent,  and  ovarian  cysts  in  23  per  cent. 

In  the  ectopic  group  the  diagnosis  of  ectopic  preg- 
nancy was  either  missed  or  a secondary  diagnosis  in 
17  per  cent  of  the  patients.  The  erroneous  primary 
diagnoses  were  pelvic  inflammatory  disease  in  52 

Table  3. — Comparison  of  Edtopic  Pregnancy  and 
Nonectopic  Cases  Simulating  Ectopic  Pregnancy. 


Nonectopic  Ectopic 


No.  of  patients 

74 

264 

Pain  

93% 

98% 

Mass  

43% 

79% 

Abdominal  findings 

82% 

77% 

Vaginal  bleeding 

35% 

48% 

Shock  

0% 

39% 

Previous  ectopic 

Last  normal  menstrual  period 

11% 

6% 

prior  to  surgery 

. 8.0  wk.  before 

7.8  wk.  before 

Gravidity  

3.0 

2.8 

Parity  

2.2 

2.2 

Admission  temperature 

99  F. 

99  F. 

Hemoglobin  

..  11.2  Gm. 

11.3  Gm.* 

White  blood  count 

9,160 

8,900* 

Age 

Interval  between  admission  to 

25  yr. 

27  yr. 

hospital  and  surgery 

1.5  days 

0.5  days 

*The  hemoglobin  and  white  blood  count  are  reported  for 
patients  with  ectopic  pregnancies  in  whom  less  than  500 
ml.  of  blood  was  found  in  the  peritoneal  cavity. 
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per  cent;  abortion,  threatened,  or  incomplete  in  19 
per  cent;  and  no  diagnosis  in  8 per  cent.  Fibroids, 
dysmenorrhea,  and  ovarian  cyst  were  also  among 
the  erroneous  diagnoses. 

The  single  most  serious  and  frequent  error  in  diag- 
nosis was  ascribing  the  symptoms  of  ectopic  preg- 
nancy to  pelvic  inflammatory  disease  in  patients  who 
were  afebrile.  Penicillin  therapy  was  often  prescribed. 
In  only  3 of  this  group  of  patients  were  the  classic 
symptoms  of  ectopic  pregnancy  missing. 

SUMMARY  AND  CONCLUSIONS 


Iron  Deficiency 
Anemia  of  Infancy 

Management,  with  Clinical 
Evaluation  of  Imferon 

TERESA  VIETTI,  M.D.  and 
JO  ANNE  WHITAKER,  M.D. 

Dallas,  Texas 


A review  of  our  experience  at  Parkland  Memorial 
Hospital  has  been  presented  with  an  analysis  of  365 
cases  of  proven  ectopic  pregnancies.  The  findings 
in  this  group  were  compared  to  the  "nonectopic” 
group.  It  is  apparent  from  this  review  that  there  is 
no  single  test  or  symptom  or  even  group  of  symp- 
toms which  leads  infallibly  to  the  correct  diagnosis 
of  ectopic  pregnancy. 

Further,  it  has  been  shown  that  accurate  diagnosis 
may  be  extremely  difficult  in  the  patient  who  does 
not  have  a significant  intraperitoneal  hemorrhage. 

The  restoration  of  normal  cardiovascular  dynamics 
is  the  present  aim  of  whole  blood  transfusion.  In 
the  face  of  hazards  inherent  in  multiple  whole  blood 
transfusions,  parenteral  iron  therapy  seems  the  safer 
agent  to  replace  iron  loss  once  shock  has  been  cor- 
rected. 

Therefore,  in  the  patient  in  whom  there  is  a rea- 
sonable possibility  of  ectopic  pregnancy,  full  investi- 
gation of  the  status  of  the  pelvis  should  be  accom- 
plished in  the  manner  outlined. 

In  the  menstruating  woman  with  menstrual  aber- 
ration, pregnancy  as  fhe  cause  should  be  considered 
first.  If  there  is  associated  pain,  ectopic  pregnancy 
must  be  ruled  out. 

Finally,  and  most  important,  the  diagnosis  of  ec- 
topic pregnancy  will  be  made  only  if  physicians 
caring  for  women  remain  alert  to  its  possibility  and, 
when  the  reasonable  possibility  of  ectopic  pregnancy 
exists,  the  proper  diagnostic  and  therapeutic  measures 
are  instituted. 

REFERENCES 

1.  Bates,  C.  R.,  and  Nabors,  G.  C.:  Extra-Uterine  Gestation  Ex- 
perience at  Parkland  Hospital,  January,  1944  to  July,  1951,  South. 
M.  J.  45:240-246  (March)  1952. 

2.  Klein,  M.  D.,  and  Clahr,  J.:  Faaors  in  Decline  of  Maternal 
Mortality,  J.A.M.A.  167:237-242  (Sept.  20)  1958. 

3.  Pritchard,  J.  A.:  Hemostatic  Defects  in  Pregnancy,  Am.  J. 
Obst.  & Gynec.  72:946-953  (Nov.)  1956. 

4.  Smith,  J.  H.,  and  Norton,  J.  B.:  Posterior  Colpotomy;  Method 
for  Diagnosis  and  Definitive  Treatment,  U.  S.  Armed  Forces  M.  J. 
9:157-160  (Feb.)  1958. 

I Dr.  Sparr,  Department  of  Obstetrics  and  Gynecology, 
Southwestern  Medical  School,  Dallas. 


IRON  DEFICIENCY  anemia  is  the  most  common 
nutritional  anemia  in  the  United  States.  Among 
infants  it  reaches  its  highest  peak  between  the  ages 
of  6 months  and  3 years.®’ 

Although  the  introduction  of  an  iron  dextran  (a 
very  well  tolerated  intramuscular  iron  preparation) 
in  many  instances  has  simplified  the  treatment  of 
iron  deficiency  anemia,  there  has  been  increased 
concern  over  the  possible  misuse  of  this  drug  in  the 
therapy  of  anemias  which  are  not  due  to  simple 
nutritional  inadequacies.^® 

This  concern  results  from  the  ease  of  administra- 
tion and  lack  of  immediate  side  effects.  Because  iron 
is  excreted  in  insignificant  quantities,  prolonged 
treatment  with  parenteral  iron  of  anemias  not  due 
to  iron  deficiencies  may  lead  to  hemosiderosis^’ 
and  possibly  hemochromatosis.^’^ 


IRON  METABOLISM 

Oral  iron  is  obtained  from  iron  rich  foods  or  pre- 
scribed by  physicians  in  the  form  of  iron  salts.  From 
either  source  the  iron  is  absorbed,  transported,  and 
distributed  by  the  same  mechanisms.  Absorption  by 
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Iron  deficiency  is  the  most  common  nutritional  anemia  and 
reaches  its  peak  in  infants  from  6 months  to  3 years.  Imferon 
is  a safe,  effective,  well  tolerated  parenteral  iron  preparation 
with  no  side  effects,  provided  the  diagnosis  of  iron  deficiency 
is  correct.  It  should  be  reserved,  however,  for  cases  in  which 
oral  iron  is  not  satisfactory. 
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the  cells  is  completed  primarily  in  the  duodenum  by 
a protein,  apoferritin,  which  combines  with  ferrous 
iron  to  form  ferritin.  Then  ferritin  transfers  the  iron 
to  a plasma  beta  globulin,  which  transports  the  iron 
throughout  the  body.  The  resultant  combination, 
known  as  transferrin,  is  distributed  to  the  blood- 
forming  organs  for  the  production  of  hemoglobin  or 
is  converted  from  transferrin  back  to  ferritin  to  be 
stored  as  ferritin  or  hemosiderin.®  Figure  1 outlines 
the  metabolism  of  iron. 


re+++ 

Stomach 
HCI  . 

Fe-h-t-  Duodenum 

► Ferritin 

Apoferritin 


Absorpt i on 


|Hgb.  Product!^ 


RBC's 


Memos i der in 


Iron  Storage 


Fig.  1.  Diagram  showing  the  metabolism  of  iron. 


PATHOPHYSIOLOGY 

Various  factors  contribute  to  the  development  of 
iron  deficiency  anemia  in  infants.  The  iron  stores 
of  the  mother  are  reflected  in  the  newborn  infant. 
It  is  common  knowledge  that  premature  babies  begin 
life  with  a smaller  amount  of  iron  stores  than  a full 
term  infant. 

In  both  premamres  and'  full  term  infants  it  is 
important,  at  the  time  of  delivery,  to  allow  as  much 
blood  as  possible  to  reach  the  baby  by  letting  the 
cord  pulsate  and  then  stripping  it.  This  process  will 
give  the  infant  on  the  average  an  additional  40  mg. 
of  elemental  iron  for  each  60  cc.  of  blood  received.^® 

Since  myoglobin  mass  in  the  muscles  takes  prece- 
dence over  hemoglobin  mass  in  the  red  blood  cor- 
puscles, muscle  tissues  are  formed  at  the  expense  of 
hemoglobin  content.  The  average  infant,  whose  birth 
weight  triples  in  1 year,  triples  both  his  blood  volume 
and  his  myoglobin  mass  during  the  same  period. 
Although  the  iron  requirements  of  the  rest  of  the 
body  are  small,  they  are  met  at  the  expense  of  hemo- 
globin iron.  Three  factors,  then,  contribute  to  devel- 
opment of  iron  deficiency  anemia:  iron  stores, 
growth,  and  diet.'^ 

Iron  deficiency  can  develop  in  rapidly  growing 
infants  despite  an  apparently  adequate  diet.®  This  is 
possible  because  (despite  the  presence  of  iron  defici- 
ent states)  approximately  only  10  per  cent  of  the 
iron  present  in  food  can  be  absorbed.^^’  Variable 


results,  as  high  as  80  per  cent,  have  been  obtained 
by  the  ingestion  of  iron  salts.^® 


DIAGNOSIS 

One  of  the  most  rapid  periods  of  an  infant’s 
growth  is  between  6 months  and  3 years  of  age,  and 
the  dietary  pattern  during  this  period  should  have 
changed  from  predominantly  milk  to  solid  foods. 
This  span  between  6 months  and  3 years  is  the  time 
when  iron  deficiency  is  most  likely  to  occur.  A diag- 
nosis of  iron  deficiency  anemia  should  not  be  made 
outside  of  this  period  without  a history  of  prematur- 
ity, an  excessive  amount  of  blood  lost  during  the 
perinatal  period,  or  blood  loss  from  the  gastrointesti- 
nal tract.  If  these  factors  are  not  present,  a thor- 
ough investigation  as  to  the  etiology  of  the  anemia 
should  be  performed. 

It  is  often  difficult  to  obtain  a reliable  dietary 
history  of  the  infant.  The  salient  question  is  the 
amount  of  milk,  rather  than  meat,  the  child  consumes 
daily.  If  the  child  drinks  more  than  a quart  of  milk 
a day,  it  is  probable  that  the  caloric  requirements 
have  been  filled  and  that  the  child  has  eaten  very 
little  solid  foods. 

Physical  examination  of  an  iron  deficient  infant 
shows  only  a pale,  flabby,  well  developed  child.  Oc- 
casionally a spleen  tip  is  palpated,  a factor  usually 
associated  with  frequent  infections. 

The  diagnosis  of  iron  deficiency  anemia  in  the 
6 month  to  3 year  group  can  be  made  by  observing 
the  hypochromic  microcytic  blood  picture  in  the 
peripheral  blood  smear.  This  portrays  the  low  hemo- 
globin content  of  the  red  blood  cells.  The  diagnosis 
is  confirmed  by  a 10  to  14  day  therapeutic  trial  of 
oral  iron  therapy.  This  trial  should  result  in  a reticu- 
locytosis  and  evidence  of  well  filled  polychromato- 
philic  red  blood  cells  on  the  peripheral  slide.  If  the 
trial  therapy  does  not  show  this  response,  the  diag- 
nosis of  iron  deficiency  anemia  must  be  questioned 
and  a hematologist  should  be  consulted. 

TREATMENT 

Since  the  parenteral  iron  compounds  were  either 
too  toxic  or  too  difficult  to  administer,  iron  defici- 
ency in  infancy,  until  the  introduction  of  iron  dex- 
tran,  Imferon,  was  treated  almost  entirely  by  oral 
iron  preparations.  Numerous  clinical  studies  with 
Imferon  have  shown  it  to  be  a safe,  effective,  well 
tolerated  parenteral  iron  preparation  with  few  side 
reactions.^’  ® The  only  side  reaction  observed  in 
the  Michigan  smdies  of  77  patients  was  an  exacerba- 
tion of  eczema  in  1 child  after  the  second  injection 
of  Imferon.  At  Parkland  Memorial  Hospital  in  Dal- 
las we  have  recently  seen  2 infants  develop  sterile. 
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Fig.  2.  Graph  comparing  a group  of  children  receiving  100  mg.  of  elemental  iron  with  another  group  receiving 

sufficient  iron  totally  to  correct  an  iron  deficit. 


draining  abscesses  after  intramuscular  injections. 
Slight  staining  of  the  buttocks  was  observed  in  some 
instances  from  leakage  at  the  site  of  injection.  Use 
of  the  "Z”  tract  technique  with  deep  intramuscular 
injection  should  decrease  these  complications  to  a 
minimum. 

At  the  Children’s  Hospital  of  Michigan  we  and 
our  colleagues  made  an  evaluation  of  the  response  to 
Imferon  in  children  with  hemoglobin  levels  ranging 
from  4 to  8 Gm.  We  observed  that  the  initial  re- 
sponse of  hemoglobin  rise  was  the  same  for  those 
given  100  mg.  of  elemental  iron  and  for  those  whose 
iron  deficit  to  include  iron  stores  were  totally  cor- 
rected (1.5  X wt.  in  lb.  [15-  X Hgb.}  = mg.  of 
elemental  iron).  Figure  2 shows  a graph  comparing 
these  two  groups  of  infants.  The  average  maximum 
reticulocyte  response  was  about  7 days  for  both 
groups,  and  at  least  4 to  5 weeks  were  required  for 
the  attainment  of  a satisfactory  hemoglobin  level. 
One-third  of  these  infants  receiving  only  partial 
correction  (100  mg.  of  iron)  of  their  iron  deficient 
deficit  attained  a hemoglobin  of  more  than  10  Gm. 
in  about  5 to  6 weeks.  Through  improved  nutrition 
one-third  did  not  become  anemic  again.  In  one- 
fourth  of  the  group  hemoglobin  values  increased 
transiently  to  above  10  Gm.,  but  they  again  became 
anemic  and  required  supplemental  iron.  The  remain- 
der, although  they  had  a rapid  response  to  intra- 
muscular iron,  received  supplemental  iron  therapy. 
The  patients  in  this  series  usually  attained  a level  of 
10  Gm.  of  hemoglobin  in  5 to  6 weeks,  regardless 
of  whether  they  had  started  out  with  4 or  8 Gm. 
of  hemoglobin.  Figure  3 shows  the  prompt  hemo- 


globin and  reticulocyte  response  to  Imferon  therapy 
in  a child  with  a severe  infeaion. 

At  the  Texas  Children’s  Hospital  in  Dallas  we 
are  studying  the  oral  iron  response  in  children  with 
hemoglobin  values  between  4 and  8 Gm.  'The  pa- 
tients are  given  a ferrous  salt  containing  25  to  30 
mg.  of  elemental  iron  30  minutes  before  meals  three 
times  a day.  Our  results  so  far  would  indicate  that 


Fig.  3.  Graph  showing  the  prompt  hemoglobin  and  reti- 
culocyte response  to  Imferon  therapy  in  a child  with  a 
severe  infection. 
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che  response  to  oral  iron  is  as  rapid  and  efficient 
as  the  response  to  intramuscular  iron.  To  obtain  the 
maximum  hemoglobin  response,  oral  therapy  must  be 
continued  for  at  least  1 month.  Several  recent  smdies 
have  claimed  that  iron  stores  are  not  replenished  by 
the  oral  route  alone.^^’ 

Such  other  factors  as  parental  ignorance,  lack  of 
cooperation,  and  intolerance  to  oral  iron  make  Im- 
feron  of  necessity  the  prescribed  drug. 

If  these  factors  make  the  use  of  Imferon  neces- 
sary, it  is  suggested  that  a trial  therapy  of  100  mg. 
of  iron  be  used.  The  results,  after  7 to  10  days, 
should  be  the  same  as  those  for  oral  iron  therapy: 
reticulocytosis  and  evidence  of  well  filled  polychro- 
matophilic  red  blood  cells  on  the  peripheral  slide. 
The  diagnosis  is  then  confirmed  and  the  iron  deficit 
can  then  be  totally  corrected  by  the  formula  pre- 
scribed above.  If  there  is  no  response  to  the  100 
mg.  of  Imferon,  further  hematological  work-up  is 
imperative  to  ascertain  the  etiology  of  the  anemia. 

SUMMARY 

Iron  deficiency  is  the  most  common  nutritional 
anemia  and  reaches  its  peak  in  infants  from  6 months 
to  3 years.  It  has  been  shown  that  three  factors  con- 
tribute to  this  deficiency:  iron  stores,  growth,  and 
diet. 

Imferon  is  a safe,  effective,  well  tolerated  paren- 
teral iron  preparation  with  negative  side  effects,  pro- 
vided the  diagnosis  of  iron  deficiency  is  the  correa 
diagnosis.  Since  oral  iron  preparations,  however,  wiU 
correct  the  anemia  in  the  majority  of  cases,  Imferon 
should  be  reserved  for  cases  where  there  are  poor 
socio-economic  conditions  or  intolerance  to  oral  iron. 
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Torsion  of  the 
Spermatic  Cord 

With  Review  of  the  Literature 
Of  the  Past  10  Years 


GEORGE  P.  SHROPULOS,  M.D. 

Dallas,  Texas 

Although  torsion  of  the  spermatic  cord 
has  often  been  discussed  in  the  literature,  the 
diagnosis  continues  to  be  missed  frequently.  Since 
the  time  when  it  was  originally  described  in  1840  by 
Delasiauve^  until  1950,  some  500  cases  have  been 
reported  in  world  literature.  This  represents  a re- 
ported occurrence  of  approximately  5 per  year,  or 
an  average  of  50  cases  for  each  10  year  period.  In 
a review  of  the  English  and  American  literamre  dur- 
ing the  past  10  years,  73  reported  cases  were  found.^'^** 
In  this  group,  only  21  per  cent  were  cases  wherein 
the  testicle  was  salvaged.  An  entity  in  which  diag- 
nostic accuracy  is  apparently  so  low  certainly  merits 
discussion. 

The  purpose,  then,  of  this  paper  is  to  review  the 
cause,  symptoms,  diagnosis,  and  treatment  of  torsion 
of  the  spermatic  cord,  hoping  to  encourage  proper 
early  "diagnosis. 

Following  the  first  authenticated  report  of  1840, 
the  next  milestone  is  a classical  report  on  this  sub- 
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ject  in  1936  by  Abeshouse/^  who  was  able  to  find 
350  cases  in  literature.  After  this,  Ormond^^  pre- 
sented an  excellent  discussion  of  this  topic  in  1938. 
This  followed  Prehn’s  monumental  report^®  in  1934. 
These  papers,  and  those  of  the  many  other  authors 
referred  to  in  this  article,  review  the  topic  quite 
adequately.  Here,  only  reemphasis  of  the  subject, 
borrowing  from  these  sources,  will  be  made.  It  is 
of  interest  to  note  that  although  there  has  been  a 
reemphasis  of  this  topic  in  the  literature  throughout 
the  years,  the  reported  incidence  for  the  10  year 
period  1948  to  1958  is  not  markedly  increased. 


ETIOLOGY  AND  PATHOGENESIS 

The  over-all  incidence  of  torsion  of  the  testicle  is 
much  more  frequent  in  the  maldescended  testis.  Earli- 
er papers  stated  that  most  cases  were  associated  with 
maldescent,  and  this  was  an  accurate  observation. 
Such  cases  are  almost  indistinguishable  from  strangu- 
lation of  an  inguinal  hernia.  If  a testicle  lies  in  or 
near  the  inguinal  canal,  the  patient  will  present  with 
localized  pain,  sometimes  referred  to  the  abdomen, 
and/or  tender,  irreducible  swelling  in  the  groin; 
often  there  is  vomiting.  The  final  diagnosis  is  usually 
made  upon  proceeding  with  surgical  exploration. 

Torsion  of  the  testicle  is  more  common  in  the  maldescended 
testis.  Pain,  swelling  in  the  groin,  and  often  vomiting  are 
suggestive,  but  usually  exploratory  surgery  is  required  for 
diagnosis.  An  intravaginal  mesentery  or  extravaginal  trauma 
may  predispose  to  torsion.  Surgical  intervention  within  ap- 
proximately 4 hours  of  onset  of  severe  pain  is  necessary  to 
salvage  a twisted  testicle. 

/ 

It  is  agreed  that  in  all  examples  of  torsion  of  the 
fully  descended  testicle  there  is  some  anatomical  ab- 
normality. Here,  it  would  be  well  to  point  out  that 
early  inspection  of  the  genitalia  shortly  after  birth 
is  well  worth  while.  Prior  to  the  child  developing  a 
great  deal  of  fatty  tissue,  the  testicles  are  easily  pal- 
pable and,  if  properly  descended,  wiU  be  felt  in  the 
scromm.  A short  while  after  birth,  as  the  patient 
develops  some  fat,  the  testicles  may  appear  to  be 
high  in  the  inguinal  canal.  This  is  only  apparent  and 
not  real;  consequently  a diagnosis  of  undescended  or 
partially  descended  testicles  may  be  made.  The  prog- 
nosis as  to  spermatogenesis  and  the  possibility  of 
fumre  torsion  can,  of  course,  be  varied  by  this  im- 
pression.^^ 

The  well  known  predisposing  anomalies  are  as 
follows: 

1.  The  intravaginal  epididymis.^^  In  the  normal 
testicle  there  is  a wide,  bare  area  behind  the  epi- 
didymis where  the  visceral  layer  of  the  tunica  vagi- 


nalis is  reflected  to  form  a parietal  layer,  leaving  only 
a small  part  of  the  epididymis  in  the  vaginal  sac. 
As  Roch,^®  in  1928,  pointed  out,  the  normal  rela- 
tionship is  similar  to  that  of  the  ascending  colon  to 
the  peritoneum;  there  is  no  mesentery.  In  the  many 
cases  of  torsion  there  is,  however,  a mesentery.  This 
intravaginal  deformity  is  the  most  commonly  oc- 
curring type.  Here,  the  twisted  cord  is  within  the 
tunica  vaginalis  and  involves  the  testis  and  epidid- 
ymis but  not  the  tunica.  Ordinarily,  the  reflection  of 
the  parietal  layer  of  the  tunica  over  the  epididymis 
forms  a mesentery  (mesorchium)  running  with  the 
globus  minor  to  about  the  middle  of  the  globus 
major.  In  many  cases  this  has  been  much  shottened, 
including  only  the  globus  major  and  hence  predis- 
posing to  torsion,  which  may  follow  slight  muscular 
strain  or  effort  and  not  necessarily  require  a great 
deal  of  force. 

2.  The  extravaginal  type.  Here,  the  incidence  is 
quite  rare.  This  is  usually  associated  with  trauma, 
with  incarcerated  hernia,  or  as  a result  of  direct 
trauma  in  cryptorchism.  In  the  extravaginal  torsion 
the  twist  occurs  in  the  cord  outside  the  tunica,  and 
the  whole  testicular  mass  is  involved.  This  is  often 
caused  by  gross  violence,  though  a strong  contraction 
of  the  cremasteric  muscle  is  said  sometimes  to  cause 
it.  Torsion  of  the  spermatic  cord  never  occurs  in  a 
normal  testicle,  for  in  the  normal  scrotum  it  is  im- 
possible to  rotate  the  testicle  to  any  great  degree.^^'^® 
In  the  usual  type  of  torsion  of  the  spermatic  cord, 
an  abnormality,  either  developmental  or  acquired, 
exists.  Roch  described  other  causes  and  emphasized 
the  anchoring  effect  of  the  entering  blood  vessels. 
The  internal  spermatic  artery  is  attached  not  only 
to  the  upper  pole  but  also  by  branches  entering  the 
whole  posterior  margin.  These  and  the  artery  of  the 
tail  and  body  of  the  epididymis  will  counteract  any 
tendency  to  rotate  around  the  main  pedicle  (the  in- 
ternal spermatic  artery). 

What  acmally  starts  the  twist  seems  to  be  un- 
known. In  some  cases  there  has  been  definite  insult 
to  the  scrotum,  but  in  some  others  the  torsion  has 
developed  at  rest,  even  while  the  patient  is  sleeping. 

The  first  effect  of  rotation  in  torsion  is  flattening 
of  the  veins.  Later,  obliteration  of  the  lumen  of  the 
artery  occurs;  the  pain  resulting  is  an  ischemic  type 
and  the  severity  is  at  its  height  shortly  after  the 
occlusion  of  the  vascular  supply,  reaching  a crescendo 
only  a few  hours  after  this,  then  decreasing  in  degree 
as  necrosis  is  effeaed. 


SYMPTOMS  AND  SIGNS 
IN  DIFFERENTIAL  DIAGNOSIS 

The  incidence,  as  far  as  age  groups  are  concerned, 
varies.  Torsion  has  been  reported  in  the  first  year  of 
life  as  well  as  in  elderly  men.  In  a recent  review  by 
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Deming  and  Clark^^  in  a study  done  in  the  United 
States  Armed  Forces,  the  average  was  18  Vi  years. 
There  is  no  apparent  predilection  as  to  the  right  or 
left  side. 

Underhill,  emphasizing  the  atypical  case,  quoted 
from  "Comparison  in  Surgical  Studies’’  by  Ederburgh 
that,  "The  clinical  picture  of  torsion  of  the  testicle 
is  characteristic.  'There  is  sudden  pain,  nausea,  vom- 
iting, swelling  of  the  testicle,  and  usually  a diffusion 
of  the  tunica  vaginalis.”  'Then,  Underhill  went  on 
to  state  that  of  the  cases  he  presented,  none  of  these 
features  were  present.  Pain,  however,  is  a constant 
feamre  and  is  usually  sudden  in  onset.  Vomiting  is 
often  present.  'The  pain  is  referred  to  the  scromm  or 
the  groin,  according  to  the  location  of  the  testicle. 
It  may  be  referred  to  the  lower  part  of  the  abdomen. 
It  may  increase  in  intensity  for  a day  or  two  and 
then  gradually  subside.  When  spontaneous  reduaion 
takes  place,  there  is  dramatic  relief.  'There  is  an  ab- 
sence of  any  symptoms  of  the  lower  genitourinary 
tract. 

The  physical  signs  vary  according  to  whether  the 
testicle  is  fully  descended  or  not.  If  the  testicle  is  in 
the  scromm,  the  underlying  skin  on  that  side  is  red, 
edematous,  and  tender.  The  scrotal  skin  may  be 
tethered  to  the  underlying  strucmres.  'This  is  de- 
scribed as  Dillon’s  sign.^^  Extreme  tenderness  may 
make  precise  palpation  very  difficult.  But  even  with 
the  patient  under  anesthesia  it  is  usually  impossible 
to  distinguish  the  epididymis  from  the  body  of  the 
testicle.  In  the  early  stages  the  patient  may  be  mildly 
shocked,  with  a subnormal  temperamre.  More  often 
there  is  pyrexia.  If  the  testicle  is  undescended  but 
lying  at  or  near  the  extravaginal  line,  the  external 
inguinal  ring,  the  signs  will  closely  resemble  those 
of  a strangulated  hernia.  Another  reliable  sign  is 
Prehn’s  sign,  where  an  elevation  of  the  scrotal  con- 
tents causes  increase  in  severity  of  the  pain  and  tor- 
sion of  the  cord,  whereas  in  acute  epididymitis  a 
similar  maneuver  causes  reduction  of  the  amount  of 
pain.  In  the  undescended  testicle  this  must  be  dif- 
ferentiated from  acute  appendicitis,  epididymitis,  or 
a strangulated  hernia.  In  the  completely  descended 
testicle,  differentiation  must  be  made  for  epidid- 
ymitis. Here,  the  onset  is  usually  slow  and  there  are 
other  attending  genitourinary  signs.  Usually  the  nor- 
mal testicle  can  be  palpated  separate  from  the  epi- 
didymis. Orchitis  must  also  be  considered,  and  the 
rarity  of  this  malady  must  be  kept  in  mind  except  as 
a complication  of  mumps  or  influenza.  The  pain  of 
orchitis  is  not  usually  severe,  however,  and  the  swell- 
ing, although  extensive,  does  not  involve  the  cord. 
In  a strangulated  hernia  the  general  symptoms  are 
more  severe  than  in  a twisted  testicle.  Inguinal  ade- 
nitis also  must  be  included  in  the  differential.  In 
addition,  of  course,  one  may  encounter  torsions  of 
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the  appendix  or  the  testicle.^®'”’  'The  first  case  of 
this  entity  was  presented  by  Ombredanne  in  1913  in 
conjunction  with  an  article  on  torsion  of  the  testis. 
The  first  descriptive  article  of  this  was  by  Kohn  in 
1922.  Some  97  cases  have  been  presented  in  the 
literature  to  date.  'The  appendix-testis,  or  hydatid  of 
Morgagni,  will  be  recalled  as  a remnant  of  the  mul- 
lerian  duct  at  the  upper  pole  of  the  testis.  In  a dif- 
ferentiation, the  torsion  of  the  appendix  epididymis,^® 
located  at  the  caput  major,  the  remnant  of  the 
mesonephric  collecting  tubule,  must  also  be  included. 
Some  107  cases  of  these  two  entities  have  appeared 
in  the  literature  to  date,  and  the  diagnosis,  of  course, 
can  be  confirmed  by  exploration. 

Reference  has  been  made  to  spontaneous  diversion 
of  the  twisted  testicle.  Cases  of  chronic,  recurring 
varieties  have  been  described  wherein  there  is  par- 
tial torsion  with  spontaneous  remission  occurring  at 
intervals.®®  In  making  the  differentiation,  Ormond 
summarized  the  most  important  points  as  (1)  the 
age  of  the  patient;  ( 2 ) sudden  onset;  ( 3 ) severity  of 
the  pain;  (4)  absence  of  history  of  genitourinary 
infection;  (5)  position  of  the  affected  testicle  and 
scrotum;  (6)  position  of  epididymis  with  reference 
to  the  testicle;  (7)  tenderness  over  the  testicle;  (8) 
Prehn’s  sign. 

Too  often,  and  sadly  so,  the  only  evidence  of  tor- 
sion of  the  testicle  presented  to  the  examining  physi- 
cian is  the  atrophied  testicle  encountered  following 
an  undiagnosed  torsion.  An  atrophied  testicle  is 
usually  due  to  mumps,  trauma  (including  operations 
for  hydrocele,  hernia,  or  varicoceles),  or  torsion.  The 
atrophied  testicle  of  mumps  is  soft  and  sensitive.  The 
atrophied  testicle  of  trauma  or  torsion  is  firm  and 
insensitive.  In  the  undeveloped  testicle  the  organ  is 
small  and  soft  but  not  unduly  sensitive. 

RECENT  LITERATURE 

In  a review  of  the  literature  by  Richie,  23  reports 
of  an  infarcted  intra-abdominal  testis  were  cited.  In  1 5 
patients  torsion  had  occurred,  with  an  intra-abdomi- 
nal testis  containing  a malignancy.  No  particular 
tumor  type  was  favored.®^ 

Everett  and  Hoffman  reported  that  26  of  489  pub- 
lished cases  they  were  able  to  collect  were  bilater- 
al.®®'®^ In  this  review,  3 other  cases  have  been  added. 
Reviewing  the  literature,  it  is  apparent  that  more  at- 
tention is  being  paid  to  diagnosing  torsion  of  the 
spermatic  cord  in  the  newborn.  Two  such  cases  were 
reported  over  a period  of  9 months  by  Warren  and 
Davis.®®  These  constimte  the  fourth  and  fifth  cases 
in  the  newborn  which  have  been  presented  up  to 
1951.  Those  prior  to  this  were  3 other  cases  pre- 
sented by  Campbell  and  Taylor.®®’  ®’^  It  was  of  inter- 
est here  to  note  that  in  1 case,  where  there  was  a 
scrotal  swelling,  the  child  had  been  delivered  by 
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cesarean  section.  Exploration  of  the  testicle  was  car- 
ried out  2 days  postpartum,  and  the  left  testicle  was 
removed  because  it  had  already  undergone  necrosis. 
Surgery  in  the  second  case  was  performed  18  hours 
postpartum.  Here,  too,  the  testicle  was  removed. 
However,  adhesions  were  already  present,  and  the 
torsion  must  have  occurred  in  utero.  This  is  evidence 
against  the  support  of  breech  presentations  possibly 
presenting  trauma  to  the  testicle,  precipitating  tor- 
sion, as  suggested  by  Glacer  and  Wallace.^®  These 
latter  authors  also  reviewed  instances  of  spontaneous 
hemorrhagic  infarction  of  the  testicle  in  newborns. 
Here,  of  course,  the  signs  are  similar  to  that  of  tor- 
sion of  the  testicle,  and  exploration  makes  the 
definitive  diagnosis.  The  sparsity  in  the  literature  of 
reports  on  the  incidence  of  torsion  in  the  newborn 
witnesses  the  need  for  an  effort  to  make  the  diag- 
nosis in  this  age  group.  In  reviewing  the  literature, 
it  is  surprising  to  note  that  opinions  concerning 
management  of  the  scrotal  swellings  in  the  newborn 
are  so  very  common.  Some  groups  advocate  a "hands 
off”  policy  with  exploration  of  the  testicle;  however^ 
the  majority  of  the  authors  advocate  exploration  im- 
mediately. 


orchiopexy  when  torsion  is  encountered  cannot  be 
overemphasized.  A small  Penrose  drain  is  usually  left 
in  the  scrotum.  The  scrotum  is  supported  snugly  with 
tape  following  the  procedure.  If,  during  the  proced- 
ure, the  tunica  albuginea  appears  to  be  overly  dis- 
tended, nicking  this  layer  can  be  carried  out;  however, 
after  inspection,  this  should  be  reapproximated  with 
suture  in  order  not  to  have  a herniation  of  the  semi- 
niferous mbules.  It  is  far  better  to  suspect  a diagnosis 
of  torsion  of  the  spermatic  cord  and  explore  the 
testicle  unnecessarily  rather  than  procrastinate  and 
allow  a twisted  testicle  to  go  untreated.  The  explora- 
tory procedure  is  simple  and  of  short  duration; 
therefore,  there  should  be  no  hesitancy  in  proceeding 
with  it. 
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TREATMENT 

All  the  testicles  involved,  of  course,  cannot  be 
saved,  but  because  the  organ  is  so  vital  to  the  psycho- 
logic as  well  as  the  physiologic  well-being  of  the  pa- 
tient, more  effort  on  the  part  of  the  physician  must 
be  made  to  save  these  important  appendages.  Ac- 
curacy of  diagnosis  is  important  not  only  for  preser- 
vation of  the  testicle,  for  delay  can  precipitate  severe 
complications.  Pulmonary  infarcts  have  been  de- 
scribed in  the  literature  following  torsion,  where 
there  has  been  undue  delay  in  the  surgery.  It  is  well 
to  remember  that  surgery  must  be  performd  approxi- 
mately only  4 hours  from  the  time  of  onset  of  the 
severe  pain  to  allow  salvage  of  the  testicle.  Constant 
alertness  must  be  maintained  so  that  exploration  of 
the  testicle  will  be  carried  out  in  order  to  make  the 
correct  diagnosis. 

Where  the  testicle  is  descended,  an  incision  of 
the  scrotum  is  suggested.  In  the  instance  of  the  un- 
descended testicle,  of  course,  the  incision  must  be 
made  in  the  inguinal  region,  extending  into  the 
scrotum  if  necessary.  The  scrotal  coats  and  tunica 
vaginalis  are  opened  and  the  torsion  reduced.  The 
parietal  layer  of  the  tunica  vaginalis  is  excised  as  in 
a hydrocele  operation.  The  testis  is  anchored  to 
the  scrotal  wall.  Inasmuch  as  scrotal  abnormalities 
are  likely  to  be  bilateral,  after  torsion  takes  place  on 
one  side  it  is  wise  to  anchor  the  testicle  on  the  op- 
posite side  prophylactically.  The  need  for  bilateral 
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WHEN  A CHILD  falls  much  below  the  average 
in  height  for  his  age,  it  is  likely  that  the  doctor 
will  be  asked  what  the  trouble  is  and  will  be  expected 
to  do  something  about  it.  Such  problems,  however, 
are  by  no  means  easy;  not  only  are  the  basic  factors 
controlling  the  growth  process  poorly  understood, 
but  the  causes  of  short  stature  are  numerous,  ranging 
from  harmless  variants  of  normal  to  serious  systemic 
diseases  and  endocrine  dismrbances.  Under  such  cir- 
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Basic  factors  controlling  growth  are  poorly  understood.  His- 
tory, measurements  including  body  proportions,  roentgeno- 
grams of  bones,  and  special  tests  may  be  necessary  to  deter- 
mine such  types  of  growth  failure  as  delayed  adolescence, 
primordial  dwarfism,  systemic  diseases,  hypothyroidism,  achon- 
droplasia, and  gonadal  aplasia.  Sustained  acceleration  of 
growth  seldom  can  be  achieved  except  for  hypothyroidism. 
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cumstances  it  is  not  surprising  that  incorrect  diag- 
noses and  empirical  methods  of  treatment  are  com- 
mon. 

The  purpose  of  the  present  paper  is  to  enumerate 
the  commoner  causes  of  growth  failure  and  to  present 
a simple  approach  to  differential  diagnosis,  with 
emphasis  on  readily  available  tests.  Tliis  approach 
inevitably  will  lead  to  oversimplification,  and  cases 
win  be  met  which  do  not  fit  into  the  scheme  pre- 
sented hereafter,  but  it  may  help  to  dissipate  some 
of  the  confusion  which  at  present  surrounds  the  diag- 
nosis of  growth  disorders. 


NORMAL  GROWTH 

The  major  determinant  of  body  height  is  growth 
of  the  long  bones.  No  increase  in  height  is  possible 
after  the  epiphyses  close,  and  treatment  at  this  stage 
is  useless.  Conversely,  it  can  always  be  said  that 
further  growth  is  possible  as  long  as  the  epiphyses 
remain  open.  Both  the  rate  of  growth  and  the  time 
of  epiphyseal  closure  affect  the  final  stature;  for  ex- 
ample, in  untreated  cases  of  virilizing  adrenal  hyper- 
plasia, the  rate  of  growth  in  early  childhood  is  un- 
usually rapid,  but  since  the  epiphyses  close  early, 
final  height  is  stunted. 

Since  growth  of  the  lower  extremities  is  more 
rapid  than  that  of  the  trunk,  the  legs  come  to  repre- 
sent a progressively  larger  proportion  of  the  total 
length.  This  results  in  a decrease  in  the  ratio  of 
upper  to  lower  body  segments  from  1.73  at  birth 
to  unity  at  puberty.  In  certain  disturbances,  for  ex- 
ample hypothyroidism,  the  body  proportions  remain 
infantile  and  the  ratio  is  a valuable  diagnostic  aid. 

It  is  convenient  to  use  charts  for  plotting  growth 
during  childhood.  The  percentile  charts  designed  for 
use  in  the  Children’s  Medical  Center,  Boston,*  in- 
clude height,  weight,  and  head  size,  while  in  the 
more  elaborate  Wetzel  grid  system,  the  level  of  de- 
velopment is  correlated  with  physical  growth.  Both 
of  these  charts  indicate  the  wide  range  of  normal 
variation  in  the  growth  pattern,  a point  which  may 
be  reassuring  to  worried  parents. 

DIFFERENTIAL  DIAGNOSIS 

The  approach  to  differential  diagnosis  of  stunted 
growth  should  include  a history  and  physical  exam- 
ination, careful  body  measurements,  roentgenograms 
of  the  bones,  and  special  tests  as  indicated. 

The  history  should  include  all  available  informa- 

*  Available  from  the  Mead  Johnson  Company,  Evansville, 
Ind. 


tion  about  growth  and  development  since  birth.  Sup- 
plemental data  may  be  obtained  from  weU-baby  clin- 
ic and  school  records.  Since  some  disorders  are 
familial,  the  height  and  weight  of  near  relatives 
should  be  included,  and  if  possible  the  age  at  which 
the  parents  reached  puberty.  Physical  examination 
may  reveal  evidence  of  severe  systemic  disease,  for 
example,  of  the  heart,  lungs,  or  kidneys,  which  may 
be  responsible  for  growth  failure.  Abnormalities  of 
the  facies,  and  of  the  skin,  hair,  nails,  and  teeth  may 
be  found  in  some  endocrine  disorders. 

Measurements  should  include  height  ( or  length 
in  infants  of  less  than  2 years),  weight,  and  the 
ratio  of  upper  to  lower  body  segments.  Plead  and 
chest  circumference,  and  span  (distance  between 
outstretched  finger-tips)  may  be  useful  in  some  cases. 
The  length,  which  may  be  V2  inch  greater  than  the 
standing  height,  is  measured  with  the  child  lying  on 
a firm  flat  surface  with  a fixed  upright  against  the 
soles  of  the  feet  and  a square  against  the  vertex.  For 
measurement  of  the  upper  and  lower  body  segments 
another  square  is  placed  at  the  upper  margin  of  the 
symphysis  pubis,  and  the  vertex-pubis  and  pubis- 
heel  distances  are  measured.  It  is  apparent  that  these 
measurements  require  the  assistance  of  a second  per- 
son, and  also  the  cooperation  of  the  child.  A small 
error  in  the  placing  of  the  marker  at  the  pubis  can 
make  a gross  error  in  the  ratio  of  upper  to  lower 
segments.  Weight  is  taken  with  light  underclothes 
only. 

Roentgenograms  of  the  bones  may  show  evidence 
of  an  osteodystrophy  or  chondrodystrophy  such  as 
achondroplasia  or  osteogenesis  imperfecta,  or  dis- 
turbances of  epiphyseal  development,  for  example,  in 
hypothyroidism  or  primordial  dwarfism.  Bone  age  is 
commonly  assessed  from  films  of  the  wrist  because 
of  the  ease  of  "counting  epiphyses,”  and  the  avail- 
ability of  developmental  standards.  In  young  children, 
however,  roentgenograms  of  the  lower  extremity 
and  foot  are  more  readily  interpreted  because  several 
epiphyses  appear  in  this  area  within  a short  time 
during  infancy.  It  also  should  be  remembered  that 
some  normal  persons  may  show  isolated  abnormali- 
ties in  the  time  of  appearance  of  individual  epi- 
physes, so  it  is  unwise  to  make  a diagnosis  of  bone 
retardation  based  on  the  appearance  of  a single  group 
of  centers. 

Special  tests  cannot  be  enumerated  in  detail,  but 
two  common  pitfalls  in  the  diagnosis  of  hypothyroid- 
ism may  be  mentioned.  The  intake  of  iodides  in 
cough  medicines,  tonics,  and  some  vitamin  prepara- 
tions. and  the  use  of  iodine  containing  radiopaque 
dyes  may  interfere  grossly  with  the  determination 
of  protein  bound  iodine  or  radioiodine  uptake.  The 
serum  cholesterol  level,  commonly  used  to  confirm 
the  diagnosis,  is  often  within  the  normal  range  in 
athyrotic  cretins  and  is  therefore  of  little  value  in 
early  diagnosis. 
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TYPES  OF  GROWTH  FAILURE 

Some  common  types  of  growth  failure  and  their 
diagnostic  characteristics  follow. 

1.  Syndrome  of  delayed  adolescence}  These  are 
patients  who  grow  slowly  but  steadily  throughout 
childhood  and  go  through  a late  but  normal  puberty. 
Final  stature  may  be  normal  or  somewhat  reduced. 
The  diagnosis  is  often  only  presumptive  until  ado- 
lescence is  reached,  since  these  patients  may  be  very 
difficult  to  distinguish  from  the  rare  cases  with 
growth  failure  due  to  pituitary  lesions. 

History:  Normal,  except  for  small  size.  Normal 
intelligence.  Sometimes  familial — parents  may  also 
have  experienced  delayed  puberty. 

Measurements:  Generally  reduced.  Ratio  of  upper 
to  lower  segments  normal. 

Bone  films:  Retardation  2 to  3 years.  Otherwise 
normal. 

Special  tests:  All  normal. 

2.  Primordial  or  genetic  dwarfism. 

History:  Often  small  at  birth.  Physical  examina- 
tion usually  normal,  may  have  skeletal  or  other  anom- 
alies. Usually  mature  at  normal  age.  Normal  intelli- 
gence. 

Measurements:  Generally  reduced.  Ratio  of  upper 
to  lower  segments  normal. 

Bone  films:  Usually  normal  bone  age.  May  have 
minor  skeletal  or  epiphyseal  anomalies.  Occasionally 
bone  age  is  retarded. 

Special  tests:  All  normal. 

3.  Systemic  diseases  (heart,  lung,  chest,  liver,  kid- 
ney, central  nervous  system). 

History  and  physical  examination:  Usually  diag- 
nostic. 

Measurements:  Generally  reduced.  Ratio  of  upper 
to  lower  segments  normal. 

Bone  films:  Slight  or  moderate  retardation. 

Special  tests:  Diagnostic  of  underlying  disease. 

4.  Hypothyroidism. 

History:  Lethargy,  constipation,  dry  yellowish  skin, 
developmental  retardation,  and  delayed  dentition. 

Measurements:  Length  decreased  proportionately 
more  than  height — these  persons  are  "fat  dwarfs.” 
Lower  segment  short. 

Bone  films:  Marked  retardation.  May  show  epi- 
physeal dysgenesis. 

Special  tests:  Low  protein  bound  iodine  results. 
Low  iodine  uptake.  These  infants  should  be  disting- 
uished from  cases  of  mongolism  (skin  smooth  and 
clear,  abnormal  skin  creases,  other  stigmas)  and  gar- 
goylism  (characteristic  facies,  frequent  respiratory 
infections,  large  liver  and  spleen,  characteristic  bone 
films) . 


5.  Achondroplasia. 

History:  Delayed  growth  from  birth.  Normal  men- 
tal development. 

Measurements:  Very  short  arms  and  legs.  Short 
span  and  lower  segment. 

Bone  films:  Diagnostic. 

Special  tests:  Normal. 

6.  Gonadal  aplasia  (ovarian  agenesis.  Turner’s 
syndrome,  Bonnevie-UUrich  syndrome). 

History:  Moderate  stunting  of  growth.  Externally 
appear  to  have  female  genitalia.  Some  have  associated 
anomalies  (for  example,  webbed  neck,  coarctation  of 
the  aorta).  Sexual  hair  at  adolescence  but  no  men- 
arche  or  breast  development. 

Measurements:  Moderate  stunting  of  growth.  Low- 
er segment  rather  short. 

Bone  age:  Normal. 

Special  tests:  Patients  have  high  follicle  stimulat- 
ing hormone  levels.  Laparotomy  shows  absence  of 
gonads.  Chromosomal  sex  determination  shows  pa- 
tients often  have  a male  pattern. 

7.  Other  types  including  progeria,  hypopituitarism, 
and  hypoparathyroidism  are  relatively  uncommon 
and  cannot  be  considered  here  for  reasons  of  space. 

TREATMENT 

Except  in  cases  of  hypothyroidism,  sustained  ac- 
celeration of  growth  seldom  can  be  achieved  by  present 
day  treatment.  Unformnately,  many  undersized  chil- 
dren with  normal  thyroid  function  are  treated  with 
thyroid  preparations,  while  the  few  overt  cases  of 
hypothyroidism  are  frequently  missed.  In  many  in- 
stances, thyroid  is  prescribed  empirically  in  the  hope 
that  it  may  do  some  good,  but  the  concept  that  sub- 
clinical  endocrine  deficiency  unsupported  by  labora- 
tory data  is  a cause  of  growth  failure  rests  on  no 
sound  basis.  It  is  perhaps  fortunate  that  desiccated 
thyroid  in  the  dose  generally  used  is  free  from  harm- 
ful side  effects. 

Testosterone  may  accelerate  growth  temporarily  in 
both  sexes,  but  continued  use  may  cause  premature 
closure  of  the  epiphyses  and  undesirable  virilization. 
Chorionic  gonadotropin  may  accelerate  growth  in  boys 
in  some  instances.  An  anterior  pituitary  growth  hor- 
mone preparation  which  is  active  in  man  has  recently 
been  isolated  and  is  under  study,  but  the  indications 
for  its  use  (except  in  hypopituitarism)  have  not  yet 
been  defined.  Many  cases  of  growth  failure  probably 
result  from  end  organ  unresponsiveness  or  delayed 
secretion  of  growth  factors  rather  than  acmal  en- 
docrine deficiency. 

It  is  noteworthy  that  of  the  cases  referred  to  Johns 
Hopkins  Hospital  for  diagnosis  and  treatment  of 
growth  failure  only  1 in  4 represented  a clear-cut 
endocrine  problem  amenable  to  current  methods  of 
therapy.^ 
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CONCLUSIONS 

The  causes  of  growth  failure  in  childhood  are  num- 
erous, but  most  cases  fall  into  a few  main  groups.  A 
diagnostic  approach  to  these  problems  is  presented 
with  emphasis  on  clinical  examination  and  readily 
available  tests.  Although  treatment  for  growth  failure 
at  the  present  time  is  usually  ineffeaive  because  of 
ignorance  of  the  fundamental  determinants  of  growth, 
more  precise  diagnosis  allows  the  physician  to  ap- 
proach the  patient  and  his  parents  with  increased 
confidence. 
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Myofascial 
Syndrome 
With  Trigger 
Mechanisms 
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The  term  "myofascial  syndrome”  is  given  to 
a group  of  signs  and  symptoms  which  occur  in 
patients  who  have  painful  disorders  originating  in 
skeletal  muscle  or  fascia.  Specific  underlying  causes 
such  as  trauma,  tumor,  or  infection  may  produce  the 
same  clinical  pictures.  Therefore,  the  term  "myo- 
fascial syndrome”  is  in  the  same  category  as  "con- 
gestive heart  failure”  inasmuch  as  it  has  a variety  of 
causes.  A myofascial  syndrome  may  be  acmte  or 
chronic,  with  or  without  trigger  mechanisms.  Clinical 
features  of  the  myofascial  syndrome  include  regional 
pain,  skeletal  muscle  spasm,  deep  tenderness,  cutan- 
eous hyperesthesia,  limitation  of  motion,  postural 


Dr.  Karl  ]t^.  Erwin  is  assistant  professor  of  anesthesi- 
ology, Departments  of  Anesthesiology  and  Pharmacology, 
and  director.  Pain  Problem  Clinic,  University  of  Texas 
Southwestern  Medical  School. 


changes,  and  typical  emotional  responses  to  the  sim- 
ation. 

A trigger  area  is  a localized  area  in  the  tissues  out- 
side of  the  central  nervous  system  which,  when  stim- 
ulated, results  in  the  explosive  onset  of  pain  in  and 
around  the  area  of  the  trigger.  This  is  usually  com- 
bined with  pain  referred  to  some  area  of  the  body 
outside  of  the  tissues  immediately  adjacent  to  the 
trigger.  However,  it  is  not  uncommon  to  find  that 
stimulation  of  some  triggers  results  in  local  enlarge- 
ment of  the  pain  area  rather  than  reference  of  pain 
elsewhere.  Figure  1 shows  diagrammatically  the  types 
of  pain  reference  following  stimulation  of  a trigger. 


V 1 

Trigger  area  with,  distant 

interrupted  radiation. 

Trigger  area  vith  distant 
contiguous  radiation. 



' J 

@) 

Trigger  area  with  local 
radiation. 

A 

Trigger  area 

Fig.  1.  Pain  radiation  from  stimulation  of  trigger  areas. 


The  diagrams  show  referred  pain  in  one  direction 
only.  However,  the  area  of  referred  pain  may  be 
cephalad,  caudad,  medial,  or  lateral.  It  is  not  uncom- 
mon to  find  reference  of  pain  in  different  directions 
simultaneously.  The  pain  is  three  dimensional  and 
not  just  surface  pain. 

Trigger  areas  may  be  located  in  any  peripheral 
tissue.  These  locations  may  be  classified  as  follows, 
according  to  the  tissue  level  involved: 

Level  1 — Skin. 

Level  2 — Subcutaneous  tissue. 

Level  3 — Superficial  layer  of  deep  fascia. 

Level  4 — Skeletal  muscle. 

Level  5 — Deep  layer  of  deep  fascia. 

Level  6 — Periosteum. 

Level  L — Ligament. 

The  most  frequent  locations  are  levels  3 and  4; 
next  are  levels  5,  6,  and  L;  and  least  frequent  are 
levels  1 and  2.  Trigger  mechanisms  in  levels  1 and  2 
are  not  generally  described  in  the  literature,  but  a 
significant  number  of  patients  seen  in  the  Pain  Clin- 
ic demonstrate  them. 

Myofascial  syndrome  includes  pain,  skeletal  muscle  spasm, 
deep  tenderness,  cutaneous  hyperesthesia,  limitation  of  mo- 
tion, postural  changes,  and  emotional  responses.  A trigger 
area  in  tissues  outside  the  central  nervous  system,  when  stim- 
ulated, causes  explosive  pain.  Various  measures  including 
injection  of  local  anesthetic  drugs,  sympathetic  nerve  blocks, 
and  surgical  excision  of  trigger  areas  may  relieve  symptoms, 
but  there  is  a tendency  for  recurrence. 
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So-called  latent  trigger  areas  can  be  found  in  al- 
most all  adults.  These  latent  trigger  areas  are  not 
clinically  symptomatic  but  can  be  found  after  care- 
ful search.  It  is  believed  that  these  represent  sub- 
clinical  trigger  mechanisms  which  develop  from  the 
mechanical  stresses  and  strains  of  daily  life  applied 
to  aging  tissues  but  which  are  not  sufficiently  active 
to  produce  clinical  symptoms.  These  latent  triggers 
may  become  activated  if  sufficiently  aggravated,  or 
overt  trigger  mechanisms  may  appear  in  an  area 
which  had  no  prior  latent  trigger  mechanism  present. 

Trigger  areas  also  may  be  classified  as  primary, 
secondary,  tertiary,  and  so  forth.  By  this  is  meant 
that  on  initial  examination  one  trigger  area  seems 
outstanding  as  the  cause  of  the  pain  syndrome  and 
is  termed  the  primary  trigger  area.  When  it  is 
blocked,  immediately  or  a day  or  two  later,  another 
trigger  area  may  become  evident  but  generally  does 
nor  produce  exactly  the  entire  area  of  pain  radiation 
caused  by  the  first  trigger  area.  When  this  second 
one  is  blocked,  a third  one  may  become  evident  and 
require  blocking.  All  of  the  trigger  areas  are  acmally 
present  simultaneously,  but  the  one  producing  the 
most  intense  pain  is  the  most  evident  and  easiest  to 
find.  Careful  search  often  reveals  more  than  one 
trigger  area  present  in  many  of  these  pain  problems. 

In  one  series  of  185  consecutive  patients  smdied 
in  the  Pain  Clinic,  23  per  cent  were  shown  to  have 
trigger  mechanisms.  Two-thirds  of  this  23  per  cent 
had  trigger  mechanisms  alone  accounting  for  the  pain 
and  one-third  had  trigger  mechanisms  associated  with 
some  other  type  of  mechanism  producing  pain. 

Experience  in  the  Pain  Clinic  indicates  that  myo- 
fascial syndrome  with  trigger  mechanisms  and  reflex 
sympathetic  dystrophy  are  two  commonly  misdiag- 
nosed and  mistreated  pain  problems.  This  observa- 
tion becomes  important  when  it  is  noted  that  each 
of  these  pain  syndromes  is  common  clinically. 

PATHOLOGY  AND  PATHOGENESIS 

There  is  no  specific  microscopic  tissue  pathology 
seen  in  trigger  areas.  If  a trigger  area  is  located  in  a 
scar  or  a fascial  layer  containing  chronic  inflamma- 
tory thickening,  characteristic  microscopic  findings 
of  these  tissue  reations  will  be  seen.  Occasionally  a 
small  fat  lobulation  herniated  through  a fascial  defect 
may  be  found.  It  is  not  uncommon  to  find  linear 
thickenings  in  skeletal  muscle  parallel  to  the  axis 
of  the  fibers  which  seem  to  be  areas  of  local  muscle 
spasm.  However,  no  pathologic  manifestations  are 
found  in  tissue  in  most  instances.  At  present  the 
trigger  must  be  considered  an  area  of  pathologic 
neurophysiology  rather  than  an  area  of  pathologic 
neuroanatomy.  It  may  be  the  equivalent  in  fine  nerve 
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terminals  of  idiopathic  peripheral  neuritis  without 
histopathology  in  larger  nerves. 

The  actual  pathogenesis  of  trigger  mechanisms  is 
unknown.  History  of  episodic  or  constant  myofascial 
mechanical  stress  is  too  frequent  to  be  overlooked. 
At  our  present  level  of  knowledge  it  must  be  con- 
sidered that  the  development  of  trigger  mechanisms 
is  secondary  to  mechanical  stress.  No  one  so  far  has 
been  able  to  induce  pathologic  trigger  mechanisms 
experimentally. 

Embryologic  somite  formation  accounts  for  the 
segmentation  of  innervation  of  the  fully  developed 
human  body.  That  portion  of  the  neural  axis  which 
occurs  within  a somite  innervates  the  structures  which 
develop  from  that  somite,  namely,  the  dermatomal, 
myotomal  and  sclerotomal  derivatives.  Because  the 
structures  which  develop  from  each  somite  do  not 
migrate  exactly  the  same  distance  or  direction,  and 
because  each  structure  maintains  its  original  somite 
innervation,  the  pattern  of  segmental  innervation  in 
any  one  particular  area  of  the  body  usually  does  not 
correspond  to  a single  cord  segment. 

Considering  the  embryology  and  the  experimental 
data  of  Kellgren,^  Inman  and  Saunders,^  Keegan,^ 
and  Feinstein,^  who  mapped  dermatomes,  myotomes, 
and  sclerotomes  in  human  subjects,  one  begins  to 
have  a foundation  on  which  to  base  an  explanation 
of  the  pain  radiation  associated  with  trigger  mechan- 
isms. Neuronal  circuits  within  a single  cord  segment, 
or  adjacent  segments,  become  involved  in  a patho- 
logic pain  which  is  self-propagating  when  once 
started  and  is  induced  by  excessive  stimulation  from 
the  periphery.  Spillover  into  the  anterior  and  lateral 
horns  accounts  for  the  skeletal  muscle  and  autonomic 
manifestations  of  the  pain  syndrome. 

DIAGNOSIS 

The  diagnosis  of  myofascial  syndrome  with  trig- 
ger areas  involves  physical  stimulation  of  the  trigger, 
consequent  reproduction  of  the  pain  syndrome,  and 
subsequent  relief  by  block  of  the  trigger  area  with 
a local  anesthetic  drug.  The  examiner’s  finger,  a 
reflex  hammer,  ultrasound,  a needle  used  for  prob- 
ing, or  other  similar  measures  serve  to  locate  the 
trigger  area  or  areas.  These  are  very  small,  usually  a 
centimeter  or  less  in  diameter  and  sometimes  only  a 
millimeter  or  two  in  diameter. 

THERAPY 

Unless  active  therapy  is  instituted,  these  pain  prob- 
lems tend  to  become  worse  and  chronic,  although 
spontaneous  recovery  sometimes  occurs. 

Various  measures  have  been  used  to  treat  trigger 
areas;  (1)  sustained  pressure,  (2)  dry  needling, 
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(3)  massage,  (4)  ethyl  chloride  spray,  (5)  ultra- 
sound, (6)  injection  of  saline  solution,  and  (7) 
injection  of  local  anesthetic  drugs. 

The  efficacy  of  these  measures  progresses  roughly 
in  the  order  named.  Certainly  repeated  injections  of 
local  anesthetic  drugs  into  the  area  of  the  trigger 
have  been  the  most  valuable.  In  the  series  referred  to 
earlier,  77  per  cent  responded  to  local  anesthetic  in- 
jections. 

In  addition  to  the  measures  enumerated,  sympa- 
thetic nerve  blocks  are  often  effective,  as  well  as  the 
surgical  excision  of  reasonably  accessible  trigger  areas. 
Whenever  trigger  areas  are  removed  surgically,  the 
procedure  should  be  done  under  local  infiltration 
anesthesia,  leaving  the  area  of  the  trigger  completely 
unanesthetized  until  it  is  located  by  the  response  of 
the  patient  to  stimulation  of  it  by  probing  with  a 
needle.  General  anesthesia  may  then  be  induced  for 
its  excision. 

It  should  be  stated  emphatically  that  all  trigger 
mechanisms  do  not  respond  satisfactorily  to  nerve 
blocks  or  other  measures.  Personal  experience  with 
surgical  excision  is  too  limited  at  present  to  allow 
generalization,  but  it  is  being  investigated. 

However,  the  majority  of  patients  do  respond  sat- 
isfaaorily  to  repeated  trigger  blocks,  and  when  they 
do  not,  complicating  factors  such  as  emotional  dis- 
mrbances  or  persistence  of  the  inciting  or  exciting 
causes  should  be  looked  for.  Once  this  syndrome 
develops,  there  is  a tendency  for  it  to  recur.  An  active 
trigger  area  which  apparently  disappears  under  ade- 
quate nerve  block  therapy  actually  becomes  latent. 

SUMMARY 

Myofascial  syndromes  with  trigger  mechanisms  are 
common  problems  in  clinical  practice,  and  frequently 
the  trigger  mechanisms  are  unrecognized.  Pain  ref- 
erence patterns  are  fairly  constant  and  are  helpful 
in  diagnosis.  Adequate  therapy  usually  relieves  the 
clinical  symptoms,  but  there  is  a definite  tendency 
for  recurrence. 
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Traumatic  Lesions 
Of  the  Urogenital 
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IT  IS  THE  PURPOSE  of  this  paper  to  present  the 
incidence,  briefly  the  methods  of  management, 
and  some  of  the  experience  with  traumatic  injuries 
to  the  genitourinary  tract  as  seen  over  a 10  year 
period  at  Parkland  Memorial  Hospital,  Dallas.  This 
hospital  serves  the  community  as  the  chief  receiving 
center  of  major  trauma  for  a metropolitan  area  of 
some  700,000  people.  Automobile  accidents  consti- 
tute the  major  source  of  the  injuries.  With  an  ever 
increasing  incidence  of  such  accidents,  consideration 
of  injuries  to  the  urogenital  tract  seems  a timely 
subject  for  consideration.  For  purposes  of  this  dis- 
cussion I would  like  to  divide  the  injuries  into  (1) 
renal,  (2)  ureteral,  (3)  vesical,  and  (4)  genital  and 
urethral. 


DIAGNOSTIC  APPROACH 

The  most  common  finding  which  has  prompted 
urologic  consultation  has  been  that  of  hematuria.  This 
has  been  either  gross  or  significant  microscopic 
bleeding  and  has  been  present  in  94  per  cent  of  our 
urinary  tract  injuries.  The  presence  of  pain,  tender- 
ness, discoloration,  and  muscular  spasm  overlying  the 
renal  or  vesical  area,  with  or  without  hemamria, 
must  be  taken  as  evidence  that  injury  to  these  organs 
may  exist.  It  then  becomes  the  duty  of  the  physician 
to  determine  the  namre  and  severity  of  the  injury. 

Major  trauma  to  the  urogenital  tract  is  so  often 
accompanied  by  other  injuries  which  may  be,  for 
the  moment,  more  life  endangering  to  the  patient, 
that  frequently  little  time  is  available  for  a leisurely 
work-up.  Associated  chest,  abdominal,  and  orthopedic 
injuries  often  require  immediate  surgery,  and  it  is 
highly  desirable  that  any  work-up  indicated  on  the 
genitourinary  tract  be  accomplished  prior  to  surgery. 
A kidney-ureter-bladder  film  is  ordered  immediately 
as  a first  step.  In  cases  where  the  patient  cannot  be 
moved  from  the  litter,  we  have  found  films  made 
with  a portable  grid  and  the  standard  x-ray  machine 
of  value.  In  most  large  machines,  the  tube  can  be 
positioned  over  a litter  which  is  placed  beside  the 
regular  table.  The  films  obtained  are  of  much  better 
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quality  than  those  made  with  a portable  machine. 
A Foley  catheter  is  next  inserted  and  left  indwelling. 
Urine  which  may  be  obtained  is  subjected  to  a com- 
plete urinalysis.  The  roentgenogram  is  next  read  with 
particular  attention  to  the  presence  or  absence  of 
fractures  of  transverse  processes,  ribs,  and  bones  of 
the  pelvis.  The  psoas  shadow  on  each  side  is  in- 
spected. A cystogram  is  made  by  introducing  150  to 
200  cc.  of  a dilute  mixture  of  the  regular  intravenous 
dye  by  gravity  flow.  An  immediate  and  postdrainage 
film  is  made.  Slightly  earlier  dye  may  have  been  in- 
jected intravenously  so  that  often  the  cystograms  in 
addition  may  represent  5 and  10  minute  excretory 
pyelograms.  Results  have  been  gratifying  with  the 
use  of  excretory  urography  in  this  manner.  Contrary 
to  some  opinions  on  the  matter,  good  or  entirely 
satisfactory  visualization  sometimes  has  been  obtained 
in  the  presence  of  lowered  blood  pressure.  In  5 of 
our  cases  diagnostic  urograms  have  been  obtained 
with  the  patient  in  a clinical  state  of  shock  and  with 
the  systolic  pressure  below  100. 

When  urethral  injury  is  suspected,  urethrograms 
are  made  by  introducing  the  radiopaque  medium 
through  a short  catheter.  Special  medium  is  now 
available  for  this  purpose  and  is  excellent.  We  have 
found  that  a mixture  of  one-third  water  soluble 
jelly  and  two-thirds  intravenous  dye  is  satisfactory. 
This  is  prepared  when  needed  by  shaking  the  ingredi- 
ents together  in  a sterile  urine  bottle.  The  exposure 
is  made  while  the  medium  is  being  injected  per 
urethra.  The  patient’s  pelvis  is  tilted  in  the  oblique 
position.  I should  add  that  when  indicated  and  neces- 
sitated by  the  failure  of  excretory  urography  to  give 
the  required  information,  retrograde  studies  have 
been  used.  Infection  has  not  been  a problem  in  these 
cases. 


RENAL  INJURIES 

Renal  injuries,  as  might  be  suspected,  have  ac- 
counted for  the  majority  of  the  injuries  to  the  geni- 
tourinary tract.  There  have  been  a total  of  105  such 
injuries  in  the  past  10  years.  With  a total  of  16,267 
admissions  either  to  the  general  surgical  service  or 
urology  service  in  the  same  period  of  time,  these 
injuries  account  for  .63  per  cent  of  the  admissions. 
To  crystallize  our  thinking  about  these  injuries,  we 
find  it  advantageous  to  classify  them  according  to 
the  description  of  Sargent  and  Marquardt.^  First  is 
the  large  group  of  injuries  which  are  manifest  by 
simple  contusion,  with  or  without  minor  parenchymal 
fracmre.  These  patients  have  minimal  to  moderate 
pain  and  tenderness.  Hematuria  is  usually  of  brief 
duration,  and  the  patients  exhibit  essentially  normal 
radiographic  studies.  Second  are  those  injuries  in 
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which  there  is  frank  rupture  of  the  kidney  with  the 
loss  of  blood  and  urine  to  the  retroperitoneal  space. 
These  patients  usually  have  marked  localized  pain  and 
spasm,  have  total  gross  bleeding  of  variable  dura- 
tion, and  upon  radiographic  examination  show  dis- 
tortion of  the  normal  pattern  and  evidence  of  retro- 
peritoneal hematoma.  The  final  group  consists  of 
those  injuries  manifest  by  a shattered  kidney.  Uro- 
grams show  gross  distortion  of  the  normal  architec- 
tural pattern  or  perhaps  nonvisualization.  The  clini- 
cal piaure  in  these  cases  is  usually  that  of  a severely 
injured  person,  in  shock,  and  often  with  a rapidly 
expanding  flank  mass. 

The  approach  in  the  management  of  these  cases 
has  been  a conservative  one  with  the  rationale  that 
bleeding  from  an  injured  kidney  tends  to  be  self 
limited.  The  capsule  frequently  exerts  an  excellent 
tamponade  effect  in  the  less  severe  injuries  when  it 
is  essentially  intact.  Gerota’s  fascia  often  will  help 
limit  the  bleeding  in  the  more  severe  injuries.  Many 
kidneys  are  possibly  removed,  which  might  otherwise 
be  saved,  because  of  surgical  intervention.  The  fascial 
planes  and  barriers  are  removed  with  resulting  pro- 
fuse hemorrhage  which  can  be  controlled  only  with 
a nephrectomy.  On  the  contrary,  the  extremely  severe 
injuries  with  continued  profuse  hematuria,  rapidly 
expanding  flank  mass,  and  uncontrollable  state  of 
shock  in  spite  of  adequate  blood  and  crystalloid  ther- 
apy have  been  subjected  to  immediate  surgery.  Rapid, 
sometimes  heroic  intervention  in  these  cases  has 
made  the  difference  in  life  and  death  for  the  patient. 
In  2 of  our  cases  the  renal  pedicle  was  injured  to 
such  an  extent  that  complete  exsanguination  un- 
doubtedly would  have  occurred  within  a short  period 
of  time  had  not  the  bleeding  vessels  been  rapidly 
isolated  and  ligated.  In  1 case  the  renal  artery  was 
completely  divided. 

Thirty-two  of  the  injuries  have  been  as  a result  of 
automobile  accidents.  These  have  ranged  from  rela- 
tively common  simple  conmsions  of  the  kidney  to 
severe  compound  injuries  of  the  kidney  associated 
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Hematuria  most  commonly  prompts  urologic  consultation 
following  trauma.  Genitourinary  work-up  should  be  done  if 
possible  before  surgery  for  other  injuries.  In  a 10  year  study, 
renal  injuries  accounted  for  the  majority  of  injuries  to  the 
genitourinary  tract,  and  most  did  well  with  conservative  man- 
agement. Ureteral  injuries,  bladder  injuries,  and  urethral 
rupture  called  for  prompt  surgery. 
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with  other  injuries  to  bone  or  soft  tissue.  The  re- 
maining 73  injuries  have  resulted  from  various  causes 
ranging  from  falls  (including  an  airplane  crash)  to 
gunshot  and  stab  wounds.  A recent  renal  injury  was 
produced  by  a sharp  blow  to  the  flank  with  a 2 by  4 
board  inflicted  by  a woman’s  husband  during  a mild 
family  argument.  The  ages  have  ranged  from  6 to 
70  years  with  the  majority  of  the  cases  in  the  third 
and  fourth  decades.  Thirty-one  of  the  105  patients 
were  subjected  to  exploratory  surgery  immediately 
or  shorrly  after  admission.  The  causative  agent  in  24 
cases  was  a gunshot  or  stab  wound  which  in  most 
cases  warranted  surgical  exploration  apart  from  the 
renal  involvement.  The  kidney  was  either  drained 
only  or  repaired  (including  partial  nephrectomy)  in 
21  of  the  cases.  Nephrectomy  was  done  in  10. 
Twenty-nine  of  the  patients  survived.  Our  follow-up 
records  show  that  1 patient  required  a subsequent 
nephrectomy.  He  developed  severe  and  uncontrollable 
hemorrhage  3 weeks  following  the  initial  exploration 
and  preservation  of  the  kidney,  and  an  emergency 
nephrectomy  had  to  be  done.  He  recovered  without 
further  complications. 

This  leaves  74  cases  in  which  the  injury  was  man- 
aged conservatively.  Sixty-four  did  well  with  enforced 
bed  rest,  antibiotics,  and  supportive  therapy.  In  most 
cases,  the  hematuria  subsided  in  24  to  48  hours.  In 
several  of  the  cases,  the  hematuria  persisted  for  sev- 
eral weeks,  and  yet  the  patients  made  complete  re- 
coveries with  follow-up  excretory  urograms  showing 
no  evidence  of  significant  residual  damage.  In  6 
cases  later  nephrectomy  became  necessary.  Four  of 
these  patients  were  found  to  have  preexisting  hydro- 
nephrosis due  to  ureteropelvic  obstruction,  and  ne- 
phrectomies were  done  in  each  case  because  of  the 
severity  of  the  disease  and  lack  of  renal  paren- 
chyma. One  case  was  subjected  to  operation  with  a 
preoperative  diagnosis  of  renal  tumor,  and  a large 
hemorrhagic  cyst  was  found.  In  an  additional  4 cases 
drainage  of  infected  perinephritic  tissues  was  re- 
quired with  partial  nephrectomy  in  3 cases. 

I believe  that  the  intelligently  directed  conserva- 
tive approach  has  paid  dividends  in  reducing  the 
surgical  morbidity  in  these  patients.  I think  that 
many  kidneys  have  been  salvaged  that  might  other- 
wise have  been  sacrificed,  and  that  all  of  this  is  the 
direct  result  of  "watchful  waiting”  and  the  judicious 
use  of  the  "knife.” 


URETERAL  INJURIES 

Ureteral  injuries  other  than  surgical  accidents  have 
been  reported  recently  by  Dr.  Harry  M.  Spence  and 
myself.^  They  consist  of  6 cases  and  were  produced 


by  either  gunshot  or  stab  wounds.  Concomitant  in- 
jury to  the  upper  ureter  and  pelvis,  when  associated 
with  renal  injury,  is  not  included  in  this  group.  As 
indicated  by  the  scarcity  of  reports  in  the  literamre, 
primary  missile  injury  or  stab  wounds  of  the  ureter 
are  uncommon  injuries.  The  mobility  of  the  upper 
ureter,  which  renders  it  capable  of  dodging  when 
attacked,  undoubtedly  protects  it  from  many  injuries 
which  it  might  otherwise  receive.  Being  relatively 
more  fixed,  the  lower  or  pelvic  ureter  is  more  com- 
monly injured  in  these  cases.  Five  of  the  patients 
were  victims  of  gunshot  wounds;  1 of  a stab  wound. 
One  case  was  diagnosed  preoperatively,  searched  for 
at  the  time  of  surgical  exploration,  and  repaired  pri- 
marily at  the  time.  One  injury  was  overlooked  at 
the  time  of  exploration  or  developed  subsequently 
as  the  result  of  "blast  effect.”  Development  of  a 
persistent  urinary  fistula  from  the  surgical  wound 
prompted  studies  leading  to  the  diagnosis  some  5 
weeks  following  the  injury.  Surgical  exploration  at 
that  time  revealed  a long  4 cm.  deficit  in  the  ureter 
at  the  junction  of  the  upper  and  middle  third.  The 
ureter  was  held  together  by  a mere  strand  of  tissue. 
An  intubated  ureterostomy  was  tried  in  this  case; 
however,  the  patient  later  developed  a severe  impas- 
sable stricture  and  a nephrectomy  became  necessary. 

In  2 of  the  cases,  the  diagnosis  was  made  at  the 
operating  table  during  the  exploration,  and  the  sev- 
ered ureter  was  anastomosed  end-to-end  over  a 
splinting  catheter.  The  end  result  was  excellent  in  1 
of  these  cases  with  follow-up  studies  showing  no 
evidence  of  the  injury.  The  other  patient  died  soon 
after  the  operation  because  of  the  severity  of  the 
associated  injuries.  The  fifth  patient  in  the  series  had 
received  a buUer  wound  of  the  bladder.  This  was 
recogni2ed  at  the  time  of  exploration  and  a supra- 
pubic catheter  had  been  left  indwelling.  He  later 
developed  a ureterorectal  fistula  which  was  resolved 
by  means  of  a ureteral  reimplantation  into  the  blad- 
der. The  final  case  was  one  of  partial  injury  to  the 
upper  ureter  from  a gunshot  wound  which  became 
manifest  2 days  following  the  injury  by  sepsis  and 
flank  tenderness  and  spasm.  This  situation  responded 
well  to  simple  drainage  of  the  periureteral  tissue 
about  the  injured  area  of  the  ureter. 

Excretory  urography  has  been  useful  in  these  cases 
and  points  up  again  the  distinct  advantage  of  having 
preliminary  radiographic  smdy  in  violent  injuries  of 
this  type.  Simple  end-to-end  anastomosis  has  been 
the  procedure  used,  if  at  all  possible,  along  with  a 
suitable  splinting  catheter  which  is  usually  brought 
out  suprapubically  and  anchored  to  a suprapubic 
catheter. 

This,  series  is  admittedly  very  small,  and  no  con- 
clusions can  be  reached  other  than  that  these  injuries 
do  occur  from  time  to  time  and  that  the  "golden 
time”  for  repair  is  during  the  initial  surgery. 
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BLADDER  INJURIES 

Traumatic  injuries  to  the  urinary  bladder  consti- 
tute one  of  the  most  pressing  problems  that  the  urol- 
ogist may  be  called  upon  to  treat.  A review  of  the 
ideas  and  evolution  of  the  management  of  severe 
bladder  wounds  is  interesting  in  that  the  now  clear- 
cut  principles  of  immediate  and  thorough  drainage 
of  the  prevesical  space  with  suprapubic  cystostomy 
were  slow  to  crystallize.  As  late  as  World  War  I, 
the  treatment  was  not  standardized  and  universally 
accepted.  These  injuries  carry  a high  mortality  rate 
as  indicated  by  Culp“  with  a mortality  rate  of  64 
per  cent  in  33  cases.  Bacon  reviewed  147  cases  in 
1947  with  an  over-all  mortality  rate  of  36  per  cent. 
Two-thirds  of  these  injuries  were  intraperitoneal. 

There  have  been  39  cases  of  bladder  injury  at 
Parkland  Memorial  Hospital  in  the  past  decade. 
Twenty-seven  were  major  injuries  involving  a sig- 
nificant defect  in  bladder  continuity.  The  remaining 
12  cases  were  injuries  described  as  severe  contusions 
of  the  bladder.  These  injuries  were  received  chiefly 
as  a result  of  automobile  accidents  with  cystograms 
failing  to  show  any  evidence  of  extravasation.  Sub- 
sequent cystoscopy  revealed  contusions  of  the  bladder 
wall. 

Of  the  27  cases  with  extravasating  damage,  surgery 
was  performed  in  26  inunediately  or  soon  following 
admission  to  the  hospital.  One  injury  was  chiefly  to 
the  vesical  neck  area  in  a woman  with  multiple  frac- 
tures of  her  pelvis.  There  were  also  tears  in  the  su- 
perior and  lateral  vaginal  vault  from  which  urine 
was  found  to  drain.  She  was  treated  with  urethral 
catheter  drainage  alone  and  healed  well  without  fis- 
tula formation  or  other  complications.  Of  the  re- 
maining 26  cases  which  were  explored,  11  were  frank 
ruptures  of  the  bladder  with  urinary  extravasation. 
Again,  these  injuries  were  chiefly  the  result  of  auto- 
mobile accidents  and  involved  an  associated  fracmred 
pelvis  in  7 instances. 

Three  injuries  were  extraperitoneal,  5 were  intra- 
peritoneal, and  in  3 cases  there  were  multiple  .defects 
in  bladder  continuity  with  both  intraperitoneal  and 
extraperitoneal  extravasation. 

Of  the  remaining  cases,  13  were  as  a result  of 
gunshot  wounds  and  3 resulted  from  stab  injury.  It 
is  interesting  to  note  that  the  gunshot  wounds  re- 
flected the  highest  incidence  of  false  negative  cysto- 
grams in  the  entire  series.  In  4 cases  definite  bladder 
wounds  were  found  on  surgical  exploration  where 
earlier  cystograms  had  failed  to  show  evidence  of 
bladder  injury.  Proper  drainage  was  instimted,  how- 
ever, along  with  cystostomy,  and  these  patients  made 
satisfactory  recoveries.  Our  plan  for  management  is 
the  generally  accepted  one  of  immediate  surgical  in- 
tervention following  diagnosis.  Major  defects  are 


closed,  a large  caliber  suprapubic  catheter  is  left  in 
place,  and  the  prevesical  and  paravesical  spaces  are 
adequately  drained. 

There  have  been  4 deaths  in  the  27  cases  involv- 
ing major  injury.  The  patients  who  died  had  severe 
associated  injuries  which  contributed  heavily  to  their 
deaths.  In  light  of  the  high  over-all  mortality  rates 
quoted  for  these  injuries,  I consider  that  this  con- 
stitutes a very  acceptable  outcome  and  that  this  is 
the  direct  result  of  early  diagnosis  and  immediate 
and  adequate  surgical  intervention. 


INJURIES  TO  GENITALIA  AND  URETHRA 

More  than  100  patients  have  been  admitted  or 
treated  on  an  outpatient  basis  for  a multiplicity  of 
injuries  to  the  genitalia.  These  range  from  the  com- 
monly encountered  "zipper  injuries”  to  the  prepuce 
and  penis  in  young  males  to  several  cases  of  total 
emasculation.  There  have  been  severe  denuding  in- 
juries to  the  penis  and  scrotal  tissues.  The  principles 
of  utmost  conservatism  have  been  adhered  to  in 
these  cases.  Debridement  has  been  kept  to  a mini- 
mum and  then  generally  done  only  as  the  devitalized 
areas  become  apparent.  Extensive  skin  grafts  have 
been  utilized  in  several  cases  to  cover  and  restore 
denuded  strucmreg. 

Sixteen  cases  of  urethral  rupture  have  been  treated. 
These  grave  injuries,  like  those  to  the  bladder, 
prompt  rapid  surgery.  In  most  cases,  they  have  re- 
sulted from  automobile  accidents  with  fractured 
pelvic  bones.  Several  cases  have  been  as  a result  of 
falls  of  the  "straddle  type.”  One  injury  was  produced 
by  a falling  circus  tent  pole.  These  injuries  have  been 
treated  with  immediate  suprapubic  cystotomy  fol- 
lowed by  attempts  to  reestablish  urethral  continuity 
with  interlocking  or  plain  sounds  and  catheters.  An 
indwelling  Foley  catheter  is  then  left  in  place  for  2 
to  3 weeks  usually  under  slight  traction  for  the  first 
day  or  so.  We  have  follow-up  records  on  only  4 of 
these  patients.  They  have  done  well  and  are  followed 
periodically  in  our  clinic  for  urethral  calibration  and 
dilation  as  needed.  One  patient  died  shortly  follow- 
ing admission  and  after  the  diagnosis  was  made  of 
severe  multiple  injuries. 

SUMMARY 

Cases  of  violent  trauma  to  the  urogenital  tract  for 
a 10  year  period  have  been  studied. 

The  importance  of  early  and  definitive  diagnostic 
studies  prior  to  surgery  is  emphasized.  The  excretory 
urogram  has  been  found  to  be  a valuable  aid  in  this 
study. 

Briefly,  the  incidence,  types,  and  methods  of  man- 
agement of  these  injuries  have  been  described. 
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lyte  status  of  the  patient  coming  to  surgery,  (2) 
changes  induced  in  body  fluids  during  the  operative 
procedure  by  operative  manipulations  and  anesthesia, 
and  (3)  postoperative  maintenance  or  correction  of 
fluid  and  electrolyte  changes  present  before  and  in- 
duced by  surgery. 

The  purpose  of  this  communication  is  to  clarify 
the  changing  concepts  in  the  spheres  enumerated  by 
calling  attention  to  the  experience  of  many  different 
research  workers  and  by  recording  our  own  clinical 
and  laboratory  observations  regarding  the  fluid  man- 
agement of  surgical  patients. 
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The  parenteral  administration  of  saline  so- 
lution was  used  as  early  as  1831  to  correa  a 
severe  deficit  of  salt  and  water  in  the  body;^^  how- 
ever, the  clinical  use  of  saline  solutions  as  an  adjunct 
to  surgical  therapy  had  to  await  the  development  of 
chemical  and  analytical  methods  designed  to  measure 
changes  in  body  fluid  equilibriums.  Until  the  last 
two  decades  even  these  measurements  were  concerned 
almost  entirely  with  changes  in  concentration  of 
formed  elements  and  electrolytes  in  the  blood.  With 
the  edifying  concepts  of  fluid  compartmentalization 
and  volume  changes  in  relation  to  total  body  solute 
and  water  content,  rational  attempts  at  the  mainte- 
nance of  fluid  and  electrolyte  equilibriums  before, 
during,  and  after  surgical  procedures  began  to  ap- 
pear. One  cannot  enumerate  all  of  the  pioneers  in 
the  development  of  these  concepts,  but  the  names  of 
such  workers  as  Gamble,  Harttman,  MaCance,  Peters, 
Darrow,  Coller,  and  Moyer  cannot  be  omitted. 

It  was'  recognized  at  the  beginning  of  this  century 
that  some  change  occurred  in  normal  body  fluid 
equilibriums  with  the  use  of  anesthesia  and  surgery.^® 
Since  that  time  the  nature  and  significance  of  these 
changes  has  been  under  intensive  investigation  by 
many  different  research  groups.  In  general,  the  prob- 
lem has  now  resolved  itself  into  three  major  phases: 
( 1 ) preoperative  evaluation  of  the  fluid  and  electro- 


VOLUME  CONCEPT 

The  functional  compartmentalization  of  the  body 
fluids  has  been  well  outlined  by  Gamble,®  who  de- 
scribed intracellular  fluid  (within  the  tissue  cells) 
and  extracellular  fluid  ( interstitial  fluid  plus  that 
contained  within  the  vascular  compartment).  Moyer^'^ 
devised  a clinically  applicable  and  extremely  work- 
able plan  for  the  diagnosis  of  alterations  in  the  vol- 
ume and  concentration  of  the  body  fluids.  His  diag- 
nostic scheme  includes  ( 1 ) volume  dismrbances, 
(2)  concentration  changes,  and  (3)  compositional 
disturbances. 

It  has  become  increasingly  obvious  over  the  past 
few  years  that  the  extracellular  fluid  volume  is  the 
most  labile,  the  most  responsive,  and  the  most  fre- 
quently involved  compartment  of  the  body  fluids  in 
surgical  illnesses. 

Preoperative  or  preexisting  volume  deficit,  if  acute, 
may  cause  definite  clinical  signs,  of  which  the  most 
striking  are  ( 1 ) signs  of  central  nervous  system  de- 
pression, (2)  signs  of  reduction  of  the  intravascular 
extracellular  volume,  (3)  signs  of  reduction  in  the 
interstitial  extravascular  extracellular  fluid  volume  in 
the  tissues,  ( 4 ) signs  of  reduction  in  the  energy  ex- 
penditure of  the  body,  and  ( 5 ) intestinal  signs. 
These  signs  have  been  well  outlined  by  Moyer.^’^ 

Clinical  signs  associated  with  acute  volume  deficit 
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during  surgery  by  and  large  are  limited  to  vascular 
signs. 

Postoperative  aberrations  in  fluid  and  electrolyte 
balance  are  generally  incident  to  preexisting  fluid 
and  electrolyte  disturbances  and  to  those  produced 
by  the  surgery  itself.  They  may  be  caused,  however, 
by  prolonged  nasogastric  suction,  ileus,  fistulas,  or 
inadequate  maintenance  fluids  in  a patient  who  is 
not  eating  or  drinking. 

As  stated  previously,  it  was  recognized  approxi- 
mately 50  years  ago  that  fundamental  change  in  the 
regulation  of  salt  and  water  excretion  occurs  inci- 
dent to  anesthesia  and  surgery.^®  Since  that  time  many 
attempts  have  been  made  to  identify  the  responses 
of  salt  and  water  metabolism  to  anesthesia  and  sur- 
gery. Many  measurements  have  been  made  of  the 
changes  in  renal  hemodynamics  during  surgery.^® 
Moyer^®  has  outlined  graphically  the  acute  temporary 
changes  in  renal  function  which  occur  following 
major  operative  surgery  and  anesthesia  in  the  absence 
of  organic  renal  disease.  Subsequently,  advances  in 
salt  and  water  metabolism,  including  identification 
and  function  of  the  hormone  aldosterone,  have  been 
well  described.^®  It  also  has  been  shown  that  one 
of  the  responses  of  normal  man  to  surgical  trauma 
is  a marked  increase  in  aldosterone  secretion  in  the 
postoperative  period.'*’  **  This  would  tend  to  ac- 
count for  some  of  the  postoperative  changes  in  func- 
tion exhibited  by  the  normal  kidney. 

Recently  in  our  laboratory  we  have  been  able  to 
demonstrate  what  is  apparently  a marked  acute  re- 
duction in  functional  extracellular  fluid  volume,  as 
measured  by  radioactive  sulfate,  in  response  to  major 
operative  surgery.^^  This  occurs  during  the  operative 
period,  with  no  preexisting  deficit  and  without  fluid 
therapy  during  the  time  of  surgery.  This  lends  sup- 
port to  postulations  that  postoperative  salt  retention 
may  be  due  to  extracellular  fluid  volume  deficit  ac- 
quired during  surgery.  Consequently,  postoperative 
alterations  in  renal  response  to  fluid  administration 
appear  to  be  a physiological  response  to  the  reduction 
in  functional  extracellular  fluid  acquired  during  the 
operative  period. 

ILLUSTRATIVE  CASE 

The  following  case  report  will  illustrate  ( 1 ) pre- 
existing extracellular  fluid  volume  deficit  and  (2) 
extracellular  fluid  volume  deficit  acquired  during  a 
surgical  procedure  which  was  severe  enough  to  pro- 
duce clinical  signs. 

L.  M.  S.,  a 42  year  old  white  married  woman,  was  admit- 
ted to  the  hospital  on  March  5,  1955.  This  patient  had  had 
an  abdominal  hysterectomy  9 years  prior  to  this  admission, 
and  in  the  ensuing  period  she  had  had  8 exploratory  lap- 


arotomies for  freeing  adhesions  which  were  causing  mechan- 
ical intestinal  obstruction.  On  this  admission  the  patient 
began  to  have  cramping  periumbilical  abdominal  pain  and 
vomited  24  hours  prior  to  admission,  with  coincident  cessa- 
tion of  passage  of  flams. 

Physical  examination  at  the  time  of  admission  revealed 
an  acutely  ill  woman  who  was  apathetic  and  weak  and 
showed  no  interest  in  her  surroundings  whatsoever.  Her 
peripheral  veins  filled  quite  slowly;  she  had  pulse  of  110 
per  minute;  blood  pressure  was  120/80,  and  when  she  was 
placed  in  a sitting  position  blood  pressure  fell  to  100/60. 
Her  eyeballs  were  soft  and  sunken,  and  there  was  already 
some  loss  of  tissue  elasticity.  Examination  of  the  abdomen 
revealed  marked  distention  of  the  entire  abdomen  with  high 
pitched  peristaltic  mshes  coincident  with  the  cramping  pain. 
There  was  definite  tenderness  between  cramps  and  a mod- 
erate amount  of  involuntary  spasm  over  the  entire  abdomen. 
White  blood  count  was  15,000  per  cubic  millimeter  with 
a moderate  left  shift;  temperamre  was  101  F.  The  blood 
carbon  dioxide  was  24  milliequivalents  per  liter;  chloride 
was  98  milliequivalents  per  liter.  Serum  potassium  was  4.6 
milliequivalents  per  liter  and  semm  sodium  was  140  milli- 
equivalents per  liter.  Nasal  gastric  suction  was  instimted, 
and  the  patient  was  given  2,000  cc.  of  5 per  cent  glucose  in 
lactated  Ringer’s  solution.  Roentgen  examination  confirmed 
the  diagnosis  of  mechanical  small  intestinal  obstruction. 

Laparotomy  was  performed  6 hours  after  admission; 
there  were  multiple  dense  fibrous  adhesions  to  all  previous 
laparotomy  wounds  throughout  the  entire  abdominal  cav- 
ity, and  virtually  the  entire  small  bowel  was  involved.  There 
was  one  area  at  the  site  of  this  present  obstruction  which 
had  undergone  a volvulus  of  approximately  8 inches  in 
length  around  the  adhesion,  and  there  was  definite  early 
interference  of  the  blood  supply  to  the  involved  loop.  The 
volvulus  was  reduced  and  the  adhesions  were  freed.  Fol- 
lowing this  the  adhesions  to  the  small  bowel  were  freed 
from  the  ligament  of  Treitz  to  the  ileocecal  valve.  There 
were  two  areas  in  midileum  which  were  so  intimately  bound 
to  the  adhesions  in  the  pelvis  that  serosal  denudation  was 
effected  circumferentially  involving  the  entire  circumference 
of  the  bowel  for  a period  of  approximately  2 feet.  Because 
of  this  it  was  thought  that  plication  could  not  invert  the 
denuded  serosa,  and  this  area  of  the  bowel  was  resected  with 
an  end-to-end  anastomosis  being  done.  Following  this  a 
plication  of  the  entire  small  bowel  from  the  ileocecal  valve 
to  the  ligament  of  Treitz  was  done,  using  approximately 
8 inch  loops. 

Prior  to  plication,  the  patient  developed  tachycardia,  and 
the  blood  pressure  fell  from  120/80  to  100/80.  After  ad- 
ministration of  1,000  cc.  of  lactated  Ringer’s  solution  the 
pulse  fell  to  80  and  the  systolic  pressure  remrned  to  120. 
During  surgery  the  patient  was  given  2,500  cc.  of  lactated 
Ringer’s  solution,  and  aseptic  decompression  was  done 
through  the  reseaion  site  prior  to  the  anastomosis. 

On  the  day  following  surgery  the  patient  received  2,000 
cc.  of  5 per  cent  glucose  in  water  intravenously  and  an 
additional  1,000  cc.  of  lactated  Ringer’s  solution  for  re- 
placement of  salt  water  loss  via  nasogastric  suction,  and 
on  the  following  day  she  had  good  active  bowel  sounds 
and  was  passing  gas.  The  tubes  were  removed;  she  was 
allowed  to  drink  and  eat;  and  she  was  discharged  from  the 
hospital  on  the  sixth  postoperative  day  asymptomatic.  She 
has  remained  well  to  date. 

This  patient  demonstrated  both  a preexisting  and 
an  operative  deficit  of  extracellular  fluid.  These  defi- 
cits were  repaired  with  administration  of  a balanced 
salt  solution  in  the  form  of  lactated  Ringer’s  solu- 
tion. The  diagnosis  of  an  extracellular  fluid  volume 
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deficit  was  made  on  the  basis  of  history  and  physical 
examination;  the  blood  chemistries  were  normal. 
Though  concentration  and  compositional  disturbances 
may,  and  often  do,  coexist,  the  extracellular  fluid  vol- 
ume deficit  usually  should  be  corrected  first,  and  the 
primary  repair  solution  should  be  a balanced  saline 
solution. 

It  also  should  be  noted  that  the  only  signs  of  an 
extracellular  fluid  volume  deficit  which  were  appar- 
ent during  surgery  in  this  patient  were  cardiovas- 
cular, that  is,  tachycardia  and  hypotension. 

In  general,  postoperative  fluid  therapy  should  be 
directed  toward  maintenance  of  the  metabolic  re- 
quirements for  water.  This  will  include  replacement 
of  sensible  and  insensible  loss  of  water  averaging 
1,500  to  2,000  cc.  of  5 per  cent  glucose  in  water  per 
day.  Saline  solutions  should  be  given  only  as  replace- 
ment for  measured  losses  of  salt  water  such  as  that 
obtained  through  nasogastric  suction. 

DISCUSSION  AND  CONCLUSIONS 

With  clinical  compartmentalization  and  edification 
of  the  role  of  salt  water  volume,  rational  efforts  at 
clinical  diagnosis  of  extracellular  fluid  salt  water 
volume  deficit  in  the  preoperative  and  operative 
periods  can  be  accomplished.  The  appropriate  ther- 
apy with  intravenous  saline  solutions  can  then  be 
instituted.  However,  postoperative  alterations  in  fluid 
and  electrolyte  equilibriums  remain  more  complex 
from  the  diagnostic  as  well  as  from  the  therapeutic 
standpoint.  It  has  been  well  established  that  there 
are  definite  temporary  changes  in  renal  funaions 
associated  with  operative  surgery.^®  These  consist 
primarily  of  decreased  sodium  excretion,  diminution 
in  water  excretion,  and  a reduction  in  the  output  of 
solutes  such  as  urea  and  chloride. 

It  can  be  seen  from  previous  smdies  that  measure- 
ments of  the  filtered  sodium  mass  may  be  normal, 
increased,  or  decreased  without  particularly  affecting 
salt  and  water  retention  in  the  postoperative  patient.^® 
Further,  it  can  be  shown  that  there  is  necessarily  an 
increase  in  the  tubular  reabsorption  of  salt  and  water 
in  the  postoperative  period.^®  Since  the  "effective” 
extracellular  fluid  volume  has  been  shown  to  be  a 
major  determinant  of  renal  sodium  excretion  in  the 
normal  person,'^’  it  is  probable  that  a contraction 
of  this  portion  of  the  body  fluid  may  represent  the 
most  significant  physiological  stimulus  to  postopera- 
tive sodium  retention.  In  this  regard  many  attempts 
have  been  made  over  the  past  several  years  to  meas- 
ure functional  extracellular  fluid  volume  following 
surgery.^’  These  have  included  efforts  to  show  a 
loss  of  extracellular  fluid  as  sequestration  in  and 
about  the  wound, in  the  intestinal  wall  and  lumen, 


and  in  pleural  and  peritoneal  cavities.®  However,  acute 
measurements  of  changes  of  extracellular  fluid  were 
dependent  until  quite  recently  upon  the  principle  of 
dilution  of  dyes  and  other  substances  with  a relatively 
slow  rate  of  equilibration  throughout  the  extracellular 
fluid.  Recently,  however,  we  have  been  able  to  dem- 
onstrate^^ a marked  acute  reduction  in  functional 
extracellular  fluid  volume  during  surgery  using  radio- 
active sulfur- 3 5 tagged  sulfate,  a substance  which  is 
rapidly  diffusible  through,  and  confined  to,  the  extra- 
cellular fluid  space.  This  lends  support  to  the  postu- 
lated diminution  in  extracellular  fluid  volume  which 
was  overcome  by  preoperative  and  operative  loading 
with  sodium  chloride  by  Randall  and  Papper.^*^ 

The  mechanism  by  which  a diminished  extra- 
cellular fluid  volume  affects  renal  tubular  function 
has  not  been  clearly  defined.  An  attractive  thesis  is 
that  proposed  by  Homer  Smith,^®  which  postulates  a 
volume  receptor  which  sends  stimuli  by  either  hor- 
monal or  neural  pathways  to  the  brain  stem  and 
thence  to  the  renal  mbule.  An  increase  in  urinary 
aldosterone,  the  most  potent  salt  retaining  hormone 
known  to  man  at  the  present  time,  has  been  shown 
repeatedly  in  response  to  trauma."^’  However,  it 
must  be  emphasized  that  this  is  possibly  only  one  link 
in  the  normal  chain  of  response  to  surgery,  since  it 
has  been  shown  that  the  same  degree  of  sodium  and 
water  retention  occurs  in  both  animals  and  human 
beings  who  have  had  bilateral  adrenalectomy  and 
who  are  maintained  on  cortisone.^^’  Likewise, 
patients  with  Addison’s  disease  exhibit  the  same 
response.®’  Consequently,  the  role  which  aldosterone 
plays  in  the  normal  subject  during  the  postoperative 
period  is  not  clear. 

Since  extracellular  fluid  volume  has  been  shown^ 
to  be  a major  determinant  of  aldosterone  secretion, 
it  is  our  belief  that  the  increased  excretion  of  aldo- 
sterone postoperatively  is  due  to  the  deficit  of  extra- 
cellular fluid  acquired  during  surgery.^^  This  would 
then  be  a homeostatic  emergency  measure  to  retain 
salt  as  a response  to  salt  water  functionally  lost  dur- 
ing surgery. 

Diminished  water  excretion  in  the  postoperative 
period  recently  has  been  ascribed  to  an  increased 
secretion  of  antidiuretic  hormone;®’  this  may  result 
from  many  faaors,  including  the  decreased  effective 
extracellular  fluid  volume  which  we  have  demon- 
strated recently.  Other  factors,  such  as  emotion,  post- 
operative wound  pain,  and  anesthetic  drugs,  may  play 
a contributing  role.^^ 

Regardless  of  the  precise  mechanism  involved,  the 
establishment  of  postoperative  sodium  and  water 
intoferance  has  been  demonstrated  conclusively.  Since 
these  changes  are  probably  a physiologic  expression 
of  a volume  deficit,  it  seems  likely  that  administration 
of  saline  solutions  during  surgery  will  be  beneficial. 
Further  studies  are  now  in  progress  to  elucidate  this 
problem.^®’ 
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SUMMARY 


Attention  is  called  to  the  historical  development 
of  present  day  concepts  of  body  fluid  and  electrolyte 
compartmentalization,  diagnosis  of  extracellular  fluid 
volume  deficit  and  its  therapy  in  relation  to  operative 
surgery,  and  the  importance  of  extracellular  fluid 
volume  deficits  which  either  preexist  or  which  occur 
during  surgery  together  with  their  relation  to  post- 
operative aberrations  in  fluid  and  elearolyte  balance. 
An  illustrative  case  representing  these  entities  is 
reported.  The  changing  concepts  and  attempts  to 
explain  the  present  day  concept  of  salt  water  metab- 
olism in  surgical  patients  are  presented. 
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IN  1699  the  first  investigation  of  the  subject  of 
fat  embolism  was  undertaken  by  studying  the 
effects  of  milk  injeaed  into  a rabbit’s  ear  vein.  Since 
that  time  this  subject  has  produced  an  extensive 
bibliography,  and  episodes  of  fat  embolism  have  been 
plentifully  documented.  However,  the  pathogenesis 
is  not  so  clearly  defined  that  the  occurrence  of  clin- 
ical signs  and  symptoms  of  fat  embolism  can  be 
predicted  even  under  conditions  which  seem  opti- 
mum for  such  development.  Peltier®  pointed  out  that 
an  increased  incidence  of  fat  embolism  can  be  ex- 
pected when  there  is  an  increased  awareness,  under- 
standing, and  interest  in  the  syndrome  evidenced  by 
the  staff  taking  care  of  severely  injured  patients. 

Several  reports  are  available  in  the  literature  which 
have  attempted  to  define  the  role  which  anesthesia 
plays  in  the  etiology  and  pathogenesis  of  the  fat 
embolic  phenomena.  One  such  report  was  that  of 
Lehman  and  Moore®  in  1927.  Their  work,  conduaed 
on  experimental  dogs,  led  them  to  the  conclusion 
that  the  use  of  a fat  solvent  anesthetic  such  as  ether 
and  chloroform  was  directly  related  to  the  increased 
occurrence  of  this  syndrome.  It  was  postulated  that 
a fat  solvent  anesthetic,  when  in  solution  in  the 
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cardiovascular  system,  absorbed  the  fat  particles  pres- 
ent in  and  around  fracture  sites  of  patients  under- 
going trauma.  Further,  these  fat  particles  would  re- 
main in  a stable  emulsion  until  the  fat  solvent  anes- 
thetics were  removed,  via  exhalation,  from  solution 
at  the  end  of  the  surgical  procedures,  producing  a 
pulmonary  fat  embolism.  This  same  theory  in  modi- 
fication has  reappeared  several  times  in  the  litera- 
ture and  has  been  both  confirmed  and  denied,  in 
theory,  by  other  investigators.^’ 

From  the  standpoint  of  bone  manipulation  evi- 
dence has  been  brought  forward  that  there  is  an  in- 
crease in  circulating  fat  following  manipulation  and 
reduction  of  fracmres,  particularly  of  the  lower  ex- 
tremity. 

The  essential  precipitating  factor  for  either  the 
immediate  or  delayed  clinical  syndrome  of  fat  embo- 
lism seems  to  be  the  presence  of  fat  in  the  circulating 
blood  in  particulate  size  sufficient  to  lodge  in  or 
obstruct  arterioles  and  capillaries.  Little  significance 
has  been  attached  to  the  fine  emulsion  of  fat  subse- 
quent to  a metabolic  lipemia,  and  there  has  been 
developed  no  clinical  correlation  between  chronic 
diseases  characterized  by  a lipemia  and  an  increased 
incidence  of  fat  embolism  following  extensive  trauma 
to  bones.  Peltier®  in  a significant  study  on  rabbits 
rendered  lipemic  by  diet  showed  that  the  presence  of 
lipemia  did  not  contribute  to  the  degree  of  fat  em- 
bolism which  accompanied  fracmres  of  the  femur. 

Peltier®  has  defined  the  cause  of  death  in  patients 
dying  of  fat  embolism  shortly  after  injury  as  due  to 
acute  failure  of  the  right  ventricle  occurring  as  a 
consequence  of  the  mechanical  blockade  of  the  pul- 
monary vessels  by  the  emboli.  The  causes  for  the 
classical  clinical  signs  and  symptoms  developing  2 
or  3 days  following  injury  is  more  obscure.  These 
later  evidences  may  present  themselves  in  one  or 
more  of  three  phases:  pulmonary,  with  cyanosis  and 
dyspnea;  cerebral,  with  restlessness,  disorientation, 
delirium,  and  coma;  and  cutaneous,  with  petechiae 
occurring  principally  in  the  blush  area.  These  find- 
ings may  be  subsequent  to  chemical  changes,  associ- 
ated with  the  hydrolysis  of  neutral  fat  particles 
lodged  in  the  capillaries  and  arteries  with  the  release 
of  free  fatty  acids.  The  release  of  free  fatty  acid  at 
the  site  of  capillary  lodgement  of  neutral  fat  may 
result  in  the  dissolution  of  the  capillary  walls,'^  pro- 
viding a plausible  mechanism  for  the  delayed  cere- 
bral and  cutaneous  findings. 

Circulating  fat  particles  were  determined  in  the  blood  of 
patients  undergoing  elective  orthopedic  procedures  and  in 
some  patients  sustaining  trauma  before  operation.  Hyper- 
chylomicronemia  was  frequent.  In  54  of  the  100  patients 
there  was  significant  hyperchylomicronemia  without  evidence 
of  physiological  changes.  Anesthesia  probably  plays  an  in- 
significant role  in  the  fat  embolic  phenomena. 


PRESENT  STUDY 

This  present  study  has  been  undertaken  to  investi- 
gate the  presence  of  circulating  fat  particles  in  the 
blood  of  patients  undergoing  elective  orthopedic 
procedures  and  in  some  patients  having  sustained 
trauma  prior  to  operation.  The  method  of  study  was 
designed  to  indicate  also  the  results  of  various  anes- 
thetic agents  and  techniques.  The  first  100  patients 
smdied  are  included  in  this  report,  and  consequently 
this  represents  only  a preliminary  report  for  a study 
which  will  require  many  more  patients  and  corrobo- 
rative experimental  animal  results.  (An  additional  12 
patients  are  presented  in  whom  studies  of  lipase 
content  were  done  as  a preliminary  investigation  of 
a trigger  mechanism  in  the  production  of  fat  em- 
bolism. ) 

For  the  most  part  the  patients  studied  were  those 
having  operations  carried  out  on  the  lower  extremi- 
ties. Blood  samples  were  obtained  from  near  the  site 
of  the  injury  or  surgery  whenever  possible.  In  the 
majority  of  cases,  the  blood  samples  were  obtained 
from  the  inferior  vena  cava  by  means  of  an  indwell- 
ing polyethylene  catheter  introduced  through  the 
contralateral  femoral  vein.  Urine  samples  were  ob- 
tained by  means  of  an  indwelling  catheter  introduced 
without  lubricant.  A record  of  the  patient’s  physio- 
logical status  and  blood  and  urine  samples  were  ob- 
tained at  appropriate  intervals  before  anesthesia, 
after  induction  of  general  anesthesia  or  after  the 
development  of  spinal  anesthesia,  before  and  im- 
mediately after  surgical  manipulations,  in  the  im- 
mediate postoperative  period,  and  24  and  48  hours 
postoperatively.  To  examine  the  blood  and  urine 
samples  for  their  chylomicron  content,  a fluorescent 
dye,  Phosphin  3R,  was  used.  This  dye  is  highly  spe- 
cific for  chylomicrons  and  was  introduced  in  this 
capacity  by  Peltier.®  The  procedure  for  smdying  the 
samples  was  as  follows;  Five  ml.  of  the  patient’s 
blood  or  urine  were  added  to  a test  tube  containing 
0.3  ml.  of  a 1:1,000  aqueous  solution  of  phosphin 
3R  and  1 or  2 drops  of  heparin.  This  mixmre  was 
shaken  thoroughly  and  then  centrifuged  for  20  min- 
utes at  2,000  rpm.  Drops  of  the  supernatant  fluid 
were  then  transferred  to  a glass  slide  and  studied 
under  the  microscope,  using  a mercury  vapor  bulb 
as  a light  source  for  the  ultraviolet  rays. 

In  this  study  of  the  first  100  patients  being  in- 
vestigated for  fat  embolism  there  were  57  patients 
who  underwent  procedures  involving  encroachment 
on  the  bone  marrow  and  for  whom  diethyl  ether 
was  the  principal  anesthetic  agent.  The  results  were 
as  follows:  Three  displayed  circulating  chylomicrons 
preoperatively.  Twenty-four  evidenced  circulating 
chylomicrons  after  the  induction  of  anesthesia  and 
before  the  beginning  of  surgery.  Twenty-six  showed 
varying  degrees  of  hyperchylomicronemia  (from 
moderate  increases  to  marked  clumping)  during  the 
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surgical  procedure,  but  without  clinical  evidences 
(changes  in  blood  pressure,  pulse,  respiration)  of 
any  untoward  incident.  Fifteen  displayed  chylomi- 
crons in  the  blood  24  hours  postoperatively.  Seven 
still  had  chylomicrons  circulating  48  hours  post- 
operatively. 

In  none  of  these  patients  was  there  any  evidence 
in  the  postoperative  period  of  a clinical  picmre  of 
fat  embolism.  They  were  interviewed  and  examined 
daily  for  the  5 days  following  surgery  for  evidence 
of  any  of  the  clinical  phases  of  embolism. 

Twenty-four  of  these  100  patients  studied  under- 
went procedures  involving  encroachment  upon  the 
bone  marrow  for  whom  ether  was  not  either  a prin- 
cipal or  a secondary  agent.  Of  this  number,  the  prin- 
cipal anesthetic  agents  were  broken  down  as  follows: 
for  9 patients,  cyclopropane  was  the  principal  agent; 
in  10,  spinal  anesthesia  was  used;  for  3 patients, 
nitrous  oxide-oxygen  (2-1)  and  an  intermittent  drip 
of  0.4  per  cent  Pentothal  was  used;  and  for  the  final 
2,  sciatic-femoral  nerve  blocks  with  1.5  per  cent 
Xylocaine  was  employed. 

In  these  24  patients  the  search  for  detectable  cir- 
culating chylomicrons  revealed  the  following;  Nine 
displayed  chylomicrons  in  the  blood  preoperatively. 
The  same  9 continued  to  show  chylomicrons  in  the 
blood  after  induction  of  anesthesia.  Twelve  displayed 
circulating  chylomicrons  during  the  surgical  proced- 
ure. In  6 patients  there  were  still  circulating  chylo- 
microns 24  hours  postoperatively.  Three  still  had  a 
significant  number  and  size  of  chylomicrons  in  the 
blood  48  hours  postoperatively. 

There  was  a total  of  8 patients  who  underwent 
procedures  not  involving  the  bone  marrow,  but  in 
which  ether  was  the  principal  anesthetic  agent.  These 
procedures  included  2 abdominal  hysterectomies,  1 
simple  mastectomy,  1 repair  of  a ruptured  patella, 
2 tendon  transplants,  and  2 removals  of  mmor  (lipo- 
ma) from  the  lower  extremities.  Of  these  8 patients 
none  displayed  circulating  chylomicrons  preopera- 
tively, but  2 evidenced  a hyperchylomicronemia  after 
the  induction  of  anesthesia.  During  the  operative 
procedure  an  additional  1 exhibited  a significant 
number  of  chylomicrons.  Twenty-four  hours  post- 
operatively there  were  2 who  still  had  a circulating 
quantity  of  chylomicrons,  and  they  continued  to  dis- 
play this  for  48  hours  postoperatively. 

Seven  patients  were  studied  who  underwent  pro- 
cedures which  did  not  involve  the  bone  marrow  and 
in  which  diethyl  ether  was  not  the  chief  anesthetic 
agent  utilized.  Of  these,  2 had  circulating  chylo- 
microns preoperatively  and  a third  had  a significant 
shower  after  the  induction  of  anesthesia.  This  dis- 
appeared during  the  operative  procedure.  The  origi- 
nal 2 patients  continued  to  display  the  hyperchylo- 


micronemia during  the  surgical  procedure  and  for  24 
hours  postoperatively. 

Also  included  in  this  study  were  4 patients  who 
were  admitted  to  Parkland  Memorial  Hospital  for 
treatment  of  injuries  sustained  because  of  automobile 
accidents.  These  patients’  injuries  did  not  require 
surgical  intervention.  Of  these  patients,  only  i dis- 
played a marked  hyperchylomicronemia  on  admis- 
sion. This  increase  in  circulating  chylomicrons  per- 
sisted for  the  first  4 days  of  this  patient’s  hospitaliza- 
tion. Not  unexpectedly,  he  died  on  the  fifth  hospital 
day,  and  at  postmortem  examination  there  was  no 
evidence  of  fat  embolic  particles,  either  grossly  or 
microscopically. 

DISCUSSION 

In  this  admittedly  small  initial  series  of  100  cases 
with  no  incidence  of  a clinical  picture  of  fat  em- 
bolism, positive  conclusions  cannot  be  drawn.  'The 
negative  findings  are  significant,  and  a number  of 
interesting  features  can  be  referred  to.  First,  the  oc- 
currence of  hyperchylomicronemia  is  very  frequent. 
In  54  of  the  patients  there  was  a significant  display 
of  circulating  chylomicrons  without  evidence  of 
physiological  changes.  In  study  of  the  individual  pa- 
tient protocols  it  came  to  be  expected  that  patients 
with  evidence  of  liver  disease  or  a history  of  alco- 
holism would  demonstrate  far  in  significant  particle 
size  and  quantity  during  any  operative  procedure. 
Five  of  the  patients  had  a clinical  evidence  of  cir- 
rhosis of  the  liver,  and  these  patients  uniformly  dis- 
played the  greatest  increase  in  chylomicron  content, 
and  this  persisted  throughout  the  48  hour  period  of 
the  study.  In  this  brief  presentation  of  findings  the 
urine  studies  are  not  reported  her^  but  it  can  be 
noted  that  the  presence  or  absence  of  fat  in  the  urine 
did  not  correlate  with  the  degree  of  hyperchylo- 
micronemia. 

As  predicted  by  other  reports  on  fat  embolism  the 
application  of  a tourniquet  to  the  extremity  to  be 
operated  upon  prevented  an  increase  in  the  circulat- 
ing chylomicrons,  but  this  was  temporary.  Upon  re- 
lease of  the  tourniquet  a marked  shower  of  chylo- 
microns was  demonstrated. 

None  of  the  patients  in  the  series  experienced 
shock  during  the  operative  procedures,  and  so  this 
possible  potentiating  factor  in  fat  embolism  was  not 
observed. 

This  study  of  100  patients  for  varying  operative 
procedures  with  various  anesthetic  agents  gives  di- 
rection for  further  investigative  work  in  the  phenom- 
ena of  fat  embolism.  If  the  accepted  clinical  picmre 
of  this  syndrome  may  be  produced  only  by  quantity 
and  size  of  chylomicrons,  there  were  a significant 
number  of  these  patients  who  should  have  developed 
the  complete  picture.  Failure  to  develop  further  evi- 
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dence  of  a fat  embolic  syndrome  may  indicate  that 
other  factors  are  necessary  for  its  development.  The 
trigger  mechanism  is  one  such  theory  of  this  mechan- 
ism which  deals  with  the  role  of  blood  lipase  in  the 
pathogenesis  of  traumatic  fat  emboli.^  In  substance 
this  theory  is  that  a small  amount  of  free  fat  may  be 
liberated  from  the  bone  marrow  ar  a fracture  sire. 
This  small  amount,  in  itself  not  lethal,  in  certain 
sensitive  individuals  may  stimulate  the  production 
of  an  excess  amount  of  blood  lipase  (from  the 
lungs? ) which  in  mrn  not  only  hydrolyzes  the  fat 
liberated  from  the  fracture  site,  but  also  attacks  and 
breaks  down  body  depot  fat  which  may  then  be 
carried  to  the  pulmonary  or  cerebrovascular  beds. 
Twelve  patients  who  showed  a significant  increase 
in  circulating  chylomicrons  demonstrated  no  increase 
in  lipase  in  determinations  made  by  the  technique 
of  Seligman  and  Nachlas.®  This,  too,  is  a very  small 
series  and  is  reported  here  only  to  show  that  other 
directions  in  the  study  of  fat  embolism  are  indicated. 

In  conclusion  it  would  appear  that  anesthesia  per 
se  probably  plays  an  insignificant  role  in  the  patho- 
genesis of  fat  embolism,  although  anesthesia  in  gen- 
eral and  rhe  fat  solvent  anesthetic  agents  in  particular 
are  related  to  the  occurrence  of  a hyperchylomicro- 
nemia.  Solely  in  the  consideration  of  fat  embolic 
phenomena  no  anesthetic  agent  or  technique  seems  to 
be  contraindicated. 
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Exophthalmos,  occurring  as  a complication 
of  diseases  of  the  nose  and  paranasal  sinuses,  is 
a condition  not  commonly  encountered  at  the  present 
time.  Prior  to  1940,  at  which  time  the  use  of  the 
chemotherapeutic  and  antibiotic  agents  became  more 
widespread,  the  condition  occurred  much  more  fre- 
quently. Its  decrease  in  incidence  since  that  time  is 
due  primarily  to  more  adequate  treatment  for  in- 
fections (particularly  the  acute  type)  of  the  frontal 
sinus  and  ethmoid  labyrinth.  In  conjunction  with 
the  employment  of  sulfonamides  and  antibiotics  in 
the  treatment  of  infections  of  the  paranasal  sinuses, 
considerable  help  has  been  gained  by  utilizing  rou- 
tine cultures  and  sensitivity  smdies  before  starting  a 
specific  drug.  Other  factors  which  have  helped  re- 
duce orbital  complications  from  sinusitis  are  recent 
advances  in  the  understanding  of  nasal  physiology, 
better  allergy  management,  and  more  conservative 
surgery  during  acute  infections.  This  may  include 
infracting  the  middle  mrbinate,  excising  obstructive 
polyps  in  the  middle  meatus,  or  crushing  a cystic 
middle  turbinate. 


Dr.  James  L.  Baldwin  is  clinical 
instructor  in  otolaryngology  at 
Southwestern  Medical  School  of 
the  University  of  Texas. 


A review  of  pathogenesis  of  exophthalmos  occurring  as  a 
complication  of  diseases  of  the  nose  and  paranasal  sinuses 
and  of  recent  literature  is  followed  by  report  of  a case.  Fre- 
quent and  prolonged  use  of  antibiotics  masked  the  develop- 
ment of  subperiosteal  abscess  in  conjunction  with  bilateral 
exophthalmos  secondary  to  destructive  paranasal  sinus  po- 
lyposis. 
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Exophthalmos  of  noninfectious  origin  from  the 
paranasal  sinuses,  particularly  tumors,  stiU  occurs 
with  approximately  the  same  incidence. 

Exophthalmos  of  rhinogenic  origin  may  be  clas- 
sified as  in  table  1. 

Table  1. — Classification  of  Exophthalmos  of  Rhinogenic 
Origin. 

I.  Infections 

A.  Acute 

1.  Ethmoiditis 

2.  Frontal  sinusitis 

3.  Maxillary  sinusitis 

B.  Chronic 

1.  Mucocele 

2.  Pyocele 

3.  Destructive  polyposis 

II.  Tumors 

A.  Benign 

1.  Osteoma 

2.  Chondroma 

3.  Fibroma 

4.  Mixed  tumors;  questionably  benign 

5.  Adamantinoma 

6.  Giant  cell  tumor 

B.  Malignant 

1.  Carcinoma 

a.  Squamous  cell 

b.  Cylindrical  cell 

c.  Adenocarcinoma 

2.  Sarcoma 

a.  Fibrosarcoma 

b.  Osteogenic  sarcoma 

c.  Chondrosarcoma 


There  are  several  anatomical  factors  which  predis- 
pose to  the  complication  of  exophthalmos  following 
paranasal  sinus  disease.  First  of  all,  the  orbit  and  the 
sinuses  have  three  common  bony  walls:  ( 1 ) the 
frontal  sinus  floor  forms  a portion  of  the  orbital 
roof,  (2)  the  maxillary  antrum  roof  and  the  orbital 
floor  is  a common  wall,  and  (3)  the  lamina  papy- 
racea  of  the  ethmoid  bone  forms  the  lateral  boundary 
of  the  ethmoid  sinus  and  a considerable  portion  of 
the  medial  wall  of  the  orbit.  Also,  a well  developed 
sphenoid  cell  may  form  a small  portion  of  the  medial 
orbital  wall  near  the  apex.  Ail  of  these  common 
bony  walls  are  quite  thin,  particularly  the  lamina 
papyracea,  and  are  peculiarly  susceptible  to  osteitis, 
pressure  atrophy,  and  necrosis  in  suppurative  and 
neoplastic  diseases  of  the  sinuses.  In  addition,  de- 
hiscences are  common  in  these  bony  walls,  particu- 
larly in  the  paper  plate  of  the  ethmoid.  Furthermore, 
whereas  most  of  the  sinuses’  venous  drainage  is 
through  the  sphenopalatine  foramen  terminating  in 
the  pterygoid  plexus,  some  veins  empty  directly  into 
the  superior  ophthalmic  vein.  There  is  a rich  anasto- 
mosis between  the  sinuses’  mucosal  veins  and  the 
superior  ophthalmic  vein,  the  anterior  facial  vein, 
and  the  dural  veins. 


With  the  foregoing  anatomical  factors  in  mind, 
the  pathogenesis  of  exophthalmos  from  sinus  disease 
follows  easily.  Associated  with  suppuration  in  one 
of  the  sinus  cavities,  there  may  be  osteomyelitis  of 
the  common  bony  wall  followed  by  necrosis  of  the 
wall  and  orbital  subperiosteal  abscess.  If  the  abscess 
perforates  the  orbital  periosteum,  orbital  phlegmon 
results.  This  process  may  spread  through  a congenital 
dehiscence  in  the  bone  with  little  or  no  bone  necrosis. 
This  is  particularly  true  in  children.  Likewise,  orbital 
cellulitis  may  be  secondary  to  thrombophlebitis 
through  anastomosing  veins  with  or  without  bone 
necrosis.  The  rich  venous  anastomosis  explains  the 
early  edema  of  the  eyelids  in  acute  suppurative  sinus 
disease.  The  proptosis  resulting  from  suppurative 
sinusitis  is  accompanied  by  marked  edema  of  the  eye- 
lids, pain,  fever,  chills,  leukocytosis,  and  systemic  re- 
action. The  proptosis  resulting  from  nonsuppurative 
sinus  disease,  that  is,  mucocele  or  tumors,  is  char- 
acterized by  a very  gradual,  painless  appearance  of 
a mass  in  the  orbit  with  displacement  of  the  globe. 
The  location  of  the  mass  in  the  orbit  and  the  direc- 
tion of  displacement  of  the  globe  depends  upon 
which  sinus  is  primarily  involved  by  the  disease. 


REVIEW  OF  RECENT  LITERATURE 

Cerabolini^  reported  2 cases  of  fronto-ethmoidal 
mucocele  which  resulted  in  exophthalmos.  He  stated 
that  the  only  satisfactory  treatment  is  surgical.  Wil- 
liamson-Noble^^ reviewed  the  anatomy  and  patho- 
genesis of  orbital  complications,  including  exophthal- 
mos, which  result  from  diseases  of  the  nose  and  para- 
nasal sinuses.  Albert’^  reported  a case  of  progressive 
exophthalmos  in  a girl  aged  16  years  which  was 
secondary  to  a very  large  benign  giant  cell  mmor 
involving  the  whole  sphenoid  bone,  the  ethmoid 
labyrinth,  and  the  nasal  cavity.  The  patient  died  of 
extensive  tuberculosis,  and  the  giant  cell  tumor  was 
diagnosed  postmortem.  Previous  nasal  biopsies  had 
shown  only  chronic  inflammation.  Reed,  Spiro,  and 
Wilson^®  presented  4 cases  of  osteomyelitis  of  the 
maxilla  in  infants  caused  by  penicillin  resistant  or- 
ganisms. They  stated  that  this  type  of  infection  re- 


Fig.  I.  The  patient  on  January  3,  1955,  showing  exoph- 
thalmos and  nasal  distortion  due  to  polyposis. 
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suits  in  the  first  3 months  of  life  from  infections 
either  in  a milk  tooth,  a maxillary  antrum,  or  a 
lacrimal  sac.  The  orbital  involvement  includes  che- 
mosis,  proptosis,  and  ophthalmoplegia.  Culmres,  sen- 
sitivity studies,  and  adequate  doses  of  specific  anti- 
biotics should  be  employed. 

Malatesta®  reported  a case  of  mucocele  of  the 
frontal  sinus,  which  produced  exophthalmos  follow- 
ing a head  injury.  The  author  expressed  the  belief 
that  such  a mucocele  most  likely  results  from  oblit- 
eration of  the  nasofrontal  duct  from  the  injury.  Op- 
eration gave  a good  cosmetic  and  funaional  result 
in  this  case. 

Strazzi^^  reported  a case  of  fibrosarcoma  in  a 46 
year  old  man  which  started  apparently  on  the  alveo- 
lar process  of  the  maxilla,  and  eventually  involved 
the  maxillary  antrum,  the  ethmoid  sinuses,  and  the 
orbit.  The  orbital  complications  were  exophthalmos, 
papilledema,  and  corneal  perforation.  The  author 
stressed  the  importance  of  early,  extensive  electro- 
surgical  excision  of  such  lesions. 

Fazakas^  presented  10  cases  of  mucocele  which  re- 
sulted in  exophthalmos;  8 of  them  originated  from 
the  anterior  ethmoid  cells,  1 from  the  frontal  sinus, 
and  1 from  the  frontal  and  ethmoid  cells.  In  8 cases 
there  was  an  enlargement  of  the  blind  spot,  in  addi- 
tion to  the  usual  signs  of  exophthalmos  and  diplopia. 
Six  cases  were  cured  by  conservative  measures,  con- 
sisting of  repeated  aspiration  and  intranasal  cocaine- 
adrenalin  application,  while  4 cases  required  surgical 
excision  of  the  mucocele. 

Kravitz^  reveiwed  4 cases  of  frontal  sinus  muco- 
cele, all  of  which  were  treated  by  surgical  removal. 
He  emphasized  that  the  most  important  and  most 
common  symptom  is  the  appearance  of  a globular 
mass  at  the  upper  and  inner  angle  of  the  orbit.  The 
mass  has  a cystic  appearance;  it  can  sometimes  be 
dented;  and  its  growth  is  slowly  progressive.  The 
eyeball  is  usually  pushed  downward  and  outward. 
Hemorrhagic  cysts  of  the  frontal  sinus  and  orbital 
tumors  must  be  ruled  out.  The  treatment  is  surgical. 


Fig,  2.  Improvement  in  exophthalmos  and  nasal  distor- 
tion August  1 0,  1 955. 


Muler'  reviewed  the  case  of  a 3 year  old  child  who, 
during  the  course  of  an  acute  ethmoiditis,  developed 
an  orbital  abscess  and  irreducible  exophthalmos.  The 
orbital  abscess  rupmred  spontaneously  leaving  a 
residual  ectropion  of  the  lower  lid  and  a divergent 
squint.  Systemic  penicillin  and  streptomycin  were 
given. 

Chinaglia'^  reported  a rare  case  of  maxillary  sinus 
mucocele  which  resulted  in  atrophy  of  the  orbital 
floor  and  exophthalmos.  The  author  believed  the 
pathogenesis  of  such  a mucocele  to  be  cystic  degen- 
eration of  the  antral  mucosa  following  a chronic 
inflammatory  process. 

Schlander^^  reported  a case  of  frontal  sinus  muco- 
cele causing  exophthalmos  in  a 48  year  old  woman. 
This  mucocele  was  unusual  in  that  it  presented  as  a 
tumor  in  the  superior  and  lateral  part  of  the  orbital 
margin  and  caused  small  folds  in  the  retina.  It  was 
treated  successfully  surgically. 

Piquet,  Ducrocq,  and  Francois®  reviewed  70  cases 
of  orbital  complications  of  suppurative  sinusitis.  They 


Fig.  3.  Clouding  of  the  frontal  and  ethmoid  sinuses. 
Arrows  denote  erosion  of  the  interfrontal  septum  and 
left  paper  plate  of  the  ethmoid. 


Fig.  4.  Clouding  of  the  frontal  sinuses  and  antrums. 
The  arrow  denotes  erosion  of  the  left  frontal  floor. 
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discussed  the  importance  of  latent  sinusitis  in  the 
production  of  orbital  infeaions  and  discussed  the 
pathogenesis  of  sinusitis,  periostitis,  subperiosteal 
abscess,  and  orbital  cellulitis. 

Rebello®  reported  a case  of  frontal  mucocele  caus- 
ing exophthalmos,  successfully  treated  by  surgery.  He 
reviewed  the  pathogenesis,  diagnosis,  and  complica- 
tions. 

Tamari  and  O’NeiP^  reported  4 cases  of  frontal 
mucocele  ( clinical  diagnosis ) . All  cases  were  op- 
erated on;  3 cases  confiriped  the  clinical  impression 
of  mucocele,  and  carcinoma  was  found  in  the  fourth 
case. 


REVIEW  OF  CASE 

E.  B.  C.,  a 38  year  old  accountant,  was  first  seen  in 
November,  1952,  giving  the  following  history:  He  had 
been  in  good  health  most  of  his  life  except  for  recurrently 
discharging  ears  since  childhood.  In  approximately  1946 
he  began  to  have  perennial  allergic  rhinitis  symptoms  with 
frequent  attacks  of  sneezing,  nasal  blockage,  watery  rhinor- 
rhea,  and  tearing.  This  was  followed  by  the  rapid  develop- 
ment of  nasal  polyposis.  Prior  to  my  initial  examination 
in  November,  1952,  he  had  had  at  least  8 polypectomies, 
and  from  1952  to  1955  it  was  necessary  to  do  8 more 
polypectomies.  Excision  of  polyps,  particularly  on  the  right 
side,  was  nearly  always  attended  by  excessive  bleeding. 

He  had  received  an  extensive  allergy  evaluation  and  had 
been  under  adequate  allergic  management  for  several  years, 
but  appeared  somewhat  refractory  to  this  regimen.  On 
intradermal  testing  he  revealed  a 4 plus  reaction  to  bermuda 
grass,  2 plus  reactions  to  careless  weed  and  elm  trees,  and 
1 plus  reactions  to  giant  ragweed,  hackberry,  pecan,  goose 
feathers,  house  dust,  mattress  dust,  wheat,  beef,  beans,  cel- 
ery, onion,  white  potato,  and  peanut.  The  allergenic  foods 
were  eliminated  from  his  diet,  and  he  was  given  desensi- 
tizing injections  of  the  inhalent  allergens. 

In  November,  1954,  he  began  to  have  blurred  vision 
and  stated  that  his  left  eye  had  gradually  become  promi- 
nent over  several  weeks’  time.  Ophthalmological  consulta- 
tion revealed  20/20  vision  without  correction  in  both  eyes. 
Both  eyes  appeared  prominent,  especially  the  left  eye.  Read- 
ings with  the  Krahn  exophthalmometer  revealed  26  mm. 
in  the  right  eye,  and  28  mm.  in  the  left  eye.  There  was 
redness  and  edema  of  the  eyelids  on  the  left,  as  well  as 
conjunctival  injection  over  the  insertion  of  the  medial  tee- 
ms muscle. 

There  was  limitation  of  motion  of  the  left  eye  to  the 
right  and  apparent  weakness  of  the  left  medial  reems,  and 
the  left  inferior  and  superior  oblique  muscles.  Retrocom- 
pression  of  the  globe  showed  a definite  increase  in  orbital 
resistance  on  the  left,  although  no  mass  could  be  palpated. 
Visual  fields  were  normal,  as  were  the  fundi.  By  December 
3,  there  was  beginning  proptosis  of  the  right  eye  also, 
with  definite  limitation  of  motion  of  all  muscles  supplied 
by  the  third  cranial  nerve.  The  patient  complained  of  blur- 
ring of  vision,  diplopia,  and  pain  on  moving  the  eyes. 

The  differential  diagnosis  of  the  exophthalmos  considered 
at  this  time  was  orbital  pseudotumor,  intracranial  tumor, 
and  destructive  polyposis  of  sinus  origin.  Mucocele  or  pyo- 
cele  was  thought  to  be  ruled  out  by  roentgenograms  of 
the  sinuses. 


Because  of  rapid  progression  of  his  symptoms  he  was 
hospitalized  on  January  3,  1955. 

At  the  time  of  admission  he  appeared  to  be  a well  de- 
veloped, moderately  obese  white  man,  appearing  chronically 
ill.  There  was  marked  swelling  of  the  eyelids  on  the  left 
as  well  as  the  proptosis  bilaterally.  Both  nasal  cavities  were 
filled  with  large  polyps  which  extended  into  the  nasophar- 
ynx. The  blood  pressure  was  170/110.  The  heart,  lungs, 
and  abdomen  were  normal.  The  neurological  examination 
was  within  normal  limits.  A bilateral  closed  cerebral  ar- 
teriogram was  performed  under  Pentothal  anesthesia  with 
normal  results.  A few  days  later  a pneumoencephalogram 
was  accomplished,  revealing  a normal  ventricular  system. 

In  view  of  the  negative  neurological  work-up,  it  was 
decided  to  explore  the  left  orbit  through  an  external  fronto- 
ethmoid  incision.  On  elevation  of  the  periosteum  over  the 
anterior  lacrimal  crest,  thick  yellow  pus  welled  into  the 
wound  and  a large  subperiosteal  abscess  cavity  filled  with 
many  polyps  was  entered.  It  was  apparent  that  the  follow- 
ing structures  had  been  eroded  by  the  destructive  polyposis 
process:  the  orbital  plate  of  the  maxilla,  the  lacrimal  bone, 
the  frontal  sinus  floor,  the  lamina  papyracea  of  the  ethmoid, 
the  interfrontal  sepmm,  the  left  nasal  bone,  the  front  face 
of  the  left  sphenoid,  and  the  posterior  half  of  the  nasal 
septum.  All  of  the  sinuses  were  filled  with  large,  firm 
polyps.  The  orbital  periosteum  apparently  had  not  been 
eroded.  The  abscess  was  evacuated,  and  polyps  and  thick- 
ened mucosa  were  exenterated  from  all  of  the  left  para- 
nasal sinuses.  A drain  was  left  in  place  extending  from 
the  left  frontal  into  the  left  nasal  cavity,  and  the  periosteum 
and  skin  were  closed  with  interrupted  sumres. 

Culture  of  the  abscess  revealed  Staphylococcus  aureus 
which  was  sensitive  to  chlortetracycline,  chloramphenicol, 
and  tetracycline.  The  pathological  diagnosis  of  the  tissue 
removed  was  polyps  showing  chronic  inflammatory  reac- 
tion. 

There  was  marked  immediate  improvement  in  the  ex- 
ophthalmos and  in  the  blurring  of  vision.  After  an  initial 
improvement,  the  patient’s  symptoms  gradually  returned, 
and  by  May  10  the  exophthalmos  reading  for  both  eyes 
was  28  mm.  with  marked  weakness  of  all  muscles  supplied 
by  the  third  nerve.  At  that  time  a right  Caldwell-Luc  op- 
eration and  transantral  ethmosphenoidectomy  was  performed, 
exenterating  all  polyps  and  thickened  mucosa.  Dehiscences 
were  found  in  the  right  lamina  papyracea  of  the  ethmoid 
and  in  the  anterior  face  of  the  right  sphenoid.  Following 
this  procedure  the  patient  rapidly  improved  and  has  main- 
tained his  progress  to  date. 

On  May  20,  1955  exophthalmometer  readings  were  26 
mm.  in  the  right  eye  and  25  mm.  in  the  left  eye.  At  that 
time  there  was  no  blurring  of  vision  or  discomfort  on 
reading. 

The  final  diagnosis  was  bilateral  exophthalmos  secondary 
to  destructive  paranasal  sinus  polyposis  with  subperiosteal 
abscess  on  the  left. 


COMMENT 

Surgery  in  this  patient  was  delayed  for  a long 
period  of  time  because  of  the  original  impression  of 
granuloma  or  pseudotumor  of  the  orbit.  It  was 
thought  that  since  many  such  cases  clear  spontane- 
ously, surgical  exploration  of  the  orbit  had  little  to 
offer  the  patient  and  might  make  the  condition  worse. 
It  is  also  believed  that  in  this  patient  the  frequent 
and  prolonged  use  of  antibiotics  definitely  acted  as 
a masking  mechanism  upon  the  development  of  the 
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subperiosteal  abscess.  It  is  believed  that  adequate 
surgical  management  as  well  as  adequate  allergy  care 
is  necessary  to  obtain  a good  result  in  such  patients. 

SUMMARY 


The  pathogenesis  of  exophthalmos  secondary  to 
diseases  of  the  nose  and  paranasal  sinuses  is  reviewed 
and  classified.  An  illustrative  case  is  presented. 
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Eighth  District  Society,  Viaoria,  Sept.  19.  1959-  Dr.  Joseph  Magli- 
olo,  Dickinson,  Pres.;  Dr.  M.  Warren  Hardwick.  829  E.  Mulberry, 
Angleton,  Secy. 

Eleventh  District  Society,  Palestine,  Sept.  9,  1959-  Dr.  Ben  Wilson. 
Tyler,  Pres.;  Dr.  Phillip  W.  Taylor,  833  S.  Beckham,  Tyler,  Secy. 


^ Dr.  Baldwin,  Department  of  Otolaryngology,  Southwest- 
ern Medical  School,  Dallas. 


Correction:  Tuberculosis  Editorial 

The  second  sentence  of  the  second  paragraph  in  the  edi- 
torial entitled  "Importance  of  Early  Detection  of  Pulmonary 
Tuberculosis”  by  Dr.  Carlos  Juan  Quintanilla  (page  656, 
August,  Texas  State  Journal  of  Medicine)  should  read  as 
follows:  "Unformnately,  many  times  patients  do  not  seek 
medical  care  until  these  symptoms  have  persisted  for  weeks 
and  sometimes  for  months,  and  by  the  time  they  are  diag- 
nosed their  disease  has  passed  the  minimal  stage  and  be- 
come moderately  advanced  or  even  far  advanced.” 

Rabies  in  Pet  Skunks 

Rabies  continues  to  be  a serious  problem  in  skunks,  in- 
cluding the  descented  ones  used  as  pets,  according  to  the 
State  Department  of  Health.  To  avoid  this  ha2ard,  skunks 
to  be  pets  should  be  born  in  captivity  of  parents  known 
to  be  free  of  rabies  and  isolated  from  any  source  of  infec- 
tion until  they  can  be  immunized.  After  wild  skunks  are 
observed  in  isolation  for  the  required  6 month  period,  they 
usually  cannot  be  successfully  domesticated. 


October 

American  Academy  of  Ophthalmology  and  Otolaryngology,  Chicago, 
On.  11-16,  1959-  Dr.  John  H.  Dunnington,  New  York,  Pres.; 
Dr.  W.  L.  Benedin,  15  Second  St.  S.W.,  Rochester,  Minn.,  Secy. 
American  Academy  of  Pediatrics,  Chicago,  On.  5-8,  1959.  Dr. 
James  C.  Overall,  Nashville,  Pres.;  Dr.  E.  H.  Christopherson, 
1801  Hinman  Ave.,  Evanston,  111.,  Executive  Secy. 

American  Cancer  Society,  New  York,  On.  28-29,  1959-  Dr.  Eu- 
gene P.  Pendergrass,  Philadelphia.  Pres.;  Mr.  Granville  'Whittle- 
sey, 521  West  57th  St.,  New  York  19,  Secy. 

American  Heart  Association.  Philadelphia,  On.  26-27,  1959-  Dr. 
Francis  L.  Chamberlain,  San  Francisco,  Pres.;  Mr.  William  F. 
McGlone,  44  E.  23rd,  New  York  10,  Secy. 

American  Public  Health  Association,  Atlantic  City,  Oct.  19-23. 
1959.  Dr.  Leona  Baumgarmer,  New  York,  Pres.;  Dr.  Berwyn  F. 
Mattison,  1790  Broadway,  New  York  19,  Executive  Secy. 
American  Society  of  Anesthesiologists,  Bal  Harbour,  Fla.,  On.  5-9. 
1959-  Dr.  Daniel  C.  Moore,  Seattle,  Pres.;  Dr.  J.  E.  Remlinger, 
Jr.,  188  W.  Randolph,  Chicago  1,  Secy. 

Southern  Psychiatric  Association,  Dallas,  On.  4-6,  1959-  Dr.  J.  L. 
Knapp,  Dallas,  Pres.;  Dr.  Richard  Pronor,  Winston-Salem,  N.  C., 
Secy. 

Tri-State  Medical  Assembly,  Shreveport,  La.,  Oct.  2-3,  1959-  Dr. 
R.  B.  Langford,  Shreveport,  Pres.;  Dr.  J.  W.  Wilson,  Jr.,  940 
Margaret  Place,  Shreveport,  Secy. 

Texas  Academy  of  General  Practice,  Galveston,  Oct.  4-7,  1959- 
Dr.  Charles  E.  Oswalt,  Jr.,  Fort  Stockton,  Pres.;  Mr.  Donald  C. 
Jackson,  1905  N.  Lamar,  Austin,  Executive  Secy. 

Texas  Pediatric  Society,  Houston,  Oct.  23-24,  1959.  Dr.  Bruce  A. 
Knickerbocker,  Dallas,  Pres.;  Dr.  James  N.  Walker,  5216  W. 
Freeway,  Fort  Worth,  Secy. 
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Texas  Society  on  Aging,  Dallas,  Oct.  16-17,  1959.  Mr.  Herbert 
Shore,  Dallas,  Pres.;  Mrs.  William  B.  Ruggles,  3701  Stratford, 
Dallas,  Secy.-Treas. 

Texas  Surgical  Society,  Houston,  Oct.  4-6,  1959.  Dr.  Albert  Hart- 
man, San  Antonio,  Pres.;  Dr.  G.  V.  Brindley,  Jr.,  Scott  and  White 
Clinic,  Temple,  Secy. 

Oklahoma  City  Clinical  Society  Conference,  Oklahoma  City,  Oct. 
26-28,  1959.  Dr.  Ralph  A.  Smith,  Oklahoma  City.  Pres.;  Miss 
Alma  F.  O'Donnell,  503  Medical  Arts  Bldg..  Oklahoma  City  2, 
Executive  Secy. 

Texas  State  Board  of  Examiners  in  Basic  Sciences,  Austin,  Oct.  12-13, 
1959.  Henry  B.  Hardt,  Ph.D.,  Fort  Worth,  Pres.;  Mrs.  Betty  J. 
Anderson,  Chief  Clerk,  303  East  Seventh,  Austin. 


National  and  Regional 

American  Academy  of  Allergy,  HolIywood-by-the-Sea,  Fla.,  Jan. 
11-13,  I960.  Dr.  Francis  C.  Lowell,  Boston,  Pres.;  Dr.  Joseph 
Noah,  100  N.  Euclid  Ave.,  St.  Louis  8,  Mo.,  Secy. 

American  Academy  of  Dermatology  and  Syphilology,  Chicago,  Dec. 
5-10,  1959-  Dr.  A.  C.  Cipollaro,  New  York,  Pres.;  Dr.  Robert 
R.  Kierland,  Mayo  Clinic,  Rochester,  Minn.,  Secy. 

American  Academy  of  General  Praaice,  Philadelphia,  March  19-24, 
I960.  Dr.  Fount  Richardson,  Fayetteville,  Ark.,  Pres.;  Mr.  Mac 
F.  Cahal,  Volker  Blvd.  at  Brookside,  Kansas  City  12,  Executive 
Seo’. 

American  Association  for  Maternal  and  Infant  Health.  Dr.  M.  Edward 
Davis,  Chicago,  Pres.;  Mrs.  Patricia  Dorr,  116  S.  Michigan  Ave., 
Chicago  3,  Executive  Director. 

American  Association  for  Thoracic  Surgery,  Miami  Beach,  May  11- 
13,  1960.  Dr.  William  E.  Adams,  Chicago,  Pres.;  Dr.  Hiram  T. 
Langston,  7730  Corondelet  Ave.,  St.  Louis  5,  Secy. 

American  Association  of  Genito-Urinary  Surgeons.  Dr.  John  A.  Tay- 
lor, New  York,  Pres.;  Dr.  W.  J.  Engel,  2020  E.  93rd  St.,  Qeye- 
land  6,  Secy. 

American  College  of  Allergists,  Miami  Beach,  Feb.  28-March  5. 
I960.  Dr.  Cecil  M.  Kohn,  Kansas  City,  Pres.;  Mr.  Eloi  Bauers, 
2160  Rand  Tower,  Minneapolis,  Executive  Vice-Pres. 

American  College  of  Chest  Physicians,  Miami  Beach,  Fla.,  June  8-12, 
I960.  Dr.  Seymour  M.  Farber,  San  Francisco,  Pres.;  Mr.  Murray 
Kornfeld,  112  E.  Chestnut,  Chicago  11,  Executive  Director. 
American  College  of  Obstetricians  and  Gynecologists,  Cincinnati, 
April  3-6,  I960.  Dr.  John  1.  Brewer,  Chicago,  Pres.;  Mr.  Donald 
F.  Richardson,  P.  O.  Box  749,  Chicago  90,  Executive  Secy. 
American  College  of  Physicians,  San  Francisco,  April  4-8,  I960.  Dr. 
Howard  P.  Lewis,  Portland,  Ore.,  Pres.;  Mr.  E.  R.  Loveland,  4200 
Pine,  Philadelphia  4,  Secy. 

American  College  of  Radiology,  New  Orleans,  Feb.  3-6,  I960. 
Dr.  Lawrence  Reynolds,  10  Peterboro,  Detroit,  Pres.;  Mr.  W.  C. 
Stronach,  20  N.  Wacker  Dr.,  Chicago  6,  Executive  Director. 
American  Congress  of  Physical  Medicine  and  Rehabilitation.  Dr. 
Arthur  C.  Jones,  Portland,  Ore.,  Pres.;  Dorothea  C.  Augustin,  30 
N.  Michigan  Ave.,  Chicago  2,  Executive  Secy. 

American  Dermatological  Association,  Boca  Raton,  April  8-12,  I960. 
Dr.  Marion  B.  Sulzberger,  New  York,  Pres,;  Dr.  Wiley  M.  Sams, 
25  Southeast  2nd  Ave,,  Miami,  Secy. 

American  Gastroenterological  Association,  New  Orleans,  March  31- 
April  2,  I960.  Dr.  H.  Marvin  Pollard,  Ann  Arbor,  Pres.;  Dr. 
Wade  Volwiler,  Secy.,  University  of  Washington  School  of  Medi- 
cine, Seattle  5. 

American  Gynecological  Society,  Williamsburg,  Va.,  May  30-June  1, 
I960.  Dr.  Karl  H.  Martzloff,  Portland,  Pres.;  Dr.  A.  A.  Marchet- 
ti,  3800  Reservoir  Rd.  N.W.,  Washin^on  7,  D.  C.,  Secy. 
American  Hospital  Association,  San  Francisco,  Aug.  29-Sept.  1,  I960. 
Dr.  Russell  A.  Nelson,  Baltimore,  Md.,  Pres.;  Dr.  Edwin  L. 
Crosby,  18  E.  Division  Street,  Chicago,  Executive  Director. 
American  Laryngological,  Rhinological,  and  Otological  Society,  Miami 
Beach,  March  15-17,  I960.  Dr.  Theodore  E.  Walsh,  St.  Louis, 
Pres.;  Dr.  C.  S.  Nash,  708  Medical  Arts  Bldg.,  Rovhester,  N.  Y., 
Secy. 

American  Neurological  Association,  Boston,  June  13-15,  1959.  Dr. 
Derek  Denny-Brown,  Boston,  Pres.;  Dr.  Melvin  D.  Yahr,  New 
York  Neurological  Instimte,  710  W.  168th  Street,  New  York  32, 
Secy. 

American  Ophthalmological  Society,  Colorado  Springs,  May  16-18, 
I960.  Dr.  A.  B.  Reese,  New  'York,  Pres.;  Dr.  M.  C.  Wheeler, 
30  W.  59th,  New  York  19.  Secy. 

American  Orthopaedic  Association,  May  30-June  2,  I960.  Dr.  John 
Royal  Moore,  Philadelphia,  Pres.;  Dr.  Lee  Ramsay  Straub,  535 
East  70th  St.,  New  York  21,  Secy. 

American  Pediatric  Society,  Swampscott,  Mass.,  May  5-6,  I960.  Dr. 
Samuel  Z.  Levine,  New  York,  Pres'.;  Dr.  A.  C.  McGuinness, 
Room  1036,  2800  Quebec  St..  N.W.,  Washington  8,  D.  C.. 
Secy. 

American  Proctologic  Society,  Houston,  April  25-27,  I960.  Dr. 
H.  R.  Reichman,  Salt  Lake  City,  Pres.;  Dr.  Norman  D.  Nigro, 
1 0 Peterboro,  Detroit  1 . Secy. 
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American  Psychiatric  Association,  Atlantic  City,  N.  J.,  May  9-13. 
I960.  Dr.  William  Malamud,  New  York,  Pres.;  Dr.  C.  H. 
Hardin  Branch,  156  Westminister  Ave.,  Salt  Lake  City,  Secy. 
American  Surgical  Association,  White  Sulphur  Springs,  W.  Va.. 
April  3-6,  I960.  Dr.  Warren  H.  Cole,  Chicago,  Pres.;  Dr.  Wil- 
liam Altemeier,  Cincinnati  General  Hospital.  Cincinnati  29,  Secy. 
American  Urological  Association.  Chicago,  May  16-19.  I960.  Dr. 
William  M.  Coppridge,  Durham.  N.  C,  Pres.;  Mr.  William  P. 
Didusch,  1120  N.  Charles  St.,  Baltimore  1,  Executive  Secy. 
Association  of  American  Physicians  and  Surgeons,  St.  Louis,  Sept. 
29-On.  1,  I960.  Dr.  Louis  Wegryn,  Elizabeth,  N.  J.,  Pres.; 
Mr.  Harry  E.  Northam,  185  N.  Wabash  Ave.,  Chicago  1,  Ex- 
ecutive Direaor. 

National  Tuberculosis  Association.  Los  Angeles.  May  15-20,  I960. 
Dr.  H.  McLeod  Riggins,  New  York,  Pres.;  Mrs.  Wallace  B. 
White,  651  Marlborough  Rd.,  Brooklyn,  Secy. 

Radiological  Society  of  North  America,  Chicago,  Nov.  15-20,  1959. 
Dr.  Lawrence  L.  Robbins,  Boston,  Pres.;  Dr.  Donald  S.  Childs, 
713  E.  Genesee,  Syracuse  2,  N.Y.,  Secy. 

South  Central  Association  of  Blood  Banks,  Albuquerque,  March  or 
April.  I960.  Dr.  John  B.  Alsever,  Phoenix,  Pres.;  L.  Ruth  Guy, 
Ph.D.,  Room  1101,  Stoneleigh  Hotel,  Dallas,  Secy. 

Southern  Medical  Association.  Atlanta,  Ga.,  Nov.  16-19,  1959- 
Dr.  Milford  O.  Rouse,  Dallas.  Pres.;  Mr.  V.  O.  Foster.  2601 
Highland  Avenue,  Birmingham  5,  Executive  Secy. 

Southern  Surgical  Association.  Hot  Springs.  Va.,  Dec.  8-10,  1959- 
Dr.  George  C.  Finney,  Baltimore,  Pres.;  Dr.  John  D.  Martin,  Jr., 
Emory  University,  Ga.,  Secy. 

Southwest  Allergy  Forum,  Oklahoma  City,  April  2-5,  I960.  Dr. 
Johnny  A.  Blue,  Oklahoma  City,  Pres.;  Dr.  George  L.  Winn, 
Suite  104,  Lister  Medical  Building.  430  Northwest  Twelfth  St., 
Oklahoma  City,  Secy. 

Southwestern  Medical  Association,  Roswell,  N.  Mex.,  Nov.  5-7,  1959- 
Dr.  A.  R.  Clauser,  Albuquerque,  Pres.;  Dr.  M.  13.  Thomas,  1501 
Arizona  St.,  12-D,  El  Paso,  Secy. 

Southwestern  Society  of  Nuclear  Medicine,  New  Orleans,  March  14- 
15,  I960.  Dr.  Herbert  C.  Allen,  Jr.,  Houston,  Pres.;  Dr.  J.  R. 
Maxfield,  Jr.,  2711  Oak  Lawn  Avenue,  Dallas,  Secy. 

Southwestern  Surgical  Congress,  Las  Vegas,  Nev.,  March  28-31. 
I960.  Fort  Smith,  Ark.,  Dr.  Fred  H.  Krock,  Fort  Smith,  Ark., 
Pres.;  Mary  O'Leary,  813  Medical  Arts  Bldg.,  Oklahoma  City. 
Exec.  Secy. 

United  States-Mexico  Border  Public  Health  Association,  Hermosillo, 
Sonora,  Mex.,  April  4-8,  I960.  Dr.  Adan  Mercado  Cerada,  Ciudad 
Victoria,  Mexico,  Pres.;  Dr.  Jorge  Roman,  243  United  States 
Court  House,  El  Paso,  Secy. 


State 


Private  Clinics  and  Hospitals  Association  of  Texas,  Dallas,  December, 
1959.  Dr.  Jack  S.  Maxfield,  Dallas,  Pres.;  Mr.  J.  J.  George. 
Philips-Dupre  Hospital,  Levelland,  Executive  Secy. 

Texas  Academy  of  Internal  Medicine,  San  Antonio,  Dec.  4-5,  1959. 
Dr.  Merton  M.  Minter,  San  Antonio.  Pres.;  Dr.  Hugo  T.  Engel- 
hardt,  1216  Main,  Houston,  Secy.  Meetings  restricted  to  members. 
Texas  Air-Medics  Association,  Fort  Worth,  April  9-11,  I960.  Dr. 
W.  W.  Sumner,  Fort  Worth,  Pres.;  Dr.  C.  F.  Miller,  P.  O.  Box 
1338,  Waco,  Secy. 

Texas  Association  for  Mental  Health,  Austin,  Feb.  18-20,  I960. 
Paul  Southern.  Ph.D.,  Abilene,  Pres.;  Mr.  John  Lane,  2410  San 
Antonio,  Austin,  Executive  Director. 

Texas  Association  of  Obstetricians  and  Gynecologists,  Austin,  Feb- 
ruary. I960.  Dr.  Maurice  Meynier,  Houston,  Pres.;  Dr.  Hugh  W. 
Savage,  815  Fifth  Ave.,  Fort  Worth,  Secy. 

Texas  Association  of  Public  Health  Physicians,  Fort  Worth,  April 
10,  I960.  Dr.  Fred  K.  Laurentz,  Houston,  Pres.;  Dr.  B.  M. 
Primer,  2708  Rio  Grande,  Austin,  Secy. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Fort  Wonh, 
April  10,  I960.  Dr.  L.  M.  Shefts,  San  Antonio,  Pres.;  Dr.  John 
W.  Middleton,  900  Strand,  Galveston,  Secy. 

Texas  Qub  of  Internists.  Dr.  W.  W.  Bondurant,  Jr.,  San  Antonio, 
Pres.;  Dr.  T.  Haynes  Harvill,  Medical  Arts  Building,  Dallas  1. 
Secy. 

Texas  Dermatological  Society,  Fort  Worth,  April  11,  I960,  Dr.  Ed- 
mund N.  Walsh,  Fort  Wonh,  Pres.;  Dr.  D.  Shelton  Blair,  1609 
Medical  Arts  Building,  Dallas,  Secy. 

Texas  Division,  American  Cancer  Society,  Austin,  Dec.,  1959. 
Dr.  John  A.  Wall,  Houston,  Pres.;  Mr.  Curt  W.  Reimann,  5014 
Bull  Creek  Rd.,  Austin  3,  Executive  Director. 

Texas  Diabetes  Association,  Fort  Worth,  April  10,  I960.  Dr.  Ralph 
Greenlee,  Midland,  Pres.;  Dr.  Warren  W.  Moorman,  901  W. 
Leuda,  Fort  Worth,  Secy. 

Texas  Heart  Association,  Fort  Worth,  April  9-10,  I960.  Dr.  Robert 
E.  Leslie,  El  Campo,  Pres.;  Mr.  Ernest  T.  Guy,  404  Jesse  H. 
Jones  Library  Building,  Houston  25,  Executive  Director. 

Texas  Hospital  Association,  Dallas,  May  10-12,  I960.  Mr.  F.  S. 
Walters,  Jr.,  Amarillo,  Pres.;  Mr.  O.  Ray  Hurst,  2208  Main, 
Dallas,  Executive  Direaor. 

TEXAS  State  Journal  of  Medicine,  SEPTEMBER,  1959 


Texas  Industrial  Medical  Association,  Fort  Worth,  April  10,  I960. 
Dr.  Max  E.  Johnson,  San  Antonio,  Pres.;  Dr.  J.  G.  Burdick, 
P.  O.  Box  472,  Pasadena,  Secy. 

Texas  Neuropsychiatric  Association,  Fort  Worth,  April  10,  I960. 
Dr.  Hamilton  Ford,  Galveston,  Pres.;  Dr.  E.  Ivan  Bruce,  1014 
Strand,  Galveston,  Secy. 

Texas  Ophthalmological  Association,  Fort  Worth,  April  11-12,  I960. 
Dr.  Max  Baldridge,  Texarkana,  Pres.;  Dr.  James  H.  Scruggs,  2223 
Austin  Ave.,  Waco,  Secy. 

Texas  Orthopedic  Association,  Fort  Worth,  April  ’ll,  I960.  Dr. 
David  M.  Cameron,  El  Paso,  Pres.;  Dr.  Margaret  Watkins,  3503 
Fairmount,  Dallas,  Secy. 

Texas  Otolaryngological  Association,  Fort  Worth,  April  12,  I960. 
Dr.  Herbert  H.  Harris,  Houston,  Pres.;  Dr.  Louis  E.  Adin,  3707 
Gaston,  Dallas,  Secy. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Fort  Worth, 
April  12,  I960.  Dr.  Edward  M.  Krusen,  Dallas,  Pres.;  Dr.  Oscar 
Selke,  Medical  Professional  Building,  Houston,  Secy. 

Texas  Proaologic  Society,  Dallas,  February,  I960.  Dr.  Alvin  Bald- 
win, Dallas,  Pres.;  Dr.  H.  Gray  Carter,  915  St.  Joseph  St.. 
Dallas,  Secy. 

Texas  Public  Health  Association,  Galveston,  Feb.  22-24,  I960.  Mr. 
Tom  Warren,  Austin,  Pres.;  Mr.  Joseph  N.  Murphy,  Jr.,  Box 
4012,  Austin  51,  Executive  Secy. 

Texas  Radiological  Society.  Houston.  January,  I960.  Dr.  Herman 
C.  Sehested,  Fort  Worth,  Pres.;  Dr.  R.  P.  O’Bannon,  1216 
Pennsylvania.  Fort  Worth,  Secy. 

Texas  Rheumatism  Association,  San  Antonio,  Dec.  4,  1959-  Dr. 
Warren  W.  Moorman,  Fort  Worth,  Pres.;  Dr.  J.  Morris  Horn. 
3707  Gaston,  Dallas,  Secy. 

Texas  Society  of  Anesthesiologists,  Fort  Worth,  April  10,  I960.  Dr. 
David  O.  Johnson,  Austin,  Pres.;  Dr.  M.  T.  Jenkins,  Parkland 
Hospital,  DallM,  Secy. 

Texas  Society  of  Athletic  Team  Physicians.  Fort  Worth.  April  9, 
I960.  Dr.  W.  Harry  Ledbetter,  Wichita  Falls,  Pres.;  Dr.  Jack 
Brannon,  2715  Fannin,  Houston,  Secy. 

Texas  Society  of  Gastroenterologists  and  Proctologists.  Fort  Worth, 
April  10,  I960.  Dr.  Marcel  Patterson,  Galveston,  Pres.;  Dr.  A.  C. 
Brodets,  Jr.,  Scott  and  White  Clinic.  Temple,  Secy. 

Texas  Society  of  Ophthalmology  and  Otolaryngology.  Fort  Worth, 
Dec.  4-5,  1959.  Dr.  Jam®  T.  Robison,  Austin,  Pres.;  Dr.  Edwin 
G.  Grafton,  4319  Oak  Lawn,  Dallas,  Secy. 

Texas  Society  of  Pathologists,  Inc.,  Fort  Worth,  April,  I960.  Dr. 
Jarrett  Williams,  Abilene,  Pres.;  Dr.  Sylvia  Johns,  414  Navarro 
St.,  San  Antonio,  Secy. 

Texas  Society  of  Plastic  Surgeons,  Fort  Worth,  April  9.  I960.  Dr. 
Willard  Schussler,  El  Paso.  Pres.;  Dr.  Raymond  Brauer,  6615 
Travis,  Houston,  Secy. 

Texas  Traumatic  Surgical  Society,  Fort  Worth,  April  10,  I960.  Dr. 
W.  D.  Marrs,  Fort  Wonh,  Pres.;  Dr.  W.  E.  Crump,  1300  8th 
St.,  Wichita  Falls,  Secy. 

Texas  Tuberculosis  Association,  Abilene,  March,  I960.  Mr.  Zeb 
Rike,  McAllen,  Pres.;  Miss  Pansy  Nichols.  P.  O.  ^x  6158,  Aus- 
tin 21,  Executive  Director. 

Texas  Urological  Society,  Waco,  January,  I960.  Dr.  William  Heck. 
San  Antonio.  Pres.;  Dr.  Moieton  A.  Magid,  1525  Colcord  Ave., 
Waco.  Secy. 


District 

First  District  Society.  Dr.  H.  D.  Garrett,  El  Paso,  Pres.;  Dr.  E.  S. 

Crossett,  1501  Arizona  St.,  El  Paso.  Secy. 

Second  Distria  Society.  Lamesa.  Dr.  Oscar  E.  Rhode,  Colorado  City. 

Pres.;  Dr.  John  H.  Chinn,  Jr.,  Colorado  City,  Secy. 

Third  District  Society,  Lubbock,  I960.  Dr.  Grady  M.  Wallace,  Lub- 
bock, Pres.;  Dr.  H.  Fred  Johnson,  2308  W.  Eighth,  Amarillo, 
Secy. 

Fourth  District  Society,  San  Angelo,  May  16,  1959.  Dr.  W.  L; 
Smith,  San  Angelo.  Pres.;  Dr.  S.  Braswell  Locker.  1501  llfh  St., 
Brownwood,  Secy. 

Fifth  and  Sixth  Districts  Society,  Carpus  Christi,  July  8-19,  I960. 
Dr.  John  W.  Chriss,  Pres.;  Dr.  James  Gabbard,  1001  Louisiana, 
Corpus  Christi,  Secy_. 

Seventh  Distria  Society.  Dr.  Robert  N.  Snider,  Austin,  Pres.;  Dr. 

Richard  Lucas,  502  W.  13,  Austin,  Secy. 

Ninth  District  Society,  Brenham,  March  11,  I960.  Dr.  Haden  E. 
McKay,  Humble,  Pres.;  Dr.  Lyman  C.  Blair.  1212  Rothwell, 
Houston,  Secy. 

Tenth  District  Society,  Beaumont,  1959-  Dr.  Albert  L.  Delaney. 
Liberty,  Pres.;  Dr.  Irving  M.  Richman,  3280  Fannin  St..  Beau- 
mont, Secy. 

Twelfth  Distria  Society,  Marlin.  January  12,  I960.  Dr.  Paul  H. 
Mitchell,  Corsicana,  Pres.;  Dr.  J.  M.  Brown,  Torbett  Clinic,  Mar- 
lin, Secy. 

Thirteenth  District  Society,  Fort  Worth,  Fall,  1959.  Dr.  Frank  S. 
Browne,  Wichita  Falls,  Pres.;  Dr.  R.  D.  Moreton,  1217  W. 
Cannon,  Fort  Worth.  Secy. 

Fifteenth  District  Society.  Dr.  Charles  Wise,  Naples,  Pres.;  Dr. 
George  Bennett,  402  S.  Bolivar,  Marshall,  Secy. 


Clinics 

Blackford  Memorial  Cancer  Lectures.  Denison,  Nov.  3,  1959  (tenta- 
tive). Dr.  R.  G.  Gerard,  509  S.  Mirick,  Denison.  Chm. 

Dallas  Southern  Clinical  Society,  Dallas,  March  21-23,  I960.  Dr. 
T.  Haynes  Harvill,  Dallas,  Pres.;  Millard  J.  Heath,  433  Medical 
Arts  Bldg.,  Dallas  1,  Executive  Officer. 

International  Medical  Assembly  of  Southwest  Texas.  San  Antonio, 
Jan.  25-27,  I960.  Dr.  Alvin  O.  Severance.  San  Antonio,  Pres.; 
S.  E.  Cockrell.  202  W.  French  Place,  San  Antonio,  Exec.  Secy. 
New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  7-10, 
I960.  Dr.  Ambrose  H.  Storck,  New  Orleans,  Pres.;  Mrs.  Irma 
B.  Sherwood,  430  Tulane  Ave.,  New  Orleans  12,  Executive  Secy. 
North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  Frank 
J.  Lee,  1300  8th,  Wichita  Falls.  Chm. 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston,  July  18-20, 
I960.  Dr.  C.  Alsworth  Calhoun,  Houston,  Pres.;  Mrs.  W.  H. 
Dahme,  412  Jesse  H.  Jones  Library  Bldg.,  Houston  25,  Exec. 
Secy. 

Board  Examinations 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  Dec.  3-5, 
1959.  Dr.  M.  H.  Crabb,  Fort  Worth,  Secy.;  Mrs.  Luanna  Reddin, 
1714  Medical  Arts  Bldg.,  Fort  Worth,  Assistant  Secy. 


MEDICOLEGAL  NOTES 

Laws  Governing  ''Substitution" 
Amended  by  Recent  Legislature 

Although  the  problem  of  "substitution,”  the  dispensing 
of  a drug  or  brand  of  drug  other  than  that  prescribed  by 
the  physician,  has  never  been  the  acute  issue  in  Texas  it 
has  been  in  other  areas,  physicians  and  pharmacists  through- 
out this  state  have  been  aware  of  the  practice  and  its  in- 
herent dangers.  They  have  been  constantly  on  guard  to 
deter  such  practice. 

During  the  regular  session  of  the  past  Legislature, 
amendments  were  made  to  the  Pharmacy  Laws,  Article 
4542a.  Of  great  significance  to  physicians  and  pharmacists 
alike  were  provisions  dealing  with  the  act  of  "substitution.” 
Previously,  the  Texas  State  Board  of  Pharmacy  had  inade- 
quate authority  to  cope  with  or  control  this  comparatively 
new  problem  confronting  the  medical  and  pharmaceutical 
professions.  But  with  the  enactment  of  certain  amendments 
to  the  Pharmacy  Laws,  it  is  felt  that  today,  in  Texas,  the 
"substitution”  problem  can  be  dealt  with  effectively. 

The  grounds  upon  which  a pharmacist  may  have  his  li- 
cense canceled,  revoked,  or  suspended  are  set  forth  in  sec- 
tion 12  of  Article  4542a  of  the  Pharmacy  Law.  A new  sub- 
section, which  is  entitled  (h),  sets  forth  that  such  grounds 
include  the  pharmacist  engaging  in  the  ".  . . act  of  sub- 
stitution as  that  term  is  hereinafter  defined  . . . .” 

The  definition  of  "substitution”  as  stated  in  the  statute 
is  as  follows; 

The  term  "substitution”  as  used  in  this  Act  shall 
mean  the  dispensing  of  a drug  or  a brand  of  drug 
other  than  that  which  is  ordered  or  prescribed  with- 
out the  express  consent  of  the  orderer  or  prescriber. 
If  the  consent  of  the  orderer  or  prescriber  for  substi- 
tution by  the  licensee  is  obtained,  a notation  shall 

» be  made  by  the  licensee  on  the  prescription  stating 
that  such  consent  has  been  obtained  and  by  whom 
such  consent  was  given,  and  such  notation  shall,  in 
addition,  specify  the  drug  or  brand  of  drug  so  sub- 
stituted. 

While  this  definition  of  "substitution”  is  self-explanatory, 
of  particular  importance  is  the  fact  that  the  dispensing  of 
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a brand  of  drug  as  well  as  the  dispensing  of  a drug  other 
than  that  prescribed  shall  constitute  the  act  of  "substitu- 
tion.” This  should  result  in  clarifying  an  area  which  has 
been  troublesome  from  a legal  standpoint  in  "substitution” 
cases.  Prior  to  the  enactment  of  this  amendment  it  was 
difficult,  if  not  impossible,  to  uphold  any  punitive  steps 
taken  when  the  "substitution”  consisted  of  dispensing 
another  brand  of  drug  than  that  called  for  in  the  prescrip- 
tion when  the  actual  chemical  composition  of  the  two  drugs 
involved  were  essentially  identical. 

The  question  has  arisen  as  to  what  effen  the  enactment 
of  these  provisions  in  regard  to  "substitution”  will  have 
upon  existing  hospital  formularies.  As  the  whole  basis  for 
the  existence  of  a "formulary”  for  a hospital  is  predicated 
upon  the  agreement  of  the  medical  staff  to  consent  to  cer- 
tain phases  of  substitution  in  regard  to  the  use  of  certain 
particular  brands  of  drugs,  the  necessary  consent  of  the 
prescriber  which  the  statute  requires  has  been  obtained  by 
the  very  adoption  of  the  formulary  system.  Consequently, 
the  formulary  system  used  by  many  hospitals  today  in  Texas 
will  not  be  affected  so  long  as  any  substitution  done  is 
within  the  area  provided  for  by  the  formulary. 

The  Texas  State  Board  of  Pharmacy  is  aware  of  the  fact 
that  the  physician  is  often  the  first  individual  to  become 
aware  that  a particular  pharmacist  is  engaging  in  "substi- 
tution.” As  this  board  is  the  body  charged  with  the  re- 
sponsibility of  enforcing  our  laws  in  regard  to  "substitu- 
tion” violations,  its  members  would  welcome  information 
from  physicians  concerning  any  violations.  In  fact,  the  co- 
operation of  the  physicians  of  Texas  in  reporting  cases  of 
"substitution”  is  vital  in  helping  control  a practice  which 
if  allowed  to  go  unchecked  could  endanger  the  health  and 
even  the  life  of  many  patients. 

— Philip  R.  Overton,  LL.B.,  Austin. 


MEDICAL  MEETINGS 

M.  D.  Anderson  to  Sponsor 
Clinical  Conference,  November  13-14 

The  fourth  annual  clinical  conference  of  the  University 
of  Texas  M.  D.  Anderson  Hospital  and  Tumor  Institute, 
"Tumors  of  the  Head  and  Neck,”  will  be  held  November 
13-14  at  the  Texas  Medical  Center  in  Houston. 

Guest  speakers  for  the  conference  will  be  Dr.  Robert  L. 
Brown,  assistant  professor  of  surgery,  Emory  University, 
Atlanta,  Ga.;  Dr.  Calvin  T.  Klopp,  assistant  clinical  profes- 
sor of  surgery,  George  Washington  University  School  of 
Medicine,  Washington,  D.  C.;  Dr.  Lewis  W.  Guiss,  as- 
sociate clinical  professor  of  surgery.  University  of  Southern 
California  School  of  Medicine,  Los  Angeles;  Dr.  Robert  C. 
Hickey,  associate  professor  of  surgery.  State  University  of 
Iowa  College  of  Medicine,  Iowa  City;  Dr.  John  V.  Brady, 
clinical  professor  of  surgery,  Temple  University  School  of 
Medicine,  Philadelphia;  Dr.  Justin  J.  Stein,  professor  of 
radiology.  School  of  Medicine,  University  of  California 
Medical  Center,  Los  Angeles;  Dr.  Murray  M.  Copeland, 
professor  of  oncology,  Georgetown  University  School  of 
Medicine,  Washington,  D.  C. 

Among  the  various  panel  discussions  to  be  presented  by 
the  staff  of  the  M.  D.  Anderson  Hospital  and  Tumor  Insti- 
tute will  be  the  following:  diagnosis  of  head  and  neck 
cancer,  cancer  of  the  intra-oral  cavity,  cancer  of  the  pharynx 
and  nasopharynx,  cancer  of  the  paranasal  sinuses,  and 
cancer  of  the  larynx.  Subjects  of  individual  addresses  will 
be  the  present  concepts  in  head  and  neck  cancer,  problems 
of  reconstructive  surgery  in  cancer  of  the  head  and  neck 
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regions,  report  on  perfusion  of  head  and  neck  tumors,  the 
evaluation  of  supervoltage  roentgen  therapy  for  patients 
with  head  and  neck  cancers,  extension  of  carcinoma  through 
peripheral  nerves  in  the  head  and  neck  regions,  squamous 
papilloma  of  nasal  mucosa,  and  wound  sterilization  by 
locally  applied  chemotherapeutic  agents. 

For  registration  blanks  and  further  information,  those 
interested  may  write  the  University  of  Texas,  M.  D.  An- 
derson Hospital  and  Tumor  Instimte,  Texas  Medical  Cen- 
ter, Houston  25. 

A 15  registration  fee  must  accompany  the  registration 
for  10  hours’  credit  in  the  Academy  of  General  Practice. 
Those  desiring  credit  should  register  in  advance  with  the 
University  of  Texas  Postgraduate  School  of  Medicine,  Jesse 
Jones  Library  Building,  Houston. 


Psychosomatic  Medicine  Academy 
To  Hold  Meeting  in  Cleveland 

The  Academy  of  Psychosomatic  Medicine  will  hold  its 
annual  meeting  October  15-17,  in  Cleveland.  It  has  been 
planned  specifically  for  the  orientation  of  the  general 
practitioner,  internist,  pediatrician,  obstetrician,  and  other 
nonpsychiatric  physicians. 

There  will  be  five  symposiums  on  psychopharmacology, 
anxiety,  mental  drug  therapy,  psychotherapy  for  the  non- 
psychiatrist, and  depression.  Panel  discussions  are  sched- 
uled on  the  psychosomatic  aspects  of  neuromuscular  gastro- 
intestinal arthritis  and  cardiovascular  diseases,  obesity,  ob- 
stetrics and  gynecology,  alcoholism,  geriatrics,  migraine 
headaches,  pediatrics,  hypnosis,  allergy,  preoperative  and 
postoperative  care,  and  malignancy.  There  will  be  two 
panels  on  the  newer  antidepressive  drugs. 

Members  of  the  American  Academy  of  General  Practice 
will  receive  one  hour  of  category  II  credit  for  each  hour 
in  attendance.  All  interested  physicians  are  invited  to  at- 
tend. For  further  information,  those  interested  may  write 
Dr.  Zale  A.  Yanof,  program  chairman.  Academy  of  Psy- 
chosomatic Medicine,  2282  Ashland  Avenue,  Toledo  10, 
Ohio. 


Medical  Writers  to  Meet 

The  American  Medical  Writers’  Association  will  hold 
its  sixteenth  annual  meeting  at  the  Hotel  Chase  in  St. 
Louis,  October  2-3. 

Editors  of  the  various  medical  publications  will  speak 
at  the  2 day  meeting.  Those  interested  in  obtaining  further 
information  may  write  the  association  at  209-224  W.  C.  U. 
Building,  Quincy,  111. 


Omaha  Clinical  Society  to  Convene 

Four  days  of  postgraduate  study  approved  for  category  I 
credit  and  a program  of  lectures  will  be  presented  by  the 
Omaha  Mid-West  Clinical  Society,  November  2-5  in  Oma- 
ha, Neb.  The  twenty-seventh  annual  assembly  is  sponsored 
jointly  by  the  Nebraska  chapter  of  the  American  Academy 
of  General  Practice,  Creighton  University,  and  Nebraska 
University. 

Panel  discussions  featuring  1 1 guest  speakers  of  national 
repute  will  include  a wide  range  of  topics.  Arrangements 
for  registration  may  be  made  by  writing  to  the  Director 
of  Clinics,  1613  Medical  Arts  Building,  Omaha  2,  Neb. 
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Legal  Problems  Affecting  Research 
Discussed  at  Chicago  Conference 

The  National  Conference  on  the  Legal  Environment  of 
Medical  Science  was  held  May  27-28  at  the  University  of 
Chicago  at  Chicago  to  discuss  the  legal  problems  affeaing 
experimental  research  in  medicine. 

The  2 day  meeting,  co-sponsored  by  the  National  So- 
ciety for  Medical  Research  and  the  University  of  Chicago, 
was  attended  by  clinical  investigators,  medical  practitioners, 
pharmaceutical  industry  representatives,  lawyers,  religious 
leaders,  public  welfare  administrators,  humane  workers, 
animal  breeders,  and  veterinarians. 

The  conference  focused  on  the  following  three  major 
areas ; ( 1 ) The  legal  and  ethical  aspects  of  medical  ex- 
periments on  human  beings.  (2)  Medical  studies  involving 
the  use  of  cadavers,  organ  transplants,  and  autopsy  proced- 
ures. ( 3 ) Medical  experiments  involving  the  use  of  animals. 

A summary  of  the  findings  of  the  group  which  studied 
the  legal  and  ethical  aspects  of  medical  experiments  on 
human  beings  follows:  "The  application  of  the  law  to 
health  research  on  human  subjects  has  developed  on  a case- 
by-case  basis  rather  than  on  a stamtory  basis.  The  law  has 
not  kept  pace  with  modern  medical  developments  and 
present  day  investigative  procedures  may  be  evaluated  under 
legal  principles  of  another  century  . . . The  courts  should 
be  encouraged  to  lean  upon  the  principles  established  by 
reputable  public  and  private  organizations  for  the  safe- 
guarding (legally)  of  both  physicians  and  patients  in  mod- 
ern investigative  prcKedures  and  human  experimentation.” 

The  committee  which  studied  the  care  and  use  of  labor- 
atory animals  recommended  the  following:  (1)  there  be 
a closer  collaboration  between  science  teachers  and  pro- 
fessional researchers  at  the  local  level;  (2)  no  cats,  dogs, 
or  primates  should  be  used  because  of  the  lack  of  proper 
facilities  and  because  smaller  animals  are  more  suitable  for 
the  type  of  study  needed  in  secondary  schools;  (3)  all 
experimental  animals  should  be  kept  in  the  schools,  never 
in  students’  homes;  and  (4)  the  schools  should  provide 
adequate  facilities  for  the  care  and  housing  of  the  animals. 

The  session  on  cadavers,  organ  transplants,  and  autopsy 
procedures  proposed  seven  basic  provisions.  It  was  proposed 
that  there  be  more  uniform  laws  to  govern  the  form  and 
content  of  autopsy  performances  and  completely  new  legis- 
lation to  solve  the  legal  problems  involved  in  tissue  trans- 
plantation. 


Electrical,  Medical  Meet  Set 

The  twelfth  annual  Conference  on  Electrical  Techniques 
in  Medicine  and  Biology  will  take  place  November  10-12 
in  the  Sheraton  Hotel  of  Philadelphia.  It  is  sponsored  by 
the  Joint  Executive  Committee  in  Medicine  and  Biology, 
appointed  by  and  representing  the  pertinent  interests  of  the 
American  Instimte  of  Electrical  Engineers,  the  Instimte  of 
Radio  Engineers-  for  its  group  on  medical  electronics,  and 
the  Instrument  Society  of  America. 

The  objective  of  the  conference  is  to  contribute  to  the 
further  advancement  of  the  scientific  area  between  the  medi- 
cal and  biological  sciences  on  one  hand  and  electrical  engi- 
neering principles  on  the  other  hand,  both  from  an  applied 
and  a basic  point  of  view. 

A part  of  this  year’s  meetings  will  be  concerned  with 
various  forms  of  nonionizing  radiation.  This  includes  both 
biological  effects  and  the  use  of  such  radiations  as  a re- 
search tool. 


Symposium  on  Controlling  Disability 
To  Be  Held  October  15-16  in  New  York 

A national  symposium  on  the  problem  of  controlling 
disability,  especially  in  the  areas  of  cardiac  disease,  the  de- 
generative diseases  of  the  aged,  and  psychological  disorders, 
will  be  sponsored  by  the  Liberty  Mumal  Insurance  Company 
as  a public  service,  October  15  and  16  in  New  York. 

The  objective  of  the  meeting  will  be  to  illuminate  the 
growing  challenge  of  disability  control  in  this  era  of  medi- 
cal care  for  all  and  to  consider  key  issues  in  medical  eco- 
nomics. 

Those  interested  may  write  Edward  T.  Chase,  260 
Madison  Avenue,  Liberty  Mutual  Insurance,  Company,  New 
York  16. 


Rhinologic  Society  to  Hold 
Annual  Meeting,  Surgical  Seminar 

The  American  Rhinologic  Society  will  hold  its  fifth 
annual  meeting  in  the  Belmont  Hotel,  Chicago,  October  10, 
preceded  by  a surgical  seminar  in  the  Illinois  Masonic  Hos- 
pital in  Chicago,  October  7-9. 

The  hospital  clinical  program  will  open  the  evening  of 
October  7 with  a special  showing  of  scientific  exhibits.  On 
October  8-9,  the  program  will  consist  of  lectures,  surgical 
demonstrations,  clinical  reports  with  case  presentations,  and 
panels  on  osteotomies,  implants,  and  surgery  of  the  lobular 
cartilages.  The  society  will  hold  its  business  meeting  the 
evening  of  October  9. 

Physicians  and  guests  are  invited.  There  is  no  registration 
fee.  Those  desiring  further  information  may  write  to  Dr. 
Robert  M.  Hansen,  1735  N.  Wheeler  Avenue,  Portland  12, 
Oregon. 


Obstetricians  and  Gynecologists 
To  Hold  District  Meeting  in  St.  Louis 

District  7 of  the  American  College  of  Obstetricians  and 
Gynecologists,  which  includes  Texas,  is  holding  its  seventh 
annual  meeting  in  the  Chase-Park  Plaza  Hotels  in  St.  Louis, 
September  17-19. 

The  scientific  program  will  be  presented  on  Friday  and 
Saturday.  This  will  consist  of  21  papers,  10  round  table 
luncheons,  2 case  reports,  and  2 scientific  motion  pictures. 
The  annual  banquet  will  be  held  Friday  evening. 

Those  interested  in  further  information  may  write 
Donald  F.  Richardson,  American  College  of  Obstetricians 
and  Gynecologists,  Box  749,  Chicago  90. 


National  Public  Health  Meet  Scheduled 

More  than  4,000  public  health  specialists  serving  in 
governmental  and  voluntary  agencies,  industrial  health 
work,  and  private  practice  will  attend  the  eighty-seventh 
annual  meeting  of  the  American  Public  Health  Association 
and  meetings  of  related  organizations  at  Atlantic  City 
October  19-23.  Meeting  highlights  will  include  presenta- 
tion of  the  annual  Albert  Lasker  Awards  and  the  Sedg- 
wick Memorial  Medal,  highest  awards  in  public  health. 
The  association  has  more  than  13,500  members  and  is  the 
largest  American  professional  organization  of  public  health 
specialists. 
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Group  Practice  Physicians 
Will  Gather  in  Chicago 

Physicians  from  all  parts  of  the  United  States  and  Can- 
ada who  practice  medicine  as  members  of  a group  or 
clinic  are  gathering  in  Chicago  at  the  Sheraton-Blackstone 
Hotel,  for  the  tenth  annual  meeting  of  the  American  As- 
sociation of  Medical  Clinics,  September  24-26. 

Among  the  topics  to  be  presented  are  "Urban,  Sub- 
urban and  Rural  Population  Trends:  Implications  for 
Medical  Practice”;  "Federal  Responsibilities  in  the  Field 
of  Health”;  "Research  and  the  Pharmaceutical  Industry”; 
"Research  and  the  Federal  Government”;  and  "Third  Party 
Medical  Care  Plans.”  Guest  speakers  will  include  Elliott  L. 
Richardson,  Washington,  D.  C.,  assistant  secretary  of  the 
United  States  Department  of  Health,  Education  and  Wel- 
fare; Dr.  James  Watt,  Bethesda,  Md.,  director  of  the  Na- 
tional Heart  Instimte;  Dr.  Leonard  W.  Larson,  Bismarck, 
N.  D.,  chairman  of  the  Board  of  Tmstees  of  the  American 
Medical  Association. 

The  American  Association  of  Medical  Clinics  was  found- 
ed in  1949  as  the  professional  organization  of  eligible 
medical  clinics,  and  is  an  authoritative  source  of  informa- 
tion on  group  practice.  The  association  has  clinic  members 
in  36  states,  Canada,  and  the  District  of  Columbia. 


American  Fracture  Association 
To  Meet  November  1-4  in  Chicago 

All  interested  physicians  are  invited  to  attend  the  Amer- 
ican Fracmre  Association’s  twentieth  annual  meeting  No- 
vember 1-4  at  the  Roosevelt  Hotel  in  New  Orleans.  On 
November  1,  there  also  will  be  a postgraduate  instructional 
course  in  fracmres. 

Texans  participating  on  the  program  will  be  Dr.  Duncan 
C.  McKeever,  Houston;  Dr.  W.  Compere  Basom,  El  Paso; 
John  J.  Brennan,  Lt.  Col.,  M.C.,  El  Paso;  Dr.  George  W.  N. 
Eggers,  Sr.  and  Dr.  E.  Burke  Evans,  Galveston. 

The  meeting  is  acceptable  for  category  2 credit  by  the 
American  Academy  of  General  Practice.  For  further  infor- 
mation, those  physicians  interested  may  address  the 
association  at  6IO  Griesheim  Building,  Bloomington,  111. 


EDUCATION 

Postgraduate  Courses 

Cardiopulmonary  Physiology,  Chicago,  October  5-9- — 
The  fourteenth  annual  course  in  clinical  cardiopulmonary 
physiology  will  be  held  at  the  Edgewater  Beach  Hotel  in 
Chicago,  October  5-9.  Tuition  for  each  course  is  $100 
including  round  table  luncheon  discussions.  Further  infor- 
mation may  be  obtained  by  writing  to  the  Executive  Di- 
rector, American  College  of  Chest  Physicians,  112  East 
Chestnut  Street,  Chicago  11. 

Radiological  Health,  New  York  City,  October  12-23. — 
A course  on  the  introdurtion  to  radiological  health  will  be 
given  October  12-23  by  the  Depanment  of  Industrial  Medi- 
cine of  the  New  York  University  Bellevue  Medical  Center 
Post-Graduate  Medical  School.  The  department  also  will 
give  a radiological  health  laboratory  'course,  October  26- 
November  6.  An  introduction  to  radiological  health  will  be 
given  for  persons  having  responsibilities  connected  with  the 
health  and  safety  of  personnel  in  installations  using  sources 


of  ionizing  radiation.  The  radiological  health  laboratory  is  a 
series  of  experiments  designed  to  familiarize  smdents  with 
the  most  important  categories  of  nuclear  deteaion  apparams 
and  techniques  of  measurement.  Doctors  desiring  further 
information  may  write  to  the  Associate  Dean,  New  York 
University  Post-Graduate  Medical  School,  550  First  Avenue, 
New  York  16. 

Dermatology,  Houston,  November  12. — ^The  University 
of  Texas  Postgraduate  School  of  Medicine  will  present  a 
seminar  on  dermatopathology  November  12  in  the  audi- 
torium of  the  University  of  Texas  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute.  It  is  designed  for  pathologists 
and  dermatologists  interested  in  the  histopathologic  changes 
of  various  skin  disorders.  It  will  be  built  around  sets  of 
slides  which  will  be  mailed  to  the  participants  in  advance 
for  individual  smdy  and  diagnosis.  Dr.  Elson  B.  Helwig 
and  Dr.  J.  Leslie  Smith  will  act  as  moderators  for  the 
presentation  of  the  cases  and  the  discussion.  The  seminar 
will  be  restricted  to  100  participants;  registration  will  close 
October  12.  For  further  details,  those  interested  may 
write  the  Office  of  the  Dean,  The  University  of  Texas 
Postgraduate  School  of  Medicine,  410  Jesse  Jones  Library 
Building,  Texas  Medical  Center,  Houston  25. 

Ophthalmic  Plastic  Surgery,  New  York  City,  November 
16-20. — A course  on  ophthalmic  plastic  surgery  for  special- 
ists will  be  offered  by  the  New  York  University  Post- 
Graduate  Medical  School  in  New  York  City.  It  covers  the 
essentials  of  ophthalmic  plastic  surgery  for  the  practicing 
ophthalmologist.  Special  emphasis  is  laid  on  the  more  com- 
mon fundamental  procedures  peculiar  to  lid  surgery.  Those 
interested  in  further  information  may  write  to  the  Office 
of  the  Associate  Dean,  New  York  University  Post-Graduate 
Medical  School,  550  First  Avenue,  New  York  I6. 

Arthritis  and  Related  Disorders,  New  York  City,  Novem- 
ber 9-13. — This  course  on  arthritis  and  related  disorders, 
sponsored  by  the  New  York  University  Post-Graduate  Medi- 
cal School  in  New  York  City,  is  planned  for  the  general 
praaitioner  who  requires  a basic  knowledge  of  the  field 
of  arthritis  and  related  disorders.  Clinic  and  bedside  teach- 
ing will  be  stressed.  For  additional  information,  those  in- 
terested may  write  the  Office  of  the  Associate  Dean,  New 
York  University  Post-Graduate  Medical  School,  550  First 
Avenue,  New  York  16. 

Internal  Medicine,  Washington,  D.  C.,  September-Octo- 
ber. — The  first  postgraduate  course  in  selected  topics  in 
internal  medicine  will  be  given  September  28-October  2 
at  the  Georgetown  University  School  of  Medicine,  Wash- 
ington, D.  C.,  by  the  American  College  of  Physicians.  The 
second  course  on  this  subject  will  be  given  October  5-7. 
Fees  for  members  of  the  college  will  be  $60  and  for  non- 
members, $80. 


Foreign  Physicians  Training  in  U.  S. 

Foreign  physicians  in  training  in  the  United  States  during 
1958-1959  increased  10  per  cent  over  the  previous  year 
and  65  per  cent  over  5 years  earlier,  the  Instimte  of  Inter- 
national Education  reports.  A total  of  8,392  doctors  from 
91  countries,  the  largest  number  from  the  Far  East,  were 
in  training  in  United  States  hospitals  (6,068  as  residents 
and  2,324  as  interns). 

A total  of  3,765  foreign  smdents  in  United  States  uni- 
versities were  studying  medical  sciences,  and  286  foreign 
faculty  members  were  teaching  medicine  in  this  country. 
United  States  faculty  members  teaching  or  conducting  re- 
search abroad  included  124  in  medicine. 


768 


TEXAS  State  Journal  of  Medicine,  SEPTEMBER,  1959 


Medical  Students'  Day 
At  Southwestern  Medical  School 

Medical  Students’  Day  at  the  University  of  Texas  South- 
western Medical  School  at  Dallas  was  presented  Thursday, 
September  10,  in  Dallas  by  the  Texas  Medical  Association 
and  the  Dallas  County  Medical  Association. 

Dr.  Glenn  D.  Carlson  of  Dallas,  member  of  the  Council 
on  Public  Relations  and  Public  Service  of  the  Texas  Medi- 
cal Association,  presided  over  the  afternoon  program.  Dr. 
Floyd  A.  Norman,  Dallas,  president,  Dallas  County  Medi- 
cal Society,  presided  over  the  dinner  meeting  during  the 
evening. 

The  program  consisted  of  the  following  presentations: 
"Socio-Economic  and  Public  Relations  Considerations  in 
Medical  Practice,”  C.  Lincoln  Williston,  Austin,  Executive 
Secretary,  Texas  Medical  Association;  "Your  Practice  and 
Public  Opinion,”  Dr.  Thomas  L.  Royce,  Houston,  Council 
on  Public  Relations  and  Public  Service,  Texas  Medical 
Association;  "Serving  the  Doctors  of  Texas,”  Donald  M. 
Anderson,  Austin,  Assistant  Executive  Secretary,  Texas 
Medical  Association;  "The  Business  Side  of  Your  Practice,” 
Dr.  Everett  C.  Eox,  Dallas,  Dallas  County  Medical  Society; 
"Legal  Aspects  of  Medical  Practice,”  Philip  R.  Overton, 
Austin,  General  Counsel,  Texas  Medical  Association. 

Other  speakers  included  Michael  L.  Einerty,  El  Paso,  stu- 
dent at  Southwestern  Medical  School,  and  Dr.  Frank  Har- 
rison, Dallas,  associate  dean  of  Southwestern  Medical 
School.  Dr.  R.  Mayo  Tenery  of  Waxahachie,  Councilor, 
District  14,  Texas  Medical  Association,  spoke  at  the  dinner 
on  "Medical  Ethics  and  Medical  Etiquette;  Obligations  of 
the  Physician  to  His  Colleagues  and  to  the  Profession.” 


New  Nursing  Schools  Approved 
By  Vocational  Nurse  Examiners 

Pour  new  nursing  schools  were  approved  by  the  Texas 
Board  of  Vocational  Nurse  Examiners  at  its  August  meet- 
ing, bringing  to  a total  of  103  vocational  nurse  training 
programs  active  in  the  state. 

Also,  at  the  August  statewide  examination  434  candi- 
dates passed  and  were  issued  Vocational  Nurse  Licenses. 
There  were  50  approved  vocational  nurse  training  pro- 
grams represented  in  the  August  examination.  A recent 
report  from  the  National  League  for  Nursing  reflects  that 
during  the  1957-1958  academic  year,  Texas  graduated  1,236 
vocational  nurses.  This  is  the  greatest  number  of  practical 
nurses  trained  by  any  of  the  states,  and  is  10  per  cent  of 
the  national  total. 


Medical  Research  Foundation 
Gives  $52,500  to  Texas  Schools 

A total  of  152,500  has  been  awarded  to  the  five  medical 
and  dental  schools  in  Texas  in  the  past  17  months.  The 
schools  recently  were  given  unrestricted  research  grants  of 
35,500  each. 

The  foundation  develpoed  out  of  the  recognition  that 
a major  problem  facing  the  medical  and  dental  schools  of 
Texas  is  the  inadequate  support  Texans  give  to  basic  medi- 
cal research  in  their  own  Texas  medical  institutions.  The 
fund  raising  effort  of  the  foundation  has  been  limited  to 
appeals  to  individuals  and  corporations  who,  in  the  interest 
of  public  service  to  Texas,  find  it  feasible  to  help  sustain 


the  foundation’s  program  through  either  research  or  ad- 
ministration grants. 

Joint  application  with  the  National  Pund  for  Medical 
Education’s  Research  Program  for  inclusion  in  the  fall 
campaign  has  been  made  to  several  United  Pund  and  Com- 
munity Chests  in  Texas,  the  foundation  reports. 


DRUG  NOTES 

Dangerous  Drug  Act 
Becomes  Effective  August  1 1 

"Texas  Dangerous  Drug  Law,"  which  was  passed  by  the 
fifty-sixth  Texas  Legislature,  became  effective  August  11. 
This  state  law  supplements  and  complements  already  exist- 
ing federal  law  and  gives  powers  to  state  agencies  where 
little  or  none  previously  existed. 

The  prescribing  physician,  among  others,  is  included  in 
the  basic  responsibility  for  preventing  the  improper  dis- 
tribution of  dangerous  drugs. 

The  term  "dangerous  drug”  is  carefully  defined  by  the 
law.  However,  to  simplify,  any  drug  bearing  the  "prescrip- 
tion legend”  according  to  the  law  is  a dangerous  drug. 
"Prescription  legend”  drug  labels  bear  the  statement: 
"Caution:  Federal  law  prohibits  dispensing  without  pre- 
scription.” Practically  speaking  this  includes  just  about  every 
item  in  the  average  prescription  department. 

The  state  law  as  well  as  the  previously  existing  federal 
law  expressly  prohibits  the  refilling  of  any  prescription 
for  "dangerous  drugs”  without  the  consent  of  the  prescriber. 
This  means  that  the  physician  now  will  receive  increasing 
numbers  of  phone  calls  for  such  consent.  Many  of  these 
phone  calls  and  much  time  will  be  saved  by  the  physician, 
pharmacist,  and  the  patient  if  refill  directions  are  designated 
at  the  time  of  the  writing  or  phoning  of  the  original  pre- 
scription. In  this  connection,  it  is  well  to  keep  in  mind  that 
the  pharmacist  is  making  the  call  at  the  request  of  the 
patient.  The  pharmacist,  like  the  physician,  does  not  want 
to  increase  his  phone  time  either. 

The  patient  who,  in  the  past,  has  obtained  his  refill  in 
a relatively  short  time  cannot  understand  any  question  or 
delay  concerning  the  refill.  In  fact  the  lay  public  is  so 
accustomed  to  self-medication  practices  that  many  feel  that 
this  legislation  is  unjust  and  vigorously  resent  such  regula- 
tion. Many  persons  are  still  of  the  opinion  that  self- 
medication  is  an  American  prerogative.  Ultimately  behind 
this  is  the  fear  that  the  new  simation  will  cost  them  more 
money.  This  is  the  true  motivation  for  their  irritation. 
Right  or  wrong,  justified  or  not,  physicians  must  recog- 
nize the  situation  as  it  exists  and  attempt  to  lubricate  all 
points  of  friction. 

Basically  the  nature  of  people  is  difficult  to  change.  Us- 
ually they  will  not  request  a refill  until  after  the  last  dose 
is  taken.  This  again  is  a monetary  motivation  in  the  hope 
that  the  refill  will  not  be  needed.  People  do  not  like  to 
spend  money  for  something  they  do  not  want.  Prescriptions 
and  medical  services  fit  into  this  unique  category. 

'The  last  dose  of  medication  invariably  seems  to  be 
taken  in  the  evening,  after  office  hours  or  Samrday  after- 
noons and  on  Sundays.  Indeed,  at  times,  it  appears  to  the 
pharmacist  that  they  purposely  wait  until  these  times  to 
request  refills  in  the  hope  that  he  will  refill  the  prescription 
without  the  physician’s  knowledge.  (Again  the  patient 
desires  to  avoid  an  additional  service  charge.)  These  are 
occasions  when  the  physician  least  wants  to  be  dismrbed 
and  when  he  is  the  most  difficult  to  locate.  Patients  are 
not  accustomed  to  the  necessary  delay.  They  have  waited 
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until  the  last  minute  and  in  their  mind  an  emergency 
exists.  They  want  the  medication  immediately,  if  not  soon- 
er. Whether  the  patient  is  right  or  wrong,  justified  or 
not,  better  relationships  will  be  maintained  during  this 
educational  transition  period  if  these  attitudes  are  faced, 
recognized,  and  considered.  People  will  learn  but  it  will 
take  time. 

There  have  been  instances  when  some  physicians  have 
become  critical  and  dismrbed  when  phoned  concerning 
refills.  Much  of  this  criticism  has  been  misdirected  since 
those  doing  the  phoning  were  those  who  were  attempting 
to  abide  by  the  federal  law  which  has  been  in  existence 
for  some  time.  Also,  these  have  been  the  ones  abiding  by 
refill  designations.  Those  pharmacists  from  whom  physi- 
cians have  never  had  a phone  call  and  yet  received  pre- 
scriptions were  the  ones  guilty  of  refilling  without  authori- 
zation and  ignoring  refill  designations.  Now,  it  comes 
under  the  tongue  of  good  report  that  the  state  law  will  be 
strictly  enforced.  Those  not  phoning  before  will  have  to 
phone  now.  The  physician  is  at  liberty  to  report  violations. 

Physicians  are  involved  directly  with  several  portions  of 
the  new  state  law.  The  practitioner  must  meet  certain  label- 
ing requirements  in  dispensing  medication  in  the  course  of 
his  practice.  This  includes  even  the  giving  away  of  samples 
which  carry  the  prescription  legend.  The  labels  shall  include 
the  name  and  address  of  the  physician,  the  directions  for 
the  use  of  the  drug,  and  the  name  and  address  of  the 
patient.  It  is  illegal  for  any  person  to  have  "dangerous 
drugs”  in  his  possession  unless  properly  obtained  and 
properly  labeled. 

Practitioners  also  are  required  by  this  law  to  inventory 
all  of  their  stocks  of  barbimrates  or  other  hypnotic  drugs  as 
well  as  those  drugs  set  forth  in  section  2 (a)  (2),  as  of 
August  11,  1959,  and  to  retain  this  record  for  a period  of 
2 years.  Furthermore,  they  are  required  to  retain  each 
commercial  record  relating  to  such  drugs  and  to  create  and 
maintain  a perpetual  record  of  purchases. 

The  physician’s  pharmacist  can  help  in  determining  those 
drugs  involved.  Generally,  the  list  will  incude:  all  straight 
barbiturates  (not  combined  with  drugs  having  other  thera- 
peutic activity);  all  chloral,  paraldehyde,  bromural,  and 
trional  preparations;  hypnotics  including  the  unsaturated 
alcohols  such  as  Dormison,  Placidyl,  Ultran;  all  ampheta- 
mines and  desoxyephedrine  preparations  or  compounds  or 
mixtures  of  this  sort  (except  nasal  preparations,  and  others, 
unfit  for  internal  use) . These  records  shall  be  available 
for  inspection  and  copying  by  state  officers.  These  officers 
also  have  the  authority  to  make  inventory  checks  of  these 
drugs. 

Violations  of  the  provisions  of  this  act  may  bring  up  to 
$3,000  in  fines  or  up  to  and  including  2 years  in  prison 
or  even  up  to  10  years  with  a second  violation. 

It  may  be  of  interest  to  note  that  the  present  pharmacy 
law  defines  substitution  as  the  act  of  dispensing  a drug 
or  a brand  of  drug  other  than  that  which  is  ordered  or 
prescribed  without  the  express  consent  of  the  prescriber. 
Substitution  must  be  reported  before  it  can  be  eliminated. 

— Herbert  Schwartz,  M.S.,  Austin. 


GENERAL  INTEREST 

Personals 

Dr.  Truman  G.  Blocker,  Jr.,  and  his  wife.  Dr.  Virginia 
Blocker,  and  their  son,  Galveston,  spent  much  of  the  sum- 
mer in  Europe,  where  Dr.  Blocker  visited  plastic  surgery 
services  and  burn  centers  in  Leningrad  and  Moscow.  He 
also  attended  in  London  the  International  Society  of  Plastic 
Surgeons  meeting,  July  13-17,  at  which  he  presided  as 
chairman  of  the  section  on  burns. 

Several  physicians  and  their  wives  have  become  recent 
parents.  They  are  Dr.  and  Mrs.  J.  E.  Kreisle  of  Austin,  who 
have  a new  son,  William  Holder;  Dr.  and  Mrs.  Bradford 
Hardie  of  El  Paso,  who  have  a little  girl  born  on  June  24; 
Dr.  and  Mrs.  Ben  Z.  Taber  of  El  Paso,  who  have  a daugh- 
ter born  on  June  16;  and  Dr.  and  Mrs.  P.  J.  Pediga 
of  Denton,  who  have  a son  who  was  born  August  5. 

June  weddings  in  physicians’  families  include  the  follow- 
ing: The  daughter  of  Dr.  and  Mrs.  Maurice  Spearman,  El 
Paso,  Jacquelyn,  married  Wickliffe  Pickett  Curtis,  son  of 
Dr.  a:nd  Mrs.  Wickliffe  R.  Curtis  of  El  Paso;  Linda  Hart, 
daughter  of  Dr.  and  Mrs.  Maynard  Hart,  El  Paso,  married 
Lt.  John  Page  Kemp,  Jr.,  of  El  Paso;  Sandra  Robbins, 
daughter  of  Dr.  and  Mrs.  J.  B.  Robbins,  El  Paso,  married 
Robert  Sidney  Harris  of  El  Paso;  Bettie  Sommers  Vaughan, 
daughter  of  Dr.  and  Mrs.  Winston  Hunter  Vaughan  of  El 
Paso,  married  Donald  Ray  Nance  of  El  Paso;  Travis  Hartley 
Bennett,  son  of  Dr.  and  Mrs.  J.  Travis  Bennett,  El  Paso, 
married  Lois  Ann  Miller  of  Pueblo,  Colo. 

Dr.  Willard  R.  Cooke  and  Dr.  H.  Reid  Robinson  have 
been  appointed  as  professors  emeritus  in  the  Department  of 
Obstetrics  and  Gynecology  at  the  University  of  Texas  Medi- 
cal Branch,  Galveston,  effective  September  1. 

Dr.  E.  E.  Muirhead  of  Dallas  has  been  named  director 
of  laboratories  for  the  Woman’s  Hospital  and  professor  of 
clinical  pathology  at  Wayne  State  University  College  of 
Medicine  in  Detroit. 

Dr.  Thomas  J.  McElhenney,  Austin,  was  presented  with 
the  traditional  Hawaiian  lei  of  friendship  by  Miss  Aloha 
Rotary  and  Duke  Kahanamoku,  Honolulu  Rotarian,  in 
Honolulu  in  August  when  he  attended  an  international 
meeting  of  Rotarians. 

At  the  recent  meeting  of  the  American  Proctologic  So- 
ciety in  Atlantic  City,  Dr.  Curtice  Rosser  of  Dallas  was 
elected  to  honorary  fellowship  in  the  society. 

Dr.  Arild  Hansen,  professor  of  pediatrics  at  the  Uni- 
versity of  Texas  School  of  Medicine,  Galveston,  recently  was 
honored  by  the  American  Heart  Association  by  the  disting- 
uished service  award. 

Dr.  J.  Edward  Johnson  has  been  named  president  of  the 
Austin-Travis  County  Heart  Association  for  the  coming 
year.  Dr.  Douglas  Terry  is  vice-president.  Dr.  Virgil  B. 
Lawlis  is  immediate  past  president.  All  these  physicians 
reside  in  Austin. 

Dr.  William  James  McGanity,  formerly  of  Nashville, 
Tenn.,  has  been  appointed  professor  and  chairman  of  the 
Department  of  Obstetrics  and  Gynecology  of  the  University 
of  Texas  Medical  Branch  at  Galveston  effective  January  1, 
i960.  He  has  been  appointed  as  visiting  professor  of  ob- 
stetrics and  gynecology  effective  September  1.  Dr.  McGanity 
will  succeed  Dr.  Garth  Jarvis,  who  will  continue  as  profes- 
sor in  the  department. 

Dr.  John  W.  Fisher,  Dallas  gastroenterologist,  is  sched- 
uled to  appear  in  a segment  of  "Championship  Bridge,”  a 
filmed  television  series  scheduled  to  begin  in  October  on 
ABC-TV,  the  AMA  News  reports.  Dr.  Fisher  is  the  first 
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physician  to  win  the  title  of  national  master’s  open  cham- 
pion in  the  American  Contract  Bridge  League  and  is  author 
of  a four  part  article  on  bridge  in  the  AM  A News. 

Dr.  James  N.  Walker  of  Fort  Worth  returned  recently 
from  a 6 weeks  European  trip  with  the  Texas  Boys’  Choir. 

Cooke  Wilson  Kelsey,  16  year  old  son  of  Dr.  and  Mrs. 
Mavis  P.  Kelsey  of  Houston,  was  killed  in  an  automobile 
accident  early  the  morning  of  August  8. 

Dr.  May  Owen,  President-Elect  of  the  Texas  Medical 
Association,  was  honored  in  the  August  22  issue  of  the 
Journal  of  the  American  Medical  Association  as  being  the 
first  woman  to  have  ever  held  this  office. 


Two  Volunteer  Pilots  Selected 
For  30  Day  Simulated  Space  Flight 

Volunteer  Air  Force  pilots  have  been  carefully  screened 
and  a group  selected  from  which  two  men  will  be  drawn 
for  the  first  United  States  experiment  in  long-term  simu- 
lated space  flight,  reports  Lt.  Col.  George  R.  Steinkamp, 
chief  of  the  Department  of  Astronecology  for  the  Air 
Force’s  School  of  Aviation  Medicine  at  San  AntoniO’. 

Plans  are  being  made  to  confine  two  of  the  volunteers 
in  a space  cabin  simulator  for  a period  of  30  days.  The 
simulator,  a 7-ton  device  8 feet  high  and  12  feet  long,  is 
now  90  per  cent  completed  at  Minneapolis-Honeywell’s 
Aeronautical  Division  plant  in  Minneapolis.  It  is  scheduled 
for  delivery  to  the  school  at  Brooks  Air  Force  Base  by  the 
end  of  September. 

As  soon  as  the  equipment  is  thoroughly  tested  and 
operators  are  trained  in  its  use,  the  first  30  day  experiment 
will  be  conducted  to  record  psychological  and  physiological 
stresses  on  men  in  space.  The  astronauts  will  breathe  and 
rebreathe  the  same  air  and  drink  and  redrink  the  same 
water.  Urine  and  all  other  forms  of  waste  water  are  purified 
by  a Honeywell  developed  process,  which  includes  chemical 
treatment,  filtering,  superheating,  freezing,  and  final  fil- 
tering through  activated  carbon. 

As  a result  of  these  developments,  the  astronauts  will 
find  all  of  their  human  needs  satisfied  within  the  confines 
of  the  capsule.  Their  isolation  from  the  world  will  be  vir- 
tually complete. 


Future  of  Atomic  Energy 
Told  in  Progress  Reports 

Publication  of  "Progress  in  Atomic  Energy,’’  volume  1 of 
the  proceedings  of  the  United  Nations  sponsored  second 
Geneva  Conference  on  the  Peaceful  Uses  of  Atomic  En- 
ergy, is  now  completed. 

Highlight  of  the  book  is  the  section  titled,  "The  Future 
of  Nuclear  Power,”  where  36  internationally  known  au- 
thorities from  22  nations  outline  their  country’s  future 
nuclear  programs.  In  addition,  volume  1 also  contains  the 
complete  program  for  the  entire  conference,  a section  of  24 
papers  from  various  countries  on  the  supply  and  training 
of  technical  personnel,  a section  of  six  papers  dealing  with 
the  development  of  international  collaboration  in  atomic 
energy,  and  a section  of  six  paper's  on  key  aspects  of  atomic 
energy  presented  as  evening  lectures  by  some  of  the  world’s 
foremost  authorities. 

Volume  1,  containing  525  pages,  218  illustrations,  and 
162  charts  and  graphs  is  priced  at  $12.50.  Those  interested 
may  write  to  the  United  Nations,  Sales  Seaion  (Atomic 
Energy),  New  York. 


Team  Work  Proves  Successful 
In  Obtaining  New  El  Paso  Hospital 

Team  work  is  solving  a health  problem  in  El  Paso,  re- 
ports the  El  Paso  County  Society. 

For  many  years,  the  El  Paso  General  Hospital  was  far 
behind  most  modern  hospitals.  The  average  patient  stay  was 
far  too  long;  extra  tax  funds,  borrowed  repeatedly  in  des- 
peration, barely  plugged  deficit  holds.  All  three  Texas 
medical  schools  refused  to  authorize  internship  training 
there.  And,  despite  the  tripling  population,  not  a single 
bed  had  been  added  since  1932,  according  to  the  August  1 
issue  of  the  Journal  of  the  American  Medical  Association. 

In  July  of  this  year,  however,  plans  were  started  for  a 
new  hospital,  which  will  be  built  next  year.  It  will  cost 
between  $4,000,000  and  $5,000,000,  and  will  be  double 
the  size  of  the  present  facility  by  1962. 

Last  yeai;,  the  El  Paso  County  Medical  Society  realized 
that  it  had  to  get  the  voters’  understanding  of  a critical 
health  problem  which  had  been  brought  to  the  attention 
of  the  community  and  the  energetic  physicians. 

For  many  years  the  hospital  had  been  in  trouble.  Osten- 
sibly a county  facility  for  indigent  patients,  it  had  had  to 
turn  to  the  city  of  El  Paso  in  recent  years  for  enough 
money  to  manage  even  marginal  operation.  Even  then,  the 
funds  appropriated  lagged  far  behind  the  rising  costs  and 
increased  patient  loads. 

The  first  action  of  the  El  Paso  County  Society  was  to 
form  a fact-finding  commission  with  community  repre- 
sentation, to  find  out  what  might  be  done  about  the 
hospital.  After  months  of  study,  the  commission  recom- 
mended that  a hospital  district  take  over  operation,  main- 
tenance, and  expansion. 

Since  creation  of  such  a district  ■ required  a successful 
referendum,  the  medical  society’s  next  action  was  to  help 
form  a citizen’s  committee  for  the  hospital  district.  In 
doing  so,  it  enlisted  the  aid  of  as  many  local  organizations 
as  possible,  in  an  effort  to  insure  widespread  support. 

The  citizen’s  committee  conducted  an  educational  cam- 
paign based  on  two  themes — that  the  hospital  district  was 
the  most  economical  way  to  raise  the  necessary  operating 
funds,  and  that  all  district  residents,  as  well  as  indigent 
persons,  would  automatically  be  taken  to  El  Paso  General 
if  they  required  emergency  treatment. 

All  avenues  of  communication  were  used  to  promote  the 
district  idea.  Background  material  was  prepared  for  speeches 
and  news  stories,  telephone  committees  reached  19,000 
property  owners,  social  and  civic  clubs  were  taken  on  tours 
of  the  hospital,  and  speakers  were  provided  for  organiza- 
tional programs.  A major  publicity  effort  w^  handled  by 
the  society’s  woman’s  auxiliary,  which  addressed  two  sets 
of  postal  card  advertisements  to  a total  of  48,000  people. 

The  effort  was  a success.  Voters  last  November  approved 
the  creation  of  a taxing  district  for  El  Paso  General  and 
supplemented  it  with  an  eight-to-one  approval  last  April 
of  a $3,700,000  bond  issue  for  new  construction.  Hospital 
officials  are  preparing  this  month  to  apply  for  an  estimated 
fl  ,500,000  more  in  Hill-Burton  matching  funds. 


Greoter  Insurance  Coverage  in  1958 

A total  of  $4,700,000  in  benefits  was  paid  by  Voluntary 
Health  Insurance  to  insured  Americans  in  1958  to  help 
meet  the  costs  of  hospital  and  medical  care  and  to  replace 
income  lost  through  disability. 

At  the  end  of  1958,  there  were  123,038,000  persons 
protected  against  the  cost  of  hospital  care,  over  1,500,000 
more  persons  than  were  so  protected  at  the  end  of  1957. 
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Hospital  Association 
To  Move  to  Austin 

The  Texas  Hospital  Association  has  been  authorized  by 
its  board  of  trustees  to  move  its  headquarters  building 
from  Dallas  to  Austin.  The  trustees  unanimously  voted  on 
this  move  at  their  June  20  meeting. 

It  was  the  considered  opinion  of  the  board  that  in  fumre 
years  the  THA  headquarters  office  will  be  able  to  serve 
the  membership  more  effeaively  by  being  located  in  the 
capital  city. 

The  point  was  emphasized  that  the  removal  of  THA’s 
offices  from  the  Blue  Cross-Blue  Shield  building  does  not 
in  any  way  lessen  the  degree  of  close  cooperation  and  har- 
mony that  always  has  existed  between  Blue  Cross-Blue 
Shield  and  the  Texas  Hospital  Association.  The  reason  for 
the  move  was  for  the  Association  to  be  near  the  state  head- 
quarters offices  with  which  it  is  connected.  Also,  the  legal 
counsel  is  located  in  Austin.  • 


Rehabilitation  of  Asthmatic  Children 
Emphasized  in  Film  Available  to  Doctors 

"The  Hidden  Fear,’’  a new  16  mm.  motion  picmre  about 
a successful  rehabilitation  program  for  asthmatic  children, 
is  now  available  for  showing  to  medical  and  lay  groups 
throughout  the  country. 

The  film,  which  runs  about  15  minutes,  shows  the  re- 
habilitation program  developed  by  Dr.  Merle  S.  Scherr, 
chief  of  the  allergy  section.  Charleston  Memorial  Hospital, 
Charleston,  W.  Va.  It  may  be  obtained  for  showing  under 
medical  auspices  to  professional  or  lay  groups.  Requests 
for  a print  of  the  film  should  be  addressed  to  George 
Rohrmann,  Film  Department,  Warner-Chilcott  Laboratories, 
Morris  Plains,  N.  J. 


Physician  to  Be  Honored  on  Stamp 

A United  States  postage  stamp  to  be  issued  in  December 
will  honor  Dr.  Ephraim  McDowell  of  Kentucky,  who  150 
years  ago  on  Christmas  Day  performed  the  world’s  first 
successful  scientific  abdominal  operation. 

The  McDowell  stamp,  one  of  the  series  of  "famous 
Americans,”  was  authorized  following  a campaign  by  the 
Kentucky  State  Medical  Association,  American  Medical 
Association,  and  16  other  national,  regional,  and  state 
medical  groups. 


Physicians  and  Pharmacists  Code 
To  Be  Drafted  by  Spring 

An  outline  for  a professional  code  between  physicians 
and  pharmacists  has  been  approved  at  a joint  meeting  of 
members  of  the  liaison  subcommittees  of  the  boards  of 
councilors  of  the  Texas  Medical  Asscxiation  and  the  Texas 
Pharmaceutical  Association. 

The  code  will  be  drafted  from  the  outline  by  Max 
Roesch,  executive  director,  Texas  Pharmaceutical  Associa- 
tion, and  Donald  M.  Anderson,  assistant  executive  secre- 
tary, Texas  Medical  Association,  and  will  be  presented  to 
the  group  at  a spring  meeting.  It  will  include  the  profes- 
sional, business,  and  social  relationships  of  these  two 
groups. 
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Texas  Rehabilitation  Center 
Continues  to  Serve  Texans 

The  Texas  Rehabilitation  Center  of  Gonzales  Warm 
Springs  Foundation,  saved  by  timely  loans  from  a virmal 
shutdown  this  summer  for  financial  reasons,  is  continuing 
to  serve  the  severely  disabled  population  of  the  state. 

Without  curtailing  medical  services,  the  center  has  dosed 
some  of  its  wards  until  such  time  as  its  financial  position 
warrants  their  reopening.  In  the  meantime,  public  support 
in  the  same  degree  the  center  has  received  during  the  past 
12  months  will  be  essential  for  the  operation  to  continue 
on  the  present  level,  officials  of  the  center  say. 

As  a matter  of  policy,  the  center  accepts  only  patients 
who  are  referred  there  by  a doctor  not  associated  with  the 
hospital,  and  on  discharge  all  patients  are  referred  back 
to  the  referring  doctor.  Patients  are  admitted  only  if  it 
can  be  determined  that  the  center’s  program  can  help  them. 
Frequent  progress  reports  are  mailed  to  the  referring  doctor. 

During  the  past  year  the  center  has  provided  the  fol- 
lowing breakdown  of  services;  patients  treated,  1,613;  in- 
patient days,  23,076;  physical  therapy  procedures,  64,609; 
occupational  therapy  prcxedures,  13,063;  periods  of  speech 
therapy,  2,331;  clinical  tests,  2,669;  rehabilitation  nursing 
procedures,  6,434;  medications  dispensed,  148,513;  x-ray 
exposures,  3,055;  laboratory  examinations,  3,334;  new  ap- 
pliances constructed  by  the  brace  and  corset  shop,  3,789; 
and  repairs  to  old  appliances,  3,718. 

Other  services  include  examinations  and  treatments  by 
dental  clinic,  1,298;  interviews  by  psychological  and  social 
services,  821;  vocational  assessments,  323;  psychological 
evaluations,  309;  physical  therapy  and  occupational  therapy 
students  instructed,  42;  resident  physicians,  2. 

Only  about  20  per  cent  of  the  patients  treated  during 
the  year  were  afflicted  by  polio.  The  others  were  disabled 
from  accidents  (mainly  automobile),  strokes,  arthritis, 
cerebral  palsy,  multiple  sclerosis,  muscular  dystrophy,  and 
other  paralyzing  diseases.  Ages  ranged  from  a few  months 
to  past  80. 

More  than  $330,000  were  expended  for  free  services  to 
patients  without  adequate  resources  of  their  own.  No  pa- 
tient who  could  be  helped  was  mrned  away  for  lack  of 
funds. 

Recent  surveys  show  that  the  need  for  rehabilitation 
services  continues  to  be  great  and  that  there  is  an  appalling 
shortage  of  adequate  facilities  to  take  care  of  the  needs. 
Texas,  in  fact,  lags  far  behind  nearly  every  other  state  in 
the  Union  in  its  services  to  the  physically  handicapped, 
particularly  those  with  serious  disabilities,  center  officials 
report. 

The  Texas  Rehabilitation  Center  offers  its  staff  and 
resources  to  bring  programs  on  its  facilities  and  services 
and  on  physical  medicine  generally  to  local  medical  soci- 
eties. Inquiries  should  be  addressed  to  the  medical  director, 
P.  O.  Box  58,  Gonzales. 

Help  on  Crippled  Children  Offered 

A guide  to  sources  of  care  and  treatment  of  crippled 
children  has  been  made  available  in  a 32  page  booklet  "You 
Are  Not  Alone”  by  the  National  Society  for  Crippled  Chil- 
dren and  Adults.  The  fourth  in  a series  of  publications 
designed  to  help  parents  of  crippled  children,  the  booklet 
outlines  the  many  types  of  assistance  through  professional 
persons,  voluntary  agencies,  and  federal  services  which  are 
available  to  help  the  physically  handicapped. 

Other  booklets  in  the  series  relate  to  the  "why”  of  being 
handicapped,  play  by  handicapped  children,  and  stuttering. 
All  booklets  are  available  at  25  cents  per  copy  from  the 
society,  2023  West  Ogden  Avenue,  Chicago  12. 
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Texas  Cancer  Society  Selected 
For  Largest  Medical  Study 

The  Texas  Division  of  the  American  Cancer  Society  was 
selected  as  one  of  20  divisions  to  participate  in  the  largest 
medical  statistical  smdy  ever  attempted  in  America  to  dis- 
cover why  some  people  may  be  more  likely  to  get  cancer 
than  others. 

The  survey,  which  will  involve  more  than  1,000,000 
Americans,  will  take  6 years  to  complete.  It  was  approved 
by  the  society’s  national  board  of  directors  at  its  June 
meeting  in  Boston.  It  is  the  first  such  large  scale  family 
prospective  study  ever  undertaken  and  will  be  conducted 
with  the  assistance  of  50,000  trained  society  volunteers.  In 
Texas,  a total  estimated  5,000  volunteers  will  handle 
the  field  work  necessary  to  interview  all  members  of  some 
45,000  Texas  families. 

Under  direction  of  Dr.  E.  Cuyler  Hammond,  American 
Cancer  Society  Director  of  Statistical  Research,  the  study 
will  probe  the  effect  of  environment  on  cancer  and  will 
attempt  to  learn  more  about  symptoms  of  the  disease  to 
help  improve  early  detection.  The  objectives  are  to  test 
many  theories  about  the  cause  of  cancer  as  well  as  to 
clarify  certain  known  facts;  to  find  out  what  percentage  of 
the  public  has  undiagnosed  cancer;  to  find  out  whether 
those  who  have  cancer  have  had  certain  symptoms  or  think 
they  have  had  them,  or  whether  they  have  developed  the 
disease  with  no  apparent  symptoms;  and  to  find  out  how 
frequently  the  patient  may  be  responsible  for  delay  in 
seeking  diagnosis  and  treatment. 


Polish  Institute  Asks  for  Books,  Journals 

The  Polish  Institute  of  Arts  and  Sciences  in  America  has 
issued  a call  to  all  American  medical  groups,  colleges,  hos- 
pitals, and  physicians  to  contribute  new  and  used  medical 
textbooks,  reference  books,  and  journals  to  medical  schools 
and  teaching  hospitals. 

Individuals  and  organizations  are  invited  to  send  books 
and  journals,  prepaid  postage,  express  or  freight,  to 
Maryan  Chodacki,  Polish  Institute  of  Arts  and  Sciences  in 
America,  145  East  53rd  Street,  New  York  22.  Individuals 
and  groups  with  contributions  but  without  funds  to  pay 
shipping  costs  to  New  York  should  write  to  Mr.  Chodacki. 


USSR  Dactors  Have  Few  Worries, 

Russian  Reveals  at  World  Conference 

The  director  of  a Russian  medical  institute  told  those  at- 
tending the  second  World  Conference  of  Medical  Educa- 
tion in  New  York,  September  3,  that  doctors  in  the  USSR 
have  few  worries  because  the  state  takes  care  of  every- 
thing. 

"In  the  USSR  improvement  in  doctors’  professional  skill 
is  a matter  of  national  importance,”  said  Professor  Z.  1. 
Yanushkevichius,  director  of  the  Kaunas  Medical  Institute, 
Kaunas,  Russia.  "The  state  budget  bears  the  whole  expense 
connected  with  the  maintenance  of  the  advanced  training 
instimtes  for  doctors,  medical  instimtes  and  local  facilities.” 

Professor  Yanushkevichius  was  one  of  more  than  125 
speakers  from  51  foreign  countries  appearing  on  the  medi- 
cal education  program.  The  conference,  sponsored  by  the 
World  Medical  Association,  is  a medium  for  the  free  ex- 
change of  scientific  information  and  experience  between 
countries. 


Health  Coverage  for  Oldsters 
Offered  After  Texas  Study 

For  the  month  of  October  only,  Texans  aged  65  years 
and  older  may  apply  for  individual  or  family  coverage 
through  Blue  Cross-Blue  Shield  of  Texas.  Three  versions 
of  the  "300  Service”  plus  a special  service  at  a somewhat 
lower  cost  will  be  available  to  Texans  in  good  health  who 
are  not  able  to  obtain  health  protection  through  an  em- 
ployed group. 

Blue  Cross-Blue  Shield  service  has  been  available  here- 
tofore to  younger  persons  on  a nongroup  basis,  and  many 
doctors  and  hospitals  have  had  literature  on  this  service  in 
their  offices  and  waiting  rooms.  With  the  new  services, 
this  literamre  should  be  discarded  and  new  material  or- 
dered, Blue  Cross  authorities  point  out.  Order  cards  are 
being  sent  to  each  member  of  the  Texas  Medical  Associa- 
tion. 

There  are  already  72,000  Texans  aged  65  and  over  who 
are  protected  by  Blue  Cross-Blue  Shield  of  Texas.  They 
were  enrolled  through  established  procedures  and  include 
group  retirees  and  others  who  joined  through  various  types 
of  enrollment.  All  have  been  permitted  to  retain  their  pro- 
tection regardless  of  the  age  they  attain.  The  present  cam- 
paign to  make  available  coverage  to  all  oldsters  in  good 
health  is  a further  answer  to  a problem  which  has  become 
critical  because  it  has  become  political.  Blue  Cross-Blue 
Shield  officials  explain. 

Recent  Interest  in  Problem 

The  medical  profession  has  long  been  concerned  with 
good  health  for  persons  past  65  years  of  age.  As  geriatrics, 
this  particular  field  increasingly  has  come  to  the  attention 
of  doctors  everywhere.  One  reason  is  the  contribution  which 
the  medical  profession  has  made  to  greater  life  expectancy 
of  Americans. 

Advances  in  life  span  have  been  made  without  much 
concern  about  the  ability  of  the  older  age  group  to  pay 
for  health  care.  Recently,  however,  some  of  the  legislators 
in  Washington  have  become  greatly  concerned  over  the 
issue  of  prepaid  health  protection  for  Americans  over  age 
65.  H.B.  4700  (amendments  to  the  social  security  act  intro- 
duced by  Aime  Forand  of  Rhode  Island ) , which  was  the 
subject  of  extended  hearings  during  the  current  session  of 
Congress,  would  provide  health  care  payments  for  a large 
segment  of  older  persons  eligible  to  receive  social  security 
benefits.  In  voicing  its  opposition  to  such  legislation,  the 
medical  profession  expressed  its  interest  in  finding  positive 
answers  that  can  be  applied  by  voluntary  methods  as  an 
alternative  to  government  legislation  and  control. 

Blue  Cross-Blue  Shield  invites  the  physicians  of  Texas 
to  promote  good  prepaid  health  protection  by  telling  their 
patients  of  the  special  offerings  available  during  October 
without  limitation  as  to  age.  These  plans  will  be  available 
throughout  the  year  to  Texans  in  good  health  under  age  65. 


Cancer,  Heart  Disease  Cause  Most  Deaths 

The  cardiovascular-renal  diseases  and  cancer — the  two 
great  killers  of  American  people — accounted  for  75  per 
cent  of  the  500,000,000  paid  out  in  death  claims  last  year 
by  the  Metropolitan  Life  Insurance  Company. 

Accidental  deaths  accounted  for  the  next  largest  amount 
of  claims;  more  than  half  of  these  were  for  fatalities  in 
motor  vehicle  accidents. 
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Board  of  Examiners  in  Basic  Sciences 
Sets  October  12-13  for  Examination 

The  Texas  State  Board  of  Examiners  in  the  Basic  Sciences 
has  set  October  12-13  as  the  date  of  its  next  examina- 
tion. Details  as  to  time  and  place  may  be  obtained  by 
writing  to  the  Chief  Clerk,  Texas  State  Board  of  Examiners 
in  the  Basic  Sciences,  201  East  I4th  Street,  Austin. 

Applications  for  the  April  examinations  will  not  be 
accepted  after  October  1,  1959,  and  all  necessary  informa- 
tion and  documents  required  by  the  Board  of  examinees 
must  be  completed  and  in  the  applicant’s  file  by  that  date. 
Those  interested  in  participating  in  this  examination  should 
act  immediately. 

Papers  Solicited  for  French  Phlebology  Congress 

Communications  dealing  with  venous  stasis,  venous  affec- 
tions of  the  lower  limbs,  and  the  sclerosing  method  in  its 
extravascular  applications  are  being  accepted  for  the  Inter- 
national Congress  of  Phlebology  to  be  held  May  6-8,  I960, 
at  Chambery,  France.  Inquiries  may  be  addressed  to  one 
of  the  secretaries.  Dr.  S.  Bourgeois,  8 Boulevard  de  Theatre, 
Chambery,  Savoie,  France. 


Diagnosis  and  Reasons  for  Visits 
Have  Been  Compiled  for  1958 

A summary  report,  “One  Hundred  Leading  Diagnoses 
and  Reasons  for  Visits”  has  been  compiled  by  the  National 
Disease  and  Therapeutic  Index  during  the  past  year  and 
now  is  available  on  request.  Based  on  patient  visits  and 
not  upon  individual  diagnoses,  the  report  shows  the  per- 
centage of  total  patient  visits  for  the  various  diagnoses. 

Heading  the  list  was  16.75  per  cent  for  special  condi- 
tions, examinations,  prophylactic  inoculations  and  vaccina- 
tions, and  medical  and  surgical  aftercare.  Diseases  of  the 
respiratory  system  were  next  with  12.86  per  cent,  followed 
by  diseases  of  the  circulatory  system  with  8.27  per  cent  for 
the  full  year.  Gastrointestinal  diseases  tallied  5.19  per  cent 
trailed  closely  by  genito-urinary  diseases  at  4.77  per  cent. 

Requests  for  the  annual  report  should  be  addressed  to 
the  National  Disease  and  Therapeutic  Index,  8600  Pros- 
pect Avenue,  Philadelphia  18. 


Hospitals  in  the  United  States  Cared 
For  More  in  1958  Than  in  1957 

Hospitals  in  the  United  States  cared  for  700,000  more 
cases  last  year  than  in  1957,  the  American  Hospital  As- 
sociation reports. 

A total  of  23,697,000  hospital  admissions  was  reported 
in  1958,  as  compared  to  22,993,000  in  1957.  The  infor- 
mation was  compiled  from  questionnaires  received  from 
6,786  hospitals  in  the  United  States.  Births  reported  by  the 
hospitals  reached  an  all  time  high  of  3,742,000  babies  born 
in  1958.  Each  day  last  year  there  were  more  than  1,300,000 
patients  and  48,000  newborn  babies  in  hospitals. 

The  hospitals  reported  total  expenses  of  $7,133,493,000 
of  which  $4,660,191,000  was  for  payroll.  Patients  in  vol- 
unta.ry  short  term  hospitals  paid  an  average  of  $1.28  a day 
less  than  it  cost  to  care  for  them. 
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Prevention  Industrial  Health  Concern 

Prevention  of  job  connected  injuries  and  diseases  as  well 
as  treatment  has  become  important  in  medical  programs  of 
businesses,  a study  by  the  National  Industrial  Conference 
Board  reveals.  The  study  included  242  United  States  and 
36  Canadian  firms. 

More  than  four-fifths  of  the  United  States  companies 
and  almost  nine-tenths  of  the  Canadian  group  require  pre- 
placement physical  examinations  of  every  prospective  em- 
ployee including  those  on  the  executive  level.  More  than 
four-fifths  also  give  periodic  examinations  either  to  all  or 
to  selected  groups  of  employees. 

More  than  three-fourths  of  the  United  States  firms  have 
eye  protection  programs  of  some  kind,  and  about  one-fourth 
have  instituted  programs  to  reduce  noise  in  their  plants 
and  to  check  hearing  loss. 

Only  10  of  the  responding  firms  employ  psychiatrists, 
but  a large  percentage  offer  counseling  service  designed  to 
help  the  employee  lead  a better  adjusted  life.  Among  199 
of  the  United  States  and  Canadian  firms  participating  in 
the  study  which  have  industrial  hygiene  programs,  about 
three-fourths  make  the  medical  department  responsible  for 
them. 

Size  of  the  firm,  its  type  of  business,  and  attitude  of  top 
management  toward  investment  of  funds  in  a health  pro- 
gram affect  the  scope  of  medical  departments,  the  study 
shows,  but  another  influence  is  the  differing  philosophy 
of  doctors  and  often  of  company  managements  as  to  what  a 
preventive  health  program  can  include  without  putting  the 
company  in  the  position  of  practicing  medicine. 

Fact'ors  in  High  Cost  of  Health  Care  Cited 

Past  head  of  the  American  Hospital  Association,  Ray  E. 
Brown,  attributes  the  rising  cost  of  the  hospital  bill  to 
more  babies,  more  old  people,  city  living,  accidents,  work- 
ing wives,  and  smaller  homes. 

In  a recent  article  Mr.  Brown  reports  that  the  number 
of  children  per  family  increased  from  2.4  to  3 consequently 
increasing  the  percentage  of  births  in  the  hospitals.  In 
the  over  65  age  group  he  states  that  by  1975  there  will  be 
a 52  per  cent  boost  in  the  number  of  people  of  this  age. 
Persons  over  65  use  about  three  times  more  hospital  care 
than  younger  people. 

City  dwellers  and  the  constantly  increasing  level  of  edu- 
cation have  much  to  do  with  more  people  using  hospital 
care  more  readily.  Prepaid  health  insurance  such  as  Blue 
Cross-Blue  Shield  has  done  much  to  remove  the  financial 
barrier.  More  than  123,000,000  Americans  now  carry  some 
kind  of  hospitalization  insurance,  Mr.  Brown  emphasizes. 
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Bibliography  of  Respiratory  Viruses 

The  following  bibliography  on  respiratory  viruses  has 
been  compiled  for  the  physician’s  use.  All  of  the  references 
may  be  obtained  from  the  Memorial  Library  of  the  Texas 
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Dr.  S.  M.  Hardt,  Bastrop,  190  journals  and  2 books. 

Dr.  David  R.  Womack,  Austin,  54  journals. 

Dr.  Georgia  Legett,  Austin,  24  journals. 

Mrs.  C.  H.  Miears,  Austin,  410  journals  and  90  books. 
Dr.  B.  O.  White,  Austin,  12  journals. 

Dr.  William  P.  Ball,  Cleburne,  40  journals  and  157 
books. 

Dr.  Raleigh  R.  Ross,  Austin,  6 books  and  1 instrument 
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Book  Notes 

Centaur 

Felix  Marti-Ibanez,  M.D.,  Professor  and  Director  of  the 
Department  of  the  History  of  Medicine,  New  York  Medical 
College;  Editor-in-Chief  of  MD  Medical  Newsmagazine.  714 
pages.  $6.  New  York.  MD  Publications,  1958. 

During  wartime  periods  people  forget  ethics,  rationaliza- 
tion, morals,  and  history;  however,  during  peacetimes  when 
more  leisure  is  available  for  thought  we  again  turn  to  the 
pleasant  occupation  of  reading,  thinking,  and  exploring  the 
mind  of  man.  During  the  last  few  years  we  have  been 
having  a peaceful  existence,  and  many  articles  on  medical 
history  and  ethics  have  come  from  medical  authors.  His- 
torical subjects  seem  to  have  reader  appeal  since  editors  are 
inclined  to  use  them  more  and  more. 

We  have  lost  many  great  historians  during  the  last  half 
century  such  as  Sir  William  Osier,  "Billy”  Welch,  Max 
Neuburger,  Karl  Sudhoff,  Fielding  H.  Garrison,  Henry  E. 
Sigerist,  Cecilia  C.  Mettler,  Logan  Clendening,  Howard  W. 
Haggard,  Victor  Robinson,  Sir  D’Arcy  Power,  and  Harvey 
Cushing.  To  take  their  place  we  have  Charles  Singer,  Wal- 
ter Pagel,  John  Fulton,  Douglas  Guthrie,  Donald  O’Malley, 
A.  Pazzini,  Ilza  Veith,  K.  J.  Franklin,  Louis  Chavois,  A. 
Dickson  Wright,  and  recently  a Spanish  gentleman  trans- 
planted to  New  York,  Dr.  Felix  Marti-Ibanez.  Dr.  Matd- 
Ibanez  received  his  M.D.  from  the  University  of  Madrid 
and  has  practiced  psychiatry,  although  his  true  love,  by  his 


own  admission,  has  always  been  medical  history.  The  suc- 
cess of  Dr.  Marti-Ibanez  as  editor  of  M.  D.  Medical  News- 
magazine has  been  phenomenal  during  the  last  3 years. 
This  magazine,  which  is  subsidized  by  medical  advertise- 
ments, is  beautifully  printed  with  many  illustrations  and 
gives  a historical  slant  to  present  day  medicine.  This  mag- 
azine is  much  enjoyed  by  me  and  my  friends  and  I am 
sure  by  most  of  the  medical  profession  in  the  United  States. 

From  the  fertile  mind  of  Dr.  Marti-Ibanez  has  come  66 
essays  on  medical  history.  These  essays  cover  all  the  fields 
of  medicine  from  "Aesculapius  in  the  Kitchen”  to  "The 
Spirit  of  American  Medicine.”  They  have  been  published 
in  book  form  under  the  title  of  "Centaur”  or  "Essays  on 
the  History  of  Medical  Ideas.”  These  articles  are  all  well 
written  and  easily  read.  The  scope  of  the  book  is  universal 
in  time  and  space.  This  is  a book  to  keep  by  the  bedside 
to  read  at  leisure  like  Sir  Thomas  Browne’s  "Religio  Med- 
ici,” Burton’s  "Anatomy  of  Melancholy,”  or  Sir  William 
Osier’s  "Aequanimitas.”  The  book  is  also  very  enjoyable 
to  have  on  a trip  as  I had  the  pleasure  first  to  see  it.  Read- 
ing these  essays  will  give  the  busy  physician  a wealth  of 
information  and  also  inspiration  to  perform  the  "daily 
task”  in  a better  manner.  I would  recommend  it  for  all 
practitioners  of  "The  Art”  and  also  suggest  that  it  would 
make  an  exceptionally  nice  gift  from  one  physician  to  an- 
other. The  print  and  binding  are  excellent. 

— William  M.  Crawford,  M.D.,  Fort  Worth. 
Fracture  Surgery 

Henry  Milch,  M.D.,  Emeritus  Attending  and  Consulting: 
Orthopedic  Surgeon,  Hospital  for  Joint  Diseases,  New  York; 
Robert  Austin  Milch,  M.D.,  Assistant  Resident  Surgeon„ 
Peter  Bent  Brigham  Hospital,  Boston;  and  Herbert  D. 
DUBOVSKY,  M.D.,  Direaor  of  Anesthesiology,  Easton  Hos- 
pital, Easton,  Pa.  470  pages.  $17.50.  New  York,  Paul  B. 
Hoeber,  Inc.,  1959. 

The  authors  state  in  the  preface  that  the  book  is  par- 
ticularly planned  for  the  "medical  smdent  and  the  surgical 
house  officer,  those  at  the  beginning  of  their  study  of  frac- 
tures.” However,  the  volume  lacks  the  clear,  simple,  and 
concise  approach  so  desirable  in  any  work  aimed  at  this 
particular  group.  It  is  the  feeling  of  the  reviewer  that  much 
of  the  discussion  is  somewhat  too  scholarly  and  of  a more 
advanced  nature  than  would  appeal  to  this  neophyte  group. 
Some  of  the  discussion  presupposes  a basic  background  and 
understanding  of  fracmre  problems  which  would  not  be 
possessed  by  this  group. 

The  authors  belittle  the  importance  of  clinical  diagnostic 
criteria  and  analysis  of  causative  mechanisms  in  fractures, 
claiming  that  this  has  been  superseded  by  the  use  of  the 
roentgen  ray.  While  the  experienced  fracture  surgeon  may 
be  able  to  evaluate  this  philosophy  in  its  proper  perspective, 
the  inexperienced  man  may  be  easily  misled  into  overlook- 
ing some  of  the  serious  soft  tissue  injuries  that  may  be  only 
remotely  suggested  by  a benign  appearing  roentgenogram. 

The  methods  of  treatment  advocated  by  the  authors 
would  be  generally  accepted  by  the  majority  of  the  men 
doing  fracture  surgery  with  one  outstanding  exception. 
That  is  the  use  of  a miniature  Thomas  ring  type  of  splint 
for  treatment  of  fracmres  of  the  phalanges  by  traaion  in 
extension  "where  there  is  no  displacement  of  the  fragments 
and  simple  immobilization  is  all  that  is  necessary.”  The 
great  majority  of  hand  surgeons  vigorously  denounce  the 
practice  of  placing  injured  fingers  in  the  position  of  trac- 
tion in  extension  because  of  the  obvious  danger  of  subse- 
quent capsular  and  ligament  contracture  resulting  in  a 
hand  stiffened  in  a position  of  nonfunction. 

This  book  may  be  useful  as  a supplemental  reference. 

— G.  S.  Ahern,  M.D.,  Corpus  Christi. 
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Coccidioidomycosis 

Marshall  J.  Fiese,  M.D.,  F.A.C.P..  Director  of  Health 
Services,  Fresno  State  College;  Clinical  Instruaor  in  Medicine, 
Stanford  University  School  of  Medicine.  253  pages.  $9.50. 
Springfield,  111.,  Charles  C Thomas,  1958. 

As  Dr.  Charles  E.  Smith  points  out  in  the  foreword,  Dr. 
Fiese  presents  a very  complete  and  valuable  summary  of 
our  knowledge  of  coccidioidomycosis.  He  writes  in  a man- 
ner which  is  easy  to  read  and  yet  is  authoritative  and  com- 
plete in  every  detail. 

The  history  of  the  disease  is  presented  in  an  enlighten- 
ing manner  and  is  enjoyable  reading.  For  those  interested 
in  the  bacteriology  of  the  fungus  detailed  procedures  are 
outlined.  It  is  emphasized  that  those  who  handle  Coccidi- 
oides  are  susceptible  to  laboratory  infeaions,  and  cases  of 
such  infections  are  described.  The  technique  of  handling 
the  fungus  is  carefully  presented  so  that  such  infections  may 
be  avoided.  This  part  of  the  book  is  extremely  important 
for  those  who  are  handling  such  culmres  and  particularly 
Coccidioides. 

Treatment  is  described  but  it  is  pointed  out  that  medical 
therapy  is  at  present  unsatisfactory. 

Finally  there  is  an  excellent  complete  bibliography  in 
chronological  order. 

This  book  is  interesting  reading  for  not  only  the  physi- 
cian with  a casual  interest  in  coccidioidomycosis,  but  those 
interested  in  the  laboratory  studies  of  the  fungus  and  finally 
a complete  review  for  those  whose  interest  lies  in  this  field. 
It  is  a "must"  for  all  medical  libraries. 

— Jack  A.  Bernard,  M.D.,  El  Paso. 

Anatomy  for  Surgeons 

W.  Henry  Hollinshead,  Ph.D.,  Professor  of  Anatomy, 
Mayo  Foundation,  University  of  Minnesota;  Head  of  the  Sec- 
tion of  Anatomy,  Mayo  Clinic,  Rochester,  Minn.  901  pages. 
$23.50.  New  York.  Paul  B.  Hoeber,  1958. 

This  book  is  organized  in  such  a way  that  it  is  easily 
read  and  therefore  serves  as  a review  of  anatomical  facts 
and  concepts  as  well  as  a reference.  Each  part  is  presented 
with  all  of  the  anatomy,  such  as  muscles,  nerves,  and  blood 
vessels,  of  that  region.  I found  that  this  grouping  of  the 
regional  anatomy  was  easier  to  use  than  the  usual  textbook 
arrangement  of  the  nervous  system  in  one  part,  blood  sys- 
tem in  another  chapter,  and  so  forth. 

The  NA  terminology  is  used  almost  throughout  the  book, 
which  makes  for  easy  readability.  The  references  are  ade- 
quate to  present  controversial  concepts,  but  not  superfluous. 

The  author  demonstrates  an  excellent  mode  of  presenta- 
tion of  diagrammatic  illustrations  that  are  well  used  for 
simplification  of  the  text.  This  text  is  highly  recommended 
to  surgeons,  orthopedists,  and  graduate  and  undergraduate 
students. 

— Elliott  B.  Hay,  M.D.,  Houston. 

Heredity  of  the  Blood  Groups 

Alexander  S.  Wiener,  M.D.,  Senior  Baaeriologist  (Serol- 
ogy) to  the  Office  of  the  Chief  Medical  Examiner  of  New 
York  City;  Assistant  Professor,  Department  of  Forensic  Medi- 
cine, New  York  University  Postgraduate  Medical  School;  and 
Irving  B.  Wexler,  M.D.,  Associate  Pediatrician,  Jewish 
Hospital  of  Brooklyn;  Assistant  Clinical  Professor  of  Pediatrics, 
State  University  of  New  York,  College  of  Medicine  at  New 
York  City.  ed.  1.  150  pages.  $6.  New  York  and  London, 
Grune  & Stratton,  1958. 

This  is  a book  that  pleads  for  strict  discipline  on  the 
part  of  the  workers  in  the  field  of  blood  groups.  The 
preface  and  introduction  are  particularly  valuable  and 
should  be  read  by  all  physicians  who  use  blood  as  a thera- 
peutic agent.  Fundamental  principles  are  given,  and  as  the 


authors  state,  if  these  are  mastered,  the  entire  field  of 
blood  groups  will  become  simpler.  Definitions  are  given 
in  understandable  terms  and  are  valuable  to  the  worker  in 
this  field. 

This  book  is  relatively  small  and  concise  and  consists  of 
approximately  150  pages.  There  are  12  chapters  that  deal 
with  the  various  blood  groups  and  systems  in  great  detail. 
It  will  serve  as  an  excellent  reference  text  for  such  things 
as  the  A-B-O  blood  groups  and  Lewis  types,  the  M-N-S 
system,  the  P system,  and  the  Rh-Hr  system.  It  is  unex- 
celled for  its  conciseness  in  the  literamre  today.  A typical 
chapter  workup  on  blood  groups  usually  includes  serology, 
gene  frequency  analysis,  family  studies,  subgroups,  nomen- 
clature, population  smdies,  and  other  complexities. 

In  addition  to  this,  there  is  an  excellent  bibliography  of 
265  references  which  will  be  of  value  to  anyone  who  wishes 
to  read  the  original  articles. 

As  mentioned  earlier,  all  physicians  should  read  the 
preface  and  introduction.  The  specialist  in  the  field  of 
blood  groups  will  value  the  information  in  the  remaining 
chapters. 

— Lloyd  R.  Hershberger,  M.D.,  San  Angelo. 

Surgery  of  the  Sympathetic  Nervous  System 

Sir  James  Paterson  Ross,  LL.D.,  M.S.,  F.R.C.S.,  F.A.C.S.. 
Director  of  Surgical  Professorial  Unit,  St.  Bartholomew’s  Hos- 
pital, London,  ed.  3.  170  pages.  $8.  London,  Bailliere,  Ten- 
dall  and  Cox,  1958. 

The  Anatomy  of  the  Nervous  System, 

Its  Development  and  Function 

Stephen  Walter  Ranson,  M.D.,  Ph.D.,  Late  Professor  of 
Neurology  and  Director  of  Neurological  Institute,  Northwest- 
ern University  Medical  School,  Chicago;  revised  by  SAM 
Lillard  Clark,  M.D.,  Ph.D.,  Professor  and  Chairman  of 
Anatomy,  Vanderbilt  University  School  of  Medicine,  Nashville, 
ed.  10.  622  pages.  Philadelphia  and  London,  W.  B.  Saunders 
Co.,  1959. 

This  volume  was  first  published  in  1920  as  a funda- 
mental textbook  in . the  anatomy  of  the  central  nervous 
system.  New  additions  have  appeared  approximately  every 
4 to  6 years  since  that  time.  The  ninth  edition  was  copy- 
righted in  1953.  The  changes  made  in  the  tenth  edition  are 
minimal  and  not  fundamental.  A few  of  the  drawings  have 
been  changed,  mostly  for  the  better.  The  drawings  of  the 
sagittal  section  of  the  lower  spine  and  those  showing  the 
nerves  of  the  carotid  body,  carotid  sinus,  and  aortic  arch 
are  improved.  An  oblique  view  of  the  brain  stem  to  show 
the  cranial  nerves  has  been  added. 

The  description  of  the  blood  supply  of  the  spinal  cord 
has  been  moved  from  the  chapter  concerning  gross  anatomy 
of  the  nervous  system  to  the  chapter  concerning  blood  sup- 
ply. There  have  been  other  minor  rearrangements  as  well. 
The  chapter  on  the  cerebellum  contains  two  new  paragraphs 
on  the  adaptation  to  electrical  responses  obtained  in  the 
cerebellum  after  auditory  and  after  visual  stimuli.  Other 
minor  additions  appear,  such  as  the  estimation  of  the  neu- 
rons in  the  cerebrum  of  a shrew  and  an  estimate  of  the 
number  of  neurons  in  the  human  cortex  (7,000  million). 

Though  the  changes  between  the  ninth  and  tenth  editions 
are  minimal,  the  printing  and  reproduction  of  diagrams  in 
the  tenth  edition  appear  to  be  slightly  superior  to  the  ninth. 
The  book  is  bound  attractively.  Also  the  volume  remains 
an  excellent  fundamental  text  for  the  teaching  of  neuro- 
anatomy to  medical  students.  However,  the  apparent  differ- 
ence between  the  ninth  and  tenth  editions  is  so  little  that 
owners  of  the  ninth  will  probably  not  be  eager  to  purchase 
the  tenth. 

— Edmund  M.  Fountain,  M.D.,  Houston. 
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Clinical  Neurology 

Israel  S.  Wechsler,  M.D.,  Consulting  Neurologist,  Mount 
Sinci  Hospital,  New  York.  ed.  8,  782  pages.  SlI.  Philadelphia 
and  London,  W.  B.  Saunders  Co.,  1958. 

The  value  of  this  textbook  of  neurology,  written  by  an 
eminent  clinician,  lies  in  its  fulfillment  of  the  purpose  indi- 
cated in  the  preface:  "It  seems  to  me  exceedingly  important, 
now  that  neurology  is  being  so  greatly  enriched  experiment- 
ally, to  bear  in  mind  that  sound  clinical  observation  and 
accurate  diagnostic  correlation  of  signs  and  symptoms  will 
ever  continue  to  be  the  basis  of  the  scientific  practice  of 
neurology.” 

The  aspiring  student  of  neurology,  be  he  generalist  or 
specialist,  would  do  well  to  study,  again  and  again,  the 
entire  contents  of  this  concise  volume.  It  is  replete  with 
terse  descriptions  of  the  gamut  of  neurologic  disorders, 
written  in  a style  deceptively  simple,  yet  containing  a 
wealth  of  information. 

Treatment  for  the  most  part  is  up  to  date;  for  instance, 
the  use  of  penicillin  in  neurosyphilis  is  amply  presented. 
Isoniazid  is  mentioned  in  the  treatment  of  tuberculous  men- 
ingitis. But,  it  might  be  given  greater  emphasis,  especially 
its  early  use  with  the  need  to  supplement  it  with  cortico- 
steroid drugs  when  serious  complications  threaten.  Cortico- 
steroids, in  fact,  are  mentioned  only  briefly  and  for  rela- 
tively uncommon  conditions;  more  important  indications  for 
their  use  include  disseminated  encephalitis  and  neuritis 
(sporadic  or  following  infections  or  inoculations)  and  other 
"neurcallergic”  states.  There  is  abundant  material  on  epi- 
lepsy, but  some  of  it  is  disarranged;  the  distinction  of  petit 
mal  from  minor  temporal  automatisms,  important  as  it  is 
from  the  viewpoint  of  treatment,  is  not  clearly  brought  out. 
More  attention  also  could  be  paid  to  the  syndromes  of  par- 
tial obstruction  of  the  major  cerebral  arteries. 

The  criticisms  that  could  be  raised  regarding  individual 
points  such  as  these  are  minor  compared  with  the  wealth  of 
accurate  detail  which  is  to  be  found  particularly  in  the 
descriptions  of  clinical  entities.  This  is  an  excellent  reference 
book  for  the  quick  answers  on  neurologic  matters  that  are 
needed  in  medical  practice. 

— Paul  M.  Levin,  M.D.,  Dallas. 

Surgery  of  the  Sympathetic  Nervous  System 

Professor  Sir  James  Paterson  Ross,  K.C.V.O.,  LL.D., 
M.S.,  F.R.C.S.,  F.R.A.C.S.,  F.A.C.S.,  Director  of  The  Surgi- 
cal Professorial  Unit,  St.  Bartholomew’s  Hospital,  London, 
ed.  3.  170  pages.  $8.  London,  Bailliere,  Tindall  and  Cox, 
1958. 

The  author  of  this  book  presents  a practical  outline  of 
the  anatomy  and  physiology  of  the  sympathetic  nervous 
system  and  its  relationship  to  the  surgical  treatment  of 
disease.  It  presents  his  means  of  selection  of  typical  cases 
for  sympathectomy,  including  the  tests  for  local  effect  of 
temperature  on  the  blood  vessels,  the  influence  of  body 
temperature  upon  peripheral  vessels,  temporary  paralysis  of 
the  sympathetic  nerves  by  means  of  local  anesthetic  drugs, 
and  measurement  of  blood  flow  by  means  of  a piethysmo- 
graph.  Vascular  disorders  treated  by  sympathectomy, 
Reynaud's  disease,  acrocyanosis,  perniosis,  erythrocyanosis 
frigida,  and  obliterative  arteritis  are  presented  with 
clinical  history,  tests,  and  reports  of  surgical  results.  The 
author  presents  the  surgical  technique  used  in  the  treatment 
of  his  cases.  He  gives  an  explanation  of  the  etiology  of 
causalgia  as  well  as  its  treatment  which  is  helpful  in  the 
understanding  and  care  of  these  patients. 

This  book  is  of  greatest  value  for  its  conciseness  and 
representative  cases  and  their  clinical  results. 

— Richard  D.  Price,  M.D.,  San  Antonio. 


Principles  of  Urology 

Meredith  F.  Campbell,  M.D.,  F.A.C.S.,  Emeritus  Professor 
of  Urology,  New  York  University;  Lecturer  in  Urology,  Uni- 
versity of  Miami  School  of  Medicine.  622  pages.  S9.50.  Phila- 
delphia and  London,  W.  B.  Saunders  Co.,  1957. 

Once  again,  Campbell  has  met  the  challenge  of  the  era, 
in  concisely  condensing  present  day  elementary  urology  into 
600  well  written  pages.  I say  this  because  of  the  recom- 
mendations of  the  American  Board  of  Urology  and  the 
response  of  the  professors  of  urology  in  our  leading  medical 
schools  to  organize  better  the  undergraduate  training  in 
urology,  better  to  prepare  physicians  for  entering  accredited 
urological  residencies,  and  in  general,  to  raise  the  standards 
of  practice  in  medical  and  surgical  urology. 

As  intended  from  its  inception,  Campbell’s  textbook  is 
designed  with  a twofold  purpose:  to  provide  the  broad 
fundamentals  of  urology  for  instruction  of  the  medical  stu- 
dent and  to  serve  as  a practical  guide  for  any  general  prac- 
titioner as  he  encounters  urological  problems. 

Dr.  Campbell  has  divided  the  14  chapters  into  orderly 
and  logical  sequence:  correlating  urological  signs  and  symp- 
toms, the  art  and  value  of  the  history  and  physical  examina- 
tion, pertinent  laboratory  data,  the  applied  anatomy,  em- 
bryology, anomalies  and  physiology  of  the  urogenital  tract, 
infections,  obstructions,  neuromuscular  diseases,  injuries, 
tumors,  calculus  diseases,  the  adrenal,  and  a special  chapter 
on  female  urology.  He  also  has  introduced  two  features  of 
recognized  and  accepted  pedagogy,  namely,  an  introductory 
chapter  on  semantics,  word  usage  in  urology,  and  a syllabus 
of  common  urologic  terms.  In  closing,  he  has  added  a 
questionnaire  section  with  page  reference  to  the  answers. 
To  the  practicing  clinicians  who  lose  their  academic  inclina- 
tions away  from  teaching  centers,  it  is  unfortunately  cus- 
tomary to  become  more  complacent  as  we  reap  the  benefits 
of  many  years’  toil.  I challenge  such  physicians  periodically 
to  refresh  themselves  by  taking  this  quiz. 

I not  only  recommend  Campbell’s  "Principles  of  Urology” 
as  an  ideal  text  book  for  instruction  and  reference  in  the 
clinical  years  of  medical  school,  internship,  and  residency, 
but  urge  general  practitioners  and  nonurological  specialists 
to  utilize  it  in  their  reference  library. 

Finally,  I should  like  to  thank  Dr.  Campbell  for  contin- 
uing to  disseminate  his  knowledge,  experience,  and  love  of 
his  profession.  No  longer  is  the  urologist  the  "off-shoot” 
of  the  general  surgeon,  the  "half-baked”  internist,  or  the 
frustrated  radiologist.  He  has  become  proficient  in  all  three 
as  related  to  the  urinary  tract  and  male  reproductive  tract; 
he  recognizes  his  limitations,  and  he  strives  for  excellence 
therein. 

— Richard  H.  Harrison,  III,  M.D.,  Bryan. 

The  PraeUce  of  Sanitation 

Edward  Scott  Hopkins,  Instructor,  McCoy  College,  Johns 
Hopkins  University;  Consulting  Sanitary  Engineer,  and  WIL- 
mer  Henry  Schulze,  Assistant  Commissioner  of  Health, 
Sanitary  Section,  Baltimore  City  Health  Department,  ed.  3, 
487  pages.  $8.  Baltimore,  Williams  and  Wilkins  Company, 
1958. 

Sanitation  may  be  defined  as  the  control  of  those  factors 
of  the  environment  affecting  public  health.  This  text  has 
been  developed  as  a guide  for  the  training  of  physicians, 
sanitarians,  nurses,  and  students  in  sanitary  engineering. 
The  pertinent  facts  comprising  sanitation  practice  as  it  is 
today  in  the  United  States  are  as  far  as  possible  brought 
together  in  one  volume.  Needs  stressed  are  improved  water 
supplies;  additional  sewerage  systems;  better  refuse  collec- 
tion and  disposal  facilities;  and  more  adequate  control  of 
milk,  food,  and  drink. 
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Geographic  Ophthalmology 

William  John  Holmes,  M.D..  Attending  Ophthalmologist, 
St.  Francis  Hospital,  Territorial  Hospital,  Hale  Mohalu,  and 
Kalaupapa  Settlement;  Formerly  Professor  of  Ophthalmology, 
Christian  Medical  College,  Vellore,  India.  293  pages.  §8.50. 
Springfield,  111.,  Charles  C Thomas,  1959. 

This  book  is  well  made;  the  print  is  large  and  distinct; 
the  pictures  are  good  and  plentiful;  the  bibliography  is 
ample. 

Edited  by  Holmes,  there  are  chapters  on  "Progress  of 
Ophthalmology”;  "Blindness  in  India”;  "Ocular  Affections 
of  Malaria”;  "Leprosy”;  "Onchocerciasis”;  "Trachoma”; 
"Non-Trachomotous  Conjunctivitis”;  "Phlyctenular  Conjunc- 
tivitis”; "Corneal  Ulcers”;  "Zerophthalmia”;  "Westerniza- 
tion of  the  Oriental  Eye”;  "Pterygium”;  "Anterior  Cham- 
ber Surgery  and  Half-Corneal  Incisions”;  "Penetrating 
Keratoplasty”;  "Cataracts”;  "Solar  Chorioretinal  Burns”; 
and  "Orbital  Rodent  Ulcers.”  The  book,  admittedly  limited, 
discusses  these  conditions  as  influenced  by  the  geography 
of  Asia,  Africa,  and  Australia.  Apparently  none  of  the 
authors  were  born  in  the  United  States. 

Holmes  suggests  a method  of  simultaneous  worldwide  re- 
search on  a given  subject.  Thoroughly  and  interestingly  he 
writes  the  chapter  on  that  wonderful  disease,  leprosy,  giving 
the  latest  treatments  and  calling  attention  to  the  very  dif- 
ferent manifestations  in  various  geographic  locations.  United 
States  oculists  will  hardly  agree  that  "superficial  punctate 
keratitis  is  considered  pathognomonic  of  the  disease.” 

Sato  of  Japan  gives  the  techniques  for  anterior  chamber 
surgery  and  half-corneal  incisions  and  discusses  the  surgery 
of  myopia.  Ocampo  of  the  Philippines  in  his  chapter  on 
nontrachomatous  conjunctivitis,  decries  the  lack  of  uniform- 
ity of  ophthalmic  terms. 

Ching  of  Hong  Kong  advocates  office  cataract  extraction 
without  hospitalization,  a procedure  practiced  successfully 
by  Bruns  of  New  Orleans  40  years  ago.  Cataract  in  India 
is  considered  part  of  a general  nutritional  deficiency.  There 
is  an  enormous  amount  of  eye  work  in  India  awaiting 
ambitious,  young  oculists. 

Guka  of  India  reports  that  50  per  cent  of  malarial  pa- 
tients show  ocular  pathology,  a rate  unheard  of  in  the 
United  States. 

Phlyctenular  conjunctivitis  is  discussed  as  a tubercular 
manifestation.  Forst  of  Philadelphia  taught  that  it  could 
always  be  cured  by  elimination  of  too  much  sweets  in  the 
diet  and  the  local  use  of  powdered  calomel.  This  method 
has  never  failed  me. 

A unique  chapter  by  Sayoc  of  the  Philippines  deals  with 
westernizing  the  oriental  eye.  The  operation  has  become 
popular  with  oriental  women. 

Thus,  we  learn  that  in  Asia  and  Africa  the  economic 
and  social  problems  of  eye  diseases  are  largely  nutritional, 
while  in  the  United  States  they  revolve  about  lawsuits  and 
time  off  with  full  pay. 

— J.  J.  Horton,  M.D.,  Buda. 

Practical  Dermatology 

George  M.  Lewis,  M.D.,  F.A.C.P.,  Professor  of  Clinical 
Medicine  (Dermatology),  Cornell  University  Medical  College; 
Attending  Dermatologist,  The  New  York  Hospital,  ed.  2.  363 
pages.  §8.  Philadelphia  and  London,  W.  B.  Saunders  Com- 
pany. 1959. 

This  book  represents  a new  and  up-to-date  edition  of  a 
textbook  which  has  already  been  widely  used  by  several 
medical  schools  throughout  the  country  and  by  many  prac- 
titioners of  medicine.  The  book  is  designed  primarily  as  an 
aid  in  the  teaching  of  medical  smdents  and  as  a practical 
guide  for  the  general  practitioner  and  for  specialists  other 
than  dermatologists.  The  book  is  well  written  and  for  each 
disease  it  explains  the  pertinent  symptoms,  etiology,  path- 


ology, diagnosis,  and  treatment.  Considerable  space  is  given 
to  those  diseases  which  are  encountered  more  frequently 
while  in  most  cases  the  relatively  uncommon  ones  are  brief- 
ly discussed. 

An  attempt  is  made  by  the  author  to  relate  various  der- 
matological disorders  with  diseases  of  internal  origin.  Two 
chapters  of  the  text  are  used  exclusively  to  discuss  derma- 
tological therapy.  One  chapter  briefly  relates  the  basic 
sciences  to  the  field  of  clinical  dermatology.  An  adequate 
bibliography  is  presented  together  with  a helpful  index. 
Some  121  illustrations  of  good  quality  are  presented.  This 
book  is  highly  recommended  for  those  who  wish  an  intro- 
duction into  the  field  of  dermatology  or  who  wish  to  re- 
view this  general  subject. 

— Marvin  E.  Chernosky,  M.D.,  Houston. 

Medical  Biology  and  Etruscan  Origins; 

Ciba  Foundation  Symposium 

G.  E.  W.  WOLSTENHOLME,  M.B.,  B.Ch.  and  Cecilia  M. 
O’Connor,  B.Sc.  255  pages.  $9-50.  Boston,  Little,  Brown, 
and  Company,  1959- 

Therapeutic  Electricity 
And  Ultraviolet  Radiation 

Sidney  Light,  M.D..  Honorary  Member,  British  Association 
of  Physical  Medicine,  Danish  Society  of  Physical  Medicine, 
and  the  French  National  Society  of  Physical  Medicine,  vol.  4. 
373  pages.  §10.  New  Haven,  Conn.,  Elizabeth  Licht,  Publish- 
er. 1959. 

Nine  contributors  from  Yale,  The  Mayo  Foundation, 
Virginia,  New  York,  Russia,  and  England  serve  to  produce 
a fine  authoritative  text  on  the  two  physical  agents  named 
in  the  title  of  this  book. 

Its  373  pages  are  about  equally  divided  in  treating  each 
of  the  subjects. 

Electroshock  therapy  (EST),  cardiac  defibrillators,  and 
cardiac  pacemakers  are  treated  adequately  and  hold  the 
interest  of  both  the  internist  and  psychiatrist.  The  psychi- 
atrist, of  course,  is  interested  in  electric  stimulation  in  the 
various  myopathic  states  and  iontophoresis.  In  these  fields, 
the  chapters  are  rich  and  glowing  in  general,  as  well  as 
highly  technical  information. 

The  fifth  chapter,  from  Russian  sources,  concerns  the 
fascinating  neurohumoral  modus  operandi  in  electro  sleep 
therapy,  involving  phosphorylation  and  depressive  action  of 
cellular  oxidation.  Patients  suffering  from  neurasthenic 
neuroses  improve  considerably  after  15  to  20  such  sessions, 
Obrosow  states,  with  the  best  results  in  hallucinations,  para- 
noid and  catatonic  schizophrenia.  This  is  not  to  be  confused 
with  EST.  It  would  be  worth  while  for  others  to  explore 
this  simple  procedure  further. 

This  reviewer  contends  that  the  most  fascinating  chapter 
of  the  book  is  Dr.  Licht’s  history  of  ultraviolet  therapy.  In 
this  land  of  Texas  sunshine  perhaps  this  "free”  therapeutic 
agent  is  used  too  infrequently  or  inadvertently  remains  an 
"unknown”  prophylactic  of  many  unrecognized  disorders. 
Interestingly,  skin  tanning  by  ultraviolet  rays  with  the 
mercury  vapor  arc  is  grayer  than  that  from  the  carbon  arc, 
which  is  lighter  than  that  from  natural  sunlight. 

Actual  physics  involved  is  highly  technical  and  is  not 
for  the  casual  reader,  but  makes  for  completeness,  and  ren- 
ders the  little  volume  an  indispensable  reference  source. 

Bibliography  and  references  are  complete  and  extensive, 
and  no  hospital  or  clinic  interested  in  physical  medicine  can 
well  afford  to  be  without  this  fourth  volume  of  the  Physi- 
cal Medicine  Library  series  on  its  bookshelves. 

— John  J.  Bunting,  M.D.,  Houston. 
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Orr's  Operations  of  General  Surgery 

Higgins,  George,  M.D.,  F.A.C.S.,  Associate  Professor  of 
Surgery,  University  of  Kansas  School  of  Medicine;  Lecturer  in 
General  Surgery  and  Surgical  Technique,  University  of  Kansas 
City  School  of  Dentistry;  Chief  of  Surgical  Service,  Veterans 
Administration  Hospital,  Kansas  City,  Mo.,  and  Orr,  Thomas 
G.  Jr.,  M.D.,  F.A.C.S.  1016  pages,  ed.  3.  $20.  Philadelphia 
and  London,  W.  B.  Saunders  Company,  1958. 

In  general  this  book  is  a good  one  to  be  used  by  a man 
doing  all  types  of  surgery,  except  for  the  more  extensive 
procedures  in  the  surgical  specialties.  The  illustrations  are 
for  the  most  part  from  different  sources. 

The  section  on  the  digestive  system  is  good  with  fine 
illustrations  and  descriptions  of  techniques.  The  references 
for  the  most  part  are  ten  years  old  with  only  12  to  15 
articles  quoted  from  the  literature  since  1950  and  it  is  felt 
that  pediatric  surgery  is  incompletely  dealt  with. 

The  references  are  not  as  recent  as  one  would  like  in  a 
book  published  in  1958.  There  are  certain  parts  in  each 
section  that  are  incomplete,  however,  they  try  to  cover  a 
tremendous  amount  of  material  and  from  this  standpoint 
it  is  as  good  or  better  a book  than  any  I have  read. 

— Leonard  Coleman,  M.D.,  Navasota. 

Industrial  Carcinogens 

R.  E.  Eckardt,  M.D.,  Ph.D.,  F.A.C.P.,  Direaor,  Medical 
Research  Division,  Esso  Research  and  Engineering  Company, 
Linden,  N.  J.;  Associate  Clinical  Professor  of  Industrial  Medi- 
cine, New  York  University,  Postgraduate  Medical  School;  In- 
structor in  Medicine,  Cornell  University,  Medical  School.  164 
pages.  $6.50.  New  York  and  London,  Grune  & Stratton,  1959. 

An  excellent  concise  monograph  by  an  authority  on  occu- 
pational cancers,  the  book  has  brief  descriptions  of  diag- 
nosis, etiology,  frequency  and  treatment  of  CKCupational 
cancers  of  skin,  bladder,  and  respiratory  tract.  Industrial 
problems  and  their  prevention  with  asbestos,  chromates, 
nickel,  oils,  and  irradiation  are  discussed. 

One-third  of  the  book  is  devoted  to  a short  review  of 
experimental  work  and  the  difficulties  in  correlation  be- 
tween animal  carcinogens  and  humans.  This  insight  into 
the  difficulties  of  interpretation  of  experimental  work  is  a 
highly  valuable  part  of  the  book.  The  author  stresses  repeat- 
edly the  prolonged  years  of  exposure  necessary  to  develop 
an  occupational  cancer. 

In  my  opinion  this  book  is  essential  for  physicians  re- 
sponsible for  industrial  medical  care. 

— Charles  D.  Walther,  M.D.,  Port  Arthur. 

Elementary  Statistics;  With  Applications 
In  Medicine  and  the  Biological  Sciences 

Croxton,  Frederick  E.,  PhD.,  Professor  of  Statistics, 
Columbia  University.  376  pages.  $1.95.  New  York,  Dover 
Publications,  Inc.,  1953. 

This  is  a book  that  will  be  of  interest  to  social  scientists, 
psychologists,  geologists,  mathematicians,  physicists,  chemists, 
or  the  general  reader  interested  in  statistics.  It  begins  with 
definitions  of  fundamental  terms  and  concepts  and  gradually 
builds  up  to  the  establishment  of  all  fundamental  tech- 
niques and  methods  of  elementary  statistics. 

The  author,  assuming  only  a modest  knowledge  of  mathe- 
matics and  no  prior  knowledge  of  statistics,  explains  to 
medical  men  how  the  statisticians  arrive  at  their  results,  how 
to  interpret  these  results,  and  how  to  test  their  validity. 

The  book  has  12  chapters  dealing  with  the  matter  of 
statistics  and  also  includes  numerous  examples  from  fields 
of  investigation  which  are  familiar  to  most  physicians  and 
medical  researchers. 


Cardiac  Arrest  and  Resuscitation 

Hugh  E.  Stephenson,  Jr.,  M.D.,  Professor  and  Chairman, 
Department  of  Surgery,  University  of  Missouri  School  of 
Medicine,  Columbia,  Mo.;  Chief  of  Surgical  Service,  Univer- 
sity of  Missouri  Hospitals;  Associate-in-Charge,  Cardiovascular 
Program,  State  Crippled  Children’s  Service,  University  of  Mis- 
souri; Consultant,  Whiteman  Air  Force  Base  Hospital;  Markle 
Scholar,  John  and  Mary  R.  Markle  Foundation,  1954-1959. 
378  pages.  $12.  St.  Louis,  The  C.  V.  Mosby  Company,  1958. 

Since  cardiac  arrest  is  a relatively  infrequent  experience 
for  any  particular  physician,  it  is,  therefore,  imperative  that 
he  be  able  to  treat  his  first  case  with  maximum  efficiency 
without  waiting  to  have  gained  any  personal  experience. 

In  postulating  this  principle,  the  author  draws  from  his 
remarkably  rich  personal  experience  and  from  the  more 
than  1,700  cases  of  the  International  Cardiac  Arrest  Registry 
of  which  he  is  the  head. 

The  reader  gains  the  critical  understanding  and  broader 
perspective  so  necessary  for  a reasonable,  definitive  and,  it 
is  hoped,  successful  approach  to  the  individual  case. 

— Robert  G.  Umstattd,  M.D.,  Austin. 


^ Texas 

^ Medical  Association 

PR  to  Be  Emphasized 
At  TMA  Conference 

All  Texas  presidents,  presidents-elect,  secretaries,  public 
relations  chairmen,  and  delegates  of  county  medical  societies 
are  asked  to  tie  a string  around  their  finger  as  a reminder 
of  the  fifth  annual  public  relations  conference  which  will 
be  held  Samrday,  September  26,  at  Texas  Medical  Associa- 
tion’s headquarters  building  in  Austin. 

Approximately  25  boards,  councils,  and  committees  will 
meet  Friday,  September  25,  and  Samrday,  September  26. 
The  Executive  Board  meeting  will  be  on  Sunday  at  9:30 
a.m.  The  Board  of  Trastees  will  meet  Friday  at  6 p.m.  and 
the  Board  of  Councilors  will  meet  Samrday  at  9 a.m.  The 
Orientation  program  for  new  and  transfer  members  of  the 
Association  also  will  be  held  Samrday;  150  doctors  are 
expected  to  attend. 

Guest  speakers  to  participate  in  the  program  will  include 
Dr.  Donald  E.  Smbbs,  Washington,  D.  C.,  chairman  of  the 
board  of  directors  for  Blue  Shield  Medical  Care  Plans;  Dr. 
Frederick  C.  Swartz,  Lansing,  Mich.,  chairman  of  the 
American  Medical  Association’s  Committee  on  Aging; 
Chester  Lauck,  Houston,  "Lum”  of  "Lum  and  Abner”  fame 
and  now  with  Continental  Oil  Company;  and  Francis  Boyer, 
chairman  of  the  board  of  directors  of  Smith,  Kline  & 
French  Laboratories,  Philadelphia. 

A hospitality  hour,  courtesy  of  the  Charles  O.  Finley  and 
Company,  and  an  oppormnity  to  attend  the  football  game 
feamring  the  Universities  of  Maryland  and  Texas  will  com- 
plete the  day’s  activities.  All  members  of  the  Association 
and  its  Woman’s  Auxiliary  are  invited. 
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Medical  Association 


Scientific  Program  to  Spark 
AMA  Clinical  Session 

An  outstanding  program  has  been  planned  for  the  first 
American  Medical  Association  clinical  meeting  ever  to  be 
held  in  Dallas,  announced  Dr.  Everett  C.  Fox,  general 
chairman.  The  meeting  is  scheduled  for  December  1-4. 

Closed  circuit  television  programs,  lectures,  symposiums, 
panels,  and  breakfast  round  table  conferences,  in  addition 
to  excellent  exhibits,  will  be  among  the  attractions  of  the 
meeting. 

Texas  specialists  will  present  closed  circuit  television 
programs  on  the  following  subjects:  surgery  clinic,  neur- 
ology, dermatology,  cardiovascular  work-up,  ophthalmology, 
orthopedics,  obstetrics  and  gynecology  operative  clinic,  and 
transatlantic  CPC. 

The  symposiums  to  be  presented  will  be  those  on  cere- 
brovascular insufficiency,  soft  tissue  injury,  whiplash  in- 
jury of  the  neck,  iatrogenic  disease,  intestinal  obstruaion, 
biliary  tract  surgery,  newer  laboratory  procedures,  carcinoma 
of  the  breast,  anemia,  problems  with  antimicrobial  drugs, 
premarital  and  marital  counseling,  and  problem  children. 

Among  the  out-of-state  lecturers  will  be  the  following: 
Dr.  Buford  Word,  Birmingham;  Dr.  Maxwell  Johnson, 
Tulsa;  Dr.  Arthur  M.  Olsen,  Rochester,  Minn.;  Dr.  Wil- 
liam T.  Foulk,  Rochester,  Minn.;  Dr.  Walton  R.  Akenhead, 
New  Orleans,  La.;  Dr.  Stewart  Wolf,  Oklahoma  City;  Dr. 
John  M.  Howard,  Philadelphia;  Dr.  Harwell  Wilson,  Mem- 
phis; Dr.  Lloyd  G.  Banholomew,  Rochester,  Minn.;  Dr. 
Flarry  L.  Arnold,  Jr.,  Honolulu,  Hawaii;  Dr.  Franklin  C. 
Behrle,  Kansas  Qty;  Dr.  Henry  Buchtel,  Denver;  Dr. 
Blair  E.  Batson,  Jackson,  Miss.;  Dr.  Tullos  O.  Coston, 
Oklahoma  City;  Dr.  Don  H.  O’Donoghue,  Oklahoma  City; 
Dr.  Watts  R.  Webb,  Jackson,  Miss.;  Dr.  Peter  Safar,  Bal- 
timore; Dr.  James  F.  Dickson,  Philadelphia;  and  Dr.  James 
W.  Culbertson,  Memphis. 


Civil  Defense  Conference 

To  Be.  Held  in  Chicago  in  November 

The  tenth  annual  County  Medical  Societies  Civil  Defense 
Conference  will  be  held  in  Chicago,  November  7-8,  at  the 
Morrison  Hotel. 

The  purpose  of  the  conference,  which  is  sponsored  by 
the  American  Medical  Association’s  Council  on  National 
Defense,  is  to  inform  and  assist  medical  and  health  per- 
sonnel as  to  their  roles  in  the  event  of  a disaster.  Methods 
employed  in  handling  two  disasters  which  (xcurred  within 
the  past  year  will  be  discussed  during  the  2 day  meeting. 

Additional  information  may  be  obtained  by  writing 
Frank  W.  Barton,  Secretary,  Council  on  National  Defense, 
American  Medical  Association,  535  N.  Dearborn,  Chicago 
10. 


Information  to  Hospitals 
Will  Be  Furnished  by  AMA 

A new  service  to  keep  hospitals  informed  of  develop- 
ments in  hospital  planning,  financing,  design,  and  construc- 
tion has  been  announced  by  the  American  Medical  Associa- 
tion. 

'VbOR 


Starting  in  October,  the  Association  will  offer  the  Hos- 
pital Planning  Abstract  Service  to  provide  a concise  sum- 
mary of  what  is  appearing  in  journals,  reports,  or  in  pub- 
lications. 

The  abstract  service  will  be  furnished  to  American  Hos- 
pital Association  me;mbers  at  a cost  of  $10  a year.  Mem- 
bers who  subscribed  before  September  15  will  receive 
a bonus  of  two  extra  sets  of  cards  for  October  and  De- 
cember in  addition  to  the  I960  series. 


^ County  Societies 


County  Society  Briefs 

Mr.  E.  Stanley  Gardner,  writer  of  the  Perry  Mason  mys- 
tery stories,  was  speaker  at  a joint  meeting  of  the  Bexar 
County  Society  and  the  local  Bar  Association  held  Septem- 
ber 4 in  San  Antonio.  He  spoke  on  "Improving  Relations 
Between  the  Legal  and  Medical  Professions.” 

"Diagnostic  Use  of  Radioisotopes”  was  the  title  of  a 
panel  discussion  at  the  June  2 meeting  of  the  To/rrant 
County  Society.  Those  participating  on  the  program  were 
Drs.  Dewey  W.  Johnston,  C.  D.  Fitxwilliam  and  W.  H. 
Neil  of  Fort  Worth.  Following  the  program  several  amend- 
ments to  the  society’s  by-laws  were  read  and  adopted.  It  was 
decided  that  the  membership  of  the  society  should  be  as- 
sessed $10  to  cover  necessary  expenses. 

The  Hill  County  Society  met  September  8 in  Hillsboro. 
Drs.  Louis  Gibson,  Andy  Megarity,  and  Willard  Karn  of 
Corsicana  spoke  on  "Diagnosis  and  Treatment  of  Occlusive 
Vascular  Disease.” 

The  San  Patricio-Aransas-Refugio  Counties  Society  held 
its  regular  meeting  August  5 in  Sinton.  Dr.  and  Mrs.  C.  A. 
Selby  of  Sinton  and  Dr.  and  Mrs.  Arch  Koontz  of  Woods- 
boro  were  co-host. 

Dr.  John  F.  Thomas  of  Austin,  chairman  of  Constitution 
and  By-Laws  of  the  Texas  Medical  Association,  spoke  on 
"Recent  Changes  in  the  Constimtion  and  By-Laws  of  Texas 
Medical  Association.” 


District  Societies 


District  8 Meets  in  Victoria 

District  8 Medical  Society  held  its  annual  meeting,  Sep- 
tember 19,  at  the  Viaoria  Country  Club  in  Victoria. 

The  scientific  program,  held  in  the  afternoon,  included 
presentations  made  by  staff  members  of  the  University  of 
Texas  Medical  Branch  in  Galveston.  The  program  consisted 
of  the  following  talks:  "Clinical  Significance  of  Cardiac 
Sound,”  Dr.  J.  Leonard;  "Conservative  Management  of 
Portal  Hypertension,”  Dr.  J.  R.  Derrick;  “Aortic  Resection 
of  Abdominal  Aneurysms,”  Dr.  Fred  J.  Wokna;  and  "Anti- 
coagulant Therapy,”  Dr.  E.  D.  Futch.  Dr.  Franklin  W. 
Yeager,  Corpus  Christi,  President,  Texas  Medical  Associa- 
tion, spoke  at  the  luncheon  and  dinner  meetings.  His  eve- 
ning talk  was  entitled,  "What  Goes  On.” 

Immediately  following  the  scientific  program  was  a brief 
business  meeting.  A nine  hole  golf  tournament  was  held 
during  the  morning. 
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District  13  to  Be  Financed 
By  County  Medical  Societies 

It  was  decided  that  each  county  society  in  the  Thirteenth 
District  Medical  Society  would  pay  50  cents  per  member  to 
finance  the  district  society  at  the  June  20  meeting  of  the 
district  in  Mineral  Wells. 

Dr.  Travis  Smith  of  Abilene,  member  of  the  Board  of 
Councilors  of  the  Texas  Medical  Association,  brought 
out  at  the  meeting  that  each  county  society  was  responsible 
for  controlling  its  own  advertising  in  the  yellow  pages 
listing  of  the  phone  directory.  It  was  pointed  out  that  many 
doctors  were  using  this  space  as  advertising.  A man  may 
list  himself  in  the  directory  under  the  title  heading 
"Physicians,  Surgeons,  M.D.”  and  also  under  a specialty 
title  if  this  practice  is  recognized  by  the  county  medical 
society,  said  Dr.  Smith.  There  is  to  be  no  bold  faced  type. 
All  type  should  be  the  same.  However,  listing  in  areas 
where  a doctor  does  not  have  an  office  for  medical  practice 
is  not  allowed. 

Also,  at  the  meeting  Dr.  Smith  told  members  that 
an  honorary  member  automatically  becomes  a member  of  a 
county  society  wherever  he  moves.  He  is  a member  of  the 
Texas  Medical  Association  regardless  of  where  he  lives. 


^ Woman’s  Auxiliary 


Auxiliary  Conference  Program 
To  Feature  National  President 

The  National  Auxiliary  President  will  attend;  an  out- 
standing medical  recruitment  film  will  be  premiered;  public 
health  problems  in  civil  defense  will  be  presented;  members 
will  be  enlisted  for  a new  project;  an  invitation  will  be 
issued  to  attend  the  Texas  Medical  Association’s  Conference 
on  Public  Relations;  and  a coffee,  dinner,  luncheon,  and 
tea  promise  time  for  relaxation  for  the  state  and  county 
leaders — these  will  be  just  some  of  the  high  points  of  the 


Mrs.  Frank  Gastineau 


annual  Fall  Conference  of  the  Woman’s  Auxiliary  to  the 
Texas  Medical  Association  being  held  at  Austin  headquar- 
ters, September  24-25.  Mrs.  Haskell  D.  Hatfield,  El  Paso, 
President,  will  preside  at  the  Executive  Board  meeting  on 
the  afternoon  of  the  twenty-fourth  and  Mrs.  Allan  C. 
Shields,  Victoria,  is  chairman  of  the  School  of  Instruction, 
planned  for  all  day  on  the  twenty-fifth. 

Mrs.  Frank  Gastineau,  Indianapolis,  President  of  the 
Woman’s  Auxiliary  to  the  American  Medical  Association, 
will  speak  on  "Individual  Responsibility  for  Better  Com- 
munity Health.” 

One  of  the  most  talked  about  sessions  at  the  national 
meeting  in  Atlantic  City,  "Public  Health  Problems  in  Civil 
Defense,”  will  be  repeated  for  Texas  members  by  Lt.  Col. 
Converse  R.  Lewis,  Jr.,  Fort  Sam  Houston. 

"I  Am  a Doctor”  is  a new  medical  recruitment  film  and 
will  have  its  premiere  showing  in  Texas  at  the  conference. 

The  role  of  the  Auxiliary  in  promoting  voluntary  health 
insurance  in  Texas  will  be  outlined  by  Dr.  Russell  L.  Deter, 
El  Paso,  chairman  of  the  Committee  on  Health  Insurance 
of  the  Texas  Medical  Association.  Mrs.  William  D.  Nichol- 
son, Freeport,  has  been  appointed  the  Auxiliary  chairman. 

As  editor  of  the  proposed  Auxiliary  cookbook  to  be  sold 
to  benefit  the  Association’s  Memorial  Library  and  co- 
chairman  of  the  School  of  Instruction,  Mrs.  Ben  Simms, 
Austin,  will  blend  her  jobs  to  provide  entertainment  at 
the  dinner  planned  to  follow  the  Executive  Board  meeting. 
"The  Doctor’s  Wife  Who  Came  to  Dinner”  is  the  title 
of  the  event. 

Mrs.  Hatfield  is  hostess  for  a tea  honoring  Mrs.  Gasti- 
neau, immediately  following  the  School  of  Instruction. 
Coffee  and  a buffet  luncheon  will  be  served  earlier  in  the 
day. 

Packets  of  new  program  aids  will  be  provided  and 
county  leaders  will  have  an  opportunity  to  discuss  mutual 
interests  and  problems  at  this  conference,  designed  to  in- 
spire all  to  "Cherish  Our  Heritage  in  Health.” 


DR.  ROBERT  GUMMING 

Dr.  Robert  Cumming,  59,  died  July  6,  1959,  of  cancer 
at  his  home  in  McGregor.  Dr.  Cumming  was  born  July  5, 
1900,  in  Bernardsville,  N.  J.  He  was  graduated  from  the 
University  of  Edinburgh  and  the  Edinburgh  University 
Medical  School,  and  the  Royal  College  of  Physicians  and 
Surgeons,  all  in  Scotland.  Following  his  graduation  from 
medical  school,  Dr.  Cumming  was  affiliated  with  the  Bos- 
ton Psychopathic  Hospital  from  1929  to  1930  and  with 
the  Bloomington  Hospital  at  Bloomington,  N.  Y.,  and  the 
White  Plains  Hospital  at  White  Plains,  N.  Y.,  and  Hudson 
River  State  Hospital  at  Poughkeepsie,  N.  Y.,  from  1930 
until  1935,  when  he  went  into  private  practice.  A veteran 
of  both  world  wars,  he  was  awarded  five  ribbons  for  his 
service  on  the  Italian  front  during  World  War  1.  During 
World  War  II,  he  was  a lieutenant  colonel  with  the  Army 
Medical  Corps.  Prior  to  going  to  McGregor  in  1949,  Dr. 
Cumming  was  chief  of  combined  services  at  the  Veterans 
Administration  Hospital  in  Waco  for  3 years.  Although  his 
practice  in  McGregor  was  general,  he  did  give  special  at- 


RECENT 


782 


TEXAS  State  Journal  of  Medicine,  SEPTEMBER,  1959 


DR.  ROBERT  GUMMING 


DR.  DUDLEY  JACKSON,  SR. 


tention  to  neuropsychiatry.  He  had  been  the  health  officer 
at  McGregor  for  the  past  11  years. 

Memberships  in  medical  organizations  included  the  Mc- 
Lennan County  Medical  Society,  Texas  Medical  AsscKiation, 
American  Medical  Association,  American  Academy  of  Gen- 
eral Practice,  American  Heart  Association,  and  American 
Psychiatric  Association.  He  was  a licentiate  of  the  Conjoint 
Board  of  Scotland,  a diplomate  of  the  National  Board  of 
Medical  Examiners  of  the  United  States,  and  a fellow  of 
the  Royal  College  of  Physicians  and  Surgeons  of  Scotland. 
Dr.  Gumming  was  immediate  past  president  and  a mem- 
ber of  the  board  of  directors  of  the  McGregor  Rotary  Club, 
a past  secretary-treasurer  for  the  Brotherhood  of  St.  Andrew, 
and  a member  of  the  American  Legion  and  St.  James  Epis- 
copal Church. 

Dr.  Gumming  is  survived  by  his  wife,  Mrs.  Veronica 
Gumming;  two  daughters,  Mrs.  John  Miller  and  Miss  Grace 
Kirk  Gumming,  both  of  Poughkeepsie;  one  granddaughter. 
Gay  Knox  Miller,  also  of  Poughkeepsie;  one  brother. 
Major  Edward  Stevens  Lewis  Gumming  of  Arlington,  Va.; 
and  one  niece,  Mrs.  Robert  Sanders  III  of  Austin. 


DR.  DUDLEY  JACKSON,  SR. 

Dr.  Dudley  Jackson,  Sr.,  of  San  Antonio,  widely  known 
cancer  researcher,  died  July  25,  1959,  of  an  acute  coronary 
occlusion. 

Dr.  Jackson,  son  of  Charles  S.  and  Sallie  (Wright) 
Jackson,  was  born  August  26,  1890,  in  Eddy.  He  received 
his  preliminary  education  in  Brownwood  schools  and  at- 
tended Daniel  Baker  College  before  being  graduated  from 
the  University  of  Texas  Medical  Branch  in  Galveston  in 
1917.  He  interned  in  the  United  States  Army  and  served 
with  the  rank  of  first  lieutenant  both  in  the  United  States 
and  overseas.  He  practiced  in  San  Antonio,  specializing  in 
cancer,  from  1919  to  his  death.  He  did  research  in  snake 
bites  and  rabies  and  through  grants  of  the  National  Insti- 
mte  of  Cancer,  carbohydrate  metabolism  in  cancer.  He  was 
author  of  a number  of  medical  papers. 

The  physician  was  a member  of  the  Bexar  County  Medi- 
cal Society  (president  in  1932),  American  Medical  Associ- 
ation, Texas  Medical  Association  (chairman  of  its  Section 


on  Surgery  in  1934),  Texas  Surgical  Society,  Southern 
Medical  Association,  and  American  Academy-International 
of  Medicine.  He  also  was  a fellow  of  the  American  College 
of  Surgeons  and  International  College  of  Surgeons.  He  for- 
merly served  as  consultant  in  surgery  at  Brooke  Army  Hos- 
pital. 

Dr.  Jackson  received  the  1954  medal  of  the  American 
Cancer  Society,  and  the  certificate  of  merit  of  the  Texas 
Division  of  the  American  Cancer  Society.  He  was  also  the 
holder  of  a Walter  Reed  Society  award  for  experiments  in 
cancer  wherein  he  transplanted  living  cancer  cells  into  his 
own  body  and  removed  them  after  study. 

He  and  the  late  Maury  Maverick,  Sr.,  helped  found  the 
National  Cancer  Institute  at  Bethesda,  Md.  Dr.  Jackson  was 
largely  instrumental  in  getting  legislation  for  a hospital 
and  tumor  clinic  in  Texas— now  known  as  M.  D.  Anderson 
Hospital  and  Tumor  Instimte.  Several  years  ago,  he  helped 
organize  the  Pan  American  Cancer  Foundation,  a group 
dedicated  to  the  care  of  cancer  patients  in  the  Southwest 
and  Mexico  who  can  not  afford  treatment.  His  hobbies  in- 
cluded hunting  and  fishing. 

Survivors  include  Dr.  Jackson’s  wife,  the  former  Dr. 
Martha  Neil  Beal  of  Bertram,  whom  he  married  October  5, 
1919,  in  Beaumont;  two  children,  Dr.  Dudley  Jackson,  Jr., 
of  San  Antonio  and  Mrs.  John  Hichman  of  Wichita,  Kan.; 
and  three  sisters,  Mrs.  Tina  Lawless  of  Leakey,  Mrs.  Edna 
McClendon  of  Brownwood,  and  Mrs.  Mabel  Hodges  of  San 
Antonio. 


DR.  THOMAS  G.  JACKSON 

Dr.  Thomas  Grant  Jackson,  Gorman,  died  March  17, 
1959,  as  a result  of  a heart  attack. 

A native  of  Vernon,  Ala.,  the  77  year  old  physician  was 
graduated  from  the  Memphis  Hospital  Medical  College, 
Memphis,  Tenn.  In  1910  he  began  his  practice  of  medicine 
at  Grovel  Hill,  Tenn.,  remaining  there  until  1917.  That  year 
he  moved  to  Texas,  where  he  practiced  at  Garden  City  and 
Carbon  before  going  to  Gorman  in  1946.  He  continued  his 
Gorman  practice  until  1950. 

A past  president  of  the  Eastland  County  Medical  Society 
(now  the  Eastland -Callahan -Stephens -Shackelford -Throck- 
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morton  Counties  Medical  Society),  Dr.  Jackson  was  elected 
to  honorary  membership  in  the  Texas  Medical  Association 
in  1957.  He  also  belonged  to  the  Gorman  Masonic  Lodge, 
was  a past  master  of  the  Carbon  Masonic  Lodge,  and  was  a 
steward  emerims  for  the  Gorman  Methodist  Church. 

Members  of  the  family  who  survive  include  Dr.  Jackson’s 
second  wife;  three  sons,  T.  G.  Jackson  of  Bartlesville, 
Okla.,  W.  B.  Jackson  of  Seminole,  and  Max  Jackson  of 
Eastland;  two  daughters,  Mrs.  John  Webb  of  Crane  and 
Mrs.  Tally  Bond  of  Phoenix,  Ariz.;  one  stepson.  Jack  Pow- 
ers of  Beaumont;  a brother,  J.  W.  Jackson  of  Carbon;  and 
two  sisters,  Mrs.  Vinia  Henson  of  Carbon  and  Mrs.  Elbert 
Graham  of  Vernon. 


DR.  BARKER  D.  CHUNN 

Dr.  Barker  Daniel  Chunn,  Beaumont,  died  in  an  auto- 
mobile crash  August  8,  1959.  Born  in  Lingleville  on  Au- 
gust 19,  1906,  Dr.  Chunn  received  his  preliminary  educa- 
tion at  Wichita  Falls  Junior  College  and  at  the  University 
of  Texas  in  Austin,  where  he  received  a bachelor  of  arts 
degree.  In  1934  he  was  graduated  from  the  University’s 
Medical  Branch  at  Galveston.  He  interned  at  St.  Therese 
Hospital  in  Beaumont  and  sub-interned  at  John  Sealy  Hos- 
pital in  Galveston.  A resident  of  Beaumont  since  1934,  Dr. 
Chunn  had  operated  the  Chunn  Clinic  there  since  1940. 
He  specialized  in  surgery. 


DR.  BARKER  D.  CHUNN 


Dr.  Chunn  was  a member  of  the  Jefferson  County  Medi- 
cal Society,  the  Texas  Medical  Association,  and  the  Ameri- 
can Medical  Association.  He  belonged  to  the  Beaumont 
Club,  the  Beaumont  Country  Club,  the  Knights  of  Colum- 
bus, St.  Anne’s  Catholic  Church,  the  Serra  Club,  and  Theta 
Kappa  Psi  fraternity. 

Survivors  include  his  wife  of  Beaumont;  a daughter,  Mrs. 
John  Rice  of  Richardson;  a son.  Barker  Chunn,  a pre- 
medical student  at  the  University  of  Texas;  a brother.  Dr. 
Ed  Keith  Chunn,  a Houston  physician;  and  five  grand- 
children. 


DR.  JESSE  J.  DAVIS 


DR.  JESSE  J.  DAVIS 

Dr.  Jesse  James  Davis,  Higgins,  died  June  13,  1959. 

The  well  known  Panhandle  physician  was  born  in  1873. 
He  attended  schools  in  St.  Louis,  Mo.,  and  Louisville,  Ky., 
and  was  graduated  in  1902  from  the  Georgia  College  of 
Eclertic  Medicine  and  Surgery  in  Atlanta,  Ga.  In  1902  he 
also  married  the  former  Miss  Virginia  Williamson  and  es- 
tablished his  practice  at  Fairfield.  Eighteen  months  later 
he  moved  to  Lipscomb  where  he  practiced  for  a short  time. 
He  then  moved  to  Higgins  where  he  remained  for  the  next 
55  years.  Although  his  practice  in  Higgins  was  general,  he 
did  give  special  attention  to  otolaryngology  and  ophthalmol- 
ogy. 

A member  of  the  Texas  Medical  Association  since  1909, 
Dr.  Davis  was  elected  to  honorary  membership  in  this 
Association  in  1950.  He  belonged  to  the  American  Medical 
Association,  the  Gray-Hansford-Hemphill-Lipscomb-Roberts- 
Ochiltree-Hutchinson-Carson  Counties  Medical  Society,  and 
the  District  3 Medical  Society.  Dr.  Davis  was  also  a fellow 
of  the  American  Academy  of  Ophthalmology  and  Oto- 
laryngology and  was  president  of  the  Higgins  Lions  Club 
for  several  years. 

Surviving  Dr.  Davis  are  his  wife;  a son,  Jesse  R.  Davis 
of  Spearman;  four  grandchildren;  and  five  great-grandchil- 
dren. Two  adult  sons  preceded  Dr.  Davis  in  death. 


DR.  FRANK  A.  ELLIS 

Dr.  Frank  Alberson  Ellis,  Corpus  Christi  urologist,  died 
July  12,  1959,  of  bronchopneumonia,  following  second  and 
third  degree  burns  from  a fire  in  his  home. 

A native  of  Durham,  N.  C.,  Dr.  Ellis  was  born  December 
20,  1893,  the  son  of  W.  F.  and  Lura  (Wood)  Ellis.  He 
received  his  preliminary  education  at  Durham,  N.  C.,  and 
later  obtained  his  bachelor’s  degree  from  Duke  University. 
In  1918  he  was  graduated  from  the  University  of  Pennsyl- 
vania Medical  School.  Following  graduation  he  served  an 
internship  and  residency  respectively  at  St.  Luke’s  Hospital 
in  New  York  and  at  the  Louisville  City  Hospital  in  Louis- 
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ville,  Ky.  In  1936  he  came  to  Corpus  Christi,  remaining 
there  until  his  death.  During  World  War  II,  he  served  wirh 
the  United  States  Navy  Medical  Corps.  He  saw  service  in 
Guadalcanal,  the  Solomon  Islands,  and  New  Zealand,  and 
following  the  invasion  and  securing  of  Guadalcanal,  he  was 
given  a Presidential  unit  citation. 

The  physician  was  a diplomate  of  the  American  Board 
of  Urology  and  a member  of  the  Nueces  County  Medical 
Society,  the  American  Urological  Association,  the  Texas 
State  Urological  Association,  and  the  American  Medical 
Association.  He  also  belonged  to  the  Texas  Medical  Associ- 
ation and  was  elected  to  inactive  membership  in  this  organ- 
ization in  1957,  following  a heart  attack.  Dr.  Ellis  was  a 
past  president  of  the  North  Carolina  Urological  Association 
and  a past  president  of  the  Rowan  (North  Carolina)  Coun- 
ty Medical  Society.  He  was  a Presbyterian  and  a member 
of  the  Kiwanis  Club.  He  enjoyed  hunting  and  gardening 
at  his  home. 

In  August,  1923,  Dr.  Ellis  and  the  former  Miss  Marion 
E.  Ramsay  of  Salisbury,  N.  C.,  were  married.  She  survives 
as  do  one  son,  William  Ramsay  Ellis,  a geologist  with 
Phillips  Petroleum  Company,  a daughter,  Mrs.  Richard 
Dewey  of  Houston,  and  one  granddaughter,  Emily  Ann 
Ellis. 


DR.  FREDERICK  D.  AMES 

Dr.  Frederick  Daniel  Ames,  Houston  pediatrician,  died 
August  12,  1959,  of  cancer. 

The  son  of  Dr.  Roger  Post  and  Jessie  (Daniel)  Ames, 
Dr.  Ames  was  born  in  Columbia,  Tenn.,  on  March  13, 
1907.  He  attended  public  schools  in  Georgetown,  later 
attending  Southwestern  University  at  Georgetown  and  the 
University  of  Texas  at  Austin.  He  was  graduated  from  the 
Harvard  University  Medical  School  in  1933.  Following  his 
graduation  he  served  an  internship  and  later  did  a residency 
at  the  Children’s  Hospital  in  Boston.  Beginning  his  medi- 
cal practice  in  Houston  in  1935,  he  continued  it  until  his 
death.  From  1942  through  1946,  he  served  in  the  United 
States  Navy,  being  discharged  with  the  rank  of  captain. 
In  recognition  of  his  military  service  he  was  awarded  the 
Purple  Heart  and  the  Bronze  Star.  His  late  father.  Dr. 
Roger  Post  Ames,  recently  was  honored  posthumously  by 
the  United  States  Congress  for  his  work  in  the  "Yellow 
Jack”  experiments  of  1898.  He  had  been  a colleague  of 
Dr.  Walter  Reed  during  the  series  of  tests  aimed  at  com- 
bating yellow  fever. 

A president  of  the  Houston  Pediatric  Society  in  1953, 
Dr.  Ames  also  was  a member  of  the  Texas  Medical  As- 
sociation, American  Medical  Association,  and  Harris  County 
Medical  Society.  Fraternal  affiliations  include  Phi  Delta 
Theta  social  fraternity  and  Phi  Chi  medical  fraternity. 

Dr.  Ames  is  survived  by  his  wife,  the  former  Miss  Hope 
Carl  of  Del  Rio;  a son,  Frederick  C.;  a daughter,  Marcia; 
his  mother,  Mrs.  Roger  Post  Ames  of  Trion,  N.  C.;  and 
two  sisters.  Miss  Lulu  Daniel  Ames  of  Austin  and  Mrs. 
Edward  Raffenspurger  of  Harrisburg,  Pa. 


DR.  WATT  BARCLAY 

Dr.  Watt  Barclay,  former  mayor  of  Woodville,  died 
June  10,  1959,  as  a result  of  a coronary  occlusion. 

A native  of  Chester,  Dr.  Barclay  was  born  August  27, 
1897,  the  son  of  Henry  Franklin  and  Clara  (Pool)  Bar- 
clay. He  received  his  preliminary  college  education  at  the 
University  of  Texas  in  Austin  and  was  graduated  in  1927 


from  Sam  Houston  State  Teachers  College  at  Huntsville. 
He  taught  school  for  several  years  and  was  principal  of 
Liberty  High  School  from  1925  until  1928.  He  received 
his  degree  in  medicine  in  1932  from  the  University  of 
Tennessee  College  of  Medicine,  Memphis,  his  senior  year 
serving  an  externship  at  St.  Joseph’s  Hospital  also  in 
Memphis.  That  same  year  he  was  president  of  the  Square 
and  Comp>ass  Medical  Fraternity.  Later  he  was  an  intern 
at  Jefferson  Davis  Hospital  in  Houston.  Dr.  Barclay  began 
his  practice  of  medicine  at  Woodville  in  1933,  continuing 
it  until  his  death. 

In  1935  he  built  Woodville’s  first  hospital,  maintaining 
it  until  the  present  county  hospital  was  built.  A chief  of 
staff  of  the  Tyler  County  Hospital  at  Woodville  for  the 
past  several  years.  Dr.  Barclay  held  this  position  at  the 
time  of  his  death.  He  was  county  health  officer  for  several 
years,  also  serving  as  the  county  health  unit  physician  for 
a brief  period,  and  was  mayor  of  Woodville  from  1938 
until  1948.  During  his  tenure  as  mayor  he  was  instru- 
mental in  reestablishing  the  city’s  credit  rating,  extending 
water  works,  opening  many  new  streets,  setting  up  a munic- 
ipally owned  gas  system,  establishing  a volunteer  fire  depart- 
ment, floating  bonds  for  a new  city  hall  and  fire  station 


DR.  WATT  BARCLAY 


which  was  built  according  to  his  specifications,  and  insti- 
gating the  passing  of  bonds  for  the  building  of  Tyler 
County  Hospital. 

Dr.  Barclay  was  secretary  for  four  terms  and  president 
for  three  for  the  Hardin-Tyler  Counties  Medical  Society. 
He  was  a member  of  the  Texas  Medical  Association, 
American  Medical  Association,  and  the  Texas  Academy  of 
General  Practice.  He  was  a member  of  the  board  of  direc- 
tors of  the  Postgraduate  Medical  Assembly  of  South  Texas. 
A member  of  the  Texas  Medical  Association  for  a number 
of  years,  he  served  in  the  Association’s  House  of  Delegates 
and  on  several  committees. 

Dr.  Barclay  was  a charter  member  and  a past  president 
of  the  Woodville  Rotary  Club,  a thirty-second  degree 
Mason,  and  was  active  in  Boy  Scout  and  other  youth  work. 
He  belonged  to  the  Baptist  Church,  was  a past  president  of 
the  Athletic  Council  of  Woodville  Schools,  served  on  the 
board  of  directors  of  the  Chamber  of  Commerce,  and  was 
a past  chairman  of  Tyler  County  Unit  of  the  American 
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Cancer  Society  and  the  Tyler  County  Unit  of  the  American 
Heart  Association.  His  special  philanthropic  work  was  in 
helping  small  churches  over  the  county  and  in  encouraging 
and  assisting  boys  and  girls  in  going  to  college. 

Members  of  the  family  who  survive  include  his  wife,  the 
former  Miss  Myrtle  Miller  of  Huntsville,  whom  he  married 
in  1928;  a daughter,  Mrs.  Dan  L.  Collie;  two  grand- 
daughters, Susan  Carolyn  and  Laura  Miller  Collie,  all  of 
Beaumont;  a brother,  Cass  F.  Barclay  of  Sweeney;  and  two 
sisters,  Mrs.  L.  D.  Jones  and  Mrs.  Joe  Vivian,  both  of 
Houston. 


DR.  OSCAR  H.  LOYD 

Dr.  Oscar  H.  Loyd,  Vega  physician,  civic  leader,  and 
weather  researcher,  died  July  21,  1959,  at  the  age  of  91- 

A native  of  Doniphan  County,  Kan.,  Dr.  Loyd  was  born 
April  11,  1868.  He  attended  county  schools  and  Emporia 
College  in  Emporia,  Kan.,  before  completing  his  medical 
training  at  Ensworth  Medical  College  at  St.  Joseph  in  1893. 
He  practiced  medicine  in  Everest  and  Corning,  Kan.,  and 
Sni  Mills,  Mo.,  before  moving  to  Vega  in  1907.  Dr.  Loyd 
gained  an  area-wide  reputation  as  a result  of  his  volunteer 
work  as  weather  observer.  His  independent  studies  were 
recognized  by  the  U.  S.  Weather  Bureau  in  several  citations. 
Dr.  Loyd  promoted  agricultural  interests  of  the  region.  He 
prepared  exhibits  which  were  shown  at  fairs  in  different 
parts  of  the  United  States.  For  many  years  he  was  a mem- 
ber of  the  Highway  66  Association  and  in  the  roads  pro- 
gram for  Texas.  Active  in  civic  affairs  since  he  first  moved 
to  Vega,  he  was  instrumental  in  getting  a Rock  Island  Rail- 
road line  built  from  Amarillo  to  Tucumcari,  a line  which 
later  went  through  to  the  West  Coast.  He  was  one  of  the 
original  organizers  of  the  present  Tri-State  Fair.  He  also 
organized  the  Vega  Chamber  of  Commerce. 

Dr.  Loyd’s  professional  activities  included  membership  in 
the  Randall -Deaf  Smith -Parmer -Castro -Oldham -Swisher 
Counties  Medical  Society,  the  Texas  Medical  Association, 
and  the  American  Medical  Association.  He  was  a past  vice- 
president  and  president  of  his  county  society  and  had  been 
elected  to  honorary  membership  in  the  Texas  Medical  As- 
sociation in  1955.  Dr.  Loyd  organized  the  Oldham  County 


Chapter  of  the  Red  Cross  and  was  its  chairman  for  38 
years.  He  was  a charter  member  of  the  Vega  Kiwanis 
Club  and  was  a member  of  the  Vega  Methodist  Church. 

In  1895  Dr.  Loyd  married  the  former  Miss  Lula  M. 
Mills.  She  died  in  1953. 


DR.  CLARENCE  P.  HARRIS 

Dr.  Clarence  Pinkney  Harris  died  July  19,  1959,  in 
Houston. 

Born  July  14,  1894,  in  Cape  Girardeau,  Mo.,  Dr.  Harris 
was  the  son  of  E.  W.  and  Dona  (McLane)  Harris.  He 
received  his  preliminary  education  in  the  public  schools  in 
Missouri,  and  attended  Missouri  State  Teachers  College  in 
Cape  Girardeau.  He  was  graduated  from  Loyola  University 
Medical  School  in  Chicago  in  1916.  He  interned  at  the 
West  Suburban  Hospital  in  Oak  Park,  111.,  in  1917  and 
did  postgraduate  work  at  Cook  County  Hospital  in  Chicago, 
Cornell  School  of  Roentgenology  in  New  York,  and  Har- 
vard University  in  Boston.  He  served  in  the  Medical  Corps 
of  the  United  States  Army  for  2 years,  ranking  from  first 
lieutenant  to  captain.  He  was  a specialist  in  roentgenology 
in  Houston  from  1920  until  his  death. 

Dr.  Harris  was  a member  of  the  Harris  County  Medical 
Society,  Texas  Medical  Association  (serving  as  past  chair- 
man of  the  Asscxiation’s  Section  on  Radiology),  American 
Medical  Association,  American  Roentgen  Ray  Society,  and 
Radiological  Society  of  North  America.  He  was  a diplomate 
of  the  American  Board  of  Radiology. 

He  had  served  as  president  of  the  Texas  Radiological 
Society,  president  and  emeritus  member  of  the  Houston 
Roentgen  Ray  Society,  and  chief  of  staff  of  St.  Joseph’s 
Hospital  in  Houston.  He  was  a fellow  of  the  American 
College  of  Radiology,  a member  of  the  Episcopal  Church, 
and  a past  member  of  the  River  Oaks  Country  Club.  He 
belonged  to  Phi  Beta  Pi  and  was  a thirty-second  degree 
Mason.  He  was  author  of  several  scientific  articles. 

Dr.  Harris  and  Miss  Jessie  Garrison  of  Nacogdoches 
were  married  October  5,  1923,  in  Houston.  She  survives, 
as  do  a son,  Clarence  P.  Harris,  Jr.,  of  Dallas;  a sister,  Mrs. 
Mabel  Bowers,  Cape  Girardeau,  Mo.;  and  three  grand- 
children. 


DR.  OSCAR  H.  LOYD 


DR.  CLARENCE  P.  HARRIS 
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Neurological  Diseases: 

Recent  Advances 

Within  the  past  few  years,  many  encouraging  reports 
regarding  the  treatment  of  neurological  diseases  have  ap- 
peared. This  advance  in  neurology  has  involved  all  age 
groups,  beginning  with  the  very  young.  Those  children  with 
inborn  errors  of  metabolism,  previously  doomed  to  severe 
and  profound  neurological  deficit,  may  now  be  treated  by  diet 
plus  avoidance  of  certain  materials  they  cannot  metabolize. 
The  most  popularized  one  of  this  group  of  diseases  is  phenyl- 
pyruvic  oligophrenia.  Neurosurgery  has  made  advances  in 
this  age  group  by  better  treatment  of  hydrocephalus.  Shunt- 
ing procedures  recently  devised  are  far  more  efficacious  than 
any  done  in  the  past. 

In  the  young  adults,  investigation  of  the  viral  infections 
of  the  nervous  system  has  resulted  in  a better  understanding 
of  prognosis.  Successful  prophylaxis  by  vaccination  has  been 
accomplished  in  acute  anterior  poliomyelitis.  Undoubtedly 
more  vaccines  for  other  viruses  will  follow.  Also  in  this  age 
group,  surgery  for  ruptured  intracranial  aneurysm  has  be- 
come increasingly  successful.  Radiographic  techniques  have 
enabled  the  diagnosis  to  be  made  with  increasing  accuracy 
and  surgical  intervention  to  be  more  properly  planned. 
Those  who  are  struck  down  with  this  crippling  and  killing 
disease  now  have  a far  better  outlook  for  a normal,  useful 
existence  than  before.  Management  of  neoplasms  of  the 
central  nervous  system  depends  on  early  recognition,  as 
does  the  management  of  cancer  elsewhere.  Patients  who 
are  operated  on  for  brain  and  spinal  cord  tumors  are  surviv- 
ing for  longer  periods  of  time,  with  little  or  no  neurological 
deficit.  The  total  surgical  removal  of  tumors  of  the  acoustic 


TEXAS  State  Journal  of  Medicine,  OCTOBER,  7959 


787 


nerve  is  one  of  the  most  outstanding  advances. 

In  the  aging  population,  management  of 
cerebrovascular  disease  has  paralleled  the  man- 
agement of  vascular  disease  elsewhere  in  the 
body.  Greater  numbers  of  patients  are  recog- 
nized as  having  cerebrovascular  insufficiency. 
Many  times  this  may  be  corrected  by  surgical 
means,  saving  the  patient  a crippling  stroke 
at  a later  time.  The  management  of  some  of 
the  degenerative  diseases  of  the  nervous  sys- 
tem, such  as  parkinsonism,  by  surgical  allevia- 
tion of  tremor  and  rigidity  is  an  established 
and  successful  mode  of  treatment  at  the  hands 
of  many  neurosurgeons. 

The  incidence  of  neurologic  disease  in  a 
population  has  never  been  fully  established. 
One  of  the  reasons  is  a lack  of  understanding 
of  the  nervous  system  by  medical  praaitioners. 
Unfortunately,  at  the  time  many  physicians 
went  to  medical  school,  little  emphasis  was 
given  to  neurological  disease.  Little  effort  was 
paid  to  methods  of  diagnosis,  disease  entities, 
and  treatment  save  didaaic  lectures  on  classi- 
fiable entities.  Interest  was  rarely  cultivated  in 
the  medical  student  of  years  past  in  these  prob- 
lems. With  this  sort  of  introduction  and  back- 
ground in  diseases  of  the  nervous  system,  it  is 
not  at  all  surprising  to  find  the  practicing 
physician  of  today  with  scant  understanding 
and  insight  into  this  group  of  diseases. 

Because  of  this  failure,  two  things  have  en- 
sued. First,  the  recognition  of  these  diseases 
has  become  a matter  of  almost  personal  in- 
terest to  the  physician.  Those  interested  in 
neurological  disease  will  see  a large  amount  of 
it.  Physicians  lacking  this  interest  will  fail  to 
see  very  much  of  it.  Second,  patients  who  suf- 
fer from  neurological  illness  may  be  misman- 
aged for  long  periods,  even  sustaining  irrepar- 
able damage  to  their  brain  and  spinal  cord. 

In  the  past,  this  state  of  events  was  not 
alarming.  Many  of  the  diseases  which  affected 
the  nervous  system  were  of  unknown  etiology 
and  pathogenesis.  Furthermore,  little  could  be 
done  for  the  patient,  as  this  same  paucity  of 
knowledge  applied  to  treatment  as  well. 


With  progress  made  in  all  fields  and  all 
age  groups  affeaed  by  neurological  disease, 
every  physician  should  become  familiar  with 
these  advances.  He  must  use  every  effort  to 
establish  the  diagnosis  of  neurological  disease, 
thus  ensuring  utilization  of  this  new  knowl- 
edge. The  neurological  disciplines  are  no  long- 
er dominated  by  the  concept  of  classification 
of  disease  but  have  become  active  and  thera- 
peutically oriented.  Every  physician  should  be- 
come increasingly  aware  of  the  diseases  affect- 
ing the  nervous  system  and  what  may  be  done 
toward  successful  treatment. 

— Kemp  Clark,  M.D.,  Dallas. 

Building  Now  Ours 

It  is  truly  ours  now.  This  month,  final  pay- 
ments on  mortgage  notes  are  being  made  to 
clear  the  Texas  Medical  Association  headquar- 
ters building  of  all  debt.  Money  borrowed  from 
Association  funds  also  has  been  repaid.  Thus, 
7 years  and  1 month  after  the  new  $725,000 
building  was  dedicated  in  1952,  it  becomes 
fully  the  property  of  Texas  doctors. 

The  activities  of  the  Association  were  carried 
on  from  rooms  of  its  officials  for  many  years, 
gradually  being  expanded  into  their  own  quar- 
ters in  office  buildings  in  Fort  Worth,  where 
the  secretary  lived.  In  1935,  the  Association 
purchased  and  moved  its  headquarters  to  a two- 
story  brick  residence  in  Fort  Worth.  Abandon- 
ing that  property  in  1948  when  it  was  decided 
to  establish  headquarters  in  Austin,  the  Associa- 
tion rented  a large  house  at  700  Guadalupe 
Street  until  the  new  building  on  Lamar  Boul- 
evard could  be  completed. 

One  of  the  first  headquarters  buildings 
planned  especially  for  a state  medical  associa- 
tion, the  limestone  edifice  with  granite  trim 
already  has  become  a landmark  in  Austin, 
distinguished  outside  by  its  simple  dignity  and 
busy  inside  with  the  myriad  details  of  library. 
Journal,  membership,  public  relations,  Wom- 
an’s Auxiliary,  and  other  services  the  8,000 
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members  of  the  Association  and  5,000  mem- 
bers of  the  Auxiliary  have  come  to  expect. 

Completion  of  payments  on  the  headquar- 
ters building  was  anticipated  by  the  Board  of 
Trustees  at  the  time  the  House  of  Delegates 
met  in  April.  The  House  voted  then  to  elimi- 
nate the  $15  dues  which  members  have  been 
paying  annually  into  the  Building  Fund  since 
1948,  effeaive  January  1,  I960,  at  which  time 
total  dues  will  be  cut  from  $50  to  $45.  Ten  of 
the  $15  is  being  included  in  the  dues  for  gen- 
eral operating  expenses. 

It’s  a great  day.  And  a great  building,  which 
each  Association  member  is  invited  to  visit. 

Film  to  Recruit  Doctors 

The  Texas  Medical  Association  is  pleased 
to  have  had  a role  in  conneaion  with  a new 
motion  picmre  which  should  satisfy  the  long 
time  need  in  attracting  talented  smdents  to  the 
study  of  medicine. 

"I  Am  A Doctor,”  which  was  produced  by 
the  American  Medical  Association  and  the  As- 
sociation of  American  Medical  Colleges,  was 
previewed  in  Texas  in  conneaion  with  the 
Public  Relations  Conference  of  the  Texas  Med- 
ical Association,  September  26,  in  Austin. 

The  Association’s  Library  staff  has  received 
many  requests  over  the  years  from  physicians 
and  others  for  a film  on  medical  careers  for 
showing  to  high  school  groups  and  premedical 
clubs.  Unfortunately  few,  if  any,  good  recruit- 
ment films  were  available.  As  a member  of 
the  Advisory  Committee  to  the  Communica- 
tions Division  of  the  AMA,  the  Executive 
Secretary  of  the  Texas  Medical  Association 
has  urged  the  production  of  such  a film. 

The  film  is  based  upon  a recording  left  by 
the  late  Dr.  Lloyd  Judd  of  Oklahoma.  Dr. 
Judd’s  widow  resides  in  Tyler,  and  it  was  the 
Association’s  assignment  to  secure  permission 
from  her  and  clear  the  script  with  her.  These 
negotiations  and  arrangements  were  handled 
by  Dr.  C.  E.  Willingham,  Tyler,  1958  Vice- 
President  of  the  Association;  Pat  Bailey,  the 


Association’s  Assistant  Legal  Counsel;  and  C. 
Lincoln  Williston,  Executive  Secretary. 

Bookings  of  the  film  are  available  through 
the  Library,  Texas  Medical  Association,  1801 
North  Lamar  Boulevard,  Austin. 

AMEF  Fills  Gap 

The  cry  still  goes  up  that  there  are  not 
enough  physicians,  although  in  just  15  years 
13  additional  medical  schools  with  full  4 year 
programs  have  been  fully  developed  in  the 
United  States  and  two  other  schools  are  being 
created.  In  Texas,  three  undergraduate  medi- 
cal schools  are  in  operation  and  another  ap- 
pears to  be  in  the  near  future.  All  of  these 
schools  and  the  demand  for  still  further  expan- 
sion require  greater  and  greater  expenditures 
at  a time  when  large  endowments  are  hard 
to  come  by  and  state  tax  money  is  stretched  to 
the  breaking  point. 

Into  the  gap,  which  most  persons  believe 
will  be  filled  by  the  federal  government  if 
others  do  not  act  first,  the  American  Medical 


Christmas  cards  designed  by  Mrs.  D.  J.  Sib- 
ley, Jr.  for  the  Woman’s  Auxiliary  to  the  Texas 
Medical  Association  are  now  on  sale  for  bene- 
fit of  the  American  Medical  Education  Founda- 
tion. Boxes  of  23  cards  at  $2.30  per  box  may 
be  ordered  through  county  auxiliaries  or  from 
the  Auxiliary’s  Executive  Secretary,  1801  North 
Lamar  Blvd.,  Austin. 


Education  Eoundation  (which  accepts  contribu- 
tions from  the  medical  profession)  and  the 
National  Fund  for  Medical  Education  (which 
accepts  contributions  from  business  and  indus- 
try) have  stepped. 

The  story  of  the  AMEE  is  not  new,  but  what 
it  is  doing  and  what  is  being  done  about  it 
in  Texas  needs  retelling.  Approximately  one- 
fourth  of  the  physicians  in  Texas  (2,117) 
contributed  to  AMEF  during  the  year  1957- 
1958  for  a total  of  $44,013  ($14,296  more 
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than  the  year  before).  By  August  31,  1958, 
$24,953  had  been  collected  from  1,266  con- 
tributors; by  the  same  date  this  year,  $26,775 
had  been  received  from  1,604  contributors — 
an  increase,  but  still  not  enough  to  change  the 
picture  appreciably.  As  the  chairman  of  the 
Committee  on  AMEF  in  Texas,  Dr.  D.  J.  Sib- 
ley of  Fort  Stockton,  says,  "Remember  that  in 
order  that  lay  sources  of  funds  may  be  success- 
fully solicited  it  would  be  far  better  if  100 
per  cent  physicians  participated.” 

For  1957-1958  the  Texas  Woman’s  Auxil- 
iary collected  $13,878  for  AMEF;  for  1958- 
1959,  $17,143.  The  latter  figure  placed  the 
Texas  Auxiliary  in  the  lead  in  the  nation  in 
total  amount  collected  and  also  per  person. 

Funds  going  to  Texas  medical  schools  from 
the  1957-1958  colleaions  of  AMEF  were  Bay- 
lor University  $13,975,  University  of  Texas 
Medical  Branch  $13,679,  and  University  of 
Texas  Southwestern  Medical  School  $10,266, 
or  a total  of  $37,920.  This  was  the  first  year 
Texas  doctors  contributed  more  than  came  to 
Texas  schools.  However,  of  the  $44,013  con- 
tributed, many  gifts  were  designated  for  schools 
outside  Texas. 

The  state  contributing  most  to  AMEF  in 
1957-1958  was  Illinois  with  $200,192  from 
9,289  contributors.  A dues  increase  of  $20  per 
physician  provided  approximately  $180,000  of 
this  amount. 

Physicians  in  Texas  will  be  approached  dur- 
ing November  for  contributions  to  the  Amer- 
ican Medical  Education  Foundation.  Even  token 
gifts  to  increase  the  number  of  participating 
physicians  will  be  a help,  but  more  sizable 
donations  will  be  required  if  the  needs  of  the 
nation’s  medical  schools  are  to  be  met.  All 
donations  are  tax  deductible. 

7,998,  7,999,  8,000! 

Pioneering  in  Texas  medicine  back  in  1853, 
35  physicians  began  the  Texas  Medical  Associa- 
tion, with  perhaps  only  a passing  thought  to 
the  wide,  international  scope  which  medicine 
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was  to  achieve  in  the  years  to  come.  Then  com- 
posed of  a mere  handful,  the  Association  now 
is  a powerful  organization,  drawing  into  its 
membership  physicians  of  varied  backgrounds 
specializing  in  every  phase  of  medicine. 

Last  month,  the  Association  processed  its 
eight  thousandth  member,  a simple  aa  which 
oddly  enough  exemplifies  the  cosmopolitan 
flavor  permeating  the  Association  of  today. 
Physician  number  8,000  is  Dr.  Alexander  Gol, 
native  Czechoslovakian  recently  turned  Texan. 
The  37  year  old  physician  is  a neurosurgeon 
who  resides  in  Houston  and  who  was  accepted 
into  the  Association  through  the  Harris  Coun- 
ty Medical  Society.  His  preliminary  education 
was  received  at  Prague,  with  later  academic  and 
medical  training  obtained  in  England.  He  spent 
7 years  in  England  as  a practicing  physician, 
2 years  of  which  were  spent  in  Malaya  and 
Cyprus  as  a captain  in  the  Royal  Army  Medical 
Corps.  Welcome,  Dr.  Gol,  to  the  ranks  of  a 
truly  "Texan”  organization,  an  organization 
which  counts  among  its  own,  minds  of  many 
backgrounds,  minds  whose  thinking  and  fore- 
sight have  made  Texas  medicine  what  it  is 
today. 

As  the  8,000  membership  milestone  goes  by 
(68  additional  names  had  been  listed  on  the 
rolls  by  October  1 ) , the  great  potential  that  lies 
within  this  body  of  men  and  women  deserves  re- 
emphasis. Individually  and  collectively  a highly 
educated,  generally  respected  segment  of  soci- 
ety, with  the  organizational  tools  at  hand  to 
tackle  almost  any  job,  these  8,000  have  an 
oppormnity  for  service  in  their  chosen  field  of 
health  that  whets  the  imagination.  These  are 
men  and  women  whose  thinking  must  not  stop 
with  geographical  boundaries,  whose  ideas  must 
not  be  burdened  with  regionalisms.  They  are 
men  and  women  in  the  modern  world  of  medi- 
cine, a world  which  has  to  answer  the  needs 
of  a hurried,  fast  moving  age.  It  is  a world 
filled  with  endless  resources,  truly  a Utopian 
playground  for  the  inquiring  mind.  It  is  a 
world  not  in  focus  with  the  narrow  outlook, 
the  narrow  point  of  view. 
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OUR  ANSWER 

Once  more  we  are  forced  to  supply  a medical 
solution  to  a political  problem.  Once  more,  Blue 
Cross-Blue  Shield  is  supplying  the  answer.  It  is  now 
up  to  the  doctors  of  Texas  to  show  ( 1 ) that  we 
are  headed  toward  the  right  solution  or  (2)  that 
there  is  less  of  a problem  than  many  have  been  led 
to  believe. 

During  the  month  of  October,  Blue  Cross-Blue 
Shield  is  offering  new  plans  of  health  insurance  with 
no  limitation  as  to  age.  This  is  the  answer  to  the  government’s  thesis 
that  medical  care  is  beyond  the  reach  of  the  aged. 

The  plans  are  not  intended  for  the  indigent.  Not  only  do  we  know 
they  cannot  afford  various  forms  of  insurance,  but  they  are  already 
being  cared  for  by  the  clinics  clear  across  our  state  which  the  doctors 
are  manning  without  charge.  We  claim  no  glory  for  this,  but  neither 
will  we  accept  the  criticism  that  the  indigent  are  being  neglected 
medically. 

The  plans  are  intended  for  those  aged  individuals  who  can 
afford  moderate  private  medical  care  but  who  would  be  put  to  extreme 
hardship  by  any  serious  or  catastrophic  illness  or  operation. 

We  doctors  can  either  make  or  break  this  combined  effort  of 
insurance  and  medicine.  It  behooves  us  to  familiarize  ourselves  with 
the  plans  being  offered  in  order  to  explain  them  to  our  patients  and 
to  instill  confidence  in  the  plans.  It  becomes  our  duty  to  use  these 
plans  where  indicated  and  at  the  same  time  to  tefuse  to  hospitalize  a 
single  case  where  hospitalization  is  not  indicated. 

This  is  a pilot  program  for  the  nation.  Together  we  can  make  it 
work. 


Dr.  Yeager 
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Management 
Of  Obesity 

GRACE  A.  GOLDSMITH,  M.D. 

]Vew  Orleans,  Louisiana 

OBESITY  IS  A common  and  serious  medical 
problem  which  merits  more  attention  than  it 
has  received.  It  is  associated  with  a high  mortality 
rate  and  an  increased  incidence  of  a number  of 
chronic  diseases,  including  heart  disease,  hypertension, 
renal  disease,  diabetes  meUims,  gallbladder  disease, 
cirrhosis  of  the  liver,  and  degenerative  arthritis. 
Obesity  complicates  the  management  of  many  surgi- 
cal and  medical  problems.  Although  the  health  haz- 
ards of  obesity  are  recognized,  current  therapeutic 
regimens  have  been  far  from  satisfactory.  Recent 
smdies  indicate  that  the  percentage  of  patients  who 
achieve  and  maintain  desirable  weight  is  discourag- 
ingly  small. 

Reasons  for  therapeutic  failure  in  the  management 
of  obesity  are  many.  Few  have  appreciated  that 
obesity  is  a complex  rather  than  a simple  problem. 
The  etiology  and  pathogenesis  are  not  clearly  under- 
stood. Too  Little  attention  has  been  given  to  the 
many  facets  of  therapy:  motivation,  psychic  and  emo- 
tional aspects,  familial  and  environmental  problems, 
and  individualization  of  treatment  with  close  super- 
vision. Therapeutic  success  can  be  obtained  only  if 
the  patient  strongly  desires  to  lose  weight  and  if  the 
physician  is  willing  to  devote  the  necessary  time  to 
the  patient’s  problems. 


CAUSE  OF  OBESITY 

The  fundamental  cause  of  obesity  is  a positive 
energy  balance.  That  is,  the  energy  supplied  by  the 
food  which  is  ingested  is  greater  than  the  energy 
expended  in  fulfilling  basal  metabolic  needs  and  the 
requirements  for  physical  activity.  Thus,  obesity  may 
be  due  to  overeating  or  to  too  little  exercise,  but 
this  is  oversimplification  of  the  problem.  Important 
questions  which  must  be  raised  are  the  following: 
( 1 ) Why  do  some  persons  eat  more  than  the  amount 
needed  to  maintain  desirable  weight?  What  mechan- 
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isms  control  appetite  and  are  there  abnormalities  in 
these  mechanisms  in  obesity?  (2)  Are  there  any 
metabolic  differences  between  obese  and  nonobese 
persons  which  may  favor  accumulation  of  adipose 
tissue?  (3)  Is  there  such  a condition  as  hereditary 
obesity  in  man?  (4)  Do  some  persons  expend  more 
energy  than  others  in  performing  comparable  tasks 
and  does  this  explain  the  development  of  obesity? 

Complete  answers  to  these  questions  are  not  avail- 
able, but  information  obtained  in  smdies  of  experi- 
mental obesity  in  animals  may  be  pertinent.  Obesity 
may  be  induced  in  animals  by  genetic  factors,  me- 
chanical injury  to  the  hypothalamus,  grafting  of  ad- 
renocorticotrophic  hormone-secreting  tumors,  forced 
feeding,  thyroidectomy,  and  limitation  of  activity 
in  association  with  a semiliquid  diet  but  no 
water^^  (table  1).  Hereditary  obesity  in  mice  is  due 
to  an  inborn  error  of  metabolism.  These  mice  have 
an  increased  food  intake  with  a preference  for  fat, 
low  basal  oxygen  consumption  per  amount  of  body 
size,  and  reduced  physical  activity.  Blood  sugar  is 
high  and  there  is  refractoriness  to  insulin  and  sensi- 
tivity to  growth  hormone.  The  blood  cholesterol  level 
is  elevated,  and  when  acetate  is  administered,  there 
is  increased  incorporation  into  fatty  acids.  These 
findings  suggest  a metabolic  abnormality  which  re- 
sults in  increased  formation  of  fat. 

Obesity  following  injury  to  the  hypothalamus  ap- 
pears to  be  due  to  damage  to  centers  in  the  central 
nervous  system  which  control  appetite.  Mice  with 
hypothalamic  injury  are  hyperphagic,  the  food  intake 
rising  to  50  to  70  per  cent  above  normal,  but  the 
metabolic  abnormalities  found  in  the  hereditarily 
obese  mice  are  absent  and  physical  activity  is  normal. 
Available  data  indicate  that  the  hypothalamus  con- 


Dr.  Grace  A.  Goldsmith,  profes- 
sor of  medicine  of  Tulone  Uni- 
versity School  of  Medicine,  gave 
this  paper  before  the  Section  on 
Internal  Medicine  at  the  Texas 
Medical  Association's  annual 
session,  April  21,  1959,  in  San 
Antonio. 

The  management  of  obesity  is  difficult  and  has  not  been 
successful  in  the  past.  The  most  important  items  in  therapy 
are  motivation,  encouragement,  and  a good  patient-physician 
relationship.  No  single  type  of  diet  is  applicable  to  all  pa- 
tients. Diets  should  be  restricted  in  calories  but  adequate  in 
all  essential  nutrients. 
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MANAGEMENT  OF  OBESITY  — Goldsmith  — continued 

tains  two  centers  that  function  in  the  regulation  of 
appetite,  a feeding  center  and  a satiety  center.  De- 
struction of  the  latter  may  release  the  feeding  center 
from  inhibitory  stimuli  and  result  in  hyperphagia. 
The  mechanisms  which  control  the  satiety  center  are 
not  known,  but  Mayer^^  has  proposed  that  some 
chemical  factor  such  as  blood  glucose  may  regulate 
the  activity  of  this  center.  It  is  postulated  that  there 
are  gluco-receptors  in  the  hypothalamus,  and  perhaps 
in  the  peripheral  tissues,  which  maintain  a constant 
"effective”  level  of  blood  sugar.  Differences  in  glu- 
cose concentration  in  arterial  and  venous  blood  (re- 
flecting tissue  utilization)  might  influence  this  re- 
ceptor mechanism  even  if  the  blood  sugar  level  of 
venous  blood  was  in  the  normal  range. 

Table  1. — Factors  in  the  Production  of  Experimental 
Obesity  in  Animals. 

Heredity 

Injury  to  the  hypothalamus 
Mechanical 

Chemical  (injections  of  goldthioglucose ) 

Forced  feeding 

Thyroidectomy 

Grafting  of  ACTH-secreting  mmors 

Restrirted  activity  in  association  with  a semiliquid  diet 
but  no  water 


Is  there  evidence  for  hereditary  obesity  in  man  or 
for  metabolic  abnormalities  that  will  influence  the 
regulation  of  appetite  or  cause  increased  lipogenesis? 
Few  studies  have  been  conducted  in  human  subjects 
on  this  important  problem.  That  obesity  is  often 
familial  is  well  documented.  Mullins^®  found  that 
50  per  cent  of  patients  who  developed  obesity  in 
childhood  had  obese  fathers.  He  also  noted  that 
obese  daughters  of  obese  women  tended  to  become 
fat  at  the  same  age  as  their  mothers.  These  observa- 
tions and  similar  reports  by  others  can  be  explained 
by  familial  food  habits  and  preferences  as  well  as  by 
genetic  factors. 

Little  is  known  of  the  factors  that  regulate  ap- 
petite in  human  subjects.  It  is  recognized,  however, 
that  many  obese  persons  have  appetites  that  are  large. 
In  a recent  study,  78  per  cent  of  persons  with  persist- 
ent juvenile  obesity  and  41  per  cent  of  persons  who 
become  obese  in  adult  life  admitted  large  appetites.^® 
Beaudoin  and  associates^  observed  an  increase  in 
glucose  tolerance  in  subjects  who  were  accumulating 
fat,  that  is,  in  "active”  obesity  but  not  in  "static” 
obesity.  They  suggested  that  the  increased  rate  of 
disappearance  of  glucose  from  blood  might  be  ex- 
plained by  increased  lipogenesis  or  decreased  oxida- 
tion of  fat  and  increased  oxidation  of  glucose.  The 
increase  in  food  intake  of  obese  persons  might  be 
due  to  the  early  onset  of  "metabolic  hypoglycemia” 
if  the  glucostatic  theory  of  regulation  of  appetite 
is  valid. 


Kekwick  and  Pawan^^  reported  that  obese  subjects 
lost  more  weight  on  isocaloric  diets  containing  90 
per  cent  of  fat  than  on  diets  containing  a similar 
percentage  of  carbohydrate  or  protein.  The  authors 
suggested  that  these  findings  might  be  due  to  meta- 
bolic differences  between  obese  and  nonobese  per- 
sons. Other  workers  have  not  found  that  high  fat 
diets  are  more  efficacious  than  high  carbohydrate 
diets  in  weight  reduction.^®  It  is  obviously  essential 
to  obtain  more  information  about  the  metabolism  of 
obese  subjects.  Knowledge  in  this  area  should  assist 
in  the  solution  of  many  aspects  of  the  obesity  prob- 
lem. 

Several  other  findings  relative  to  the  etiology  of 
obesity  in  man  are  of  interest.  There  is  little  doubt 
that  obesity  is  the  result  of  inactivity  rather  than 
overeating  in  some  instances.  Recent  studies  in  high 
school  girls^®  and  in  adult  women®  have  shown  that 
those  who  were  obese  were  definitely  less  active  than 
those  who  were  normal  in  weight.  Obesity  is  often 
initiated  by  cessation  or  reduction  of  physical  activity 
such  as  occurs  during  a long  illness  and  convalescent 
period. 

It  has  been  shown,  also,  that  the  energy  expendi- 
ture in  routine  activities  such  as  sitting,  standing, 
dressing,  or  walking  varies  greatly  from  one  subject 
to  another.^  Since  much  of  the  day  is  spent  in  such 
activities,  these  differences  can  significantly  influence 
total  energy  needs.  However,  low  expenditure  of 
energy  in  sedentary  activities  is  not  necessarily  as- 
sociated with  a tendency  to  gain  weight.^ 

Living  habits  in  our  present  civilization  favor  the 
development  of  obesity.®  The  modern  age  with  its 
multiplicity  of  labor-saving  devices  has  reduced  en- 
ergy expenditure  in  many  occupations.  Food  is  easily 
procured  at  the  neighborhood  market.  Modern  means 
of  transportation  involve  little  activity.  Even  recrea- 
tional pursuits  are  largely  of  the  spectator  type.  In 
addition,  social  customs  dictate  frequent  between 
meal  snacks  which  contribute  unnecessary  calories 
to  the  daily  supply. 

The  association  of  obesity  with  psychic  and  emo- 
tional problems  has  been  emphasized  repeatedly. 
Many  persons  who  become  obese  react  to  worry  and 
nervous  tension  by  increasing  food  intake.  Less  com- 
monly, obesity  develops  rapidly  in  association  with 
specific  psychological  trauma.^®  Hamburger®  has  sug- 
gested four  categories  which  are  indicative  of  the 
severity  of  a patient’s  psychic  and  emotional  diffi- 
culties : ( 1 ) overeating  in  response  to  nonspecific 
emotional  tensions;  (2)  overeating  as  a substimte 
gratification  in  intolerable  life  situations;  (3)  over- 
eating as  a symptom  of  underlying  emotional  illness, 
especially  depression  and  hysteria;  and  (4)  over- 
eating as  an  addiction  to  food.  In  the  most  severe 
categories,  psychiatric  therapy  must  accompany  a 
weight  reduction  program.  In  a few  patients,  weight 
reduction  may  be  undesirable  and  actually  harmful. 
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Success  in  weight  reduction  appears  to  be  related,  in 
part,  to  intelligence^®  and  also  to  the  emotional  sta- 
bility of  the  individual. 

MANAGEMENT 

In  the  management  of  obesity,  attention  must  be 
given  to  the  various  factors  which  influence  the  de- 
velopment and  maintenance  of  the  obese  state.  Per- 
haps the  most  important  single  aspect  of  successful 
treatment  is  development  of  a good  patient-physician 
relationship.  If  the  patient  is  not  strongly  motivated, 
means  must  be  sought  to  strengthen  the  desire  to 
lose  weight.  In  childhood,  motivation  may  comprise 
a desire  to  improve  personal  appearance,  to  excel  in 
sports,  or  to  become  more  like  other  members  of  a 
group.  In  adults,  concern  about  personal  appearance 
and  vanity  play  an  important  role  in  motivation  for 
weight  reduction.  Also,  the  prospect  of  amelioration 
of  distressing  symptoms  or  of  improvement  or  main- 
tenance of  health  may  be  motivating  factors. 

The  patient  must  be  given  encouragement  and 
moral  support.  A search  should  be  made  for  emo- 
tional outlets  and  satisfactions  which  can  substitute 
for  excessive  eating.  The  physician  must  show  a sin- 
cere interest  in  the  patient’s  problems.  The  patient 
should  be  seen  frequently,  at  weekly  or  biweekly 
intervals,  at  which  time  progress  may  be  charted 
and  difficulties  discussed.  If  progress  is  not  satis- 
factory, the  physician  must  learn  the  reasons  for  fail- 
ure. His  attimde  should  be  one  of  helpfulness  rather 
than  of  censure  or  condemnation.  The  latter  attitude 
may  promote  depression,  guilt  reactions,  subsequent 
overeating,  and  failure  of  the  entire  therapeutic  pro- 
gram. 

Many  types  of  diet  have  been  used  in  weight  re- 
duction regimens.  High  protein  diets  have  been  pre- 
scribed traditionally  on  the  basis  that  an  abundant 
protein  and  vitamin  intake  will  protect  one  from 
deficiency  and  that  the  specific  dynamic  action  of 
protein  may  enhance  the  effectiveness  of  therapy.  The 
latter  has  not  been  shown  to  be  important  from  a 
practical  standpoint.  Diets  high  in  fat^^  or  high  in 
protein  and  fat^^  have  their  advocates.  Dole®  has  ob- 
tained satisfactory  results  with  a low  protein  diet.  He 
has  pointed  out  that  overeating  results  not  only  in  an 
excess  of  body  fat,  but  also  in  greater  retention  of 
nitrogen  than  can  be  accounted  for  by  the  nitrogen 
in  adipose  tissue.  It  seems  likely  that  the  excess  cel- 
lular material,  as  well  as  the  excess  fat,  should  be 
eliminated  during  weight  reduction.  If  this  is  true,  a 
high  protein  intake  is  unnecessary.  Furthermore,  the 
obese  patient  tends  to  conserve  nitrogen  when  the 
caloric  intake  is  restricted. 

In  most  programs  for  weight  reduction,  diets  of 


ordinary  foods  have  been  prescribed  although  re- 
cently liquid  formula  diets  have  been  investigated. 
Feinstein'^  reported  56  per  cent  success  with  the  lat- 
ter type  of  diet,  success  being  rated  on  the  basis  of 
pounds  lost  in  relation  to  original  weight.  Advantages 
of  a liquid  formula  are  simplicity,  inflexibility,  and 
elimination  of  uncertainties  and  self  deception  in 
estimating  caloric  values  of  natural  foods.  Some  pa- 
tients find  total  abstinence  from  ordinary  foods  more 
tolerable  and  less  frustrating  than  attempts  at  limita- 
tion of  the  quantity  of  food.  Formula  diets  can  be 
useful  only  in  the  initial  phase  of  weight  reduction 
since  it  is  necessary  to  produce  a basic  change  in  eat- 
ing habits  which  can  be  maintained  permanently. 
Prevention  of  weight  gain  remains  a problem 
throughout  the  patient’s  life  in  most  instances. 

Since  no  one  type  of  dietary  regimen  has  been 
shown  to  be  definitely  superior,  it  is  our  custom  to 
prescribe  a calorically  restricted  diet  that  is  adequate 
in  all  essential  nutrients,  adapted  to  the  individual’s 
needs  and  to  some  extent  to  his  preferences.  The  pa- 
tient’s energy  requirement  may  be  estimated  as  10 
calories  per  pound  of  body  weight  for  maintenance 
of  basal  metabolism,  plus  an  increment  for  physical 
activity.  Persons  who  are  sedentary  require  about  50 
per  cent  above  basal,  those  who  are  moderately  ac- 
tive 75  to  100  per  cent,  and  those  performing  heavy 
labor  an  even  greater  amount.  If  the  patient  is  very 
obese,  basal  requirements  will  be  somewhat  less  than 
10  calories  per  pound.  Reduction  of  calories  by  1,000 
below  total  energy  need  should  permit  weight  loss  of 
2 pounds  weekly,  which  is  the  maximum  advocated 
by  many  physicians.  This  has  been  the  procedure 
used  in  our  nutrition  clinic  in  most  instances. 

Some  physicians  arbitrarily  prescribe  diets  which 
furnish  as  little  as  500  or  1,000  calories  regardless  of 
the  patient’s  weight.  This  may  be  feasible  if  the  pa- 
tient is  hospitalized,  but  is  seldom  satisfactory  for 
ambulatory  management.  The  patient  tends  to  be- 
come depressed,  is  preoccupied  with  thoughts  of  food, 
and  abandons  the  diet.  Diets  which  furnish  less  than 
1,200  calories  usually  fail  to  supply  adequate  amounts 
of  vitamins  and  should  be  supplemented  with  these 
essential  nutrients. 

Strong  and  associates'^  studied  several  very  obese 
subjects  under  a hospital  regimen  in  which  the  diet 
furnished  400  calories  and,  in  addition,  the  subjeas 
walked  briskly  for  3 to  4 hours  daily.  The  weight 
loss  amounted  to  13  to  16  kilograms  (29  to  35 
pounds)  in  6 weeks.  It  was  reported  that  the  sub- 
jects remained  in  good  health  and  were  not  exces- 
sively hungry.  A persistent  moderate  ketosis  devel- 
oped in  3 patients  but  did  not  interfere  with  their 
sense  of  well  being  or  their  activities.  A regimen 
such  as  this  or  prescription  of  a formula  diet  may  be 
occasionaUy  useful  in  initiating  weight  reduction, 
impressing  the  patient  with  the  seriousness  of  his 
disease,  and  demonstrating  that  it  is  possible  for  him 


794 


TEXAS  State  Journal  of  Medicine^  OCTOBER,  1959 


MANAGEMENT  OF  OBESITY  — Goldsmith  — continued 

to  lose  weight.  Such  regimens  cannot  be  maintained 
and  will  not  cure  the  patient  of  his  disease.  New 
dietary  habits  that  can  be  followed  for  a lifetime 
must  be  established  if  the  patient  is  to  attain  and 
maintain  desirable  weight. 

A typical  reducing  diet  which  has  been  used  in 
our  clinic  is  given  in  table  2.  Many  patients  can  fol- 
low a basic  diet  pattern  such  as  this  and  readily  learn 
to  vary  the  diet,  using  substitutions  such  as  those 
illustrated  in  table  3.  Other  subjeas  are  impressed  by 
learning  to  calculate  caloric  values  of  foods  and  by 
keeping  a record  of  the  calories  ingested  each  day. 
It  is  often  helpful  for  patients  to  plan  menus  for 
several  days  or  a week  in  advance.  The  patient  should 
be  instructed  to  eat  slowly  as  this  increases  the 
satiety  value  of  food.  In  planning  the  diet,  it  is  often 
necessary  to  provide  some  foods  to  allay  hunger  in 
midafternoon  or  at  bedtime.  These  must  be  included 
in  the  daily  allowance.  The  use  of  clear  soups  without 
fat,  tea,  coffee  or  lemonade  with  artificial  sweeten- 
ers, gelatin,  and  low  calorie  vegetables  such  as  cel- 
ery, tomatoes,  lettuce,  or  greens  may  be  of  assistance 
in  decreasing  hunger. 

An  increase  in  physical  activity  should  be  a part 
of  all  reducing  regimens  if  the  patient’s  health  per- 
mits. Mild  regular  exercise  will  increase  energy  ex- 
penditure usually  without  affecting  appetite.  A brisk 
walk  of  1 hour  in  normal  subjects  requires  about  350 
calories.^®  The  obese  patient  spends  more  energy  in 
walking  than  the  nonobese  as  extra  work  is  required 
to  move  the  large  mass  of  tissue.  If  the  patient  walks 


Table  2. — 1,200  Calorie  Diet  (Approximate  Values:  Pro- 
tein 70  Gm.,  Fat  40  Gm.,  Carbohydrate  130  Gm.). 


Food 


Foods  to  Be  Eaten  Each  Day 
Amount 


Egg 

Skim  Milk 
Meat,  lean 

Vegetable  from  list  1 
Vegetable  from  list  2 
Bread,  enriched  or  whole  wheat 
Butter  or  fortified  margarine 
Fruit  juice,  see  list 
Fruit,  see  list 
Coffee  or  tea 


1 

2 glasses  (8  oz.  each) 
4 02. 

1 cup 
1 cup 

3 slices 

3 teaspoons 

1 glass 

2 servings 
As  desired 


Suggested  Menus 


Breakfast 

Fruit  juice,  1 glass 
Egg,  1 

Bread,  1 slice 
Butter,  1 teaspoon 
Milk,  skim,  1 glass 


Dinner 

Lean  meat,  2 oz. 
Vegetable,  Vi  cup 
(from  list  2) 
Bread,  1 slice 
Butter,  1 teaspoon 
Fruit,  1 serving 


Supper 

Lean  meat,  2 oz. 
Vegetable,  Vi  cup 
(from  list  2) 
Salad,  1 cup  (made 
with  vegetables 
from  list  1) 
Bread,  1 slice 
Butter,  1 teaspoon 
Fruit,  1 serving 
Milk,  skim,  1 glass 


rapidly  for  1 hour  daily  for  1 month,  the  weight  loss 
can  approximate  3 pounds.  Exercise  over  the  week 
end  may  be  a useful  adjunct  to  weight  reduction  in 
persons  of  sedentary  occupations.  The  caloric  ex- 
penditure in  certain  types  of  recreational  exercise  is 
shown  in  table  4. 

Anorexigenic  drugs  are  useful  adjuvants  in  the 
management  of  obesity  in  some  subjects.  Controlled 
smdies  using  a double  blind  procedure  have  shown 
that  several  of  these  agents  will  increase  weight  loss 
in  comparison  to  placebo  medication.^®’  The  role 
of  these  drugs  in  therapy  is  a minor  one,  however. 
They  can  serve  as  a temporary  crutch  while  the  pa- 


Table  3. — Food  Exchange  List. 


Vegetables 


List  1 ; \ 


Asparagus 

Beans,  snap,  canned 

Beet  greens 

Broccoli 

Brussel  sprouts 

Cabbage 

Cauliflower 

Celery 


Cucumber 

Eggplant 

Letmce 

Mustard  greens 
Radish 
Spinach 
Tomato 
Turnip  greens 


List  2 

Beans,  snap,  fresh 

Beets 

Carrots 

Kale 

Onions 

Peas,  canned,  green 

Pumpkin 

Squash 

Turnip 


Fruits  and  Fruit  Juices 
Fruits* 


Apple  

Vi  medium 

Apple  sauce  (no  sugar)  .... 

Vi  cup 

Apricots  

2 medium 

Banana  

Vi  medium 

Cantaloupe  

Vi  of  4Vi  in. 

melon 

Cherries  ( fresh ) 

10  large 

Figs  (fresh)  

3 

Grapefruit  

Vi  small 

Grapes  

Vi  cup 

Honeydew  melon . 

14  of  5 in.  melon 

Lemon  

1 medium 

Orange  

Peach  

1 small 

. 1 medium 

Pear  

Vi  medium 

Pineapple  

Vi  cup  cubes 

Plums  

2 medium 

Rhubarb  

1 cup 

Strawberries  

10  large 

Tangerine 

1 large 

Watermelon  

M cup  cubes 

Fruit  Juices 

Apple  

. . 1 glass 

Orange  

1 glass 

Grapefruit 

. . 1 glass 

Pineapple  

1 glass 

Lemon 

. . 1 glass 

Tomato  

1 glass 

Other  Substitutions 
1 ounce  of  meat  = 1 egg 

= 1 in.  cube  cheese 
= Vs  cup  dried  cooked  beans 
= 1 02.  of  fish 
= 1 oz.  of  chicken 

1 slice  of  bread  = Vi  medium  potato 
= Vi  cup  cooked  rice 
= Vi  cup  cooked  grits 

V2  cup  vegetable  from  list  2 = V4  cup  vegetable  from 

list  1. 

* Fruits  canned  in  syrup  should  be  washed  before  using. 
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tient  is  learning  control,  adapting  to  the  reducing 
regimen,  and  developing  new  attitudes  and  habits. 

The  use  of  charts  on  which  expected  and  actual 
weight  reduction  can  be  plotted  are  often  useful  in 
encouraging  the  patient  and  keeping  his  interest. 
Measurements  of  skin  fold  thickness  or  of  circum- 
ference of  the  body  or  limbs  also  may  be  of  assistance. 
It  is  advisable  that  the  patient  weigh  only  once  a 
week  at  the  same  time  of  day,  preferably  in  the 
morning  before  breakfast,  and  on  the  same  scales. 
The  fact  that  loss  of  weight  may  occur  step  wise 
rather  than  smoothly,  due  to  alternate  retention  and 
release  of  body  water,  should  be  explained  to  the 
patient.  This  may  lessen  discouragement  if  weight 
loss  is  irregular  or  slow. 

Table  4. — Caloric  Expenditure  in-  Certain  Recreational 
Activities  with  Approximate  Calories  Used  in  1 Hour 
(70  kg.  Adult). 


Activity  Calories 


Sitting  quietly 30 

Walking  (4  mi.  per  hr.) 240 

Bicycling  (moderate  speed) 175 

Gardening 200 

Golfing  300 

Swimming  (2  mi.  per  hr.) 550 

Dancing 250 

Tennis  430 


Group  therapy  has  been  applied  in  recent  years  as 
one  method  for  encouraging  weight  reduction.  It 
has  proved  useful  over  short  periods  of  rime  particu- 
larly if  frequent  meetings  were  scheduled.  More  pro- 
longed periods  should  be  evaluated.  This  approach 
seems  worthy  of  further  study  and  application. 

Success  in  the  therapy  of  obesity  is  greater  in 
persons  who  have  developed  the  condition  in  adult 
life  than  in  those  who  have  been  obese  since  child- 
hood. Accordingly,  serious  obesity  in  children  should 
not  be  overlooked.  Children  or  adults  who  are  15  or 
20  per  cent  above  average  weight  for  height  and 
body  build  should  be  evaluated  for  muscle  develop- 
ment and  amount  of  subcutaneous  fat  as  this  degree 
of  overweight  often  indicates  excessive  fat  accumula- 
tion. The  earlier  the  treatment  is  initiated  the  better 
the  chance  of  permanent  improvement.  Children 
learn  new  eating  habits  more  readily  than  adults. 
Attention  to  this  age  group  is  an  important  aspect 
of  preventive  medicine. 


SUMMARY 

The  management  of  obesity  is  not  easy  and  has 
been  far  from  successful  in  the  past.  Much  more 
information  is  needed  as  to  pathogenesis  and  methods 
of  treatment.  The  many  unknowns  should  be  a chal- 


lenge to  the  physician  and  stimulate  basic  and  clin- 
ical research  so  that  fumre  therapeutic  regimens  can 
be  based  on  faas  and,  consequently,  be  more  effica- 
cious. 

The  most  important  items  in  therapy  are  motiva- 
tion, encouragement,  and  a good  patient-physician 
relationship.  The  diet  should  be  restricted  in  calories 
but  adequate  in  all  essential  nutrients.  No  single 
type  of  diet  is  applicable  to  all  patients.  Exercise 
should  be  a part  of  all  weight  reduction  regimens  if 
the  patient’s  health  permits.  Treatment  must  be  indi- 
viduali2ed  and  closely  supervised.  In  most  instances, 
obesity  is  a lifetime  problem  and  new  habits  of  eat- 
ing and  of  activity  must  be  developed  if  normal 
weight  is  to  be  reached  and  maintained. 
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Military  Surgeons  to  Meet  in  Washington 

The  sixty-sixth  annual  convention  of  the  Association  of 
Military  Surgeons  will  be  held  November  9-11  at  the 
Mayflower  Hotel,  Washington,  D.  C.  Special  panels  will 
be  held  for  dentists,  veterinarians,  nurses,  and  medical  spe- 
cialists. A closed  circuit  color  television  program  will  pro- 
vide on-the-scene  reports  and  reviews  of  many  military 
hospital  services  and  facilities. 
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Few  will  question  the  statement  that  the 
•incidence  of  postanesthetic  respiratory  depres- 
sion has  increased  in  the  last  two  decades.  The  rea- 
sons are  apparent.  Foremost  is  the  extensive  use  of 
muscle  relaxants  during  anesthesia,  with  the  result 
that  their  action  occasionally  fails  to  wear  off  by  the 
time  the  operation  is  completed.  Second,  is  the  in- 
creased incidence  of  operations  upon  the  elderly, 
debilitated,  and  desperately  iU.  Third,  is  the  fre- 
quency of  operations  associated  with  a high  incidence 
of  complications  affecting  respiration.  And  finally, 
is  the  increased  effort  by  anesthesiologists  to  control 
or  assist  respiration,  thus  leading  to  a failure  to 
detect  inadequate  spontaneous  respiration  before  the 
end  of  operation. 

Failure  of  adequate  respiration  to  remrn  always 
raises  suspicions  in  the  mind  of  the  anesthetist,  as 
well  as  in  those  of  his  colleagues,  that  he  is  responsi- 
ble for  the  complication.  Often  this  is  correct,  but  it 
is  not  necessarily  a result  of  neglea  or  of  improper 
use  of  agents  according  to  present  knowledge.  When 
the  anesthetist  is  directly  or  indirealy  responsible  for 
postanesthetic  apnea  because  of  the  use  of  muscle 
relaxants,  it  is  especially  important  that  he  study  the 
case  history  carefully  to  determine  what  lesson  for 
fumre  management  of  similar  cases  is  contained 
therein.  It  is  essential  for  the  anesthetist  to  be  aware 
of  possibilities  other  than  relaxants  as  a cause  of 
respiratory  failure  so  that  correct  therapeutic  meas- 
ures can  be  instimted  promptly.  Because  of  the  mul- 
tiplicity of  factors  which  can  depress  respiration  at 
the  end  of  operation,  adequate  therapy  can  be  in- 
itiated only  upon  correct  diagnosis.  The  differential 
diagnosis,  therefore,  may  be  dependent  upon  the  an- 
esthetist’s knowledge  of  factors  that  control  respira- 
tion. 

Normal  respiration  is  dependent  upon  three  fac- 
tors: (1)  integrity  of  the  respiratory  center;  (2) 
response  of  the  respiratory  muscles  to  central  stimuli; 
and  (3)  the  internal  environment  that  sustains  these 
two  components.  This  categorization  can  be  used  as 


a basis  for  differential  diagnosis.  Therefore,  it  will 
be  amplified  and  examples  of  illustrative  case  his- 
tories will  be  presented. 


INTEGRITY  OF  RESPIRATORY  CENTER 

One  of  the  most  obvious  causes  of  inadequate 
respiration  following  operation  would  be  interfer- 
ence with  the  integrity  of  the  respiratory  center  and 
a consequent  loss  of  its  ability  to  send  out  rhythmical 
impulses  leading  to  respiration.  Such  interference  can 
be  caused  by  brain  tumor,  increased  intracranial  pres- 
sure, or  cerebral  embolus  or  hemorrhage.  An  example 
of  each  is  contained  in  the  first  three  case  reports. 

Case  1. — A 28  year  old  white  woman  had  a history 
suggestive  of  a third  ventricle  tumor  and  was  scheduled  for 
craniotomy.  Anesthesia  was  with  thiopental  and  endo- 
tracheal nitrous  oxide  and  oxygen,  with  meperidine  supple- 
ment. Tracheal  inmbation  was  facilitated  with  40  mg.  of 
succinylcholine.  Meperidine,  10  mg.,  was  given  intraven- 
ously four  times  during  the  first  hour  of  operation.  For 
the  last  2V2  hours,  only  75  mg.  of  thiopental  were  in- 
jected. One  and  one-half  hours  before  the  end  of  opera- 
tion, the  surgeons  moved  the  patient’s  head.  Respira- 
tions abruptly  ceased.  The  patient  remained  apneic  for  the 
next  114  hours  and  required  respiratory  assistance  for  an 
additional  6 hours.  Ventricular  tap  failed  to  reveal  increased 
intracranial  pressure,  but  the  patient's  condition  slowly 
deteriorated,  and  she  died  of  a large  intracranial  tumor. 

Case  2. — A 36  year  old  white  man  had  previously  had 
a mastoidectomy.  Because  of  subsequent  lethargy,  head- 
ache, nausea,  and  vomiting  and  increased  cerebrospinal  fluid 
pressure,  he  was  thought  to  have  a lateral  sinus  thrombosis 
and  possibly  a brain  abscess.  He  was  to  have  reexploration 
of  the  mastoid  area.  Anesthesia  was  with  thiopental,  nitrous 
oxide  and  oxygen,  decamethonium,  and  meperidine.  The 
first  20  minutes  of  the  procedure  were  uneventful  until 
blood  pressure  and  pulse  increased  markedly  and  there  was 
breath  holding.  As  this  was  believed  to  be  due  to  light 
anesthesia,  decamethonium  and  meperidine  were  given.  Ap- 
nea ensued  and  blood  pressure  declined.  Respiration  re- 
quired control.  At  the  end  of  the  operation,  which  con- 
sisted primarily  in  identification  of  lateral  sinus  thrombosis, 
the  patient  remained  apneic.  Since  meperidine  (50  mg.) 
and  decamethonium  ( 5 mg. ) had  been  used,  the  depression 
was  thought  possibly  due  to  narcotic  or  relaxant.  Nalor- 


Dr.  James  E.  Eckenhoff,  profes- 
sor of  anesthesiology  at  the  Uni- 
versity of  Pennsylvania  Schools 
of  Medicine,  presented  this 
paper  for  the  Texas  Society 
of  Anesthesiologists  April  19, 
1959,  in  San  Antonio. 


Normal  respiration  is  dependent  on  integrity  of  the  respira- 
tory center,  response  of  the  respiratory  muscles  to  central 
stimuli,  and  the  internal  environment  that  sustains  these  com- 
ponents. Case  reports  illustrate  a variety  of  causes  of  inade- 
quate respiration  within  these  categories.  Differential  diag- 
nosis and  prompt  correct  therapy  are  important. 


TEXAS  State  Journal  of  Medicine,  OCTOBER,  1959 


797 


RESPIRATORY  DEPRESSION  — Eckenhoff  — continued 

phine  was  given  without  effect.  Because  of  the  patient’s 
history,  a neurosurgeon  was  called  in  consultation.  He  be- 
lieved that  increased  cerebrospinal  fluid  pressure  was  re- 
sponsible and  that  circulatory  compensation  had  been  lost 
when  the  elevated  blood  pressure  and  pulse  suddenly  de- 
clined during  the  procedure.  A ventricular  tap  through  the 
mastoid  wound  revealed  markedly  increased  cerebrospinal 
fluid  pressure.  The  patient  died  2 days  later  with  neither 
respiration  nor  consciousness  returning.  Autopsy  revealed 
lateral  sinus  thrombosis  and  cerebellar  abscess. 

Case  3. — A 42  year  old  man  with  mitral  stenosis,  auricu- 
lar fibrillation,  orthopnea,  and  markedly  diminished  exer- 
cise tolerance  was  scheduled  for  mitral  commissurotomy.  He 
was  anesthetized  with  cyclopropane  and  maintained  on  con- 
trolled respiration.  Tracheal  intubation  was  facilitated  with 
40  mg.  of  succinylcholine.  No  other  relaxants  were  given 
for  the  70  minute  commissurotomy.  The  mitral  valve  was 
heavily  calcified  so  the  carotid  arteries  were  occluded  dur- 
ing finger  fracture  of  the  valve.  At  the  end  of  operation, 
the  anesthetist  noted  the  patient’s  attempts  to  breathe  were 
irregular  and  inadequate.  Blood  pressure  was  maintained 
satisfactorily.  In  1 hour  respirations  changed  to  a typical 
Cheyne-Stokes  pattern.  In  the  next  hour,  neurological  signs 
typical  of  embolization  to  the  basilar  artery  appeared.  The 
patient’s  blood  pressure  remained  satisfactory  for  24  hours, 
following  which  it  decreased;  the  patient’s  condition  deteri- 
orated, and  he  died  48  hours  postoperatively. 

In  cases  1 and  3,  the  only  relaxant  given  was  suc- 
cinylcholine for  tracheal  intubation.  There  is  little 
question  that  had  a technique  been  used  employing 
relaxants  more  liberally,  the  diagnosis  of  the  cause  of 
apnea  would  have  been  in  doubt.  In  fact,  respiratory 
inadequacy  was  confused  in  case  2,  since  5 mg.  of 
decamethonium  had  been  given.  Had  the  anesthetist 
or  surgeons  been  more  alert  as  to  the  possibilities 
in  case  2,  the  catastrophic  outcome  might  have  been 
averted. 

It  may  be  of  interest  that  in  the  first  500  mitral 
valvulotomies  performed  at  the  Hospital  of  the  Uni- 
versity of  Pennsylvania,  the  incidence  of  cerebral 
embolization  confirmed  at  autopsy  was  3.6  per  cent 
and  the  clinicial  diagnosis  was  made  but  unconfirmed 
for  lack  of  permission  to  perform  a necropsy  in  an 
additional  2 per  cent.  Careful  observation  of  the  pa- 
tient by  the  anesthetist  during  and  following  opera- 
tion may  result  in  the  early  detection  and  localiza- 
tion of  the  embolus.  When  respiratory  inadequacy 
persists  following  the  use  of  relaxants,  the  possibili- 
ties of  cerebral  embolization  should  not  be  over- 
looked. 


PERIPHERAL  ORGANS  OF  RESPIRATION 

Probably  the  principal  cause  for  postanesthetic 
respiratory  inadequacy  is  an  interference  with  respira- 
tion peripherally,  either  because  impulses  do  not  pass 
from  nerves  to  respiratory  muscles,  the  muscles  are 
incapable  of  normal  response,  or  there  is  mechanical 
interference  with  oxygenation  of  blood. 


Persistent  curarization  always  must  be  considered 
first  if  muscle  relaxants  have  been  used  during  an- 
esthesia. The  incidence  of  this  complication  will  vary 
from  clinic  to  clinic,  depending  upon  the  drugs  used, 
the  manner  in  which  they  are  given,  and  whether  or 
not  antagonists  are  routinely  employed.  When  non- 
depolarizing relaxants  ( d-mbocurarine,  Membine,  and 
gallamine)  have  been  injected,  effective  antagonists 
in  the  form  of  Prostigmin  or  edrophonium  (Ten- 
silon) are  available.  Generally,  having  used  large 
doses  of  nondepolarizing  relaxants,  one  should  await 
the  return  of  some  respiratory  effort  before  giving 
intravenous  atropine  followed  by  Prostigmin.  If 
there  is  doubt  that  curarization  is  the  cause,  it  is 
safer  to  use  edrophonium,  since  atropine  need  not 
be  injected  first  and  the  effect  is  more  evanescent 
than  with  Prostigmin.  The  injection  of  atropine  and 
Prostigmin  should  not  be  taken  lightly;  Gray  has 
reported  5 collected  case  reports  of  cardiac  arrest  oc- 
curring following  these  drugs.^ 

There  are  no  effective  antagonists  to  depolarizing 
relaxants  such  as  decamethonium,  succinylcholine,  or 
Imbretil.  Suspecting  depressed  respiration  due  to 
these,  one  can  only  support  the  respiration  and  cir- 
culation and  await  remrn  of  spontaneous  respira- 
tion, although  occasionally  there  is  a response  to 
Prostigmin.  My  associates  and  I are  not  willing  to 
ascribe  to  the  idea  that  in  protracted  apnea  due  to 
muscle  relaxants  return  of  respiration  is  inevitable 
if  only  the  respiration  is  supported.  We  have  seen 
several  patients  succumb  with  this  therapy  in  spite 
of  all  we  could  do. 

The  usual  cause  of  postanesthetic  respiratory  de- 
pression due  to  relaxants  is  an  actual  or  relative 
overdose  of  the  drug.  Occasionally  only  a small  dose 
of  relaxant  has  been  given  and  an  effect  far  beyond 
that  expected  occurs.  This  is  probably  sensitivity  to 
the  particular  relaxant.  It  occurs  often  enough  to 
warrant  the  use  of  test  doses  before  giving  the  usual 
therapeutic  doses.  The  following  is  a report  of  a 
child  sensitive  to  succinylcholine. 

Case  4. — An  8 year  old  white  boy  in  excellent  health 
otherwise  was  to  undergo  inguinal  herniorrhaphy.  He  was 
anesthetized  with  50  mg.  of  thiopental  and  a combination 
of  nitrous  oxide,  oxygen,  cyclopropane,  and  top  ether.  With 
traction  on  the  spermatic  cord,  the  child  developed  severe 
laryngospasm.  He  was  given  30  mg.  of  succinylcholine 
intramuscularly,  1 minute  following  which  he  became  ap- 
neic.  His  next  attempt  at  respiration  was  Ipi  hours  there- 
after, and  normal  respiration  was  not  resumed  for  3 hours. 
Postoperatively,  during  apnea  his  rectal  temperamre  was 
95.8  F.,  and  his  intercostal  muscle  temperature  96  F.  His 
plasma  cholinesterase  level  was  0.2  units  (low  normal  0.4 
units).  His  plasma  potassium  level  was  normal.  He  dem- 
onstrated no  unusual  effects  from  his  experience. 

Often,  the  course  of  events  is  not  so  evident.  The 
effect  of  muscle  relaxants  may  be  prolonged  by  inter- 
action with  other  drugs  used  during  anesthesia  and 
operation  or  physical  factors  concomitant  with  opera- 
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tion.  These  are  so  extensive  in  number  as  to  form 
a voluminous  report  by  Foldes.®  The  prolongation  of 
respiratory  depression  by  using  depolarizing  and  non- 
depolarizing drugs  in  the  same  patient  is  well  docu- 
mented. The  synergism  of  diethyl-ether  with  non- 
depolarizers is  common  knowledge.  Among  less  often 
appreciated  interactions  is  that  of  potentiation  of  the 
effects  of  muscle  relaxants  by  antibiotics®  as  evident 
from  the  following  case  report. 

Case  5. — A 52  year  old  white  man  had  carcinoma  of 
the  stomach  and  metastasis  to  the  colon.  Gastrectomy,  par- 
tial colectomy,  and  splenectomy  were  performed  with  endo- 
tracheal cyclopropane  anesthesia  supplemented  with  suc- 
cinylcholine,  0.1  per  cent  by  intravenous  drip,  and  con- 
trolled respiration;  700  mg.  of  succinylcholine  were  given, 
none  for  the  last  35  minutes  of  the  5 hour  operation.  As 
the  last  skin  sutures  were  being  inserted,  neomycin,  2 Gm., 
was  injected  into  the  peritoneal  cavity  through  a catheter. 
Respiration  which  had  been  adequate  immediately  prior 
to  this  ceased  in  10  minutes.  No  respiratory  effort  appeared 
for  3 hours,  even  though  the  patient  was  obviously  con- 
scious. Tracheal  stimulation,  caffeine  sodium  benzoate, 
Prostigmin,  Metrazol,  and  calcium  gluconate  all  were  to 
no  avail.  Respiratory  assistance  was  required  for  3 addi- 
tional hours  following  which  convalescence  was  uneventful. 

Recent  work  by  Zaimis,  Cannard,  and  Price®  sug- 
gests that  body  temperature  may  influence  the  in- 
tensity and  duration  of  effect  of  muscle  relaxants,  an 
action  most  prominent  with  depolarizers.  Although 
the  full  significance  of  this  observation  is  not  yet 
known,  it  is  worth  while  to  measure  body  tempera- 
ture of  all  patients  with  protracted  respiratory  depres- 
sion following  depolarizing  drugs.  Elevation  of  tem- 
perature may  assist  in  remrn  of  respiration. 

Narcotics  as  well  as  anesthetics  may  accenmate 
the  respiratory  effect  of  muscle  relaxants.  This  ob- 
servation is  exemplified  by  case  6. 

Case  6. — A 50  year  old  white  woman  was  prepared  for 
hysterectomy.  Her  anesthesia  consisted  of  thiopental  and 
endotracheal  cyclopropane  with  12  mg.  of  d-mbocurare  sup- 
plement. No  relaxant  was  given  for  the  last  70  minutes 
of  operation.  During  closure  of  the  abdomen,  cyclopropane 
was  discontinued  and  nitrous  oxide-oxygen  was  given.  Res- 
piration was  beginning  to  return  when  morphine,  10  mg., 
was  given  intramuscularly  to  assure  the  patient  comfort 
during  recovery.  The  patient’s  respiratory  effort  ceased  and 
controlled  respirations  were  required  for  the  remaining  20 
minutes  of  operation  and  50  minutes  thereafter.  Respiratory 
assistance  was  required  for  an  additional  20  minutes.  Con- 
valescence was  uneventful. 

Finally,  certain  disease  states  may  lead  to  a pro- 
longation of  relaxant  effect.  Attention  has  been  fo- 
cused on  myasthenia  gravis  in  this  respect.  More 
recently,  reports  have  appeared  warning  of  a pos- 
sible relation  between  relaxants  and  widespread 
malignancy.^  Postanesthetic  apnea  is  not  uncommon 
in  the  presence  of  electrolyte  imbalance  or  in  severe 
hepatic  disease.  We  have  become  especially  careful 
of  the  use  of  depolarizing  drugs,  particularly  suc- 


cinylcholine by  continuous  intravenous  infusion,  in 
the  presence  of  the  latter  as  shown  in  the  following 
case  report. 

Case  7. — A 52  year  old  white  man  was  acutely  ill,  with 
a history  of  a cholecystectomy  3 weeks  earlier  followed  by 
deep  jaundice  and  anuria.  Blood  urea  nitrogen  was  148  mg. 
per  100  cc.;  carbon  dioxide  was  10  milliequivalents;  pro- 
thrombin 48  per  cent;  and  albumin  2 plus.  He  was  thought 
to  have  biliary  obstruction  and  hepatitis.  Exploratory  lap- 
arotomy was  performed  with  endotracheal  cyclopropane  and 
succinylcholine,  0.1  per  cent  intravenous  drip  (400  mg.  in 
2 hours ) . Postoperatively,  he  respired  poorly  and  acted  as 
if  still  partially  paralyzed.  Respirations  required  assistance 
for  12  hours.  He  continued  to  bleed.  He  died  24  hours 
postoperatively.  At  autopsy  his  liver  was  observed  to  be 
nearly  destroyed  with  bile  hepatitis  and  superimposed  in- 
fection. 

Succinylcholine  infusion  was  obviously  a poor 
choice  in  a patient  with  such  serious  hepatic  dis- 
ability. 

The  respiratory  effort  of  patients  incompletely 
recovered  from  relaxant  drugs  has  a reasonably  defin- 
able pattern.  The  patient  appears  forcibly  to  lift  his 
chest  wall,  using  all  accessory  muscles  of  respiration, 
yet  often  moving  little  air.  Gross  muscular  move- 
ments of  head  and  extremities  are  visible,  but  fine 
movements  are  lacking.  Often  a similar  type  of 
respiration  can  be  seen  in  the  obese,  in  patients 
with  distended  abdomen,  and  occasionally  in  patients 
with  pulmonary  disease  or  postoperative  chest  com- 
plications. Any  of  these  conditions  may  simulate 
incomplete  recovery  from  relaxants  used  during  an- 
esthesia. The  following  case  report  exemplifies  a 
pulmonary  complication  that  at  first  appeared  to  be 
a prolonged  relaxant  action. 

Case  8. — A 52  year  old  Negro  man  with  a lung  abscess 
was  treated  conservatively  for  10  months  and  scheduled  for 
pneumonectomy.  Thiopental-cyclopropane  endotracheal  an- 
esthesia was  supplemented  with  22.5  mg.  of  d-mbocurarine. 
The  operation  required  3 hours.  For  the  last  30  minutes 
the  patient  was  making  respiratory  efforts.  When  moved 
from  operating  room  table  to  litter,  he  was  noticed  to  be 
using  accessory  muscles  of  respiration  and  to  be  slightly 
cyanotic,  and  his  blood  pressure  had  fallen  from  130/80  to 
70/30.  This  was  believed  to  be  due  in  part  to  prolonged 
effect  of  the  relaxant.  However,  upon  ventilation  of  his 
remaining  lung  with  oxygen,  the  color  did  not  improve. 
His  blood  pressure  continued  to  fall;  his  attempts  at  respira- 
tion became  more  labored  with  ineffective  exchange.  He 
died  1 hour  and  20  minutes  postoperatively.  At  autopsy, 
he  was  found  to  have  an  embolus  in  his  remaining  pul- 
monary artery. 


ALTERATION  OF 
INTERNAL  ENVIRONMENT 

Control  of  respiration  and  peripheral  respiratory 
activity  may  be  influenced  by  environmental  changes 
as  might  occur  in  blood  carbon  dioxide  excess  or 
oxygen  deficit  in  the  presence  of  depressant  agents. 
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such  as  narcotics  or  anesthetics,  or  when  inadequate 
circulation  exists. 

Respiration  may  become  depressed  by  very  high 
concentrations  of  carbon  dioxide  and  suppressed  by 
hypocarbia.  Churchill-Davidson  has  envisioned  the 
normal  responsiveness  of  the  respiratory  center  to 
carbon  dioxide  as  a broad  band  in  the  carbon  dioxide 
pressure  spectmm.  Anesthetics,  narcotics,  and  relax- 
ants  narrow  that  band  so  that  respiratory  center 
stimulation  by  carbon  dioxide  occurs  only  in  a slim 
carbon  dioxide  pressure  range.  Thus  apnea  may  per- 
sist if  carbon  dioxide  has  been  washed  out  by  hyper- 
ventilation or  is  allowed  to  accumulate  by  inade- 
quate ventilation. 

Little  need  be  said  about  the  influences  of  hypoxia 
and  their  damaging  effects  upon  respiratory  control. 
Yet  despite  this  knowledge,  it  is  not  uncommon  to 
see  anesthetists  ignore  obvious  hypoxia  during  an- 
esthesia. There  is  rarely  an  excuse  with  the  measures 
we  have  at  hand  ever  to  be  satisfied  with  anything 
other  than  optimal  ventilation  and  oxygenation. 

Inhibitory  reflex  aaivity  arising  from  within  the 
airway  may  lead  to  apnea  as  shown  by  case  9. 

Case  9. — A 43  year  old  white  woman  was  scheduled  for 
thyroidectomy.  Anesthesia  was  with  light  cyclopropane  sup- 
plemented with  succinylcholine,  60  mg.,  for  tracheal  intu- 
bation and  5 mg.  of  Metubine  for  relaxation.  At  the  end 
of  operation  the  patient  would  not  breathe  spontaneously. 
If  the  endotracheal  tube  was  pushed  downward,  she  would 
cough,  presumably  because  the  carina  had  been  touched. 
Intravenous  atropine  followed  by  1.5  mg.  of  Prostigmin 
accomplished  little.  The  endotracheal  tube  was  finally  re- 
moved, and  spontaneous  adequate  respirations  immediately 
appeared. 

The  postoperative  depression  of  respiration  by 
large  doses  of  narcotics,  used  either  for  preanesthetic 
medication,  as  adjuvants  to  anesthesia,  or  at  the  end 
of  operation  to  prevent  restlessness  with  emergence 
from  anesthesia  is  not  uncommon  and  requires  little 
amplification.  Under  these  circumstances,  there  ap- 
pears little  harm  in  giving  5 mg.  of  nalorphine 
intravenously  to  counteract  the  depression.  Nalor- 
phine will  not  reverse  the  respiratory  effects  of  anes- 
thetics or  barbiturates. 

General  anesthetics  per  se  rarely  lead  to  postanes- 
thetic apnea.  In  fact,  it  was  only  with  a diligent 
search  among  our  records  thar  I was  able  to  find 
this  case  report. 

Case  10. — A 30  year  old  woman  was  prepared  for  dila- 
tation of  the  cervix  and  curettage.  She  was  given  150  mg. 
of  thiopental  for  induction  of  anesthesia,  followed  by 
cyclopropane  for  10  minutes.  The  surgeon  complained  of 
cyanosis  of  the  cervix.  Since  the  patient’s  respirations  were 
depressed,  the  breathing  bag  was  flushed  with  oxygen  and 
the  patient’s  lungs  ventilated  several  times.  Apnea  developed 
and  persisted  for  the  15  minutes  required  for  completion 
of  the  operation  and  for  20  minutes  thereafter.  The  patient 
finally  began  to  breathe  upon  painful  stimulation. 


It  seems  unlikely  that  cyclopropane  was  responsi- 
ble for  the  apnea  or  that  the  150  mg.  of  thiopental 
was  the  basis.  It  is  possible  that  "oxygen  apnea”  may 
have  been  the  explanation. 

Occasionally,  respiratory  inadequacy  is  a mani- 
festation of  circulatory  insufficiency.  Whether  due 
to  relaxants  or  poor  circulation,  the  initial  therapy  is 
the  same,  namely,  attention  to  maintenance  of  pul- 
monary ventilation,  but  further  therapy  may  be  quite 
different.  The  final  three  case  reports  exemplify 
problems  that  may  be  thought  due  to  relaxants,  yet 
the  fundamental  derangement  be  something  entirely 
different. 

Case  11. — A 29  year  old  white  woman,  3 months  preg- 
nant, had  an  atrioseptal  defect  and  congenital  mitral  sten- 
osis. She  was  operated  upon  because  of  severe  dyspnea. 
Anesthesia  was  with  endotracheal  cyclopropane,  top  ether, 
succinylcholine  for  tracheal  intubation,  and  decamethonium, 
5 mg.,  for  relaxation.  Her  body  temperature  was  deliberately 
lowered  to  31  C.  The  mitral  valve  was  dilated  and  the  sep- 
tal defect 'closed.  Postoperatively,  there  were  copious  secre- 
tions in  the  trachea  and  ineffecmal  respirations  that  to 
all  anesthetic  observers  were  characteristic  of  persistent  par- 
tial curarization.  This  situation  continued  unchanged  for 
several  hours.  Atropine  and  Prostigmin  failed  to  improve 
respiration.  Pulmonary  secretions  increased  and  pulmonary 
edema  developed.  The  patient’s  condition  deteriorated,  and 
she  died  20  hours  later.  At  autopsy,  the  mitral  valve  was 
found  to  have  been  inadequately  opened.  With  the  septal 
defect  closed,  blood  was  dammed  back  into  the  lungs,  and 
the  patient  had  died  from  pulmonary  engorgement  and 
circulatory  inadequacy. 

Case  12. — A 50  year  old  Negro  woman  with  an  old 
myocardial  infarct  was  scheduled  for  exploration  of  her 
common  bile  duct.  Anesthesia  was  with  endotracheal  cyclo- 
propane. Tracheal  intubation  was  facilitated  with  40  mg. 
of  succinylcholine,  and  muscular  relaxation  was  obtained 
with  4 mg.  of  Imbretil  and  another  40  mg.  of  succinyl- 
choline at  time  of  closure  of  her  abdomen.  For  the  last  60 
minutes  of  the  procedure,  nitrous  oxide  and  oxygen,  6 L. 
and  2 L.,  were  given.  At  the  end  of  the  operation,  the  pa- 
tient was  breathing  reasonably  well,  so  her  trachea  was 
extubated.  Shortly  thereafter  she  was  observed  to  be  cya- 
notic and  with  only  diaphragmatic  respiratory  aaivity.  Her 
respiration  was  assisted  with  oxygen,  tracheal  secretions  were 
aspirated,  and  atropine  0.4  mg.,  was  given  intravenously 
followed  in  1 minute  by  Prostigmin,  1.0  mg.  Her  respira- 
tory tidal  volume  increased  slightly.  Another  dose  of  Pro- 
stigmin was  given  after  her  trachea  was  reintubated.  There 
was  no  effect.  Pulmonary  edema  appeared.  She  was  treated 
with  semi-Fowler’s  position,  rotating  tourniquets,  positive 
pressure  respiration,  and  intravenous  Aminophylline.  Auricu- 
lar fibrillation  was  detected  by  electrocardiograph,  so  Digox- 
in  was  given.  She  gradually  responded.  In  2V2  hours  she 
was  markedly  improved,  and  her  respiration  was  adequate. 
However,  she  died  12  days  later,  and  at  autopsy  a myo- 
cardial infarction  thought  to  have  occurred  at  the  end  of 
operation  was  found. 

Case  13. — A 42  year  old  Negro  man  with  history  of 
being  in  an  automobile  accident  and  having  multiple  frac- 
mres  and  laceration  of  the  liver  developed  intestinal  ob- 
struction and  gastrointestinal  hemorrhage.  Because  of  hem- 
orrhage, exploratory  laparotomy  and  probable  subtotal 
gastrectomy  was  planned.  He  had  received  22  units  of  blood 
prior  to  operation  and  16  units  during  a difficult  7 hour 
exploratory  lap&rotomy  and  gastrectomy  complicated  with 
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persistent  bleeding.  Anesthesia  was  with  endotracheal  cyclo- 
propane and  intravenous  succinylcholine  drip  (1.2  Gm.). 
The  measured  and  estimated  blood  loss  was  6,200  ml.  Re- 
placement consisted  of  8,000  ml.  of  whole  blood  and  400 
ml.  of  fresh  frozen  plasma.  At  the  conclusion  of  operation, 
the  patient’s  respiration  was  inadequate.  His  rectal  tempera- 
ture was  93  F.  His  respiratory  efforts  were  assisted,  although 
difficulty  was  encountered  in  obtaining  effective  pulmonary 
ventilation.  The  patient  responded  as  if  in  bronchospasm 
or  chest  wall  spasm.  All  attention  was  directed  to  the  re- 
spiratory problem.  The  endotracheal  tube  was  replaced, 
Aminophylline  was  given  intravenously,  and  there  was  fre- 
quent aspiration  of  tracheal  secretions.  After  the  Amino- 
phylline, respiration  became  easier  to  assist,  but  the  blood 
pressure  was  more  difficult  to  record.  Gantrolled  respiration 
became  necessary,  adequate  ventilation  was  obtained,  and 
the  course  of  events  appeared  stabilized.  Suddenly  2 Vi 
hours  postoperatively,  the  patient  died.  Autopsy  revealed 
the  entire  small  bowel  filled  with  old  and  fresh  blood  and 
a recent  myocardial  infarction.  It  was  evident  the  patient 
had  died  of  circulatory  inadequacy. 

A lesson  is  to  be  learned  from  these  last  three  case 
reports.  When  relaxants  have  been  used  during  anes- 
thesia and  postanesthetic  respiratory  inadequacy  ap- 
pears, the  clinical  picture  should  be  viewed  in  its 
entirety;  attention  should  not  be  focused  solely  on 
the  probability  that  muscle  relaxants  are  at  fault. 

CONTINUING  NEED  FOR  PRECAUTIONS 

Respiratory  inadequacy  appears  at  the  end  of 
operation  when  there  is  a tendency  for  all  in  the 
operating  room  to  "let  down’’  and  allow  their  atten- 
tion to  be  diverted  from  the  patient.^  The  anesthetist 
above  all  others  concerned  with  the  patient  should 
not  allow  himself  to  be  lured  into  this  trap.  'This 
period  is  as  important  to  the  patient’s  welfare  as  is 
the  induction  of  anesthesia.  Surgeons  commonly  turn 
over  the  closure  of  the  incision  to  the  less  experi- 
enced, but  rarely  should  anesthetists  relinquish  their 
functions  at  this  time  to  a less  experienced  person. 
Too  much  is  at  stake.  Minute  attention  must  be  paid 
to  respiration  and  circulation.  The  adequacy  of 
respiratory  exchange  must  be  observed  constantly  and 
the  blood  pressure  checked  frequently,  especially  with 
each  change  in  body  position.  Even  brief  hypotension 
or  hypoxia  at  this  point  may  set  the  stage  for  a 
tragedy.  As  prophylaxis  against  this,  we  insist  that 
all  who  have  had  pulmonary  or  cardiac  operations  or 
those  in  precarious  condition  are  to  have  100  per 
cent  oxygen  by  mask  during  transport  from  operating 
room  to  recovery  room.  We  believe  this  precaution 
to  have  paid  dividends. 

It  is  apparent  from  the  case  reports  presented  in 
this  discussion  that  postanesthetic  respiratory  inade- 
quacy can  occur  from  many  causes.  The  differential 
diagnosis  of  the  complication  demands  forethought 
on  the  part  of  the  anesthetist  and  his  colleagues.  The 
correct  and  early  diagnosis  requires  close  attention 
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to  the  patient  by  the  anesthetist  following  as  well  as 
during  anesthesia.  An  incorrect  diagnosis  may  cause 
the  loss  of  valuable  time  in  establishing  essential 
treatment  and  possibly  in  saving  the  patient’s  life. 
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Mammary 

Dysplasia 

Diagnoses  and  Treatment 
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AMMARY  DYSPLASIA  is  neither  inflamma- 
tory nor  neoplastic’  but  represents  an  expres- 
sion of  endocrine  dysfunaion  in  menstruating 
women. 

Lobule  formation  in  the  human  breast  is  not  found 
in  the  normal  male  and  does  not  occur  in  the  normal 
female  prior  to  puberty  (advent  of  the  corpus  lu- 
teum).  Corpus  luteum  hormone  (progesterone)  act- 
ing in  conjunction  with  the  follicle  hormone  (estro- 
gen) appears  to  be  closely  associated  with  the 
growth  of  mammary  lobules  during  the  premenstru- 
um in  cyclic  women.  Lobule  formation  appears  to 
be  proportional  to  the  intensity  of  the  hormonal 
stimuli.  Imbalance  between  these  two  hormonal  ac- 
tivities of  the  ovary  appears  to  result  in  irregular 
lobule  formation  such  as  is  seen  in  chronic  cystic 
mastitis.  Luteal  hormones  of  placental  origin  and, 
perhaps,  a mammogenic  hormone  are  the  most  effec- 
tive stimulants  to  lobule  alveolar  formation.  Experi- 
mental work  indicates  that  an  intaa  hypophysis  is 

801 


MAMMARY  DYSPLASIA  — Copeland  — continued 

essential  to  the  physiologic  response  brought  about 
by  the  ovarian  hormones,  and,  under  certain  condi- 
tions, the  funaional  activity  of  the  anterior  pituitary 
hormone  initiates  secretion  in  the  mammary  alveoli. 

The  forms  of  mammary  dysplasia  known  as  chron- 
ic cystic  mastitis  are  intimately  related  to  the  physi- 
ology of  lobule  formation  in  the  human  breast  and  to 
the  function  of  the  corpus  luteum.  Periductal  connec- 
tive tissue  is  stimulated  to  growth  during  the  estro- 
genic phase  of  development.  In  the  luteal  phase,  the 
intralobular  stroma  is  greatly  compressed  or  resorbed, 
but  vascularity  is  greatly  increased.  Lobule  formation 
which  appears  defective  is  stimulated  to  normal 
growth,  to  some  extent,  by  injections  of  progesterone. 

Mammary  dysplasia  development  as  described 
above  has  not  gone  unchallenged.  Taylor  and  Fried- 
man and  others  in  independent  studies  concluded  that 
dysplasia  was  related  to  ovarian  dysfunction  in  some 
cases,  but  they  expressed  the  belief  that  this  condi- 
tion must  be  referred  to  a variety  of  other  factors, 
among  which  the  nervous  disturbances  depending 
mainly  on  pelvic  disorders  are  prominent.  Ewing, 
from  a review  of  the  literature  and  from  his  own 
observations,  concluded  that  mammary  dysplasia 
(chronic  cystic  mastitis)  had  notably  a hereditary 
character,  the  main  etiologic  factor  residing  in  the 
intrinsic  character  of  the  breast  itself,  influenced 
more  or  less  by  hormonal,  nervous,  and  local  condi- 
tions. Geschickter  strongly  supports  ovarian  dysfunc- 
tion as  a principal  cause.  Many  observers  support  a 
definite  endocrine  factor  as  being  linked  with  mam- 
mary dysplasia,  benign  mammary  neoplasia,  and  the 
production  of  carcinoma  of  the  breast. 

The  forms  of  mammary  dysplasia  are  ( 1 ) masto- 
dynia — painful  mammary  tissue,  (2)  adenosis — 
Schimmelbusch’s  disease,  and  (3)  cystic  disease — 
blue-domed  cyst  of  Bloodgood. 

MASTODYNIA 

The  patients  with  mastodynia  fall  into  two  endoc- 
rine groups: 

1.  Women  in  the  childbearing  age  who  have  a 
tendency  to  sterility  or  who  have  not  recently  had 
a pregnancy.  The  breasts  are  usually  well  developed, 
the  menstrual  history  is  normal,  and  the  dismrbance 
in  the  breast  comes  late  after  maturity.  The  mani- 
festations are  frequently  transient. 

2.  Young,  childless  women  with  small,  atrophic 
breasts.  Such  breasts  suggest  a primary  mammary 
deficiency  arising  at,  or  shortly  after,  adolescence. 
The  menses  are  irregular  and  the  women  are  fre- 
quently sterile. 

Pain  is  an  outstanding  symptom  and  is  referred  to 
a tender  lesion  in  one  or  both  breasts.  Usually  pre- 

802 


menstrual  and  mild  in  charaaer  at  the  beginning,  it 
ultimately  becomes  more  severe  and  prolonged,  final- 
ly lasting  for  the  greater  part  of  the  menstrual  cycle. 
It  may  radiate  down  the  arm  or  over  the  shoulder  on 
the  affected  side.  Movement  of  the  arm  and  the 
weight  of  excessively  heavy  breasts  may  contribute 
to  the  discomfort.  Fear  of  cancer  is  often  aroused  in 
the  individual. 

On  examination,  the  painful  breast  tissue  resembles 
the  "caked”  area  in  acute  mastitis.  The  most  common 
finding  is  an  elevated  zone  with  a flat,  granular  sur- 
face, occupying  the  outer  and  upper  quadrant  of  the 
breast.  One  or  more  margins  of  the  tender  tissue  may 
be  felt  as  a distinct  and  abnormal  increase  in  thick- 
ness. Demarcation  from  the  surrounding  breast  is 
usually  indistinct.  In  addition,  an  indefinite  nodular 
area  may  be  palpated.  The  portions  of  the  breast 
involved  are  (1)  the  region  of  the  upper  and  outer 
quadrant;  (2)  the  mid-upper  zone;  (3)  the  mid- 
lower  zone,  and  (4)  the  central  zone. 

The  majority  of  painful  breast  cases  observed  in 
our  service  have  not  been  subjected  to  operation 
(350).  However,  patients  studied  by  Geschickter, 
from  an  earlier  coEection  of  material,  were  subjected 
to  excisions  or  amputation  of  the  affected  breast. 
This  material  has  afforded  opportunity  to  study  the 
affected  tissue.  In  the  gross,  the  breast  tissue  was  not 
encapsulated,  was  white  and  more  fibrous  in  appear- 
ance than  the  surrounding  normal  strucmre,  and 
occasionally  showed  smaU  cysts.  Histologically,  im- 
perfect lobule  formation  and  an  increase  in  periductal 
and  intralobular  stroma  were  noted. 

In  some  patients,  the  defective  lobule  formation 
appears  to  be  due  to  reduced  functional  activity  of 
the  corpus  luteum,  while  in  others,  there  is  a definite 
increase  in  the  estrogenic  hormone,  bringing  about 
a relative  corpus  luteum  deficiency. 

The  majority  of  patients  with  painful  breasts  usual- 
ly have  a self-limited  disease.  TTese  indurated  areas 
tend  to  disappear  after  pregnancy  or  after  the  meno- 
pause. 

In  painful  breasts  associated  with  mammary  defici- 
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Mammary  dysplasia  is  an  expression  of  endocrine  dysfunc- 
tion in  menstruating  women.  Mastodynia  (simple  mammary 
nodosity  with  pain)  is  the  most  common  and  least  serious 
form,  with  cystic  disease  next  most  common.  Adenosis,  the 
most  serious  form,  is  least  common.  Diagnosis  and  treatment 
are  considered. 
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enqr  (younger  age  group),  where  no  treatment  has 
been  instimted,  many  of  the  cases  are  unimproved 
after  a period  of  from  3 to  10  years.  The  condition 
is  persistent  and  these  patients  are  more  prone  to 
develop  Schimmelbusch’s  disease  of  the  breast. 

'Treatment. — Once  the  diagnosis  of  cancer  or  true 
infection  has  been  ruled  out,  simple  supportive  meas- 
ures are  worth  while  (reassurance  and  wearing  a 
brassiere).  Worry,  fear  of  cancer,  and  anxiety  states 
accentuate  symptoms  referable  to  the  breast  and  may 
be  a factor  in  causing  an  endocrine  derangement  of 
the  patient. 

A substantial  number  of  patients  have  been  re- 
lieved of  their  symptoms  through  persistent  efforts 
in  carrying  out  psychotherapy,  giving  reassurance, 
mild  sedatives,  and  encouragement,  and  through  fre- 
quent follow-ups  without  the  use  of  hormone  ther- 
apy. Endocrine  therapy  has  not  been  used  regularly 
in  this  group  of  patients. 

The  treatment  of  mastodynia  by  estrogen  therapy 
has  been  successful  in  persistent  cases.  Testosterone 
propionate  has  been  used  by  Geschickter  and  me  in 
a selected  group  of  patients,  and  the  results  were 
found  to  be  satisfactory  if  the  treatment  was  main- 
tained for  several  months.  Progesterone  therapy 
proved  the  treatment  of  choice  when  indicated.  The 
hormone  is  administered  in  oil,  intramuscularly,  in 
doses  of  from  10  to  20  mg.,  twice  weekly,  for  the 
last  2 weeks  in  one  or  two  consecutive  menstrual 
cycles.  The  total  dosage  varies  from  40  to  80  mg. 

ADENOSIS 

Adenosis  is  more  frequently  observed  in  women 
between  the  ages  of  35  and  44  years  and  is  character- 
ized by  the  occurrence  of  multiple  nodules  in  one 
or  both  the  breasts.  These  nodules  vary  from  1 mm. 
to  1 cm.  in  diameter  and  are  usually  distributed 
about  the  outer  and  upper  hemisphere  of  the  breast. 
Pain  may  be  a conspicuous  feature.  The  women  af- 
fected are  often  childless  and  show  evidence  of  ner- 
Afous  tension,  underweight,  and  a tendency  to  irregular 
menstrual  cycles.  The  disease  may  be  superimposed 
■on  a persistent  mastodynia.  Exacerbation  of  pain  and 
a nodule  of  fluemating  size  are  common  findings 
during  the  premenstmum.  "Caking”  or  induration 
may  at  times  suggest  the  presence  of  cancer. 

Adenosis  is  seen  most  frequently  in  breasts  of 
moderate  or  small  size.  The  adipose  tissue  is  dimin- 
ished in  amount.  A noticeable  difference  in  the  size 
of  the  two  breasts  is  common.  Bleeding  nipple  occurs 
about  as  often  in  benign  conditions  of  the  breast  as 
in  malignant  conditions.  In  Schimmelbusch’s  disease, 
4 per  cent  of  the  cases  have  bleeding  nipples  which 


are  associated  with  intraductal  papillomas,  usually 
situated  in  the  periphery  of  the  breast. 

The  pathologic  process  may  be  limited  or  diffuse 
throughout  the  breast  or  breasts.  Increased  fibrous 
tissue  is  apparent.  The  parenchyma  is  riddled  with 
cysts,  minute  adenomas,  and  intracystic  papillomas. 
Many  large,  dilated  ducts  may  be  found. 

Hyperplastic  epithelium  growing  within  the  lumen 
of  tubules  somewhat  resembles  comedo  or  duct  can- 
cer. The  epithelial  proliferation  ramifying  from  the 
ends  of  the  tubules  into  the  surrounding  stroma 
simulates  the  invasive  character  of  alveolar  cancer. 
Frequently  this  hyperplasia  of  atypical  lobules  is  more 
apparent  than  real. 

The  distinction  between  certain  forms  of  breast 
cancer  and  adenosis  may  present  unusual  difficulty 
because  of  the  graduations  which  may  be  found  be- 
tween the  two  diseases. 

There  is  also  a definite  relation  between  adenosis, 
mastodynia,  and  cystic  disease  of  the  breast. 

Patients  with  adenosis  fall  into  two  endocrine 
groups: 

1.  Women  with  early  sexual  maturity  and  usually 
having  small  breasts.  They  may  have  a relatively 
far  advanced  stage  of  the  disease  in  their  early  twen- 
ties. 

2.  Women  of  30  years  or  more  of  age  with  char- 
acteristic breast  changes,  of  1 or  more  years’  dura- 
tion, complaining  of  pain  or  menstrual  disturbances, 
and  who  are  usually  psychically  upset. 

While  the  changes  seen  in  adenosis  are  not  essen- 
tial to  the  development  of  mammary  cancer,  they  do 
represent  changes  brought  about  by  absolute  or  rela- 
tive hyperestrinism.  Clinically,  patients  with  adenosis 
of  the  breast  who  have  been  carefully  followed  show 
an  incidence  of  cancer  of  approximately  4 per  cent, 
as  compared  with  an  incidence  of  0.42  per  cent 
among  a control  group  of  women  in  the  cross-section 
of  the  population. 

Treatment. — ^Therapy  must  be  based  upon  an  ac- 
curate appraisal  of  the  condition.  Investigation  of  all 
doubtful  nodules  is  necessary.  Nodules  which  are 
distinct  and  larger  than  usual,  or  growing  noticeably 
larger,  must  be  excised,  whether  the  nodule  is  cystic 
or  solid. 

Amputation  of  a breast  with  Schimmelbusch’s  dis- 
ease to  prevent  possible  development  of  cancer  is  not 
justified.  On  the  other  hand,  biopsy  specimens  which 
show  early  cancer  leave  no  recourse  to  the  physician 
except  that  of  doing  a radical  mastectomy. 

Estrogenic  therapy  is  not  satisfactory  in  adenosis. 

Progesterone  or  testosterone  therapy  has  given 
symptomatic  relief  in  many  of  the  patients  treated, 
but  the  small,  discrete  nodulations  usually  persist. 
Progesterone  in  oil  is  administered  in  from  10  to 
20  mg.  doses,  intramuscularly,  in  the  last  2 weeks  of 
two  to  three  menstrual  cycles. 


TEXAS  State  Journal  of  Medicine,  OCTOBER,  1959 


803 


MAMMARY  DYSPLASIA  — Copeland  — continued 

In  patients  followed  during  pregnanq^  and  lacta- 
tion, disappearance  of  the  nodularity  and  tender- 
ness usually  occurs  after  midpregnancy,  and  the 
breasts  are  normal  during  lactation.  In  a number  of 
such  patients,  the  breasts,  previously  the  seat  of  ade- 
nosis, have  been  found  negative  at  examination  a 
year  or  more  after  childbirth. 


CYSTIC  DISEASE  OF  BREAST 

Cystic  disease  of  the  breast  in  the  female  is  char- 
acterized by  one  or  more  cysts,  1 cm.  or  more  in 
diameter,  simated  in  the  parenchyma  of  the  breast 
structure,  occurring  during  or  near  the  menopause. 
The  breasts  affected  usually  show  little  or  no  atrophy, 
but  contain  increased  amounts  of  fibrous  or  fatty 
tissue.  A solitary  cyst  is  the  most  common  benign 
lesion  in  the  breast  during  the  cancer  age. 

In  an  analysis  of  more  than  600  cases  of  cystic 
disease,  the  peak  of  age  incidence  was  noted  to  be 
between  the  forty-first  and  forty-fifth  years  of  life. 
Postmenopausal  macrocystic  disease  invariably  gave 
the  history  of  breast  disturbances  prior  to  the  meno- 
pause. 

Cystic  disease  predominates  in  childless  women  in 
a ratio  of  3 to  2.  In  women  with  children,  cystic 
changes  appear  when  the  average  age  of  the  young- 
est child  is  10  years  and,  rarely,  when  less  than  4 
years. 

Few  patients  with  cystic  disease  have  menstrual 
disorders  (except  menopausal  syndrome)  or  difficul- 
ty with  childbearing. 

When  assays  of  urine  estrogen  and  pregnandiol 
(a  reflection  of  progesterone  function)  were  carried 
out  on  patients  with  macrocystic  disease  and  linked 
with  experiments  on  controlled  rats  receiving  large 
injections  of  estrogen  and  small  injections  of  pro- 
gesterone, Geschickter  and  others  found  evidence  to 
support  the  probability  that  an  intense  or  unopposed 
estrogen  stimulus  results  in  the  formation  of  cysts. 

The  symptoms  of  cystic  disease  may  appear  abrupt- 
ly and  are  often  of  short  duration  prior  to  the  time 
of  observation.  The  chief  complaint  is  the  discovery 
of  a “lump,”  although  40  per  cent  of  the  patients 
had  noticed  mild  pain,  soreness,  or  a burning  or  a 
sticking  sensation.  Serous  discharge  from  the  nipple 
was  occasionally  observed.  Fluctuation  in  the  size  of 
a cyst  was  frequently  noted.  The  breasts  are  usually 
large  or  adipose  in  type.  The  cysts  are  usually  found 
away  from  the  periphery  of  the  breast.  On  palpation, 
the  lesion  presents  a smooth,  rounded,  tense,  and 
freely  movable  mmefaction.  Fluctuation  can  be  made 
out  in  some  cases.  If  the  cyst  is  situated  deep  in  the 
breast,  its  nature  and  extent  are  difficult  to  appraise. 


Thick  walled  cysts  also  present  a problem  in  diag- 
nosis. 

In  a large  number  of  patients  jonly  one  cyst  of 
appreciable  size  was  found.  Single  cysts  were  found 
in  both  breasts  in  11  per  cent  of  the  cases.  Multiple 
cysts  were  found  in  one  or  both  breasts  in  25  per  cent 
of  affected  women  at  the  first  examination.  They 
tend  to  occur  in  a slightly  younger  age  group  who 
have  symptoms  similar  to  those  associated  with 
Schimmelbusch’s  disease.  The  tendency  to  multiplic- 
ity and  bilateral  involvement  suggests  an  underlying 
endocrine  disturbance  substantiated  by  experimental 
studies. 

A majority  of  cysts  project  into  the  fat  overlying 
the  breast  parenchyma  and  are  easily  aspirated,  yield- 
ing a cloudy  or  serous  fluid.  Cysts  deep  in  the  breast, 
or  with  thick  walls,  are  aspirated  with  greater  dif- 
ficulty. 

At  operation,  a mammary  cyst  is  found  to  have  a 
tense,  thin  wall,  with  a bluish  tint.  The  description 
by  Bloodgood  is  a classic  one.  Serous  or  cloudy  fluid 
is  noted  within  the  cavity  of  the  cyst,  and  its  wall  is 
usually  smooth  and  glistening.  A large  portion  of 
the  cyst  is  embedded  in  dense,  fibrous  parenchyma  of 
the  breast.  Involutional  changes  are  usually  present 
in  the  surrounding  breast  structure.  Microscopically, 
the  lobules  are  small,  irregular,  and  undergoing  dila- 
tion or  regression.  The  lining  epithelium  of  the  cyst 
is  often  replaced  by  fibrous  tissue.  Persistent  epi- 
thelium may  be  cuboidal  or  columnar  with  eosin- 
staining  cytoplasm. 

Cysts  with  a papilloma  projecting  into  the  cavity, 
or  with  walls  formed  by  cancerous  tissue,  do  not 
appear  to  result  from  the  pathologic  process  involved 
in  cystic  disease  in  the  majority  of  cases.  Intracystic 
papillomas  and  cancer  cysts  occur  after  the  meno- 
pause and  most  frequently  affect  large  ducts  in  the 
region  of  the  nipples.  Intracystic  papillomas  in  the 
younger  age  groups  are  usually  found  associated  with 
Schimmelbusch’s  disease,  situated  in  the  periphery 
of  the  breasts. 

'Treatment. — When  aspiration  only  is  employed  in 
treating  cysts,  the  smaller  lesions  usually  subside; 
larger  cysts  may  recur.  In  cysts  treated  by  excision 
or  aspiration,  15  per  cent  of  the  patients  develop 
subsequent  cysts  in  the  same  or  opposite  breast. 
Among  a total  of  600  patients  followed  for  more 
than  5 years,  5 subsequently  have  developed  mam- 
mary carcinoma  following  an  excision  or  aspiration 
of  a cyst  elsewhere  in  the  same  organ.  It  would 
appear,  therefore,  that  in  women  with  cystic  disease 
who  are  treated  by  aspiration  or  excision  of  the  cysts, 
the  surrounding  breast  tissue  remains  free  of  further 
significant  disorder  in  85  per  cent  of  the  cases,  and 
that  less  than  1 per  cent  have  a complicating  can- 
cer. 

Cysts  usually  do  not  respond  well  to  endocrine 
therapy.  A solitary  cyst,  therefore,  is  best  treated  by 
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aspiration  or  simple  excision.  If  a single  cyst  has 
been  excised  previously  and  additional  cysts  appear, 
or  in  those  cases  with  multiple  cysts  of  one  or  both 
breasts,  aspiration  may  be  used  to  verify  the  cystic 
namre  of  the  subsequent  tumors.  In  patients  beyond 
the  menopause,  recurring  cysts  or  nodules  should  be 
considered  of  more  significance  and  repeated  exci- 
sions, if  necessary,  are  indicated. 

SUMMARY  AND  DISCUSSION 

Mastodynia,  that  is,  simple  mammary  nodosity 
with  pain,  is  the  most  common  and  least  serious 
form  of  mammary  dysplasia.  The  defective  lobule 
formation  accompanying  this  disorder  is  due  to  re- 
duced funaion  of  the  corpus  luteum.  It  has  been 
pointed  out  that  normal  lobule  formation  depends 
upon  the  proper  ratio  of  estrogen  and  corpus  luteum 
hormones.  Only  a single  case  of  mammary  carcinoma 
has  been  found  associated  with  this  form  of  dysplasia. 
The  tumor  developed  in  aberrant  breast  tissue,  ap- 
parently unrelated  to  the  previous  mastodynia. 

The  treatment  of  mastodynia  has  been  discussed. 
Psychosomatic  therapy  is  of  the  utmost  importance. 
Endocrine  therapy  is  unnecessary  in  a large  segment 
of  patients  with  this  disorder,  if  the  patient  is  given 
insight  into  her  disease  and  reassurance  that  cancer 
does  not  exist.  An  uplift  brassiere,  for  patients  with 
heavy  breasts,  is  indicated. 

Cystic  disease  is  the  next  most  common  form  of 
mammary  dysplasia.  In  600  patients  with  macro- 
cystic  disease,  followed  for  5 years  or  longer,  treated 
by  aspiration,  simple  excision,  or  exploration,  only 
5 instances  of  carcinoma  ultimately  occurred  in  this 
group. 

Adenosis  of  the  breast  is,  fortunately,  the  least 
common  form  of  mammary  dysplasia,  since  it  is  the 
most  serious  in  many  of  its  aspects. 

I have  found  among  150  patients  with  adenosis 
of  the  breast,  who  have  been  carefully  followed,  that 
the  incidence  of  cancer  is  4 per  cent,  while  among 
those  with  cystic  disease  the  incidence  is  less  than 
1 per  cent.  Dr.  L.  V.  Dublin  of  the  Metropolitan 
Life  Insurance  Company  has  calculated  the  prob- 
ability of  mammary  cancer  in  the  general  female 
population  for  this  age  group,  during  the  average 
period  of  10  years  through  which  these  cases  have 
been  followed.  For  women  between  35  and  45  years 
of  age,  the  chances  are  from  0.28  to  0.55  per  cent 
for  the  development  of  mammary  cancer  in  the  suc- 
ceeding 10  years.  The  incidence  of  breast  cancer 
among  women  as  a whole  is  0.42  per  cent. 

Therapy  in  adenosis  consists  of  surgical  investiga- 
tion of  all  doubtful  nodules.  Where  cancer  is  found, 
radical  mastectomy  should  be  performed.  Aspiration 


of  cysts  may  be  indicated  to  obliterate  them.  Estro- 
gen therapy  is  not  satisfactory  and  is  unsafe  to  use. 
Progesterone  for  symptomatic  relief  is  effeaive  in 
a fair  percentage  of  the  cases. 
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Medical  Exhibit  in  Berlin 

The  latest  in  American  surgical,  medical,  and  dental 
equipment — including  many  new  lifesaving  techniques — 
were  on  display  at  the  14  day  Berlin  Industries  Fair,  which 
began  September  12. 

The  exhibit,  "Medicine  .USA,”  was  assembled  for  its 
premiere  showing  by  the  United  States  Information  Agency 
in  cooperation  with  the  Commerce  Department’s  Office 
of  International  Trade  Fairs.  It  was  the  only  United  States 
government  exhibit  at  the  fair. 
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Soft  Tissue 
Injuries 
To  the  Face 

JOHN  B.  ERICH,  M.D. 

Rochester,  Minnesota 

Almost  every  injury  involving  soft  tissues 
of  the  face  produces  some  scarring  or  a de- 
formity which  is  more  or  less  conspicuous.  Any 
analysis  of  the  faaors  that  minimize  development  of 
scar  tissue  and  contribute  to  pleasing  results  in  this 
type  of  facial  surgery  must  lack  completeness  if  it 
does  not  include  methods  for  both  immediate  care 
and  delayed  restoration.  Obtainment  of  satisfactory 
cosmetic  results  in  the  treatment  of  soft  tissue  facial 
injuries  involves  early  treatment,  proper  debridement 
of  lacerations,  complete  hemostasis,  use  of  fine  suture 
material,  and  application  of  pressure  dressings.  Much 
scarring  and  disfigurement  can  be  prevented  by  the 
immediate  application  of  free  skin  grafts  to  regions 
denuded  of  skin.  Moreover,  a knowledge  of  the  vari- 
ous types  of  pedicle  flaps  of  skin  that  are  available 
for  facial  repair  is  helpful,  because  some  of  them 
can  be  utilized  in  the  immediate  repair  of  facial 
wounds,  thus  eliminating  or  minimizing  deformity. 

ROUTINE  CONSIDERATIONS 

Whenever  possible,  injured  soft  tisues  of  the  face 
should  receive  attention  within  a few  hours  after 
the  damage  is  incurred.  Early  treatment  of  facial 
lacerations  not  only  limits  the  degree  of  inflamma- 
tory reaction  but  also  reduces  the  amount  of  subse- 
quent scarring  and  distortion.  Hydrogen  peroxide  is 
an  effective  agent  for  the  removal  of  debris  and  co- 
agulated blood  from  lacerated  wounds,  leaving  clean 
tissues  for  suturing. 

It  is  inexcusable  to  fail  to  remove  dirt  and  other 
pigmented  foreign  material  from  abraded  and  lac- 
erated surfaces  by  vigorous  scrubbing  with  a stiff 
bmsh,  soap,  and  water.  If  permitted  to  remain  in  a 
wound,  such  foreign  substances  leave  a permanent 
tattoo-like  pigmentation  in  the  skin  which  is  impos- 
sible to  remove  except  by  excision. 

The  ultimate  formation  of  scar  tissue  always  is 
diminished  by  sharp  excision  of  rough,  irregular. 
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ragged,  or  macerated  margins  of  wounds.  Further- 
more, lacerations  obliquely  cut  require  excision  to 
make  the  edges  of  skin  perpendicular  to  the  external 
dermal  surface;  this  is  essential  for  proper  suturing 
of  the  wound.  Portions  of  skin  in  which  the  blood 
supply  is  so  poor  that  sloughing  is  likely  to  occur 
should  be  removed  promptly.  Since  the  formation  of 
a hematoma  is  undesirable,  it  is  extremely  important 
that  no  facial  wound  be  closed  before  bleeding  has 
been  controlled  by  ligating  all  vessels  that  continue 
to  ooze. 

Although  it  makes  little  difference  what  type  of 
sumre  material  is  employed  to  approximate  the  skin 
edges  of  a laceration,  heavy  sumres  that  include 
large  amounts  of  tissue  are  unsatisfactory  because 
they  produce  a great  deal  of  unnecessary  scarring. 
Neat,  small  stitches  of  fine  material  such  as  silk  are 
essential  in  obtaining  a satisfaaory  result.  In  recent 
years  I have  found  that  36-gauge  stainless  steel  wire 
makes  excellent  suture  material  both  for  the  skin  and 
for  the  subcutaneous  tissues.  The  knots  do  not  slip 
and  the  inflammatory  reaction  around  the  sutures 
seems  to  be  less  than  when  silk  is  employed.  For 
lacerations  about  the  eyelids  and  lips,  however,  I 
still  prefer  to  use  fine  silk. 

After  a facial  wound  is  closed,  application  of  a 
pressure  dressing  (which  should  be  left  undismrbed 
for  48  to  72  hours)  is  extremely  helpful;  such  dress- 
ings promote  rapid  healing  and  further  obviate  the 
possibility  of  hematoma. 


RECONSTITUTING  STENSEN'S  DUCT 

Occasionally  a penetrating  laceration  of  the  cheek 
divides  Stensen’s  duct  and  results  in  an  external  sa- 
livary fismla.  Numerous  operations  have  been  de- 
vised to  anastomose  the  cut  ends  of  the  dua.  In  my 
experience,  however,  attempts  to  repair  the  duct 
usually  have  been  unsuccessful.  Fortunately,  nothing 
more  is  required  in  these  cases  than  insertion  of  a 
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Almost  every  injury  involving  soft  tissues  of  the  face  pro- 
duces conspicuous  scarring.  Early  treatment,  proper  debride- 
ment of  lacerations,  complete  hemostasis,  use  of  fine  suture 
material,  and  application  of  pressure  dressings  are  important. 
Immediate  application  of  free  skin  grafts  and  a knowledge 
of  types  of  pedicle  flaps  for  immediate  or  later  repair  may 
minimize  deformity. 
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Penrose  drain  from  the  mouth  into  the  lacerated 
region  of  the'  cheek  through  a stab  wound  adjacent 
to  the  distal  part  of  the  duct.  The  drain  is  tacked 
down  with  two  or  three  catgut  sutures  in  the  depths 
of  the  wound  to  hold  it  there  for  2 or  3 weeks.  The 
external  wound  is  tightly  sumred.  Such  management 
encourages  the  flow  of  saliva  to  follow  the  Penrose 
drain  into  the  mouth  and  opposes  the  development 
of  an  external  salivary  fistula.  Ultimately  this  arti- 
ficial opening  into  the  mouth  forms  a part  of  Sten- 
sen’s  dua  and  functions  in  a completely  normal 
manner. 

REPLACEMENT  OF  LOST  SKIN 

The  use  of  a free  skin  graft,  whether  of  the  split- 
thickness or  the  full-thickness  variety,  should  be 
considered  in  the  immediate  repair  of  facial  lacera- 
tions that  involve  a loss  of  skin.  Such  grafts  prevent 
a great  deal  of  scarring  and  distortion  and  I recom- 
mend them,  provided  there  be  no  evidence  of  gross 
contamination  of  the  wound.  If  the  denuded  area  is 
not  too  large,  a full-thickness  graft  disseaed  from 
the  posterior  auricular  region  is  preferable  to  a graft 
from  any  other  site  because  the  color  of  the  skin  in 
this  situation  closely  resembles  that  of  the  face. 
Moreover,  such  grafts  heal  extremely  well.  When  a 
large  graft  is  required,  however,  a shaved,  split- 
thickness graft  from  the  abdomen  or  thigh  or  a full- 
thickness skin  graft  from  the  supraclavicular  region 
should  be  considered.  Shaved  grafts  from  the  ab- 
domen or  thigh  often  remain  too  white;  full-thick- 
ness grafts  from  the  clavicular  region  have  an  accept- 
able color,  but,  in  my  experience,  tend  to  slough 
because  of  their  thickness.  In  general,  however,  the 
adaptation  of  a dermal  graft  to  tissues  recently  de- 
nuded of  skin  is  successful,  and  thus  prevents  the 
scarring  and  distortion  that  are  inevitable  when  such 
wounds  are  left  to  epithelize  spontaneously. 

Full-thickness  grafts  are  dissected  with  a scalpel; 
shave  grafts  are  cut  with  some  form  of  dermatome. 
Full-thickness  skin  transplants  are  applied  as  inlays 
and  must  be  cut  to  the  same  size  and  shape  as  the 
denuded  surface.  This  can  be  accomplished  by  means 
of  a pattern  cut  from  lead  sheeting  to  match  the 
defect.  I prefer  to  treat  shaved  split-thickness  trans- 
plants as  inlay  grafts  also — that  is,  to  cut  them  in 
such  a manner  that  their  contour  duplicates  that  of 
the  defect.  Here  again  a lead  pattern  is  employed  to 
guide  the  trimming.  It  is  laid  over  the  graft  while 
the  latter  is  still  stuck  to  the  drum  of  the  (Pageft- 
Hood)  dermatome.  Cutting  around  the  pattern  with 
a scalpel  then  removes  a portion  of  split-thickness 
skin,  leaving  a piece  with  the  same  size  and  outline 
as  the  defect.  Thus  properly  shaped,  the  transplant 
is  inlaid  into  the  defect  on  the  face. 


When  shaved  or  full-thickness  transplants  are  em- 
ployed over  the  face,  immobilization  is  one  of  the 
factors  most  important  to  the  success  of  the  grafting. 
To  gain  proper  fixation  of  the  graft,  it  is  well  that 
the  sutures  anchoring  the  graft  to  the  margins  of 
the  defect  be  left  very  long  so  they  can  be  tied  over 
a bulk  of  gauze  or  cotton.  This  technique  is  of  much 
value  in  rendering  the  graft  immobile  and  also  in 
preventing  subsequent  hematoma.  Additional  im- 
mobilization can  be  obtained  by  the  application  of 
an  external  dressing  with  much  adhesive  tape. 

It  should  be  borne  in  mind  that  free  skin  grafts 
are  nor  without  fault:  some  of  them  are  too  white 
and  some  become  deeply  pigmented,  and  in  a few 
instances  enough  scarring  develops  under  the  graft 
to  distort  and  shrivel  the  part  a trifle.  If  a defect 
involves  tissues  deeper  than  the  skin  or  if  it  pene- 
trates through  the  lip,  nose,  or  cheek,  a pedicle  flap 
of  skin  is  required  for  repair.  In  some  cases  it  is 
helpful  to  apply  a split-thickness  skin  graft  to  a 
large  denuded  surface  on  the  face  just  to  prevent 
infection,  scarring,  and  distortion,  even  though  a 
pedicle  flap  of  skin  will  be  required  later  to  correct 
the  defect.  If  the  loss  of  tissue  goes  deep  enough  to 
expose  the  underlying  bone,  a free  skin  graft  is  use- 
less except  as  a temporary  covering.  One  exception 
to  this  rule  involves  avulsion  of  the  scalp  or  soft 
tissues  of  the  forehead.  In  such  instances,  a free  split- 
thickness skin  graft  can  and  should  be  applied  as 
soon  as  possible  over  the  exposed  bone. 


PEDICLE  FLAPS 

In  dealing  with  facial  injuries  involving  a large 
loss  of  tissue,  a knowledge  of  the  pedicle  flaps  of 
skin  that  are  employed  in  plastic  surgery  of  the  face 
is  helpful  because  some  of  them  can  be  used  to  ad- 
vantage during  the  immediate  repair  of  the  wounds. 
For  this  reason  I wish  to  devote  a portion  of  my 
paper  to  discussion  and  classification  of  pedicle  flaps 
of  skin  employed  in  plastic  facial  surgery. 

Both  simple  ribbon  and  tubed  pedicle  flaps  of  skin 
are  employed  in  the  repair  of  defects  about  the  face. 
A mbe  flap  requires  more  time  in  preparation  than 
do  simple,  open  flaps;  but  tube  flaps  are  constructed 
and  transferred  in  such  a manner  that  no  raw  surface 
is  ever  left  exposed,  thereby  preventing  infection  and 
the  development  of  excessive  scar  tissue  in  the  flap. 
Furthermore,  mbing  a flap  actually  increases  its 
blood  supply. 

When  a pedicle  flap  is  employed  to  repair  some 
facial  defect  that  includes  a perforation,  such  as  a 
hole  through  the  nose,  lip,  or  cheek,  that  portion  of 
the  flap  to  cover  the  actual  perforation  must  be  lined 
with  skin;  otherwise  the  raw  inward  surface  of  the 
flap,  exposed  in  its  new  location,  would  become  ex- 
cessively scarred  and  distorted. 
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Owing  to  the  character  of  most  pedicle  grafts, 
necrosis  of  the  flap  may  be  expected  if  it  is  elevated 
and  transferred  in  one  step,  because  the  blood  supply 
is  not  adequate  to  nourish  the  entire  flap.  This  diffi- 
culty, however,  can  be  overcome  through  delay.  The 
flap  is  elevated  in  a series  of  procedures  designed  to 
transfer  the  circulation  in  the  flap  to  the  pedicle. 
These  progressive  stages  stimulate  the  vessels  in  the 
pedicle  to  enlarge  until  they  are  able  to  nourish  the 
entire  flap.  The  flap  then  can  be  transplanted  with- 
out danger  of  subsequent  sloughing. 

It  is  true  that  flaps  which  have  wide  pedicles  and 
are  short  or  small  and  well  supplied  arterially  can 
be  elevated  and  transplanted  in  one  operation.  How- 
ever, when  there  is  any  question  in  regard  to  the 
blood  supply  to  a flap,  the  so-called  delay  technique 
of  elevating  the  flap  and  suturing  it  back  in  place 
several  times  should  be  considered.  The  periods  of 
delay  necessary  for  the  various  flaps  employed  in 
facial  surgery  cannot  be  discussed  here;  but  large, 
irregularly  shaped  grafts  and  all  tube  grafts  require 
considerable  time  in  preparation.  After  the  elevation 
of  a tube  flap  of  skin,  I prefer  to  wait  1 month 
before  attempting  to  transplant  it  to  a facial  defect. 
This  delay  is  necessary  for  development  of  an  ade- 
quate blood  supply  in  the  tube. 

Types  of  Pedicle  Flaps  Employed  in  Facial  Surgery. 
— Three  types  of  the  pedicle  flap  of  skin  are  em- 
ployed in  the  repair  of  defects  about  the  face : ( 1 ) 
contiguous  flaps,  (2)  neighboring  flaps,  and  (3) 
distant  flaps.  The  contiguous  pedicle  graft  is  a simple, 
open  flap  that  is  elevated  from  tissues  immediately 
adjacent  to  the  defect  and  is  advanced  or  rotated  to 
cover  the  defect  (fig.  1).  The  contour  and  size  of 
the  contiguous  flap  vary  according  to  the  shape  and 
location  of  the  area  to  be  grafted;  they  have  no 
standard. 

The  neighboring  flap  is  a pedicle  graft  that  is  ele- 
vated from  the  same  general  anatomic  region  as  the 
defect  and  is  long  enough  to  permit  direct  transfer- 


Fi9.  1.  S imple  contiguous  flap,  (a)  The  flap  is  elevated 
adjacent  to  the  defect  as  illustrated  by  the  solid  line. 
It  later  is  transferred  to  the  position  occupied  by  the 
dotted  line,  (b)  The  flap  has  been  advanced  or  rotated 
over  the  defect  and  sutured.  If  redundant  skin  is  present 
external  to  the  flap,  the  skin  is  removed  by  excising  a 
triangular  portion  of  tissue  as  illustrated  by  the  dotted 
line,  (c)  The  wound  is  completely  sutured. 


ence  to  the  defect.  Usually  the  neighboring  flap  for 
repair  of  losses  of  tissue  about  the  face  is  elevated 
from  the  forehead.  I employ  four  types  of  forehead 
flap,  (fig.  2)  for  facial  repair:  (1)  ajoop-shaped 
supraorbital  flap  with  a pedicle  over  one  brow,  (2) 
a sickle-shaped  temporal  flap  with  a pedicle  in  the 
. preauricular  region,  (3)  a vertical  forehead  flap 
which  can  be  elevated  in  the  midline  or  over  one 
brow,  and  (4)  a transverse  flap  across  the  forehead 
with  a pedicle  in  the  temporal  region.  Another  kind 
of  neighboring  flap  that  can  be  utilized  to  correct 
smaller  defects  of  the  upper  lip  at  the  time  of  pri- 
mary repair  is  a V-shaped  wedge  of  tissue  from  the 
lower  lip;  this  small  flap  containing  the  labial  artery 
in  its  pedicle  is  rotated  upward  to  fill  in  the  defect 
of  the  upper  lip  (fig.  3). 

Distant  pedicle  flaps  are  elevated  from  some 
anatomic  region  other  than  that  in  which  the  defect 
is  located.  Some  of  them  reach  directly  to  the  defect, 
and  others  can  reach  the  recipient  site  only  by  migra- 
tion or  by  the  use  of  an  intermediary,  such  as  the 
wrist,  which  carries  the  flap  to  the  defective  part. 
For  defects  about  the  face,  many  kinds  of  distant  flaps 
can  be  employed.  However,  the  only  kinds  that  I 
ordinarily  use  are  ( 1 ) a clavicular  tube  flap  elevated 
near  or  obliquely  across  the  clavicle  (fig.  4a)  and 
(2)  a thoracic  tube  flap  elevated  and  drawn  more 
or  less  caudad  from  the  anterior  thoracic  wall  (fig. 
4b). 


Fig.  2.  Four  types  of  forehead  flops  used  for  facial  re- 
pair. («s)  Loop-shaped  supraorbital  flap  containing  the 
sflpraorbital  artery  in  the  pedicle,  (b)  Sickle-shaped 
temporal  flap  containing  the  temporal  artery  in  the  ped- 
icle. (c)  Vertical  forehead  flap  containing  the  supra- 
orbital artery.  A vertical  forehead  flap  more  often  is 
elevated  in  the  median  line,  (d)  Transverse  forehead 
flap  containing  branches  of  the  temporal  artery  in  the 
pedicle. 
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Advantages  md  Disadvantages  of  Various  Pedicle 
Flaps. — No  single  type  of  flap  can  correct  every  type 
of  defect.  Each  has  certain  advantages  and  disadvan- 
tages. Some  effect  an  excellent  cosmetic  result  but 
require  a great  deal  of  time  in  preparation  and  there- 
fore are  expensive  for  the  patient.  All  factors  must 
be  considered  in  selecting  the  most  appropriate  flap 
for  each  individual  case. 

For  a small  loss  of  tissue  on  the  face,  a contigu- 
ous flap  offers  the  quickest  method  of  repair  if  the 
wound  cannot  be  closed  by  simple  approximation  of 
its  edges.  The  color  and  texture  of  the  contiguous 
flap  always  are  satisfactory,  since  the  flap  is  derived 


Fig.  3.  Abbe-Estlander  operation  in  which  a wedge  of 
tissue  containing  the  inferior  labial  artery  in  the  pedicle 
is  rotated  from  the  lower  lip  into  a defect  in  the  upper 
lip.  (a)  After  freshening  of  the  edges  of  the  defect  so  as 
to  form  an  inverted  V-shaped  opening,  the  triangular 
flap  is  cut  from  the  lower  lip.  (b)  This  triangle  is  ro- 
tated into  the  defect,  (c)  The  wound  is  sutured,  (d) 
Three  weeks  later  the  pedicle  is  cut  across  and  the 
vermilion  margins  of  the  upper  and  lower  lips  are  re- 
adjusted to  normal  contour. 


Fig.  4.  Distant  tube  flaps  of  skin  used  in  facial  repair. 

(a)  Clavicular  tube  flap,  which  con  be  elevated  either 
parallel  with  the  clavicle  or  obliquely  across  the  clavicle. 

(b)  Thoracic  or  chest  tube  flap,  elevated  in  an  approxi- 
mately vertical  direction  lateral  to  the  median  line. 


from  the  tissues  adjacent  to  the  defect.  But  the  use- 
fulness of  the  contiguous  flap  is  limited:  it  can  be 
employed  only  for  small  perforations  or  skin  losses 
on  the  face,  and  can  be  elevated  only  in  tissues  which 
have  not  been  badly  scarred  or  excessively  irradiated. 

In  defects  too  large  to  be  covered  by  contiguous 
flaps,  the  use  of  forehead  flaps  always  can  be  consid- 
ered unless  the  skin  over  the  frontal  region  is  scarred. 
Forehead  flaps  require  less  time  in  preparation,  are 
less  likely  to  slough,  and  are  less  difficult  to  prepare 
than  any  of  the  tube  flaps.  Moreover,  forehead  flaps 
give  excellent  cosmetic  results  because  the  color  and 
texture  of  the  skin  are  similar  to  those  of  the  dermal 
covering  of  the  face.  Unfortunately,  forehead  flaps 
have  one  distinct  disadvantage  which  has  caused  me 
almost  to  discontinue  their  use.  This  is  the  rather 
conspicuous  scarring  at  the  donor  site  on  the  fore- 
head. It  is  not  so  important  to  women,  who  can  style 
their  hair  to  cover  the  scar;  but  for  men  it  is  un- 
desirable. 

In  the  last  few  years  I have  found  that  an  excellent 
facial  reconstruction  can  be  created  with  a clavicular 
tube  flap  or  a chest  tube  flap  whose  upper  end  has 
good  color  and  texture.  The  great  advantage  of  cla- 
vicular and  chest  mbes  lies  in  the  fact  that  the  scar- 
ring at  the  donor  site  is  not  visible  when  the  patient 
is  clothed.  The  only  real  disadvantage  of  a clavicular 
or  chest  tube  flap  is  that  a longer  period  is  required 
to  complete  the  reconstruction  than  is  necessary  with 
a forehead  flap.  Consequently,  only  in  the  case  of  a 
patient  who  is  not  concerned  with  a scarred  forehead 
and  who  wants  the  reconstruction  done  as  quickly 
as  possible  do  I use  a forehead  flap. 

Applications  of  Various  Peddcle  Flaps  in  Facial 
Surgery. — Many  small  defects  about  the  face  can  be 
corrected  with  a contiguous  flap,  which  is  slid,  ad- 
vanced, or  rotated  over  the  defect  ( fig.  1 ) . The  size 
and  contour  of  the  flap  must  be  altered  to  meet  the 
requirements  of  each  individual  case.  Contiguous 


Fig.  5.  A method  of  closing  large  defects  of  the  mid- 
portion of  the  upper  lip,  in  which  contiguous  flaps  of 
the  full  thickness  of  the  cheeks  ore  used  to  reconstruct 
the  upper  lip.  (a)  With  the  incisions  indicated,  the  four 
triangular  portions  of  the  full  thickness  of  the  cheeks 
are  removed,  (b)  Then  the  two  lateral  flaps  can  be  pulled 
together  and  sutured  in  the  median  line. 
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flaps  are  especially  useful  for  small  defects  on  the 
nose,  lips,  and  cheeks. 

If  a large  part  of  the  central  portion  of  the  upper 
lip  is  missing,  immediate  repair  can  be  effected  by 
moving  contiguous  flaps  of  the  full  thickness  of  the 
cheeks  across  to  the  median  line  (fig.  5).  This  is  a 
rapid  method  of  closure  and  one  to  be  considered, 
since  it  can  be  completed  at  the  time  of  primary 
repair  of  the  facial  wound.  The  same  type  of  recon- 
struction can  be  employed  for  total  loss  of  the  upper 
lip;  but  the  cosmetic  result  is  poor  because  the  re- 
constructed lip  is  scarred,  tense,  and  somewhat  dis- 
torted. 

A loss  of  tissue  involving  the  full  thickness  of  the 
lower  lip  can  be  converted  into  a V-shaped  wound. 
If  the  defect,  thus  modified,  is  less  than  a third  of 
the  width  of  the  lower  lip,  it  can  be  closed  by 
simple  approximation  of  the  edges  without  distorting 
the  lip.  If  the  defect  amounts  to  more  than  a third, 
however,  it  can  be  closed  by  transferring  contiguous 
flaps  of  the  full  thickness  of  the  cheeks  across  to  the 
median  line.  This  technique  is  presented  in  figure  6. 

Four  types  of  neighboring  pedicle  flaps  on  the 
forehead  were  listed  earlier.  Details  concerning  the 
elevation  of  such  flaps  cannot  be  discussed  here,  but 
I would  like  to  mention  that  a loop-shaped  supra- 
orbital flap  is  employed  for  total  nasal  reconstruction; 
a sickle-shaped  temporal  flap  is  used  for  repair  of 
defects  about  the  cheeks,  eyelids,  and  upper  lip  and 
for  partial  defects  of  the  nose;  a vertical  forehead 
flap  can  be  utilized  only  for  small  defeas  involving 
the  upper  half  of  the  nose;  and  a transverse  forehead 
flap  is  adaptable  for  defects  about  the  eyelids,  cheeks, 
and  upper  lip. 

If  a tube  flap  is  to  be  used  for  facial  repair,  I 
prefer  the  clavicular  type,  provided  it  can  be  made 


Fig.  6.  A method  of  closing  larger  defects  of  the  lower 
lip.  (a)  The  edges  of  the  defect  are  cut  so  as  to  form  a 
V-shaped  opening,  and  a lateral  incision  from  each 
angle  of  the  mouth  out  into  the  cheek  forms  the  base 
of  a triangle  that  is  excised  in  its  full  thickness,  (b)  Ab- 
sence of  the  two  triangles  permits  the  two  sides  of  the 
defect  to  be  brought  together  to  form  a new  lower  lip. 
(c)  Triangular  openings  are  sutured.  The  lateral  margins 
of  these  triangles  should  lie  on  the  nasolabial  fold. 


wide  enough  for  the  necessary  reconstruction.  Other- 
wise I employ  a chest  tube  flap,  which  gives  more 
skin  and  fat  for  utilization  in  the  reconstruction.  If 
the  patient  does  not  object  to  the  increase  of  time 
required,  I prefer  to  use  the  upper  end  of  a chest  tube 
flap  for  repair  rather  than  the  lower  end  because  the 
color  of  the  former  is  more  satisfactory  for  facial 
repair  (fig.  7).  However,  utilizing  the  upper  end 
of  a chest  tube  flap  necessitates  an  intermediary  stage 
in  which  the  lower  end  is  attached  to  the  neck,  after 
which  the  (originally)  upper  end  can  be  brought 
up  to  the  face. 


Fig.  7.  Use  of  the  upper  end  of  a chest  tube  flop  for 
facial  reconstruction,  (a)  The  dotted  area  on  the  upper 
end  of  the  flap  indicates  a split-thickness  skin  graft 
lining  that  later  forms  a part  of  the  facial  repair,  (b) 
The  lower  end  of  the  chest  tube  flap  is  detached  and 
sutured  to  the  midcervical  region  as  an  intermediate 
step  in  transferring  the  tube  from  the  chest  to  the  face, 
(c)  When  the  cervical  attachment  is  healed  (in  about  3 
weeks),  the  originally  upper  end  of  the  tube  is  cut 
across  or  is  detached  and  elevated  to  the  facial  defect. 


CONCLUSION 

It  is  true  that  most  of  the  pedicle  flaps  of  skin 
which  have  been  discussed  here  cannot  be  employed 
in  the  immediate  care  of  soft  tissue  injuries  of  the 
face.  When  the  loss  of  tissue  has  been  large,  however, 
a knowledge  of  these  flaps  is  helpful  in  planning 
the  subsequent  course  of  treatment.  Moreover,  as 
previously  mentioned,  many  of  the  smaller  defeas 
can  be  corrected  at  the  time  of  primary  repair  by 
utilizing  some  of  the  flaps  as  described. 

Finally,  I should  like  to  emphasize  the  fact  that  a 
facial  wound  of  such  charaaer  that  it  cannot  be  re- 
paired immediately  with  a free  skin  graft  or  a pedicle 
flap  should  be  left  open.  If  possible,  however,  the 
skin  should  be  sutured  to  the  mucous  membrane 
around  the  edges  of  the  defect.  Such  treatment  will 
hasten  the  healing  processes  in  the  wound  and  permit 
early  utilization  of  a pedicle  flap  of  skin  for  repair 
of  the  residual  defect. 

^ Dr.  Erich,  Mayo  Clinic,  Rochester,  Minn. 
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Porphyria  is  a rare  constitutional  defect  in 
porphyrin  metabolism  manifested  by  dismrbed 
function  in  various  organ  systems  of  the  body  and 
an  excessive  quantity  of  uroporphyrin  in  the  urine. 
The  abnormalities  resulting  from  the  metabolic  de- 
rangement present  in  these  cases  result  in  the  pro- 
duction of  a variable,  bizarre,  and  often  baffling 
clinical  picture  which,  while  seen  infrequently,  of- 
fers a challenge  to  the  diagnostic  acumen  of  the 
physician. 

Though  relatively  few  cases  of  porphyria  have  been 
reported  in  the  literature  to  date,  the  frequency  of 
its  occurrence  is  probably  far  greater  than  now  sus- 
pected, and,  as  interest  in  this  group  of  disturbances 
is  engendered,  recognition  of  porphyria  should  occur 
more  often  than  at  present.  The  work  of  Watson 
and  his  associates  in  this  country  and  Waldenstrom 
in  Sweden  has  resulted  in  clarification  of  the  heredi- 
tary, biochemical,  and  clinical  aspects  of  this  prob- 
lem. And,  since  the  report  of  Peters  in  1954  sug- 
gesting beneficial  effects  following  the  use  of  chelat- 
ing agents  in  the  treatment  of  porphyria,®  the  estab- 
lishment of  the  diagnosis  of  porphyria  has  become 
of  more  than  academic  interest. 

The  purpose  of  this  paper  is  to  review  the  clinical 
aspects  of  this  disease  entity  with  a report  of  5 addi- 
tional cases  of  acute  ^ intermittent  porphyria.  The 
results  of  chelation  therapy  in  4 of  the  5 cases  wiU 
be  briefly  discussed. 

BIOCHEMISTRY 

• 

Porphyrins  are  composed  of  four  pyrrole  rings 
connected  by  four  methylene  bridges.  The  type  of 
porphyrin  found  is  determined  by  the  associated 
chemical  groups  attached  to  the  pyrrole  nuclei. 
Hemoglobin,  myohemoglobin,  cytochrome,  and  cata- 
lase are  protein-pyrrole  complexes  important  to  basic 
physiologic  function. 

Coproporphyrins  of  type  I and  III  are  found  nor- 
mally in  the  urine  and  stool  in  small  quantities,  but 


are  increased  in  certain  toxic  states  and  diseases. 
Type  I coproporphyrin  is  increased  in  infectious 
hepatitis,  cirrhosis  (nonalcoholic  type),  and  leukemia 
while  type  III  porphyrin  excretion  increases  with 
refractory  anemia,  poliomyelitis,  Hodgkin’s  disease, 
and  lead  or  arsenic  poisoning.®  Protoporphyrin  is  a 
normal  component  in  the  synthesis  of  heme,  but  also 
is  found  in  increased  quantities  in  the  stool  in  the 
chronic  cutanea  tarda  form  of  porphyria  during 
remission.^® 

Uroporphyrin  is  found  normally  in  the  urine  in 
small  amounts  (5  to  20  micrograms),  but  is  elevated 
in  the  symptomatic  porphyrias.  The  type  of  uropor- 
phyrin present  determines  the  type  of  clinical  syn- 
drome. Uroporphyrin  I is  found  in  cases  of  congeni- 
tal porphyria.  Waldenstrom’s  uroporphyrin  is  the 
predominant  porphyrin  present  in  the  acute  inter- 
mittent and  mixed  types  of  porphyria  and  is  an 
isomer  of  uroporphyrin  I. 

Porphobilinogen  is  a monopyrrole  present  in  the 
urine  in  cases  of  acute  intermittent  porphyria  and 
in  the  mixed  types,  appearing  in  the  latter  group 
only  in  association  with  the  development  of  symp- 
toms of  acute  intermittent  porphyria.^®  Its  presence 
is  considered  diagnostic  of  porphyria’^  and  it  often  is 
excreted  with  its  precursor,  delta  amino  levulinic 
acid.® 

Table  1 summarizes  the  porphyrias  in  relation  to 
the  biochemical  abnormalities. 


CLASSIFICATION 

The  various  classifications  of  porphyria  to  be 
found  in  the  literature  are  summarized  in  table  2. 
As  can  be  seen  readily,  the  subdivisions  are  similar, 
the  difference  in  nomenclamre  serving  to  confuse 
rather  than  clarify  the  problem  for  discussion.  Wat- 
son subdivides  on  the  basis  of  suspected  origin  of 
the  abnormal  porphyrin.^®  'The  congenital  variety 
is  characterized  by  excessive  quantities  of  uroporphy- 
rin I in  the  developing  normoblasts  of  the  bone 
marrow  suggesting  an  erythropoietic  source.  'The 

Painter  and  his 
co-author.  Dr.  Edwin  J.  Morrow, 
presented  this  paper  before  the 
Section  on  Internal  Medicine  at 
the  Texas  Medical  Association's 
annual  session,  April  20,  1959, 
in  San  Antonio. 
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abnormal  porphyrin  associated  with  porphyria  hepa- 
tica  is  believed  to  originate  in  the  liver  and  is  sub- 
divided on  that  basis.  Waldenstrom  in  his  recent 
review  suggested  a slightly  different  categorizing  of 
porphyria  based  on  his  belief  that  acute  intermittent 
porphyria  is  a separate  disease  entity.^" 

TYPES  OF  PORPHYRIA 

Congenital  Porphyria  (Porphyria  Erythropoietica) . 
— Congenital  porphyria  is  a rare  disease  of  early 
infancy  and  childhood  inherited  as  a recessive  men- 
delian  trait. Males  are  affected  twice  as  frequently 
as  females.  The  basic  fault  appears  to  be  a defect  in 
the  synthesis  of  hemoglobin  from  porphyrin  and 
the  amount  of  porphyrin  in  the  developing  normo- 
blasts is  excessive.^® 

Symptomatically,  patients  with  this  type  of  por- 
phyria show  photosensitivity  with  skin  lesions  vary- 
ing from  erythema  to  bullae.  Secondary  infection 
often  leads  to  extensive  scarring  and  disfigurement 
of  exposed  parts.^  Associated  findings  include  red 
or  lavender  teeth,  hirsutism,  hepatosplenomegaly, 
hemolytic  anemia,  and  red  urine.  No  abdominal 
pain,  neurological  changes,  or  mental  disturbances 
are  found. 

Acute  Intermittent  Porphyria. — Acute  intermittent 
porphyria  is  the  most  common  and  importantjaf  the 
porphyrias.  It  is  manifested  as  a mendelian'  domi- 
nant,^ occurs  twice  as  frequently  in  females  as 
males,^^  and  becomes  symptomatic  in  the  20  to  40 
year  age  group. 

Clinically,  the  symptoms  fall  into  a diagnostic 


Table  1. — Types  of  Porphyrias  in  Relation  to 
Biochemistry . 


Porphyria 

Uro- 
porphyrin I 

Wald.  Uro- 
porphyrin 

Porpho- 

bilinogen 

Congenital 

X 

0 

0 

Acute  intermittent 

0 

X 

X 

Chronic 

Cutanea  tarda 

0 

0-X 

0-X 

Mixed 

0 

0-X 

0-X 

triad  of  abdominal  pain,  neurological  disturbances, 
and  psychic  changes.  Abdominal  pain  is  the  present- 
ing symptom  in  71  per  cent  of  the  cases  and  occurs 
in  95  per  cent  of  all  patients  at  some  time  in  the 
course  of  the  disease.®  Typically,  the  pain  is  of  col- 
icky type,  may  be  localized  or  generalized,  and  often 
is  associated  with  nausea,  vomiting,  and  constipation. 
Diarrhea  is  seen  occasionally,  and  1 patient  is  re- 
ported who  had  frequent  bloody  stools.’^  Abdominal 
examination  characteristically  shows  minimal  find- 
ings out  of  proportion  to  the  degree  of  severity  of 
pain  with  a soft  abdomen  without  guarding  or  rigid- 
ity. Slight  fever  and  tachycardia  are  present  frequent- 
ly to  compound  the  difficulty  in  establishing  the 
correct  diagnosis.^^  Leukocytosis  may  be  present  in 
from  10  per  cent^®  to  50  per  cent,®  varying  from 
10,000  to  31,000  white  blood  cells  per  cubic  milli- 
meter. Flat  plate  roentgenograms  of  the  abdomen 
show  dilated  loops  of  large  and  small  bowel.  The 
multiplicity  of  surgical  explorations  carried  out  on 
many  patients  by  the  unwary  surgeon  attests  to  the 
misleading  nature  of  the  symptoms  and  findings. 

Neurological  involvement  ushers  in  the  initial  epi- 
sode of  porphyria  in  50  per  cent  of  the  cases®  and 
may  occur  in  any  part  of  the  nerovus  system — cen- 
tral, peripheral,  or  autonomic.  Peripheral  neuropathy 
is  more  frequent,  occurring  in  71  per  cent  of  the 
cases,  while  51  per  cent  show  cranial  nerve  involve- 
ment. The  symptoms  may  mimic  a wide  variety  of 
conditions  including  encephalitis,  poliomyelitis,  poly- 
neuritis, and  heavy  metal  poisoning,  and  the  poten- 
tial severity  is  emphasized  by  the  50  to  75  per  cent 
mortality  noted  in  one  series.^  ^ The  clinical  picture 
is  bizarre  with  no  pattern,  varying  from  subjective 
muscular  weakness  to  quadriplegia.  The  symptoms 
may  begin  anywhere,  progress  erratically,  and  re- 
gress rapidly.  . 

Frequently,  aching  and  tenderness  of  the  muscles 
precede  the  development  of  acmal  paralysis.^^  Par- 
alysis is  usually  of  flaccid  type  and  signs  of  upper 
motor  neuron  changes  are  absent.^®  Atrophy  and 
muscular  contractures  frequently  result  from  pro- 
longed paralysis,  but  remarkable  spontaneous  re- 
development of  the  musculature  has  occurred  with 
subsidence  of  the  neurological  involvement.®'  Sen- 


Table  2. — Classification  of  Porphyria. 


Clinical 

Watson’" 

Waldenstrom’" 

Congenital 

Porphyria  erythropoietica 

Porphyria  hepatica 

Congenital 

Acute  intermittent 

Acute  intermittent  porphyria 

Acute  intermittent  porphyria 

Chronic 

Mixed 

Porphyria 

Cutanea  tarda 
Mixed 

Cutanea  tarda 

Acute  plus  cutanea  tarda 

cutanea  tarda  hereditaria  ( protocop roporphyria) 

Porphyria  cutanea  tarda  symptomatica 

Alcoholic  cirrhosis 

Bantu  cirrhosis 

Rarities 
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sory  changes  are  absent  generally,  but  slight  hypes- 
thesia  or  paresthesia  may  occur.  Occasionally  sensory 
complaints  may  be  severe  in  the  absence  of  objective 
sensory  findings.'^  Dismrbances  of  the  cranial  nerves 
are  never  seen  in  the  absence  of  peripheral  neurop- 
athy® and  may  vary  from  hoarseness  due  to  weakness 
of  the  vocal  cords  to  respiratory  paralysis  and  death. 
Dysphagia,  diplopia,  ocular  muscle  palsies,  facial 
palsies,  laryngeal  palsy,  and  optic  atrophy  can  appear. 
Convulsions  occur  in  about  10  per  cent.^^ 

Psychic  changes  occur  in  80  per  cent  of  the  cases, 
and  nervousness,  neurasthenia,  or  mild  hysteria  may 
be  present  for  many  years  preceding  the  initial  acute 
attack.®  During  an  attack,  irritability,  restlessness, 
confusion,  delirium,  and  hallucinations  are  common. 
Psychiatric  diagnoses  of  depression,  schizophrenia,  or 
paranoia  are  made  frequently.  The  demanding  resent- 
ful attimde  of  the  patients  often  makes  them  diffi- 
cult to  manage,  and  sedatives,  especially  barbiturates, 
will  aggravate  the  symptomatology. 

Miscellaneous  findings  associated  with  acute  inter- 
mittent porphyria  include  hirsutism,  high  hemo- 
globin levels,  hypertension,  brown  skin  pigmentation, 
jaundice,  and  arthritis.  "Pseudo-Addison’s  disease” 
with  gynecomastia,  amenorrhea,  pigmentation,  weak- 
ness, wasting,  and  low  serum  sodium  and  chloride 
levels  has  been  described.^ 

Additional  laboratory  abnormalities  associated  with 
the  acute  episode  of  porphyria  include  the  finding 
of  dark  urine  in  70  per  cent,  porphobilinogen  posi- 
tive on  random  urinalysis  in  80  per  cent,  and  tran- 
sient elevation  of  the  blood  urea  nitrogen.  Also  in- 
cluded are  normal  to  nonspecific  S T - T wave 
changes  on  the  electrocardiogram,  normal  to  slight 
elevation  of  the  protein  in  the  spinal  fluid,  and  signs 
of  regenerating  peripheral  nerves  on  electromyo- 
graphic studies.®  The  isomer  of  uroporphyrin  I is 
isolated  in  most  cases. 

H.  W.  M.,  a 38  year  old  white  woman,  was  first  seen 
io  1954  with  a history  of  rheumatoid  arthritis  of  several 
years’  duration,  muscular  aching  in  the  left  leg  associated 
with  generalized  weakness  for  7 months,  and  progressive 
weakness,  atrophy,  and  foot  drop  of  the  left  leg.  Additional 
history  revealed  the  presence  of  recurrent  severe  vague 
abdominal  pain  with  multiple  abdominal  operations,  ques- 
tionable port-wine  urine,  and  aggravation  of  her  pain  by 
medication. 

Examination  showed  marked  atrophy  of  the  muscles  of 
the  lower  extremities  predominantly  involving  the  left  leg 
and  foot  with  complete  paralysis  of  all  motions  of  the 
foot  and  leg.  Also  there  was  marked  weakness  of  movement 
of  the  ham-string  and  quadriceps  muscles.  The  ankle  jerks 
were  absent.  All  laboratory  studies  were  essentially  normal. 
The  initial  quantitative  uroporphyrin  was  recorded  as  70 
mg.  in  24  hours.  Following  "loading”  with  phenobarbital, 
the  uroporphyrins  rose  to  195  mg.  in  24  hours.  Known 
aggravating  drugs  were  eliminated  without  essential  change. 
Her  condition  continued  to  show  gradual  deterioration,  and 
by  1956  she  had  noted  increased  photophobia,  recurrent 


vertigo,  progressive  generalized  muscular  weakness  with 
tremor  of  the  head  and  tongue,  and  marked  nervousness. 

By  February,  1958,  the  patient  had  been  bedridden  for 
18  months.  On  February  10,  she  was  started  on  British 
Anti-lewisite  (BAL)  therapy  and  received  a total  dose  of 
3,000  mg.  Mild  local  reaction  at  the  injection  site  and 
fever  were  noted  as  side  reactions.  On  completion  of  her 
course,  she  felt  stronger  and  was  able  to  get  out  of  bed, 
walking  with  crutches.  Progress  was  slow  but  improvement 
continued,  and  by  March  27,  she  had  begun  to  show  move- 
ment of  the  toes  of  the  left  foot  for  the  first  time  in  4 
years,  associated  with  disappearance  of  photophobia  and 
tremor.  She  progressively  discarded  the  crutches  and  leg 
braces  and  her  improvement  was  maintained  until  May, 
when  she  again  noted  weakness  returning.  She  was  given 
intravenous  calcium  Versenate  (EDTA)  for  a total  dosage 
of  20  Gm.,  followed  by  a flareup  in  abdominal  pain.  The 
recrudescence  of  her  symptoms  subsided  over  a 2 week 
period,  and  she  has  continued  to  improve,  now  performing 
her  household  duties  and  living  a normal  active  life. 

This  case  exemplifies  the  type  in  which  the  neuro- 
logical picture  predominates,  but  recurrent  abdominal 
pain,  multiple  abdominal  scars,  and  question  of  port- 
wine  urine  aroused  suspicion  of  acute  intermittent 
porphyria.  "Loading”  with  phenobarbital  precipitated 
a mild  flareup  and  resulted  in  confirmatory  rise  in 
the  uroporphyrin  level.  The  use  of  an  aggravating 
drug  may  be  helpful  in  establishing  the  diagnosis 
during  remission,  but  is  not  without  danger.  The 
remarkable  recovery  following  BAL  and  EDTA  ther- 
apy was  rapid  and  more  complete  than  anticipated 
on  the  basis  of  previous  reports.  Spontaneous  remis- 
sion always  must  be  kept  in  mind  but,  while  pos- 
sible, seems  unlikely. 

H.  F.  D.,  a 55  year  old  white  woman,  noted  the  sudden 
onset  of  progressive  subjective  weakness  and  numbness  of 
the  left  hand  associated  with  weakness  of  the  left  leg  in 
April,  1956.  Clinical  evaluation  was  normal  as  were  the 
results  of  lumbar  puncture,  electroencephalogram,  and 
roentgenograms  of  the  skull  and  lumbosacral  spine.  She 
was  presumed  to  have  had  a cerebral  vascular  occlusion, 
but  the  subjective  symptoms  slowly  progressed  to  involve 
the  right  leg.  Reevaluation  was  normal  in  June,  but  myelo- 
graphic  studies  were  refused.  Her  symptoms  continued  with 
increasing  muscular  weakness  without  atrophy,  but  with 
ataxia.  In  August  and  November  myelographic  studies  of 
the  spinal  cord  were  negative. 

The  muscular  weakness,  paresthesias,  and  ataxia  slowly 
progressed  with  difficulty  in  sphincter  control  and  muscular 
aching.  By  April,  1957,  she  was  confined  to  a wheel  chair 
and  a diagnosis  of  atypical  primary  lateral  sclerosis  was 
made.  Repeat  cervical  myelograms  in  1957  were  again  nor- 
mal. Subsequently,  she  noted 'slow  regression  of  her  symp- 
toms of  weakness  and  ataxia,  but  developed  vague  abdomi- 
nal pain,  severe  burning  of  the  soles  of  both  feet,  and  a 
wide  stance  gait.  Careful  neurological  examination  showed 
slight  muscular  weakness  without  atrophy  in  both  legs, 
positive  Rhomberg’s  test,  and  no  objective  sensory  change. 
Reevaluation  in  1958  was  unchanged,  but  a history  of  ques- 
tionable port-wine  urine  was  obtained.  Porphobilinogen 
tests  were  positive,  and  she  received  BAL  therapy  for  a 
total  of  1,650  mg.  with  gradual  subsidence  of  her  ataxic 
gait  associated  with  a return  to  normal  of  the  Rhomberg’s 
test  and  decrease  in  the  paresthesia.  BAL  has  been  con- 
tinued on  a regular  dosage  schedule  of  150  mg.  twice  a 
week  with  minimal  improvement. 
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PORPHYRIA  — Painter  & Morrow  — continued 

Bizarre  neurological  symptoms  with  delayed  ob- 
jective findings  again  clouded  the  diagnosis,  and 
the  multiple  diagnostic  measures  employed  for  dem- 
onstration of  any  underlying  neurological  disorder 
were  consistently  negative.  The  possibility  of  por- 
phyria was  suspected  because  of  similar  cases,  and 
careful  questioning  revealed  suggestive  port-wine 
urine  on  occasion.  Porphobilinogen  was  positive  on 
multiple  examinations  but  unfortunately  never  when 
a 24  hour  colleaion  for  quantitative  uroporphyrin 
determination  was  attempted.  The  regression  of  the 
neurological  symptoms  was  accelerated  following 
BAL  therapy  and  has  been  sustained  on  a decreasing 
basis. 

W.  F.  D.,  a 58  year  old  white  man,  noted  onset  of 
recurrent,  sudden  sharp,  severe  stabbing,  momentary  pains 
in  either  or  both  legs  for  15  years.  The  pain  was  aggra- 
vated by  cold  weather,  infection,  and  occasionally  by  heavy 
lifting,  associated  with  transient  hypersensitivity  of  the  skin 
during  the  pain  and  spontaneously  subsiding  over  a period 
of  a few  hours  to  several  days.  The  patient  received  osteo- 
pathic adjustment  for  many  years  because  of  "slipped  disk” 
without  benefit.  The  episodes  of  pain  continued  to  occur  at 
4 to  8 month  intervals  with  complete  incapacitation  for  the 
duration  of  pain. 

He  was  seen  initially  on  November  27,  1954,  for  medical 
evaluation  following  negative  orthopedic  examination  for 
herniated  disk.  No  history  of  excessive  alcohol  intake,  ex- 
posure to  known  neurotoxins,  prior  herpes  zoster,  anemia, 
dietary  deficiency,  or  dark  urine  was  obtained.  Symtoms  of 
gastric  hyperacidity  and  a history  of  prior  duodenal  ulcer 
were  elicited.  No  other  abdominal  symtoms  were  evident. 
Physical  findings  were  limited  to  grade  I arteriosclerotic 
funduscopic  changes,  bilateral  superficial  varicosities  of  both 
lower  extremities  with  hyperpigmentation  of  the  right 
ankle,  and  absent  pedal  pulses  on  the  left.  Careful  neuro- 
logical examination  revealed  hyperactive  ankle  jerks  bilater- 
ally and  decreased  sensation  over  the  right  midthigh  antero- 
laterally.  Laboratory  studies  including  complete  blood  count, 
urinalysis,  fasting  blood  sugar  tests,  and  total  serum  pro- 
tein determination  were  normal.  Spinal  fluid  examination 
was  negative. 

It  was  thought  that  the  patient  had  peripheral  neuritis  of 
undetermined  type,  perhaps  on  the  basis  of  peripheral 
arteriosclerosis.  He  received  treatment  with  vasodilators, 
supplemental  vitamins,  and  parenteral  vitamin  B12  injections 
without  appreciable  benefit.  In  September  and  October, 
1955,  the  intensity  of  the  pain  increased  so  that  it  was 
necessary  to  hospitalize  the  patient  for  control  of  his  pain. 
In  September,  1956,  during  an  episode  of  neuritis,  a por- 
phobilinogen test  of  the  urine  was  positive,  and  the  24  hour 
uroporphyrin  level  was  found  to  be  300  mg.  With  the  diag- 
nosis of  porphyria,  barbiturates  which  were  included  as 
part  of  the  program  for  control  of  his  hyperacidity  were 
eliminated  with  reduction  in  the  frequency  of  pains.  Con- 
tinuous oral  Thorazine  administration  seemed  further  to 
enhance  control  of  his  pain.  He  noted  occasional  mild  pains, 
usually  relieved  by  parenteral  Thorazine.  In  September, 
1958,  a course  of  BAL  therapy  was  instimted,  but  was  dis- 
continued because  of  severe  systemic  reaction  to  the  drug 
after  900  mg.  had  been  given.  One  episode  of  moderately 
severe  pain  has  occurred  subsequently  in  association  with  an 
upper  respiratory  infection.  Use  of  EDTA  and/or  BAL  in 
smaller  dosage  is  contemplated. 
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The  bizarre  recurrent  nature  of  the  pain,  the  ab- 
sence of  significant  neurological  findings,  and  the 
demands  of  the  patient  for  relief  cast  doubt  upon 
the  actual  presence  of  any  disease  entity  until  the 
diagnosis  of  porphyria  was  established.  Acmally,  the 
presence  of  severe  subjective  symptoms  and  the  ab- 
sence of  objective  findings  is  characteristic  of  por- 
phyria. The  absence  of  abdominal  pain,  red  urine, 
and  failure  of  progressive  neurological  change  while 
under  observation  led  to  the  delay  in  suspecting  por- 
phyria and  points  out  the  need  for  the  addition  of 
porphyria  to  the  long  list  of  causes  of  peripheral 
neuritis.  In  retrospect,  the  increased  severity  of  pain 
in  this  patient  in  1955  correlated  with  the  admin- 
istration of  barbimrates  as  an  adjunct  to  the  treat- 
ment of  gastric  hyperacidity.  This  emphasizes  that 
aggravation  of  abdominal  pain  or  neurological  symp- 
toms coincident  with  the  administration  of  known 
precipitating  factors  should  arouse  suspicion  of  por- 
phyria. The  positive  porphobilinogen  test  was  ob- 
tained at  the  height  of  an  acute  episode  bur  has  been 
negative  on  four  subsequent  occasions  underscoring 
the  transient  appearance  of  porphobilinogen  in  some 
cases.  The  failure  of  significant  response  to  BAL 
therapy  probably  is  related  to  the  low  dosage  ad- 
ministered although  the  frequency  of  his  attacks  may 
diminish  in  the  future. 

A.  E.  S.,  a 44  year  old  white  man,  noted  the  onset  of 
recurrent  episodes  of  marked  nervousness  and  generalized 
muscular  weakness  in  1952  associated  with  intermittent 
severe  cramping  abdominal  pains,  distention,  nausea,  vomit- 
ing, constipation,  and  fever.  Each  episode  occurred  without 
known  cause,  was  accompanied  by  dark  urine,  and  spon- 
taneously subsided  in  4 to  6 weeks.  Repeated  smdies  failed 
to  demonstrate  any  etiological  factor.  In  1956  and  1957 
confusion  and  hallucination  accompanied  the  weakness.  On 
October  27,  1958,  the  patient  was  hospitalized  in  the 
psychiatric  division  with  abdominal  pain  and  depression 
resulting  from  cancerphobia.  A complete  laboratory  workup 
was  normal  as  were  roentgenograms  of  the  gastrointestinal 
tract. 

An  acute  episode  of  strangulated  hemorrhoids  complicated 
his  course,  and  hemorrhoidectomy  was  done  uneventfully 
on  November  6,  1958.  Barbimrates  were  administered  both 
preoperatively  and  postoperatively  for  sedation  and  a sulfa 
derivative  was  used  for  antibiotic  prophylaxis.  On  the  third 
postoperative  day  he  noted  a recurrence  of  generalized 
muscular  weakness  associated  with  abdominal  pain.  The 
weakness  progressed  with  development  of  patchy  paralysis 
followed  by  flaccid  quadriplegia,  confusion,  hallucinations, 
hoarseness,  and  dysphagia.  Urine  examination  for  porpho- 
bilinogen was  positive,  and  administration  of  BAL  was 
begun  with  gradual  arrest  of  the  bulbar  symptoms  and  slow 
improvement.  EDTA  was  administered  in  serial  courses  with 
slow  resolution  of  laryngeal  and  pharyngeal  weakness  and 
gradual  return  of  muscular  movement  of  the  legs  and  arms. 
Marked  muscular  atrophy  occurred  during  the  interim 
despite  intensive  physiotherapy.  Further  improvement  fol- 
lowed intravenoiis  adrenocotticotrophic  hormone  (ACTH) 
administration,  but  the  patient  remains  an  invalid. 

The  classic  triad  of  recurrent  abdominal  pain,  neu- 
rological changes,  and  psychic  abnormality  associated 
with  port-wine  urine  presented  a typical  picmre  of 
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acute  intermittent  porphyria.  Precipitation  of  an 
acute  exacerbation  by  known  aggravating  factors 
again  was  noted.  The  response  to  chelation  therapy 
was  not  dramatic,  and  it  is  difficult  to  determine 
whether  the  reversal  of  the  deteriorating  neurological 
piaure  resulted  from  therapy  or  was  spontaneous. 

T.  H.  C,  a 67  year  old  white  man,  was  first  seen  in 
1955  with  homologous  serum  jaundice  resulting  from 
multiple  transfusions  given  for  a refractory  anemia  of  un- 
determined cause  present  since  1953.  Initial  physical  exam- 
ination showed  marked  obesity,  jaundice,  enlarged  tender 
liver  and  pedal  edema,  and  moderate  generalized  arterio- 
sclerosis. Laboratory  studies  showed  moderate  normocytic 
normochromic  anemia  with  low  reticulocyte  count  and  liver 
function  tests  indicative  of  hepatocellular  jaundice.  Con- 
servative management  resulted  in  gradual  subsidence  of 
.the  jaundice  and  a return  to  normal  of  the  liver  function 
tests.  Despite  repeated  transfusions  and  steroids,  his  blood 
count  gradually  diminished  to  levels  of  5 to  6 Gm.  of 
hemoglobin  per  100  cc.  Bone  marrow  studies  showed  eryth- 
roid  hyperplasia  without  abnormal  cells.  Radioactive  iron 
smdies  indicated  that  iron  was  deposited  in  the  bone  mar- 
row, but  was  not  being  incorporated  into  the  blood  cells 
released  into  the  general  circulation.  Transfusions  were  con- 
tinued. 

In  1956  the  anemia  was  evaluated  by  Dr.  William  Dame- 
shek.  While  under  smdy  at  Boston,  the  patient  noted  in- 
creasing generalized  muscular  weakness  associated  with 
atrophy  of  peripheral  muscle  groups,  principally  in  the 
hands,  associated  with  generalized  diminished  vibratory 
sense,  absent  knee  jerks,  and  positive  ankle  jerks.  Subacute 
combined  degeneration  was  considered  as  the  cause  for  his 
neurological  picture  and  DiGuglielmo’s  disease  was  sus- 
pected to  be  the  origin  of  the  anemia.  Splenectomy  was 
performed  with  a marked  rise  in  the  patient’s  platelet  count, 
but  no  significant  change  in  the  anemia.  His  condition  con- 
tinued to  deteriorate  with  persistent  anemia,  progressive 
weakness,  increasing  muscle  atrophy,  and  changing  neuro- 
logical findings. 

Upon  his  return  to  Houston,  the  bizarre  neurological 
picmre  suggested  the  possibility  of  porphyria,  and  porpho- 
bilinogen tests  on  the  urine  were  strongly  positive.  Belated 
questioning  revealed  port-wine  urine  but  no  atypical  ab- 
dominal pain  or  skin  disorder.  His  course  was  rapidly 
downhill  with  termination  on  April  29,  1957. 

Patchy  musailaj:  atrophy,  sensory  changes,  and 
changing  neurologic  picture  without  evident  cause 
frequently  are  the  sole  manifestations  of  porphyria. 
The  anemia  is  interesting  because  of  the  tendency 
toward  high  hemoglobin  level  in  most  cases  of  acute 
intermittent  porphyria  and  because  of  the  normal 
presence  of  protoporphyrin  as  the  essential  entity 
in  the  formation  of  the  hemoglobin  molecule.  From 
the  results  of  the  radioactive  smdies  demonstrating 
failure  of  incorporation  of  the  radioaaive  iron  into 
the  mamred  red  blood  cell,  speculation  as  to  the 
possibility  of  interference  in  hemoglobin  synthesis 
by  the  abnormal  porphyrin  is  warranted.  Granick 
and  Vanden  Schrieck  have  pointed  out  that  porpho- 
bilinogen is  a precursor  of  protoporphyrin  and  that 
partial  block  above  the  porphobilinogen  step  in  the 


formation  of  protoporphyrin  would  prevent  a normal 
amount  of  heme  from  forming.^ 

Chronic  ( Mixed ) . — The  chronic  form  of  porphyria 
is  manifested  by  the  development  of  photosensitivity 
of  the  skin  with  or  without  the  associated  symptoms 
of  acute  intermittent  porphyria.  Clinically  evident 
hepatic  disease  is  common  to  all  cases  and  precedes 
the  appearance  of  the  skin  lesions.®  The  skin  disorder 
is  milder  and  less  deforming  than  the  bullae  found 
in  congenital  porphyria  and  develops  following  ex- 
posure to  sunlight,  heat,  or  trauma.  Intense  pigmenta- 
tion and  hypertrichosis  of  the  face  commonly  are 
seen,^^  and  examination  of  the  skin  under  ultraviolet 
light  sometimes  reveals  the  red  fluorescence  of  the 
porphyrin.® 

Two  types  of  chronic  porphyria  have  been  de- 
scribed. The  more  common  group  occurs  in  alco- 
holics with  frank  cirrhosis  who  note  the  onset  of 
symptoms  in  the  fourth  to  sixth  decade.  The  second 
smaller  group  consists  of  nonalcoholics  in  whom 
symptoms  appear  either  early  or  late  in  life.  The 
early  appearance  of  photosensitivity  after  puberty 
is  believed  to  be  due  to  an  inborn  error  of  metabo- 
lism in  which  large  quantities  of  protoporphyrin  are 
excreted  through  the  bile.^^  If  liver  function  becomes 
deranged,  jaundice  and  elevation  of  the  alkaline  phos- 
phatase develop.  Also,  symptoms  of  dermatitis  and 
acute  intermittent  porphyria  may  appear  with  con- 
current excretion  of  porphobilinogen.^^  The  late  on- 
set type  occurs  as  a direa  result  of  severe  liver  disease 
in  the  40  to  60  year  age  group  as  a result  of  hepatic 
decompensation  other  than  alcoholism  and  is  associ- 
ated with  the  picmre  of  acute  intermittent  porphyria 
only  when  porphobilinogen  and  uroporphyrin  are 
excreted  in  the  urine.  The  same  uroporphyrins  are 
found  as  in  acute  intermittent  porphyria.'^ 

DIAGNOSIS 

The  diagnosis  of  porphyria  rests  largely  upon  an 
alertness  to  its  possibility. 

Congenital  porphyria  is  extremely  rare  but  classical 
in  appearance,  offering  little  difficulty  in  recognition. 

Acute  intermittent  porphyria  on  the  other  hand 
is  a complex,  variable  condition  capable  of  masquer- 
ading in  many  forms.  The  association  of  the  triad 
of  abdominal  pain,  peripheral  neuropathy,  and  psy- 
chic change  is  well  known.  When  present  in  com- 
bination, it  calls  to  mind  the  possibility  of  porphyria. 
Abdominal  colic  without  significant  findings  on 
examination,  the  presence  of  multiple  abdominal 
scars,  and  port-wine  urine  are  likewise  well  recog- 
nized. But  cases  may  be  overlooked  because  the  dark 
urine  is  not  mentioned  or  observed  by  the  patient  or 
the  urine  may  be  of  normal  color  until  left  standing 
or  exposed  to  sunlight. 

The  neurological  changes  are  less  well  emphasized 
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as  common  presenting  symptoms  of  this  type  of 
porphyria.  Suspicion  should  be  aroused  by  the  pres- 
ence of  unexplained  peripheral  neuropathy  (espe- 
cially if  the  severity  is  out  of  proportion  to  the 
objective  findings),  bizarre  changing  neurological 
abnormalities  of  the  lower  motor  neuron  type,  and 
acute  progressive  nervous  system  disease  in  the  ab- 
sence of  significant  spinal  fluid  alterations.  Mental 
disturbances  precede  and  accompany  the  other  mani- 
festations of  this  disease,  and  all  cases  of  hysteria, 
neuroasthenia,  and  severe  psychoneurosis  should  re- 
ceive screening  tests. 

The  mixed  group  of  porphyrias  should  be  consid- 
ered when  photosensitivity  and/or  symptoms  of  acute 
intermittent  porphyria  develop  in  the  presence  of 
frank  hepatic  disease. 

Ultimately,  the  diagnosis  rests  upon  the  detection 
of  porphobilinogen  and/or  excessive  uroporphyrin  in 
the  urine.  The  simplicity  of  the  Watson-Schwartz 
reaction  for  porphobilinogen  deserves  emphasis.  The 
test  can  be  readily  performed  on  routine  urine  speci- 
mens as  an  office  procedure  and  is  highly  accurate. 
Occasional  positive  reactions  have  occurred  in  associ- 
ation with  liver  disease,  malignancy,  and  nervous 
system  disease,  but  latent  porphyria  has  not  been 
excluded  as  the  cause  of  such  reaaions.^®  Further- 
more, it  is  well  recognized  that  porphobilinogen  may 
be  present  as  the  only  urinary  abnormality.^’ 

Or,  it  may  be  preceded  or  followed  by  excessive  uro- 
porphyrin at  some  point  in  the  course  of  the  disease 
on  long-term  follow-up  examinations.’^  Demonstra- 
tion of  abnormal  uroporphyrinuria  by  quantitative 
analysis  also  confirms  the  diagnosis. 

As  many  patients  with  acute  intermittent  porphyria 
produce  uroporphyrins  and  porphobilinogen  only 
during  a short  period  associated  with  an  attack,  care 
must  be  taken  to  collect  the  urine  specimen  at  the 
height  of  the  exacerbation.  A negative  test  for  either 
substance  will  not  exclude  the  disease  if  the  urine  is 
taken  during  remission.  Precipitating  factors  may  be 
utilized  to  bring  out  a latent  tendency  where  por- 
phyria is  suspected,  but  their  use  is  not  without 
hazard. 


TREATMENT 

There  is  no  specific  therapy  for  porphyria.  Many 
agents  have  been  used  in  an  attempt  to  induce  con- 
trol or  improvement  when  progressive  disease  is 
present,  but  the  great  variability  of  this  entity  with 
its  spontaneous  remissions  and  exacerbations  makes 
evaluation  of  any  therapy  difficult. 

Factors  associated  with  apparent  precipitation  of 
acute  episodes  of  porphyria  are  listed  in  table  3 and 
should  be  eliminated  as  soon  as  the  diagnosis  is 


suspected:  barbiturates,  sulfonamides,  alcohol,  am- 
phetamine, chloroquin,  sedormid,  acetanilid,  nitro- 
benzol,  solvents,  oil  based  paints,  heavy  metals,  and 
sun  bathing.  Pregnancy  has  been  thought  to  be  an 
aggravating  factor  in  the  past,®  but  probably  does 
not  affect  the  course.  Peters  noted  that  cortisone 
administration  occasionally  was  followed  by  rapid 
deterioration  and  suggested  its  use  be  suspended.® 
Therapy  in  congenital  porphyria  consists  of  pro- 
tection from  sunlight  and  of  transfusions  for  anemia. 
Splenectomy  may  help  control  hemolysis  and  may 
result  in  prompt  and  marked,  although  transient, 
reduction  in  the  formation  of  porphyrin.® 

Treatment  of  acute  intermittent  porphyria  is  sum- 
marized in  table  4.  The  importance  of  adequate  hy- 
dration to  counteract  the  oliguria  and  azotemia  fre- 
quently seen  in  the  acute  attack  is  stressed  by  Wal- 
denstrom,^^ and  the  electrolyte  imbalance  resulting 
from  protracted  vomiting  must  be  regulated.  Control 
of  pain  is  mandatory  but  often  difficult.  Opiates, 
Demerol,  intravenous  procaine,  intravenous  calcium, 
or  intravenous  magnesium  sulfate  have  all  been  util- 
ized with  varying  success.  Ganglionic  blocking  agents 
such  as  tetraethyl  ammonium  chloride  are  frequently 
beneficial  in  the  problem  case  and  are  useful  espe- 
cially in  relief  of  the  pains  of  peripheral  neuropathy.® 
Thorazine  has  proven  effective  in  pain  control  as 
well  as  in  tranquilizing  the  disturbed  patient.  Addi- 
tional sedation  may  be  obtained  in  the  psychotic 
phase  by  the  administration  of  paraldehyde,  chloral 


Table  3. — Predpitatmg  Factors  in  Porphyria. 


Drugs 

Heavy  Metals 

Miscellaneous 

Barbiturates 

Zinc 

Alcohol 

Sulfonamides 

Arsenic 

Solvents 

Sedormid 

Lead 

Oil  based  paints 

Chloroquin 

San  bathing  — 

Amphetamine 

Surgical  proced- 

? Cortisone  ? 

ures 

Acetanilid 

Nitrobenzol 

? Pregnancy  ? 

Table  4. — Treatment  of  Porphyria. 

Avoid  precipitating  factors 
Maintain  fluid  and  electrolyte  balance 
Control  pain 

Demerol,  morphine  sulfate,  codeine 
Intravenous  procaine 
Intravenous  calcium 
Intravenous  magnesium  sulfate 
Tetraethyl  ammonium  chloride 
Thorazine 
Sedation 

Chloral  hydrate 

Paraldehyde 

Frenquel 

ACTH  or  cortisone 
Chelating  agents 
BAL 
EDTA 
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hydrate,  or  Frenquel.  The  use  of  ACTH  in  critically 
ill  patients  has  been  advocated  with  variable  results, 
at  times  seeming  to  accelerate  the  process,  at  others 
producing  a remarkable  remission.®’  ® Watson  noted 
that  remissions  may  follow  ACTH  in  apparently 
hopeless  progressive  cases  and  recommended  that 
all  critically  ill  patients  deserve  a trial  of  ACTH.^^ 

The  reports  of  Peters  and  others®’  indicating 
favorable  results  following  the  use  of  chelating  agents 
has  aroused  interest  in  this  new  approach.  Based  on 
the  rationale  that  the  metabolic  abnormality  present 
in  porphyria  may  be  caused  by  an  enzymatic  block 
in  the  biosynthesis  of  porphyrin  due  to  the  presence 
of  an  excess  pf  a heavy  metal  (notably  zinc)  BAL 
(2-3  dimercaptopropanol)  and/or  EDTA  (disodium 
calcium  ethylene  diamine  tetra-acetate)  were  utilized. 
Prompt  improvement  was  noted  in  14  of  21  cases 
and  equivocal  response  in  an  additional  4 cases. 
Elevated  urinary  zinc  excretion  was  found  in  8 of  9 
cases  smdied,  and  the  level  prior  to  chelation  cor- 
related well  with  the  severity  of  the  disease  whereas 
the  amounts  of  uroporphyrin,  porphobilinogen,  or 
delta  amino  levulinic  acid  did  not.^®  BAL  was  ad- 
ministered intramuscularly  in  doses  ranging  from 
50  to  1,200  mg.  daily  and  was  thought  to  be  more 
rapidly  effective  than  EDTA.  EDTA  was  given  in- 
travenously in  2 to  5 day  courses  of  2.5  to  5 Gm. 
daily  and  was  used  preferentially  where  a history  of 
lead  exposure  was  elicited. 

The  management  of  the  mixed  type  of  porphyria 
is  based  primarily  upon  treatment  of  the  underlying 
liver  disease  with  supportive  therapy  and  avoidance 
of  hepatotoxins  supplemented  by  protection  from 
sunlight,  heat,  and  trauma.  If  the  liver  disturbance  is 
correaable,  photosensitivity  and  symptoms  of  acute 
intermittent  porphyria  may  disappear.  An  example 
is  a case  cited  by  Waldenstrom  in  which  an  aberrant 
liver  adenoma  was  removed  with  cessation  of  symp- 
toms and  disappearance  of  abnormal  uroporphyrins.^® 


RESULTS  OF  CHELATION 

Four  of  the  5 cases  reported  received  BAL  with  or 
without  adjunctive  EDTA  therapy.  Two  showed 
definite  /improvement — 1 dramatically;  1 had  equiv- 
ocal results  with  slight  improvement;  and  1 did  not 
of  treatment  and  could  not  be 

Tables  5 and  6 summarize  these  results  and  com- 
pare them  with  those  of  Peters  and  others.^® 

The  known  lability  of  the  symptoms  and  signs 
of  porphyria  makes  interpretation  of  the  effective- 
ness of  any  form  of  therapy  difficult.  As  the  total 
number  of  reported  cases  receiving  chelation  remains 
small,  no  definite  conclusions  can  be  reached  without 


receive/ a full  c 
'"---Tiilly^valuated. 


Table  5. — Results  of  Therapy  in  Present  Cases  of 
Porphyria. 


Case 

Drugs  Used 

Results 

H.W.M. 

H.F.D. 

A.E.S. 

W.F.D. 

BAL  & EDTA. 

BAL 

BAL  & EDTA. 
BAL. 

. .Marked  improvement 
. .Improvement 
. . Slight  improvement 
. No  change  (inadequate  dose) 

Table  6.- 

— Summary  of  Results  of  Chelation  in  Porphyria. 

Series 

Improved  Equivocal  Unchanged  Worse  Total 

Peters  and 

and  others^  .14 

Present  2 

4 2 1 21 

1 10  4 

Total  . . . 

16 

5 3 1 25 

further  trials.  However,  the  clinical  impression  of  a 
favorable  response  following  their  use  and  the  im- 
provement noted  in  approximately  64  per  cent  of 
the  cases  suggests  benefit  and  deserves  further  in- 
vestigation. 


SUMMARY 


The  clinical  aspects  of  porphyria  have  been  re- 
viewed. Five  cases  of  acute  intermittent  porphyria 
have  been  presented  to  illustrate  the  varied  sympto- 
matology and  clinical  findings  to  which  the  physician 
must  be  alerted  in  order  to  suspect  the  diagnosis. 
General  points  of  therapy  have  been  outlined  with 
emphasis  on  the  use  of  chelation  as  an  addition  to 
the  limited  treatment  now  available.  The  results  of 
BAL  and/ or  EDTA  administration  in  4 of  the  5 cases 
were  reported  and  deserve  careful  consideration,  as 
the  clinical  impression  of  benefit  suggests  further 
trials  are  indicated. 
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I Dr.  Painter  and  Dr.  Morrow,  1603  Medical  Arts  Build- 
ing, Houston. 

ABSTRACT  OF  DISCUSSION 

Dr.  John  J.  Bunting,  Houston:  In  1947,  I recognized 
my  first  case  of  porphyria  in  Houston.  The  Department  of 
Biochemistry  at  Baylor  University  College  of  Medicine 
proved  it  by  laboriously  demonstrating  Uroporphyrins  in 
the  urine  by  Photo-Spectrometric  study,  and  I have  been 
looking  for  another  one  ever  since. 

I am  certain  that  the  incidence  of  this  peculiar  inborn 
error  of  metabolism  is  much  higher  than  currently  believed, 
as  I am  sure  many  diagnoses  are  missed  and  patients  die 
oblivious  of  the  nature  of  their  disease.  As  has  been  stated, 
and  in  need  of  emphasis,  an  alertness  to  its  possibilities  is 
the  first  important  step  in  diagnosis. 

In  my  opinion,  the  most  important  advance  made  in  the 
study  of  this  disease  over  the  past  decade  is  the  Porphobili- 
nogen ( Watson-Schwartz)  test  of  the  urine.  The  detection 
of  this  important  colorless  chromagen  is  no  more  difficult 
to  run  than  the  familiar  Van  den  Bergh  test.  I believe  this 
test  should  be  as  routine  as  the  leukocyte  count,  urinalysis, 
and  serum  amylase,  for  instance,  in  any  difficult  "surgical” 
abdomen.  This  is  important  particularly  if  there  are  one  or 
more  scars  and  the  belly  is  soft  and  the  agonizing  paroxysm 
of  pain  is  out  of  proportion  to  the  physical  findings. 

It  goes  without  saying,  also,  that  this  test  should  be 
almost  the  first  laboratory  procedure  for  any  bizarre,  or 
even  an  ordinary  disorder  of  the  nervous  system,  muscles,  or 
psyche.  To  my  mind  it  ranks  as  important  as  the  increasing- 
ly popular  electroencephalogram.  The  colorless  porphobili- 
nogen turns  to  a pretty  port-wine  porphobilin  on  standing, 
so  the  physician  out  of  contact  with  a laboratory  need  often 
merely  wait  and  watch  the  urine  darken. 

The  porphyrins  are  so  widespread  in  the  plant  and  ani- 
mal world  that  it  is  really  surprising  that  derangements  of 
such  systems  are  not  far  more  prevalent.  The  blue  eggshell 
of  the  robin,  the  dark  line  down  the  back  of  the  earthworm, 
the  butterfly  wing  are  mere  examples.  For  instance,  the 
basic  pigment  of  chlorophyll  is  actinoporphyrin,  that  of 
hemoglobin  is  protoporphyrin.  The  porphyrins  are  also 
vital  components  of  such  vital  enzyme  systems  as  the  cyto- 
chromes and  catalases.  In  this  oil-rich  state  of  ours,  it  is 
interesting  that  porphyrins  have  been  found  in  fossil  fecal- 
iths  and  vanadium  porphyrin  complexes  in  petroleum  de- 
posits, and  they  may  be  concerned,  therefore,  with  the  basis 
of  aerobic,  mammalian  life.  Much  of  our  petroleum  must 
be  derived  from  the  compressed  bodies  of  myriads  of  sea 
squirts. 

For  physicians  interested  in  the  history  of  medicine, 
Gunther  described  the  first  case  of  congenital  porphyria  in 
1911,  Hans  Fischer  in  Munich  isolated  the  uroporphyrins 
and  coproporphyrins  in  1915,  and  we  owe  Waldenstrom 
in  Sweden  and  Watson  and  Schwartz  in  America  credit  for 
most  of  our  knowledge  of  this  disease  since. 

Autopsy  findings  are  somewhat  disappointing,  the  clin- 


ically similar  cases  frequently  displaying  dissimilar  patho- 
logical anatomy,  varying  from  mild  cirrhosis  to  hemosiderin- 
like deposition,  periarteritis,  and  fibrinoid  necrosis. 

I recommend  that  the  clinical  classification  be  kept  in 
mind  to  avoid  confusion,  namely:  (1)  congenital,  (2) 
acute  intermittent,  and  (3)  chronic  or  mixed.  I am  sure 
Dr.  Watson  feels  that  his  classification  is  the  best,  but  it 
must  be  borne  in  mind  that  his  "hepatica”  and  "erythro- 
poietica”  terms  are  not  definitely  proven.  By  the  same 
token,  to  me.  Dr.  Waldenstrom’s  is  a bit  too  cumbersome. 

Bedeviled  with  this  disease,  these  patients  go  from  doc- 
tor to  doctor  seeking  a diagnosis.  They  are  resentful,  iras- 
cible, unpredictable,  vituperative,  violent  in  temper,  like 
Katherine,  in  Shakespeare’s  "Taming  of  the  Shrew.” 

Dr.  Kark  suggests  the  term  termagantism,  derived  from 
the  Mohammedan  word  for  "devil,”  a woman  of  turbulent 
character,  peevish,  whining,  hysterical,  troublesome,  difficult 
to  nutse. 

The  second  and  next  big  advance  in  our  concepts  of  this 
disease  is  the  judicious  use  of  the  chelating  agent,  EDTA. 
I will  predict  that  this  agent  will  find  its  therapeutic  place 
in  many  other  disease  states  that  might  well  involve  inter- 
mediary metabolism. 

As  physicians  know,  ethylene  diamine  tetra-acetic  acid  is 
a polyamine  carboxylic  acid,  and  forms  water-soluble,  rela- 
tively non-ionizing  chelates  with  polyvalent  cations.  It  has 
been  shown  to  cause  marked  increases  in  the  excretion  of 
the  heavy  metals  without  (and  this  is  the  important  item) 
the  usual  toxicity  associated  with  reaction  of  the  metal  on 
the  body  tissues  during  mobilization  and  excretion.  Lead 
and  cadmium  are  prime  examples,  and  if  continued  success 
of  EDTA  with  porphyria  is  forthcoming,  then  the  impor- 
tance of  a heavy  metal  such  as  zinc  in  the  enzymatic  bio- 
synthesis of  porphyrins  seems  implicated  and  justified. 

Chelation  is  the  name  given  to  the  reaction  between  a 
polyvalent  metal  ion  and  a suitable  compound,  known  in 
this  context  as  a ligand,  to  form  single  or  multiple  internal- 
ring structures  incorporating  the  metal  ion. 

EDTA  can  powerfully  bind  body  calcium  and  produce 
hypocalcemic  tetany,  particularly  if  administered  rapidly, 
so  I am  pleased  to  see  these  authors  employed  the  calcium 
salt  of  EDTA  therapy,  thus  eliminating  this  hazard. 

In  that  porphyria  is  a chronic,  more  or  less  static  dis- 
order, even  with  remissions  and  exacerbations,  only  time 
will  tell  how  often  and  how  much  EDTA  therapy  will  have 
to  be  rendered  to  produce  any  lasting  benefit  of  value. 


Dentistry  Sees  Changes  in  Future 

As  the  American  Dental  Association  observes  its  one 
hundredth  aniversary  this  year,  it  predicts  changes  in  den- 
tistry that  can  be  expected  in  the  fumre. 

Emphasis  will  shift  from  repair  and  rehabilitation  to 
prevention,  the  dentists  say,  and  new  techniques  and  equip- 
ment (such  as  a drill  operating  at  from  50,000  to  250,000 
rpm  instead  of  the  conventional  4,500  to  6,000  rpm)  will 
reduce  the  pain  and  discomfort  associated  with  dental  care. 

Research  and  experimentation  now  under  way  lead  the 
American  Dental  Association  to  predict  ( 1 ) remineralizing 
agents  to  be  applied  to  the  teeth  routinely  to  repair  weak- 
ened enamel  before  cavities  can  get  a start,  (2)  effective 
antienzyme  agents  which  will  prevent  dental  decay,  (3) 
new  filling  materials  which  stimulate  formation  of  second- 
ary dentin  and  help  ward  off  future  dental  decay,  (4)  gen- 
eral use  of  a panoramic  x-ray  with  which  pictures  of  a 
complete  mouth  can  be  made  on  a single  film. 
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Present  Approach 
To  Chemotherapy 
Of  Neoplastic 
Disease  in  Children 

WATARU  W.  SUTOW,  M.D. 

Houston,  Texas 

The  grim  evidence  that  malignant  disease 
in  children  is  indeed  a major  medical  problem 
comes  from  various  tables  of  vital  statistics.  Mortality 
figures  such  as  those  published  by  the  Vital  Statistics 
Bureau  for  the  United  States  spell  out  year  after  year 
the  toll  of  the  deadly  cancer  menace.  Table  1 sum- 
marizes part  of  the  1956  data.^® 


Table  1. — United  States  Death  Rates,  1936,  by  Age  and 
Cause  of  Death.  (Deaths  per  100,000  population) 


Cause  of  Death 

1-4  yr. 

5-14  yr. 

All  causes  

110.4 

46.9 

Accidents  

31.1 

19.9 

Influenza  and  pneumonia 

15.4 

2.3 

Congenital  malformation 

13.2 

2.8 

Leukemia  and  neoplasms 

11.1 

7.1 

Infections  (combined)  

11.4 

2.6 

After  National  Office  of  Vital  Statistics  (U.  S.  Depart- 
ment of  Health,  Education,  and  Welfare,  Public  Health 
Service) : Vital  Statistics  of  United  States,  1956,  Washing- 
ton, D.  C.,  U.  S.  Printing  Office,  1958. 

Leukemia  and  malignant  neoplasms  stand  indicted 
as  the  leading  medical  causes  of  death  in  the  age 
group  1 through  14  years.  More  deaths  are  attributed 
to  cancer  than  to  any  other  disease  category  in  the 
5 through  14  year  age  group.  Even  when  the  death 
rates  from  various  infeaious  diseases  such  as  mber- 
culosis,  meningococcal  infections,  poliomyelitis,  mea- 
sles, scarlet  fever,  meningitides,  and  whooping  cough 
are  combined,  the  sum  does  not  exceed  the  death 
rate  from  cancer.  Of  all  children  1 through  14  years 
of  age  who  die  of  disease,  about  1 in  6 die  of  can- 
cer. Of  all  children  who  die  of  cancer,  roughly  one- 
half  are  in  the  1 through  4 year  age  group,  one- 
fourth  in  the  5 through  9 year  age  group,  and  one- 
fourth  in  the  10  through  14  year  age  group. 

What  kinds  of  malignant  disease  occur  in  infancy 
and  childhood?  While  incidence  figures  vary  con- 
siderably from  source  to  source,  an  estimate  of  the 
relative  frequencies  of  various  tumor  types  can  be 


obtained  from  a compilation  of  reported  data  such 
as  that  shown  in  table  2. 


Table  2. — Relative  Frequencies  of  Types  of  Malignancies 
in  Childhood.^' 


% of  Total 

Leukemia 

33 

Lymphomas  

8 

Bone  mmors  

14 

Soft  tissue  sarcoma 

12 

Neuroblastoma  

10 

Wilms’  tumor 

7 

Others  

16 

Total  

100 

A clear-cut  disparity  in  tumor  spectrum  and  an- 
atomic distribution  from  those  seen  in  the  adult 
cancer  population  is  apparent  immediately.  The  an- 
atomic sites  most  commonly  involved  in  childhood 
malignancies  are  the  hematopoietic-lymphatic  system, 
kidneys,  the  nervous  system  (under  which  neuro- 
blastoma is  included),  bone,  and  the  somatic  soft 
tissues. 


PRINCIPLES  OF  MANAGEMENT 

In  the  management  of  children  with  cancer,  the 
definitive,  so-called  conventional  therapy  is  divided, 
at  the  present  time,  into  three  major  components: 
surgery,  radiation,  and  chemotherapy.  These  modali- 
ties are  used  singly,  sequentially,  or  concomitantly. 
The  objectives  of  cancer  therapy,  regardless  of  meth- 
od, can  be  classified  as  curative,  palliative,  adjunctive, 
and  preventive.^ 

Curative  surgical  procedures,  for  example,  are  in- 
tended to  remove  aU  neoplastic  tissues  present.  Ob- 
viously, this  is  best  accomplished  when  the  tumor  is 
small  and  localized  and  the  surgical  procedure  ra- 
tionally aggressive.  Palliative  surgical  procedures  in- 

Dr.  Wataru  W.  Sutow,  associ- 
ate pediatrician,  University  of 
Texas  M.  D.  Anderson  Hospital 
and  Tumor  Institute,  and  chair- 
man, Acute  Leukemia  Section, 
Southwest  Cancer  Chemother- 
apy Study  Group,  presented  this 
paper  to  the  Section  on  Pedi- 
atrics at  the  annual  session  of 
the  Texas  Medical  Association, 
April  21,  1959,  in  San  Antonio. 

Leukemia  and  malignant  neoplasms  are  the  leading  medical 
causes  of  death  in  the  1 through  14  years  age  group.  Con- 
ventional therapy  is  divided  into  surgery,  radiation,  and  chemo- 
therapy used  singly,  sequentially,  or  concomitantly.  The  Pedi- 
atric Section  of  the  Southwest  Cancer  Chemotherapy  Study 
Group  is  engaged  in  a study  of  chemotherapy  in  acute  leu- 
kemia of  childhood. 
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elude  the  removal  of  the  primary  lesion  in  the  pres- 
ence of  metastases  and  the  partial  or  total  reseaion 
of  metastases — ^generally  to  relieve  the  effects  of 
complications.  Operative  procedures  may  be  consid- 
ered adjunctive  when  complete  or  partial  extirpation 
of  a cancerous  part  is  combined  with  postoperative 
radiation.®  Or  surgical  approach  may  be  adjunctive 
in  another  sense  when  perfusion  with  drugs  is  car- 
ried out  in  a surgically  isolated  portion  of  the  body.® 
Surgical  excisions  of  lesions  with  known  malignant 
propensities  would  be  preventive  in  purpose.  Radia- 
tion therapy,  too,  can  be  similarly  classified  in  terms 
of  the  objectives  for  which  it  is  applied  to  the 
patient.® 

In  spite  of  increasing  use  of  chemotherapy,®’ 
drugs  have  not  produced  cures  in  patients  with  can- 
cers. At  best,  drugs  provide  only  brief  periods  of 
palliation  for  the  patient  in  the  course  of  some 
malignant  tumors.  The  scope  of  drug  therapy  is  being 
expanded  to  some  extent  through  such  developments 
as  the  drug  perfusion  techniques  previously  men- 
tioned. The  potentialities  of  the  adjunctive  use  of 
drugs  in  association  with  radiation  now  are  being 
explored.^’  TEM  used  with  radiotherapy,  for  ex- 
ample, has  produced  good  clinical  resulrs.^^  Aaino- 
mycin  D seemingly  has  potentiated  the  clinical 
response  of  some  tumors  to  radiation.®’  The  use 
of  drugs  to  alter  radiosensitivity  of  neoplastic  tissues 
or  to  decrease  the  systemic  toxicity  of  ionizing  radia- 
tion on  normal  tissues  is  being  actively  investigat- 
ed.4’  12 

In  terms  of  the  objectives  of  therapy  and  in 
relation  to  the  types  of  malignant  neoplasms  seen  in 
children,  how  is  the  therapeutic  approach  determined 
in  individual  patients?  The  current  clinical  attitudes 
have  been  summarized  in  table  3. 

In  the  therapy  of  children  with  acute  leukemia, 
the  use  of  drugs  and  hormones  constitutes  the  most 
effective  approach.®’  ^ ACTH,  adrenocortical  hor- 
mones, and  the  antimerabolites,  6-MP  and  Metho- 
trexate, are  used  routinely.  Even  though  no  cures  are 
produced,  successive  remissions  can  be  induced  and 

Table  3. — Choke  of  Therapy  in  Childhood  Cancer. 


( — Therapy  ^ 

Surgery  Radiation  Drags 


Acute  leukemia 

o 

P 

C 

Lymphoma 

A/C 

C/A 

P 

Ewing’s  sarcoma 

P 

C 

P 

(?) 

Osteogenic  sarcoma 

c 

0 

P 

(?) 

Neuroblastoma 

c 

A 

P 

Wilms’  tumor 

c 

A 

P 

Soft  tissue  sarcoma 

c 

A/C 

P 

Brain  tumors 

c 

A/C 

P 

(?) 

> 0 

II  II 

not  used  C 
adjunctive  P 

= choice 
— palliative 

maintained  for  variable  periods  of  time.  Children  are 
kept  clinically  comfortable  during  significant  portions 
of  the  course  of  the  disease.  Statistically,  the  average 
survival  period  of  these  children  has  been  prolonged.® 
Intrathecaily  injected  Methotrexate  has  proved  to  be 
an  effective  procedure  in  alleviating  the  signs  and 
symptoms  caused  by  leukemic  infiltration  into  the 
brain  and  meninges.^®’  2^’  Surgical  procedures  are 
of  no  direa  value  in  acute  leukemia.  Radiation, 
however,  f>rovides  palliative  benefit  in  certain  spe- 
cial situations.  Severe  persistent  bone  pain  from  leu- 
kemic involvement  of  the  skeleton  responds  to  care- 
fully applied  radiation.  Radiotherapy  directed  to  the 
head  relieves  the  systemic  sequelae  of  the  central 
nervous  system  complications  of  acute  leukemia.^® 

Radiation  is  the  treatment  of  choice  in  patients 
with  malignant  lymphomas.  Aggressive  therapy  is 
given  when  the  involvement  is  local  or  regional. 
Palliative  therapy  is  given  to  selected,  usually  symp- 
tomatic sites,  when  the  involvement  is  generalized. 
When  the  disease  is  well  localized,  surgical  extirpa- 
tion of  the  tumor  and  surrounding  tissues  is  carried 
out  first.  The  area  is  then  treated  with  radiation. 
Alkylating  agents  do  provide  symptomatic  relief  and 
brief  remissions  in  patients  with  generalized  lymph- 
omas. During  the  leukemic  phase  in  the  course  of 
lymphosarcoma,  antileukemic  drugs  often  are  useful. 
In  mediastinal  disease  with  compression  of  nearby 
structures,  alkylating  agents  are  given  initially  to  pro- 
vide rapid  relief.  This  is  followed  by  treatment  with 
radiation. 

In  most  patients  with  Ewing’s  sarcoma,  radiation 
consistently  produces  satisfactory,  though  temporary, 
therapeutic  effeas.  Occasional  cures  have  been  re- 
ported. Surgical  amputation  is  performed  only  in 
those  children  with  advanced  disease  when  relief 
of  pain  or  removal  of  a useless,  tumorous  limb  is 
considered  necessary.  Drugs  are  not  effective  in 
Ewing’s  sarcoma. 

Osteogenic  sarcoma  is  a radioresistant  rumor.  Sur- 
gical amputation  offers  the  only  chance  for  cure — 
the  only  means  for  prolonged  palliation.  As  in 
Ewing’s  sarcoma,  available  drugs  do  not  affect  this 
neoplasm. 

The  conventional  primary  treatment  of  children 
with  neuroblastoma  and  Wilms’  tumor  is  either 
surgical  resection  alone  or  resection  followed  by  ra- 
diation. Occasionally  drugs  will  provide  temporary 
palliation  in  children  with  widely  disseminated  dis- 
ease. Actinomycin  D,  for  example,  has  produced  sig- 
nificant changes  in  the  course  of  metastatic  Wilms’ 
tumor.®’  ^® 

In  children  with  brain  mmors  and  sarcomas  of 
the  soft  tissues,  surgical  approach  and  radiation  are 
used,  either  separately  or  together,  depending  upon 
the  anatomic  site  of  the  tumor  and  its  histologic 
characteristics. 
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NATIONAL  CANCER 
CHEMOTHERAPY  PROGRAM 

In  1955,  the  National  Cancer  Chemotherapy  Pro- 
gram was  inaugurated.  Supported  by  congressional 
appropriations,  the  program  combined  the  activities 
of  the  National  Cancer  Institute,  the  Food  and  Drug 
Administration,  the  Veterans  Administration,  the 
Atomic  Energy  Commission,  the  American  Cancer 
Society,  and  the  Damon  Runyon  Fund  for  Cancer 
Research.  Participation  of  the  chemical  and  pharma- 
ceutical industries  in  the  program  was  coordinated 
through  an  industrial  subcommittee.  The  major  effort 
of  the  program  is  directed  toward  the  screening  of 
chemicals  and  namral  produas  for  anticancer  prop- 
erties. The  selected  compounds  are  then  channeled 
into  definitive  clinical  trials.^  On  the  clinical  front 
of  this  massive  offensive  against  cancer,  there  were, 
in  1958,  some  165  hospital  services  that  were  organ- 
ized into  about  20  voluntary  cooperative  groups, 
studying  more  than  40  different  chemotherapeutic 
drugs  in  approximately  1,800  patients.'^ 

In  the  present  state  of  development  of  cancer  ther- 
apy, this  type  of  concerted,  programed,  applied  clin- 
ical research  is  considered  desirable  for  several 
reasons.  In  the  first  place,  currently  available  chemo- 
therapeutic agents  possess  only  marginal  activity 
against  cancer.  They  are  not  curative.  The  valid  de- 
termination of  relative  effectiveness  of  such  drugs 
therefore  requires  studies  on  numerically  adequate 
patient  material.  The  patient  totals  for  any  specific 
type  of  cancer  is  small  in  any  single  hospital  or  in- 
stitution. This  is  particularly  true  with  childhood 
cancer.  Pooling  of  data  becomes  absolutely  necessary 
to  provide  rapid  evaluation.  Second,  meaningful  an- 
alysis of  clinical  data  requires  statistically  acceptable 
prospective  methodology  in  which  standardization  of 
techniques  of  therapy  and  observation  is  basic.  A uni- 
form protocol  minimizes  biases  introduced  by  tem- 
poral and  geographic  displacement  of  various  smdies. 
Third,  most  of  the  chemotherapeutic  agents  are  new, 
pharmacologically  potent,  expensive,  and  often  lim- 
ited in  supply.  The  need  to  concentrate  efforts  in 
areas  where  most  information  can  be  accumulated  in 
the  shortest  time  is  obvious. 

Participation  of  the  pediatricians  of  Texas  and 
the  southwestern  geographical  area  in  the  national 
program  is  represented  by  the  Pediatric  Section  of 
the  Southwest  Cancer  Chemotherapy  Study  Group. 
The  Pediatric  Section  of  the  group  is  composed  of 
staff  members  of  the  following  hospitals  and  aca- 
demic institutions:  three  University  of  Texas  divi- 
sions, M.  D.  Anderson  Hospital  and  Tumor  Institute, 
Houston;  the  Medical  Branch,  Galveston;  and  South- 
western Medical  School,  Dallas;  Baylor  University 
College  of  Medicine,  Houston;  Tulane  University 
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College  of  Medicine,  New  Orleans;  University  of 
Arkansas  Medical  Center,  Little  Rock;  University  of 
Oklahoma  Medical  Center,  Oklahoma  City;  and 
United  States  Air  Force  Hospital  (Lackland  Air 
Force  Base),  San  Antonio. 

At  present,  the  section  is  actively  engaged  in  a 
cooperative  smdy  of  chemotherapy  in  acute  leukemia 
of  childhood.  This  particular  protocol  was  designed  to 
compare  the  effectiveness  of  two  different  steroid 
hormones  in  patients  with  acute  leukemia  and  to 
evaluate  the  namre  of  subsequent  responses  to  anti- 
metabolite therapy.  In  addition,  complete  documenta- 
tion of  clinical  details  in  each  case  is  carried  out  to 
provide  data  for  eventual  clarification  of  the  natural 
course  of  the  disease  under  therapy.  Since  the  activa- 
tion of  the  protocol  in  June,  1958,  there  have  been 
78  children  with  acute  leukemia  seen  by  the  group. 
Of  these,  33  children  were  enrolled  in  the  definitive 
study.  A second  protocol  for  a cooperative  study  by 
the  seaion  is  being  completed  now.  The  new  smdy 
win  be  concerned  with  the  comparative  evaluation 
of  various  newer  agents  in  the  therapy  of  malignant 
lymphomas  and  solid  tumors  in  children.  It  is  antici- 
pated that  data  obtained  from  such  smdies  will  con- 
tribute toward  more  definitive  understanding  of  the 
merits  and  deficiencies  of  our  present  treatment 
modalities  in  the  management  of  cancer  of  childhood. 

Finally,  it  is  hoped  that  through  these  cooperative 
efforts,  there  will  be  brought  to  Texas  and  the 
neighboring  areas,  additional  means  of  tackling,  with 
a more  positive  attitude,  the  appallingly  formidable 
problems  of  clinical  cancer  in  children. 
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Poliomyelitis 
In  Texas 

Result  of  Virus  and  Blood 
Studies  on  1958  Cases 


J.  V.  IRONS,  Sc.D.  and 
JAMES  E.  PEAVY,  M.D.,  M.P.H. 

Austin,  Texas 

Tissue  culture  techniques^’  ® have  greatly 
simplified  the  laboratory  diagnostic  methodology 
for  poliomyelitis  and  made  it  possible  to  apply  diag- 
nostic tests  on  a scale  impossible  only  a few  years 
ago.  However,  each  of  the  laboratory  tests  has  its 
shortcomings.  The  problems  are  increased  when  the 
laboratory  worker  and  the  physician  interested  in 
diagnosis  find  it  difficult  to  communicate  with  each 
other,  and  laboratory  specimens  must  be  shipped  a 
distance.  In  the  following  smdy,  some  observations 
growing  out  of  efforts  to  assist  Texas  physicians  in 
the  laboratory  diagnosis  of  enterovirus  infeaions, 
particularly  poliovirus,  by  means  of  tissue  culture  or 
complement  fixation  tests’^  are  briefly  discussed.  The 
comparative  results  of  study  of  stool  culmres  and 
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complement  fixation  tests  on  suspected  cases  of 
poliomyelitis  are  given. 

METHODS 

Stool  Culture. — Two  unpreserved  stool  specimens 
were  sought  early  in  the  illness  of  each  patient,  but 
a second  stool  frequently  was  not  obtained,  and  the 
specimen  sometimes  was  not  obtained  early  in  the 
illness.  Stools  were  sought  on  wet  or  dry  ice,  but 
specimens  which  were  not  received  in  the  chilled  or 
frozen  state  were  not  excluded  unless  there  was  a 
considerable  delay  in  their  reaching  the  laboratory. 
Specimens  were  treated  with  a mixture  of  penicillin 
and  streptomycin  and  subjected  to  high  speed  cen- 
trifugation in  a standard  procedure,  before  the  inocu- 
lation of  two  tubes  of  HeLa  and  monkey  kidney 
(Mk)  cell  cultures.  Culmres  showing  a cytopatho- 
genic  effea  were  identified  in  a serum-vims  neu- 
tralization procedure  with  type  specific  poliovims 
antisemms.  Other  enterovimses  were  typed  as  avail- 
able typing  semms  permitted. 

Complement  Fixation  Test. — A pair  of  serums  for 
this  test  was  sought  at  2 week  intervals  on  each  pa- 
tient. This  was  not  always  accomplished.  A modified 
Kolmer,  quantitative  complement  fixation  procedure 
with  overnight  ice  box  fixation  was  used.  Homemade 
antigens  or  more  often  antigens  of  types  I,  II,  and 
III  poliovimses  kindly  supplied  by  the  Communicable 
Disease  Center  Laboratories,  Chamblee,  Ga.,  were 
used.  All  reagents  were  used  in  .25  ml.  amounts  in 
a standard  procedure,  as  for  other  viral  disease  tests.® 
Positive  and  negative  semm  controls  were  included 
in  each  series  of  tests.  Results  could  be  duplicated 
without  significant  variation  in  results.  Whenever 
possible,  paired  or  serial  blood  samples  from  the 
same  person  were  tested  simultaneously.  Significance 
was  accorded  fourfold  or  greater  titer  increases,  or 
1:32  or  higher  titers  without  significant  titer  increase 
on  convalescent  specimens. 

Other  Data. — Age,  sex,  Salk  vaccination  history, 
date  of  onset  of  illness,  and  other  pertinent  data  were 
sought  on  each  case. 

J.  V.  Irons,  Sc.D.  is  director  of 
Laboratories;  his  co-author,  di- 
rector of  the  Communicable 
Disease  Division,  State  Depart- 
ment of  Health.  The  paper  was 
presented  for  the  Section  on 
Public  Health  at  the  Texas 
Medical  Association  annual  ses- 
sion April  21,  1959,  in  San 
Antonio. 

Laboratory  tests  for  identification  of  enteroviruses  were  run 
in  several  hundred  cases  of  suspected  poliomyelitis.  Results 
with  tissue  culture  of  stools  and  complement  fixation  tests 
are  compared. 
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RESULTS 

The  clinical  data  on  these  cases  were  fragmentary 
and  incomplete,  but  a majority  of  patients  were  hos- 
pitalized children.  Most  of  the  requests  included  or 
were  limited  to  poliomyelitis  tests.  A poliovirus  was 
cultured  from  one  or  more  stools  of  131  of  530  cases 
of  suspected  enterovirus  infection.  The  majority  were 
nonparalytic  cases.  The  finding  of  other  enteroviruses 
and  failure  to  find  a poliovirus  suggested  that  many 
cases  of  suspected  nonparalytic  poliomyelitis  were 
Echo  or  coxsackie  infections.  The  abundance  of 
enteroviruses  is  shown  in  table  1 excluding  a few 
unidentified  viruses.  Aseptic,  lymphocytic,  or  viral 
meningitis  was  mentioned  frequently  in  cases  from 
which  coxsackie  or  Echo  viruses  were  cultured.  Echo 
9,  coxsackie  A9,  B2,  and  B5  vimses  each  were  cul- 
mred  from  at  least  1 stool  of  a paralyzed  patient. 
Although  a poliovirus  was  not  found,  the  possibility 
of  mixed  infection  was  not  excluded.  Unfortunately, 
serological  studies  were  not  done  in  these  cases. 


Table  1. — Distribution  of  Enteroviruses  Cultured  from 
Stools  or  Nasopharyngeal  Specimens  in  530  Cases. 


Poliovirus 

Coxsackie  A 

Type  I:  111 

Type  A9:  4 

Type  II:  3 

Other:  17 

Type  III:  17 

Echo 

Gjxsackie  B 

Type  4:  1 

Type  B2:  19 

Type  6 : 1 

Type  B5:  21 

Type  9:  20 

In  applying  the  complement  fixation  test  with  ser- 
ums from  suspected  poliomyelitis  cases,  Salk  vaccina- 
tion appeared  not  to  influence  the  findings  very 
much.  Elowever,  the  great  majority  of  patients  had 
not  received  Salk  vaccine  or  at  least  had  not  com- 
pleted the  recommended  series  of  doses.  Heterotypic 
titers  were  encountered  occasionally  but  usually  were 
much  weaker  than  the  homotypic  titers,  as  shown  in 
table  2. 

The  comparative  results  of  poliovims  stool  cul- 
tures and  complement  fixation  tests  on  specimens 
from  227  suspected  cases  are  shown  in  table  3.  Both 
paralytic  and  nonparalytic  cases  are  included.  Eleven 

Table  2. — Results  of  Complement  Fixation  Tests  for 
Poliomyelitis  on  Type  1 Cases  in  Two  Families. 


Days  After  Onset 


Cases 

UI 

Illness 

Type  1 

iiter 

Type  2 

' ^ 

Type  3 

AB 

4 

l:4(2-f) 

1:4(— ) 

1:4(2+) 

20 

1:32(3+) 

1:4(--) 

1:8(3  + ) 

CB 

3 

1:4(— ) 

1:4(— ) 

1:4(— ) 

19 

1:16(3+) 

1:4(— ) 

1:4(2+) 

CR 

4 

1:4(  + ) 

1:4(— ) 

1:4(— ) 

21 

1:64(3+) 

1:4(3+) 

1:4(  + ) 

Table  3.- — Comparative  Value  of  Stool  Culture  and  Serum 
Complement  Fixation  Test  in  Confirmation  of  Diagnosis  of 


Poliomyelitis. 

No.  of  Cases 

Poliovirus  Type  on 

Studied  by  Both 

Poliovirus  Type  on 

Basis  of  Complement 

Techniques 

Basis  of  Stool  Culture 

Fixation  Test 

I II  III 

I II  III 

227 

53  2 3 

56  3 4 

type  I,  1 type  II,  and  2 type  III  infections  were  con- 
firmed by  the  complement  fixation  test  but  showed 
negative  stool  culmre.  On  the  other  hand,  8 type  I 
and  1 type  III  infections  were  confirmed  by  stool 
culture  but  failed  to  show  a confirmatory  comple- 
ment fixation  reaaion.  The  apparent  slight  advan- 
tage of  the  complement  fixation  procedure  is  not 
statistically  significant.  The  predominance  of  type  I 
poliovirus  infections  is  clearly  suggested,  both  in 
tables  1 and  3.  The  comparative  value  of  culture  of 
stool,  nasopharyngeal,  and  spinal  fluid  specimens  as 
source  of  vims  was  investigated.  It  was  obvious  that 
spinal  fluid  was  least  valuable,  particularly  for  polio- 
vims. The  only  exception  to  general  superiority  of 
stool  culmre  was  a single  culmre  of  Echo  9 vims 
from  a nasopharyngeal  swab  5 days  before  a negative 
stool  culture. 

The  possible  value  of  testing  2 stool  specimens 
also  was  investigated.  The  interval  between  collec- 
tion of  2 specimens  rarely  exceeded  a week;  yet,  if 
the  vims  was  missed  in  either  of  the  specimens,  the 
second  usually  was  at  fault.  Hence,  the  collection  of 
an  early  stool  specimen  appeared  to  be  important. 

DISCUSSION 

Although  the  laboratory  diagnostic  tests  for  polio- 
myelitis have  made  possible  their  application  on  a 
large  scale,  these  tests  are  relatively  difficult,  expen- 
sive, and  time  consuming.  The  application  of  specific 
laboratory  tests  useful  in  the  differential  diagnosis  of 
poliomyelitis,  coxsackie,  and  Echo,  and  other  viral 
diseases  is  even  more  difficult.  Full  cooperation  be- 
tween the  vims  laboratory  and  the  physician  is  re- 
quired for  good  results.  Either  blood  tests  or  vims 
culture  and  identification  are  feasible  in  the  smdy  of 
|X)liovimses,  but  the  former  are  much  less  applicable 
for  other  enteroviruses.  In  the  present  study  the  re- 
sults with  compliment  fixation  tests  on  paired  semms 
and  stool  culmres  for  p>oliovimses  were  comparable; 
in  addition,  each  test  supplemented  the  other.  Pre- 
sumably, the  complement  fixation  test  could  have 
been  made  more  sensitive  by  testing  a third  serum 
in  some  instances.  Stool  culture  generally  proved 
superior  to  culmre  of  nasopharyngeal  or  spinal  fluid 
specimens  for  detection  of  enterovimses.  Further- 
more, culmre  of  a second  or  third  stool  should  have 
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increased  the  sensitivity  of  this  test,  although  the 
evidence  for  this  was  not  very  convincing.  By  the 
use  of  the  plaque  technique,  more  mixed  infections 
perhaps  would  have  been  detected.^  These  procedures 
would  have  added  to  the  expense  of  performing  the 
tests  and  in  some  instances  would  have  further  de- 
layed the  reports.  It  was  of  interest  in  that  Salk  vac- 
cination appeared  not  to  interfere  much  with  the 
application  of  these  tests. 

The  suggestion  that  viruses  other  than  polioviruses 
occasionally  cause  residual  paralysis  resembling  that 
of  poliomyelitis  has  been  made  by  others.^  The  prev- 
alence of  Echo  type  9 and  coxsackie  B2  and  B5 
infections  indicated  that  these  viruses  were  widely 
distributed  as  a cause  of  minor  iUness.  Outbreaks  due 
to  Echo  type  9 virus  and  characterized  either  by 
aseptic  meningitis,  rubelliform  rash,  or  both  have 
been  reported  by  numerous  others.®  Outbreaks  of 
aseptic  meningitis  due  to  coxsackie  B5  virus  seldom 
had  been  recognized  until  1956  when  several  out- 
breaks occurred  in  Minnesota,®  Iowa,  and  nearby 
states.^ 


SUMMARY 

HeLa  and  monkey  kidney  ( Mk ) cell  cultures  were 
utilized  for  detection  and  identification  of  entero- 
viruses. Polioviruses  I and  III,  Echo  9,  and  coxsackie 
B2  and  B5  viruses  were  found  most  often. 

The  complement  fixation  and  tissue  culmre  identi- 
fication tests  showed  comparable  results  in  confirma- 
tion of  poliomyelitis,  but  the  latter  were  not  appli- 
cable to  the  recognition  of  coxsackie  and  Echo  virus 
infections. 

Stool  cultures  generally  were  superior  to  naso- 
pharyngeal and  spinal  fluid  cultures  for  identification 
of  enteroviruses. 

We  wish  to  acknowledge  the  technical  assistance  of  Mrs. 
Thelma  D.  Sullivan  in  performance  of  complement  fixation 
tests  and  Mrs.  Alice  G>nklin  in  performance  of  tissue  cul- 
mre vims  identification  tests. 
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Lateral  Ankle 

Ligament 

Reconstruction 

LOUIS  J.  LEVY,  M.D. 

Fort  Worth,  Texas 

The  ankle  is  the  most  commonly  injured 
major  joint  in  athletics.  In  football,  baseball,  bas- 
ketball, and  track,  the  ankle  is  subjected  to  a variety 
of  twists  and  strains,  resulting  in  sprains,  stretching,  or 
tearing  of  the  ligaments  of  the  ankle,  occasional  sub- 
luxation or  even  dislocation  of  the  joint,  and  frac- 
tures. Fortunately,  most  of  the  ankle  injuries  are 
minor,  but  many  are  more  serious  than  is  initially 
realized.  Eversion  or  abduction  injuries  of  the  ankle 
may  result  in  fracture  of  the  fibula  or  medial  mal- 
leolus, or  both,  but  rarely  cause  any  isolated  damage 
to  the  very  tough  deltoid  ligament.  These  injuries, 
therefore,  do  not  come  within  the  scope  of  this  paper. 

The  type  of  injury  most  pertinent  in  a discussion 
of  injuries  to  the  ankle  ligaments  involves  inversion 
or  adduction  of  the  ankle.  This  may  be  a pure  in- 
version mechanism  or  may  be  inversion  associated 
with  either  hyperflexion  or  hyperextension  of  the 
ankle.  The  injury  incurred  on  forced  inversion  of 
the  ankle  involves  primarily  the  lateral  supporting 
ligaments.  The  capsule  of  the  ankle  itself  is  so  weak 
as  praaically  to  bear  no  mention  whatsoever.  The 
main  lateral  support  of  the  ankle  comes  from  the 
actual  shape  of  the  ankle  mortise,  plus  the  reinforc- 
ing element  provided  by  the  lateral  ligaments  arising 
from  the  lower  end  of  the  fibula  and  fanning  out 
into  the  anterior,  middle,  and  posterior  divisions,  at- 
taching to  the  astragalus  and  os  calcis. 

In  simple  strains,  the  injury  apparently  is  a matter 
of  stretching  or  partial  tearing  of  portions  of  the 
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lateral  ligament  complex.  This  gives  rise  to  the  clin- 
ical picture  we  associate  with  the  term  "ankle  sprain,” 
in  which  there  is  lateral  swelling  and  tenderness, 
muscle  spasm  and  splinting,  pain  on  motion  or  on 
inversion  movements,  but  no  acmal  ankle  instability. 

This  is  the  type  of  injury  that  responds  well  to 
supportive  taping  to  prevent  further  adduction,  fol- 
lowed by  subsequent  physical  therapy  measures  to 
absorb  inflammatory  exudate  and  restore  normal 
ankle  mobility,  muscle  length,  tone,  and  strength. 
The  period  of  time  formerly  required  for  absorption 
and  removal  of  hematoma  and  exudate  has  been  re- 
duced by  the  use  of  the  new  enzyme  drugs  such  as 
Parenzyme  or  Chymar. 

The  most  important  part  in  the  treatment  of  any 
athletic  injury  is  the  prevention  of  the  injury  in 
the  first  place.  One  cannot  overemphasize  the  impor- 
tance of  the  proper  use  of  ankle  taping  prophylac- 
ticaUy.  The  recognition  of  the  importance  and 
common  usage  of  such  support  undoubtedly  results 
in  the  prevention  of  many  ankle  injuries.  Once  a 
sprained  ankle  has  occurred,  it  must  be  remembered 
that  it  requires  3 weeks  for  basic  ligament  healing 
to  occur,  and  5 or  6 weeks  before  maximum  recov- 
ery of  ligament  strength.  In  the  more  severe  injuries, 
ir  will  take  even  longer  before  complete  restoration 
of  joint  movement  and  muscle  strength  and  control 
are  attained. 

If  the  inverting  action  is  more  forceful,  a complete 
tearing  of  the  fibular  collateral  ligament  occurs,  al- 
lowing subluxation  of  the  ankle  joint,  or  an  actual 
rocking  of  the  astragulus  in  the  ankle  mortise  (fig. 
1 ) . This  type  of  injury  is  usually  indicated  clinically 
by  more  pain  and  swelling  in  the  ankle  area,  and 
certainly  with  more  muscle  spasm  in  the  peroneals 
than  in  a simple  strain.  The  patient  himself  is  fre- 
quently conscious  of  the  lack  of  stability  in  the 
ankle  joint,  and  this  can  be  readily  demonstrated  by 
taking  mortise  roentgenograms  with  the  foot  held 
strongly  inverted.  It  is  usually  not  necessary  to  give 
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When  ankle  injuries  occur  in  athletics,  prompt  and  ade- 
quate treatment  should  be  given.  In  spite  of  such  treatment, 
often  an  ankle  instability  with  recurring  sprain  develops.  How- 
ever, in  such  cases  a high  percentage  of  satisfactory  results 
have  been  obtained  with  Watson-Jones  type  of  lateral  liga- 
ment reconstruction  at  the  ankle. 


Fig.  la  and  b.  Regular  anteroposterior  and  lateral  ankle 
views  following  sprain,  showing  no  bony  abnormality. 

c.  Anteroposterior  view  of  the  same  ankle,  while 
holding  the  foot  inverted,  shows  definite  rocking  of  the 
astragulus  in  the  mortise,  indicating  complete  tear  of 
the  lateral  ligaments. 

the  patient  an  anesthetic  or  block  the  peroneal  nerve 
with  novocaine  to  demonstrate  this.  Even  in  the  acute 
case  of  this  type,  the  pain  and  spasm  are  usually  not 
sufficient  to  prevent  definite  visualization  of  tilting 
of  the  ankle  mortise  in  roentgenograms  taken  with 
the  foot  held  forcibly  inverted. 

Recently  it  has  been  recommended  that  in  cases  of 
complete  rupture  of  these  ligaments,  initial  surgical 
repair  should  be  done  in  an  effort  to  rehabilitate 
these  patients  more  completely  and  more  quickly.^ 
The  treatment  program  at  the  Fort  Worth  Bone  and 
Joint  Clinic,  however,  has  been  more  conservative 
in  that  we  use  plaster  immobilization  in  these  cases 
for  6 weeks  with  the  foot  at  right  angles  to  the 
leg,  and  everted  slightly.  After  removal  of  the  cast, 
the  regular  physical  therapy  measures  are  continued 
and  the  ankle  is  supported  with  an  elastic  or  corset- 
stayed  anklet. 

Occasionally  we  see  patients  who  have  had  injuries 
of  this  type  several  months  or  several  years  previ- 
ously that  were  treated  either  with  inadequate  taping 
or  merely  elastic  bandage  support,  and  in  which  the 
proper  strength,  integrity,  and  tautness  of  the  liga- 
ments was  never  fully  restored.  These  patients  retain 
a rocking  and  instability  of  the  ankle  mortise,  pre- 
disposing them  to  repeated  ankle  sprains  and  a defi- 
nite subjeaive  sensation  of  weakness  and  lack  of 
dependability  in  the  ankles  (fig.  2). 

Normally,  the  roentgenogram  of  an  ankle  joint 
with  the  foot  in  forced  inversion  should  show  prac- 
tically no  angulation  between  the  superior  surface 
of  the  astragulus  and  the  lower  surface  of  the  tibia. 
If  the  patient  is  having  chronic  ankle  sprains  due  to 
relaxation  of  the  lateral  ligaments,  and  shows  less 
than  10  degrees  of  rocking  of  the  astragalus  in  the 
mortise,  it  is  worth  while  to  try  conservative  meas- 
ures consisting  of  a well  fitted  corset-stayed  lacer 
anklet  to  be  worn  constantly,  except  when  bathing, 
over  a period  of  several  months.  This  is  supplemented 
with  exercises  designed  to  eliminate  any  heel  cord 
tightness,  restore  full  range  of  dorsiflexion  and  plan- 
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tar  flexion  to  the  ankle,  and  strengthen  the  evertor 
group  of  muscles.  In  patients  showing  more  than 
10  degrees  of  rocking  of  the  astragalus,  or  in  those 
with  lesser  degrees  of  rocking  who  have  not  re- 
sponded to  conservative  measures,  the  Watson- 
Jones  type  of  lateral  ankle  ligament  reconstruaion 
offers  excellent  prognosis.^ 

In  this  procedure,  a long  "J”  incision  is  made  on 
the  lateral  aspect  of  the  ankle,  exposing  the  peroneal 
tendons,  the  lower  end  of  the  fibula,  and  the  sinus 
tarsi,  along  with  the  lateral  part  of  the  neck  of  the 
astragalus.  The  peroneus  brevis  is  separated  from  its 
muscle  belly  fairly  high  in  the  wound,  and  the  muscle 
of  the  peroneus  brevis  is  sutured  to  the  peroneus 
longus  tendon.  The  peroneus  brevis  is  then  passed 
transversely  through  a drill  hole  in  the  lower  end 
of  the  fibula,  passed  vertically  through  a drill  hole  in 
the  neck  of  the  astragalus,  and  passed  back  through 
a drill  hole  in  the  tip  of  the  lateral  malleolus,  where 
it  is  then  sutured  to  itself.  Prior  to  making  the  final 
suture,  the  transplanted  tendon  is  drawn  taut,  while 
the  foot  is  held  in  an  everted  position.  Since  the 
tendon  has  not  been  detached  distaUy,  the  lower  end 


Fig.  2a.  Forced  inversion  and  eversion  films  of  an  ankle 
following  sprain,  and  indicating  no  ligament  laxity. 

b.  Films  of  the  same  ankle  1 year  later  showing  defi- 
nite rocking  of  the  astragulus  in  the  ankle  mortise,  fol- 
lowing repeated  injury.  This  patient  subsequently  re- 
quired lateral  ligament  reconstruction. 


of  the  tendon  serves  to  prevent  inversion  movements 
of  the  ankle,  and  the  portion  that  is  transposed 
through  the  neck  of  the  astragulus  blocks  the  antero- 
posterior laxity  which  is  present  in  these  injuries. 

In  many  of  these  injuries  that  result  in  instability, 
in  spite  of  treatment,  the  frayed  ends  of  the  torn 
fibular  collateral  ligament  are  found  to  be  caught 
between  the  articular  surfaces  of  the  lateral  aspect  of 
the  astragalus  and  the  lateral  malleolus,  leaving  ab- 
normal masses  of  fibrous  tissue  in  this  location  (fig. 
3).  Many  of  the  injuries  are  also  accompanied  by 
small  avulsion  fractures  of  cartilage,  bone,  or  both, 
from  the  adjacent  surfaces  which  remain  between  the 


Fig.  3.  The  arrow  points  to  an  irregular  shadow,  indi- 
cating loose  body  and  debris  resulting  from  previous 
ankle  sprains. 


Fig.  4a.  Roentgenogram  of  an  unstable  ankle,  showing 
marked  tilting  of  the  astragulus  in  the  ankle  mortise. 

b.  Forced  inversion  film  following  Watson-Jones  re- 
construction of  the  lateral  ligaments,  showing  no  tilting 
of  the  astragulus. 
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lateral  malleolus  and  the  astragalus,  giving  rise  to 
symptoms  at  that  point.  It  is  important  to  investi- 
gate this  area,  therefore,  when  doing  a Watson- Jones 
reconstruction,  so  that  a thorough  debridement  of  the 
lateral  part  of  the  ankle  mortise  can  be  carried  out 
before  the  tendon  transplant  is  done. 

Following  reconstruction  of  the  ankle  ligaments, 
the  foot  and  leg  are  immobilized  in  plaster  over  a 
period  of  6 weeks,  after  which  the  gradual  resump- 
tion of  activity  and  physical  therapy  measures  to 
restore  motion  and  strength  are  indicated.  In  most 
instances  this  will  result  in  a stable,  dependable 
ankle  that  will  resist  effectively  the  shocks  imposed 
upon  it  on  resumption  of  strenuous  athletic  endeavors 
(fig.  4). 

Mullins  and  Sallis"  have  expressed  the  belief  that 
a large  number  of  so-called  recurrent  sprains  of  the 
ankle  joint  are  due  to  diastasis  of  the  distal  tibio- 
fibular joint.  They  have  pointed  out  that  in  taking 
inversion  roentgenograms  to  test  for  rocking  of  the 
astragalus  in  the  mortise,  one  finds  some  cases  of 
chronic  recurrent  sprain  in  which  there  is  no  actual 
rocking  of  the  astragalus  in  the  mortise,  but  rather  a 
separation  that  occurs  at  the  distal  tibiofibular  joint. 
It  is  necessary  to  make  this  distinction  before  doing 
a surgical  reconstmction,  since  a case  with  diastasis 
of  this  type  would  require  fixation  of  the  distal  tibio- 
fibular joint  with  a transverse  screw  rather  than  the 
ligament  reconstruction  and  tendon  transplants.  I 
have  not  encountered  this  type  of  involvement  in 
my  series,  but  obviously  it  is  important  to  keep  it  in 
mind. 

O’Donoghue^  has  pointed  out  that  repeated  dorsi- 
flexion  injuries  to  the  ankle  will  result  in  a spur 
forming  on  the  lower  anterior  aspect  of  the  tibia, 
and  a corresponding  spur  on  the  dorsal  aspect  of  the 
neck  of  the  astragalus  (fig.  5).  This  results  in  "kiss- 


Fig.  5.  Partially  retouched  photograph  showing  "kissing 
spurs"  at  the  lower  anterior  edge  of  the  tibia  and  cor- 
responding surface  on  the  dorsum  of  the  neck  of  the 
astragulus. 


ing  spurs”  that  can  give  rise  to  considerable  discom- 
fort. Since  the  ankle  must  be  in  a dorsiflexed  position 
when  the  player  is  in  a squatting  or  crouched  posi- 
tion, the  spurs  on  the  astragulus  and  tibia  impinge 
sufficiently  to  cause  pain  in  the  anterior  aspect  of  the 
ankle,  and  interfere  with  normal  motion  and  func- 
tion. These  spurs  may  be  present  separately  or  in 
conjunction  with  torn  lateral  ligaments  in  the  ankle. 
The  treatment  for  them  is  surgical  excision,  and  the 
results  following  such  surgery  are  gratifying. 


SUMMARY 

It  is  important  to  try  to  prevent  ankle  injuries  in 
athletes,  but  when  they  do  occur,  prompt  and  ade- 
quate treatment  should  be  given.  In  the  cases  that 
develop  an  ankle  instability  with  recurring  sprain, 
in  spite  of  such  treatment,  it  is  reassuring  to  note 
the  high  percentage  of  satisfactory  results  obtained 
with  the  Watson- Jones  type  of  lateral  ligament  re- 
construction at  the  ankle. 
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Osteopathic  Group  Votes 
To  Remain  Apart  from  Medicine 

The  American  Osteopathic  Association  voted  at  its  an- 
nual meeting  in  Chicago  recently  to  remain  apart  from 
organized  medicine  and  to  maintain  a separate  and  complete 
school  of  practice. 

At  the  same  time,  however,  the  House  of  Delegates  voted 
to  continue  its  conference  committee  to  discuss  interprofes- 
sional affairs  with  the  American  Medical  Association. 

The  actions  were  in  response  to  an  AMA  policy  statement 
adopted  at  its  June  meeting,  which  included  a proviso  that 
permits  physicians  to  teach  students  in  an  osteopathic  col- 
lege in  the  process  of  being  converted  into  an  approved 
medical  school  under  the  supervision  of  the  AMA  Council 
on  Medical  Education  and  Hospitals. 

Abandonment  of  the  six  osteopathic  colleges  is  too  great 
a price  to  pay  for  acceptance.  Dr.  George  W.  Northrup, 
Morristown,  N.  J.,  retiring  president  of  the  association, 
declared.  Far  too  many  people  believe  that  osteopathic  pro- 
fession wants  to  be  absorbed  into  the  AMA,  Dr.  Northrup 
said.  This  misconception  has  affected  the  entire  fumre  of 
osteopathy  and  jeopardized  the  status  of  our  educational 
program,  he  said.  Dr.  Northrup  commented  that  his  pro- 
fession wants  to  maintain  a separate  but  equal  status  with 
organized  medicine. 
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Pseudoparasitism 
Caused  by  Larval 
Lepidopterans 

LEROY  J.  OLSON,  Ph.D.; 

JAMES  H.  THOMAS,  and 
ADAM  EWERT 

Galveston,  Texas 

During  the  first  2 weeks  of  April,  1959, 

a Galveston  mother  reported  that  on  three  oc- 
casions she  had  observed  many  wormlike  organisms 
crawling  in  her  child’s  diapers.  These  organisms  were 
seen  only  in  the  morning  while  changing  the  child’s 
overnight  diapers.  The  mother  was  extremely  con- 
cerned and  sought  medical  advice. 

One  of  us  (JT)  while  on  preceptorship  examined 
the  child  and  found  him  to  be  asymptomatic.  A 
diaper  containing  these  organisms  showed  approxi- 
mately 200  active  larvae  1 to  2 mm.  in  length,  of 
dark  coloration,  with  numerous  body  bristles,  and 
with  both  thoracic  and  abdominal  appendages.  These 
organisms  were  identified  as  a species  of  insect  larvae 
belonging  to  a family  of  moths  (Order  Lepidoptera, 
Family  Noctuidae). 

Certain  species  in  this  family  frequently  oviposit 
their  eggs  on  laundry  placed  outside  for  drying.  The 
eggs  hatch  in  a few  days  and  first  stage  larvae 
emerge  which  are  obligate  plant  feeders  and  are  con- 
sidered as  harmless  to  animals  or  cloth.^ 

Further  investigation  indicated  that  moths  were 
depositing  their  eggs  on  this  child’s  diapers  and  that 
the  combination  of  body  heat,  moisture,  and  time 
between  collection  of  diapers  from  the  clothesline 
and  removal  from  the  child  after  an  overnight  sleep 
was  adequate  to  explain  the  hatching  and  presence 
of  these  larvae  in  the  diapers. 

Tme  parasitism  with  larval  lepidopterans  rarely. 


Leroy  J.  Olson,  Ph.D.  and  his  co-authors,  James  H. 
Thomas,  senior  medical  student  when  the  paper  was  pre- 
pared, and  Adam  Ewert,  graduate  student,  submitted  this 
article  from  the  Department  of  Microbiology  at  the  Uni- 
versity of  Texas  Medical  Branch. 
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if  ever,  occurs  as  contrasted  with  the  serious  infesta- 
tions caused  by  larval  dipterans  (myiasis)  and  other 
insea  larvae  which  may  invade  the  genitourinary  and 
gastrointestinal  tracts  and  dermal  tissues  of  man. 

Wormlike  organisms  observed  in  a child's  diapers  proved 
to  be  harmless  larval  lepidopterans.  Moths  were  depositing 
their  eggs  on  the  diapers,  and  true  parasitism  was  not 
present. 


Fig.  1.  Larval  lepidopterans  hatched  overnight  in  a 
child's  diapers. 
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3 in  1,000  Have  Cerebral  Palsy 

About  3 in  every  1,000  Americans  have  cerebral  i>alsy, 
according  to  the  August  issue  of  Patterns  of  Disease,  a 
Parke,  Davis  and  Company  publication  for  the  medical 
profession.  The  disease  ranks  below  two  other  neurological 
disorders — epilepsy  and  Parkinson’s  syndrome — but  occurs 
more  often  than  multiple  sclerosis  and  twice  as  often  as 
muscular  dystrophy.  Over  500,000  persons  in  this  country 
are  afflicted  by  cerebral  palsy.  However,  according  to  Pat- 
terns, "the  classification  is  very  broad  and  may  include 
disorders  arising  from  brain  lesions  from  any  cause  includ- 
ing cerebral  hemorrhage  in  the  aged.” 
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An  Unusual  Aspect 
Of  Lead  Poisoning 

W.  J.  GREEN,  M.D. 

Dallas,  Texas 


A MAN  WHO  developed  various  musculoskeletal 
complaints,  including  an  effusion  of  the  left 
knee,  after  chronic  exposure  to  lead  was  treated  suc- 
cessfully with  intravenous  Versenate.  There  is  no 
previous  report  on  this  aspect  of  chronic  lead  expos- 
ure in  the  literature,  and  therefore  a report  of  the 
case  seems  appropriate. 


CASE  REPORT 

A 48  year  old  white  man  consulted  me  on  March  17, 
1958,  with  the  complaint  of  swelling  in  both  knees  which 
had  started  4 weeks  prior  to  that  date.  The  swelling  in  the 
right  knee  disappeared,  but  the  swelling  in  the  left  one 
persisted.  He  denied  any  type  of  injury  to  his  knees,  either 
old  or  new.  He  stated  that  he  had  generalized  tightness  in 
his  joints  over  his  body,  and  he  could  not  kick  his  legs 
well  as  they  felt  stiff  to  him.  He  had  no  nausea,  vomiting, 
abdominal  pain,  constipation,  diarrhea,  malaise,  fever,  or 
fatigue.  His  job  was  in  the  shipping  department  of  a stor- 
age battery  company  which  involved  minimal  exposure  to 
lead. 


HISTORY 

This  man  was  treated  by  me  for  lead  poisoning  on 
Oaober  26,  1956.  At  that  time  he  had  joint  aches,  but 
there  was  no  swelling  of  knee  joints.  There  was  no  com- 
plication and  convalescence  was  complete.  The  treatment 
consisted  of  intravenous  and  oral  Versenate  (Calcium  Di- 
sodium Versenate — ^Riker  Company).  At  that  time  he  was 
transferred  permanently  to  essentially  lead  free  work.  He 
had  been  treated  for  lead  poisoning  approximately  5 times 
prior  to  the  treatment  in  1956.  The  first  episode  was  9 
years  before.  In  the  past  history  of  this  man  there  was  no 
serious  illness  or  disease,  and  he  had  had  no  surgery. 

He  worked  as  an  auto  mechanic  for  7 years,  from  the 
age  of  14  years.  Following  this  he  did  cotton  mill  work  for 
the  next  16  years.  It  was  at  this  time  that  he  began  working 
for  a storage  banery  company. 

His  mother  was  97  years  old  and  in  good  health.  His 
father  died  at  the  age  of  42  years  with  acute  appendicitis. 
He  had  3 sisters  and  1 brother,  all  of  whom  were  in  good 
health.  All  of  his  children  were  also  in  good  health.  There 
was  no  history  of  arthritic,  bone,  or  joint  disease  in  the 
family. 

A complete  review  of  symptoms  was  done  on  this  man 
when  I was  consulted  because  of  the  swollen  knee.  The 
review  was  completely  noncontributory.  All  of  the  likely 
causes  for  the  arthropathy  were  examined  in  regard  to  him, 
and  there  were  none  which  could  be  linked  to  his  case. 
Therefore,  a complete  work-up  was  in  order  to  rule  out  any 


causes  which  were  not  readily  apparent  by  physical  exam- 
ination. 


PHYSICAL  EXAMINATION 

The  examination  revealed  a well  nourished  and  developed 
stocky  white  man  who  appeared  robust  and  in  good  health. 
His  weight  was  194  pounds.  The  blood  pressure  was 
124/76  mm.  of  mercury.  His  skin  was  normal.  The  sclera 
of  his  eyes  were  clear  and  the  pupils  were  round,  regular, 
and  equal  bilaterally  and  reacted  to  light  and  accommoda- 
tion. The  extra  ocular  muscles  were  intact  bilaterally.  The 
fundi  appeared  normal  bilaterally.  His  vision  was  20/20 
bilaterally.  The  tympanic  membranes  of  his  ears  were  nor- 
mal. There  was  no  disease  of  the  external  auditory  canals 
and  there  were  no  abnormalities.  There  were  no  tophi  or 
deposits  in  the  external  pinna.  Oral  hygiene  was  poor. 
There  was  no  lead  line  present  in  his  mouth.  The  thyroid 
was  not  enlarged  on  palpation,  and  there  were  no  enlarged 
cervical  nodes. 

The  cardiac  rhythm  was  regular;  there  were  no  murmurs 
or  rubs.  The  lung  fields  were  clear  bilaterally  to  ausculta- 
tion and  percussion.  The  liver,  kidney,  and  spleen  were  not 
felt.  There  were  no  masses  or  enlarged  organs  palpable. 
His  genitalia  were  those  of  a normally  developed  white 
male.  There  was  a small  greenish  discoloration  in  the  skin 
of  the  right  medial  elbow.  However,  neither  elbow  was 
swollen.  The  left  knee  was  diffusely  swollen  with  limita- 
tion of  motion  on  flexion  and  extension.  The  skin  was 
normal  in  color.  There  was  no  local  heat  in  this  joint.  Nor 
was  there  sign  of  injury  either  old  or  recent.  The  remainder 
of  the  left  leg,  including  the  ankle  and  foot,  was  not  swol- 
len. The  right  knee  was  normal  on  examination  with  no 
swelling  present.  He  had  no  swelling  in  the  fingers,  hands, 
or  wrists.  There  were  no  arthritic  nodes  on  the  fingers,  and 
there  was  no  sign  of  arthritis  in  the  hands  or  in  the  feet. 
There  were  no  subcutaneous  nodules  or  nodes  present.  The 
sensorium  was  clear  and  cranial  nerves  were  intact.  The 
cerebellar  tests  were  normal  while  the  Rhomberg  test  was 
negative.  There  was  no  Babinski  sign  elicited.  The  deep 
tendon  reflexes  were  normal,  and  peripheral  sensation  was 
normal.  There  was  no  foot  drop,  wrist  drop,  or  dystrophy 
present. 


LABORATORY  RESULTS 

Laboratory  studies  demonstrated  the  following:  Stippled 
cell  count  was  0.2  per  cent;  hemoglobin,  12.5  Gm.  per  100 
cc.;  red  blood  count,  3,850,000;  white  blood  count,  8,400 


Dr.  W.  J.  Green  is  in  general 
and  industrial  practice  associ- 
ated with  the  Southwest  Clinic 
Association  in  Dallas. 


A case  of  a patient  who  was  chronically  exposed  to  lead 
and  had  various  musculoskeletal  complaints  including  an 
effusion  of  one  knee  is  given.  Intravenous  Versenate  was  given 
for  5 days.  Serial  blood  and  urine  specimens  demonstrated  the 
discharge  of  lead  from  his  body  stores  as  he  symptomatically 
improved. 
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LEAD  POISONING 


— Green  — continued 


per  cubic  millimeter  with  60  per  cent  segmented  neutro- 
phils, 39  per  cent  lymphocytes,  and  1 per  cent  monocytes. 
The  sedimentation  rate  was  19  mm.  per  hour  (Wintrobe). 
Urine  specific  gravity  was  1.014;  there  was  no  albumen  or 
sugar;  centrifuged  sediment  was  normal.  Blood  calcium  was 
9-8  mg.  per  100  cc.,  phosphorus  3.2  mg.  per  100  cc.,  and 
uric  acid  2.7  mg.  per  100  cc.  Kline  and  VDRL  tests  for 
syphilis  were  negative.  Gram  stain,  acid  fast  smear,  tuber- 
culosis culture,  and  routine  cultures  of  knee  fluid  were  all 
negative.  Roentgenographs  showed  the  left  knee  and  chest 
essentially  normal. 

On  March  17  a laboratory  work-up  was  started  as  just 
indicated.  An  elastic  support  was  applied  to  the  patient’s 
knee  at  that  time.  On  March  28  under  sterile  conditions 
and  local  anesthesia,  55  cc.  of  yellow  straw  colored,  some- 
what thick  fluid  was  aspirated  from  the  left  knee.  The 
fluid  was  examined  thoroughly  by  laboratory  smdies,  which 
included  a lead  analysis.  All  of  these  smdies  are  given  in 
the  laboratory  report  and  in  table  1.  On  April  1,  it  was 
noted  that  the  fluid  was  reaccumulating  in  the  left  knee. 
The  elastic  support  was  continued,  and  it  was  recommended 
to  his  employer  that  he  be  given  a job  where  he  would  be 
sitting  down  quite  a bit  while  working.  The  swelling  per- 
sisted in  a small  amount  and  on  April  8 the  support  was 
removed  to  see  what  the  knee  fluid  would  do  with  no 
support  whatsoever.  A small  amount  of  fluid  continued 
to  be  present. 


Table  1. — Blood  and  Urine  Levels  of  Lead  Obtained  While 
the  Patient  Was  Given  V er senate  Intravenously. 


Urine 

Blood 

Knee  Fluid 

Date 

mg.  Pb/L. 

Speoro- 
scope 
mg.  Pb/ 
100  Gm. 

Dithizone 
mg.  Pb/ 
100  Gm. 

Spectro- 
scope Dithizone 
mg.  Pb/  mg.  Pb/ 
100  Gm.  100  Gm. 

3-28-58 

0.06 

0.05 

0.02 

4-14-58 

1.4* 

0.04t 

0.03t 

4-15-58 

0.72 

0.03t 

0.02t 

4-16-58 

0.61 

0.03t 

0.03t 

4-17-58 

0.63 

0.03t 

0.03t 

4-18-58 

0.42 

0.04t 

0.03t 

4-19-58 

0.13 

4-20-58 

0.09 

4-21-58 

0.06 

0.03 

0.03 

0.02  0.02 

4-23-58 

0.07 

* After 

the  second 

injection 

of  Versenate.  The  next  4 

determinations  of  urinary  lead  were  made  after  die  fourth, 
sixth,  eighth,  and  tenth  injections  respectively, 
tin  the  morning  before  injection  of  Versenate. 


It  was  decided  to  do  a provocative  type  of  treatment  on 
this  man  since  results  of  all  of  the  studies  and  the  knee 
fluid  were  normal.  In  light  of  this  information  the  possi- 
bility was  entertained  that  effusion  might  be  a consequence 
of  chronic  lead  poisoning.  The  medical  literamre  was 
checked,  and  no  information  which  incriminated  lead  in 
this  type  of  arthropathy  was  found.  It  was  decided  to  give 
this  man  Versenate  intravenously  in  a provocative  fashion 
to  see  if  lead  could  be  washed  out  of  his  body  and  by  so 
doing  eliminate  his  joint  symptoms.  If  he  became  asympto- 
matic after  specific  treatment  for  lead  poisoning  was  given, 
and  if  lead  were  excreted  in  pathological  amounts,  then  the 
theory  would  have  much  more  basis.  He  was  given  no 
medication,  such  as  steroids,  in  order  to  eliminate  his 
joint  symptoms  and  no  physiotherapy  was  given  to  him. 


INTRAVENOUS  VERSENATE  THERAPY 

On  April  14  intravenous  Versenate  was  administered  to 
him,  1.0  Gm.  in  250  cc.  of  saline  solution  twice  a day. 
This  was  given  early  in  the  morning  and  in  the  middle 
of  the  afternoon  each  day  during  the  treatment.  This  was 
done  for  5 days  through  April  18.  Blood  and  urine  levels 
of  lead  were  obtained  serially.  One  can  see  by  looking  at  table 
1 that  this  man’s  blood  lead  level  dropped  and  his  urinary 
excretion  of  lead  rose  rapidly.  The  urinary  excretion,  after 
having  an  initial  value  of  1.4  mg.  per  100  cc.  after  the 
second  intravenous  injection  of  Versenate,  gradually  tapered 
off  after  each  subsequent  injection.  This  large  urinary  ex- 
cretion of  lead  ceased  immediately  upon  cessation  of  the 
intravenous  Versenate.  The  daily  urinary  lead  values  after 
cessation  of  the  drug  were  all  within  normal  limits. 

The  values  of  the  blood  content  can  be  followed  in  the 
table  graphically.  There  was  an  initial  drop  after  which  it 
remained  essentially  stable.  The  lead  content  of  the  knee 
fluid  was  the  same  before  and  after  treatment.  One  can 
surmise  from  these  data  that  the  Versenate  provoked  the 
excretion  of  stored  lead  in  this  man’s  body.  The  lead  was 
in  a dormant  state  until  it  was  ushered  out  by  the  medica- 
tion given  to  him  intravenously.  After  eliminating  the 
toxic  agent,  this  patient  both  felt  well  and  was  objectively 
free  of  the  arthropathy. 

There  was  a small  amount  of  fluid  present  in  the  knee 
on  April  21.  This  was  aspirated  and  the  specimen  analyzed 
for  its  lead  content;  the  result  is  given  in  table  1.  Approxi- 
mately 36  cc.  of  honey  colored  fluid  was  obtained  on  this 
occasion.  The  patient  was  seen  at  weekly  intervals  and  a 
very  small  amount  of  fluid  was  present  in  the  knee  until 
May  14,  when  there  was  no  fluid  present.  Shortly  after 
the  intravenous  Versenate  treatment  the  patient  volunteered 
the  information  that  he  felt  much  better  over  his  body  and 
had  a feeling  of  generalized  well  being,  no  longer  tight 
in  his  muscles  and  joints.  He  was  able  to  move  his  shoulder 
girdles  and  his  legs  much  better  than  he  had  prior  to  the 
treatment.  He  stated  that  he  felt  good  throughout,  and  had 
no  physical  complaint.  Thereafter,  he  was  followed  at 
weekly  intervals,  during  which  time  he  had  no  recurrence 
of  swelling  in  the  left  knee  and  all  of  his  other  joints  over 
his  body  remained  asymptomatic.  He  gained  14  pounds  in 
weight  in  about  6 weeks  after  the  intravenous  treatment 
was  given. 

He  was  last  examined  on  January  5,  1959,  and  on  this 
occasion  he  had  no  complaints  or  physical  findings  referable 
to  lead  intoxication  or  its  effects. 

SUMMARY 

A case  was  reported  of  a man  who  developed  vari- 
ous musculoskeletal  complaints,  including  an  effusion 
of  the  left  knee,  after  chronic  exposure  to  lead.  Prior 
to  this  he  had  had  approximately  five  bouts  of  lead 
poisoning  in  the  past  9 years.  He  became  asympto- 
matic after  intravenous  Versenate  was  given  daily  for 
5 days.  Serial  blood  and  urine  specimens  demon- 
strated the  discharge  of  lead  from  his  body  stores 
as  he  symptomatically  improved  on  provocative 
treatment.  After  an  observation  period  of  approxi- 
mately 9 months,  he  stiU  felt  well  and  had  no  recur- 
rence of  his  symptoms  or  complaints.  There  was  no 
previous  report  on  this  aspect  of  chronic  lead  expos- 
ure in  the  literature. 

I Dr.  Green,  5535  Denton  Drive,  Dallas  35. 
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Reaction  to  Trilafon 


After  sedation  with  Nembutal  suppository,  grains  3,  the 
patient  gradually  relaxed  and  went  to  sleep.  The  following 
morning  all  evidence  of  the  reaction  had  cleared. 


RUTH  M.  BAIN,  M.D. 

Austin,  Texas 

Trilafon  has  been  recommended  for  sympto- 
matic relief  of  nausea  and  vomiting.  The  follow- 
ing case  report  calls  attention  to  an  unusual  reaction 
to  the  dmg. 

CASE  REPORT 

A 38  year  old  white  woman,  Mrs.  E.  C.,  was  admitted 
to  the  hospital  on  March  9,  1959,  because  of  vomiting  of 
undetermined  origin.  A roentgen-ray  diagnosis  of  a small 
duodenal  ulcer  had  been  made  February  18.  Physical  exam- 
ination and  extensive  laboratory  and  roentgen-ray  study 
revealed  no  other  disease. 

After  consultation  with  specialists  in  internal  medicine 
and  psychiatry,  it  was  decided  to  give  the  patient  Trilafon. 
On  March  20,  at  approximately  7 p.  m.  Trilafon,  5 mg., 
was  given  the  patient  by  hypodermic  injection.  The  follow- 
ing morning  the  patient  reported  she  had  slept  well  and 
had  eaten  breakfast  and  retained  it.  At  that  time  Trilafon, 
2.5  mg.  intramuscularly  was  ordered  twice  daily  at  8 a.  m. 
and  4 p.  m.  The  day  was  uneventful  until  approximately 
30  minutes  after  the  4 p.  m.  injection  of  Trilafon  making 
a total  of  10  mg.  of  the  drug  in  24  hours.  At  this  time, 
the  patient  reported  she  began  to  shake  all  over  and  felt 
tingling  on  the  left  side.  Shortly  thereafter  she  noted  tight- 
ness of  the  muscles  about  the  neck  and  shoulders. 

When  the  patient  was  seen  about  6 p.  m.,  her  head  was 
drawn  to  the  left  side  and  there  was  a fixed,  anxious  ex- 
pression. The  head  could  be  forced  to  the  other  side,  but 
there  was  marked  muscle  resistance.  At  times  an  opisthoto- 
nos position  was  assumed.  There  was  periodic  sudden  ab- 
duction of  the  left  arm  and  leg  which  could  be  voluntarily 
controlled  with  some  effort.  Blood  pressure  and  pulse  were 
normal.  The  patient  was  oriented  and  cooperative.  There 
was  inability  to  grimace  and  to  wrinkle  the  forehead  or 
close  the  eyes  tightly.  The  tongue  could  be  protruded  in 
the  midline,  but  the  speech  was  thick  and  slurred.  There 
was  uncontrollable  tremor  of  the  jaw  resulting  in  a chewing 
motion.  All  reflexes  were  hyperactive.  The  Babinski  sign 
was  not  present. 

I't  Dr.  Ruth  M.  Bain  is  a general 

mmBtKKmsUti  practitioner  in  Austin. 

Unfavorable  reactions  to  the  use  of  Trilafon  in  a woman 
vomiting  from  an  undetermined  cause  are  described.  Marked 
muscle  spasms  resulted  from  dosage  well  within  that  recom- 
mended as  safe.  Literature  shows  only  a few  similar  cases. 
In  all  these  the  dosage  was  larger  than  in  this  case. 


COMMENT 


This  frightening  reaction  to  the  drug,  in  a dos- 
age well  within  that  recommended  as  safe,  prompted 
a check  of  the  literamre  for  similar  case  reports. 

The  brochure  accompanying  ,the  drug  describes 
reactions  much  the  same  as  reported  here  in  doses 
greater  than  30  mg.  per  day.  There  is  frequent  men- 
tion in  the  literature  of  transient  parkinsonian-like 
tremors  in  dosages  in  excess  of  24  mg.  per  day.  One 
case  of  transient  hypotension  was  reported  following 
one  intramuscular  injection.  Only  3 cases  similar  to 
the  one  reported  here  were  found;  2 of  these  were  in 
children.  In  all  cases  of  similar  reaction  the  dose  was 
larger  than  the  10  mg.  in  24  hours  given  in  our  case. 
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Comingf  Meetings 


Texas  Medical  Association,  Fort  Worth,  April  9-12,  I960  (Execu- 
tive Board,  Sept.  27,  1959).  Dr.  F.  W.  Yeager,  Corpus  Christi, 
Pres.;  Mr.  C.  Lincoln  Williston,  1801  North  Lamar  Blvd.,  Aus- 
tin, Exec.  Secy. 

American  Medical  Association,  Dallas  (Clinical  Session),  Dec.  1-4, 
1959.  Dr.  Louis  M.  Orr,  Orlando,  Fla.,  Pres.;  Dr.  F.  J.  L.  Blas- 
ingame,  535  North  Dearborn,  Chicago  10,  Exec.  Vice-Pres. 


Current  Meetings 


October 

American  Academy  of  Ophthalmology  and  Otolaryngology,  Chicago, 
Oa.  11-16,  1959.  Dr.  John  H.  Dunnington,  New  York,  Pres.; 
Dr.  W.  L.  Benedict,  15  Second  St.  S.W.,  Rochester,  Minn.,  Secy. 
American  Academy  of  Pediatrics,  Chicago,  Oct.  5-8,  1959.  Dr. 
James  C.  Overall,  Nashville,  Pres.;  Dr.  E.  H.  Christopberson, 
1801  Hinman  Ave.,  Evanston,  111.,  Executive  Secy. 

American  Cancer  Society,  New  York,  Oa.  28-29,  1959.  Dr.  Eu- 
gene P.  Pendergrass,  Philadelphia,  Pres.;  Mr.  Granville  Whittle- 
sey, 521  West  57th  St.,  New  York  19,  Secy. 
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American  Heart  Association,  Philadelphia,  Oa.  26-27,  1959.  Dr. 
Francis  L.  Chamberlain,  San  Francisco,  Pres.;  Mr.  William  F. 
McGlone,  44  E.  23rd,  New  York  10,  Secy. 

American  Public  Health  Association,  Atlantic  City,  Oct.  19-23, 
1959.  Dr.  Leona  Baumgarmer,  New  York,  Pres.;  Dr.  Berwyn  F. 
Mattison,  1790  Broadway,  New  York  19.  Executive  Secy. 
American  Society  of  Anesthesiologists,  Bal  Harbour,  Fla.,  Oa.  5-9. 
1959.  Dr.  Daniel  C.  Moore,  Seattle,  Pres.;  Dr.  J.  E.  Remlinger. 
Jr.,  188  W.  Randolph,  Chicago  1,  Secy. 

Southern  Psychiatric  Association,  Dallas,  Oa.  4-6,  1959.  Dr.  J.  L. 
Knapp,  Dallas,  Pres.;  Dr.  Richard  Proaor,  Winston-Salem.  N.  C.. 
Secy. 

Tri-State  Medical  Assembly,  Shreveport,  La.,  Oct.  2-3,  1959.  Dr. 
R.  B.  Langford,  Shreveport,  Pres.;  Dr.  J.  W.  Wilson,  Jr.,  940 
Margarn  Place,  Shreveport,  Secy. 

Texas  Academy  of  General  Practice,  Galveston,  Oct.  4-7,  1959. 
Dr.  Charles  E.  Oswalt,  Jr.,  Fort  Stockton,  Pres.;  Mr.  Donald  C. 
Jackson.  1905  N.  Lamar,  Austin,  Executive  Secy. 

Texas  Pediatric  Society,  Houston,  Oct.  23-24,  1959.  Dr.  Bruce  A. 
Knickerbocker,  Dallas,  Pres.;  Dr.  James  N.  Walker,  5216  W. 
Freeway,  Fort  Worth,  Secy. 

Texas  Society  on  Aging,  Dallas,  Oa.  16-17,  1959-  Mr.  Herbert 
Shore,  Dallas,  Pres.;  Mrs.  William  B.  Ruggles,  3701  Stratford, 
Dallas,  Secy.-Treas. 

Texas  Surgical  Society,  Houston,  Oa.  4-6,  1959.  Dr.  Albert  Hart- 
man, San  Antonio,  Pres.;  Dr.  G.  V.  Brindley,  Jr.,  Scott  and  White 
Clinic,  Temple,  Secy. 

Oklahoma  City  Clinical  Society  Conference,  Oklahoma  City,  Oa. 
26-28,  1959.  Dr.  Ralph  A.  Smith,  Oklahoma  City,  Pres.;  Miss 
Alma  F.  O’Donnell,  503  Medical  Arts  Bldg.,  Oklahoma  City  2, 
Executive  Secy. 

Texas  State  Board  of  Examiners  in  Basic  Sciences,  Austin,  Oct.  12-13, 
1959.  Henry  B.  Hardt,  Ph.D.,  Fort  Worth,  Pres.;  Mrs.  Betty  J. 
Anderson,  Chief  Clerk,  State  Office  Bldg.,  201  E.  14th  St. 


November 

Radiological  Society  of  North  America,  Chicago,  Nov.  15-20,  1959- 
Dr.  Lawrence  L.  Robbins.  Boston,  Pres.;  Dr.  Donald  S.  Childs, 
713  E.  Genesee,  Syracuse  2,  N.  Y.,  Secy. 

Southern  Medical  Association,  Atlanta,  Ga.,  Nov.  16-19,  1959.  Dr. 
Milford  O.  Rouse,  Dallas,  Pres.;  Mr.  V.  O.  Foster,  2601  High- 
land Avenue,  Birmingham  5,  Executive  Secy. 

Southwestern  Medical  Association,  Roswell,  N.  Mex.,  Nov.  5-7,  1959- 
Dr.  A.  R.  Clauser,  Albuquerque,  Pres.;  Dr.  M.  D.  Thomas,  1501 
Arizona  St.,  12-D,  El  Paso,  Secy. 

Private  Clinics  and  Hospitals  Association  of  Texas,  Dallas.  Nov. 
28-29,  1959.  Dr.  Jack  S.  Maxfield,  Dallas,  Pres.;  Mr.  J.  J. 
George.  3404  54th  St.,  Lubbock,  Executive  Secy. 

Blackford  Memorial  Cancer  Leaures,  Denison,  Nov.  11,  1959-  Dr. 
R.  G.  Gerard,  509  S.  Mirick,  Denison,  Chm. 


National  and  Regional 

American  Academy  of  Allergy,  Hollywood-by-the-Sea,  Fla.,  Jan. 
11-13,  I960.  Dr.  Francis  C.  Lowell,  Boston,  Pres.;  Dr.  Joseph 
Noah,  100  N.  Euclid  Ave.,  St.  Louis  8,  Mo.,  Secy. 

American  Academy  of  Dermatology  and  Syphilology,  Chicago,  Dec. 
5-10,  1959-  Dr.  A.  C.  Cipollaro,  New  York,  Pres.;  Dr.  Robert 
R.  Kierland,  Mayo  Clinic,  Rochester,  Minn.,  Secy. 

American  Academy  of  General  Practice,  Philadelphia,  Match  19-24, 
I960.  Dr.  Fount  Richardson,  Fayetteville,  Ark.,  Pres.;  Mr.  Mac 
F.  Cahal,  Volker  Blvd.  at  Brookside,  Kansas  City  12,  Executive 
Secy. 

American  Association  for  Maternal  and  Infant  Health.  Dr.  M.  Edward 
Davis,  Chicago,  Pres.;  Mrs,  Patricia  Dorr,  116  S.  Michigan  Ave., 
Chicago  3,  Executive  Director. 

American  Association  for  Thoracic  Surgery,  Miami  Beach.  May  11- 
13.  I960.  Dr.  William  E.  Adams,  Chicago,  Pr«.;  Dr.  Hiram  T. 
Langston,  7730  Corondelet  Ave.,  St.  Louis  5,  Secy. 

American  Association  of  Genito-Urinary  Surgeons.  Dr.  John  A.  Tay- 
lor, New  York,  Pres.;  Dr.  W.  J.  Engel,  2020  E.  93rd  St.,  Qeve- 
land  6,  Secy. 

American  Association  of  Obstetricians  and  Gynecologists.  Dr.  Joe  V. 
Meigs,  Boston,  Pres.;  Dr.  E.  Stewart  Taylor,  University  of  Colo- 
rado School  of  Medicine,  4200  E.  9th,  Denver,  Secy. 

American  College  of  Allergists,  Miami  Beach.  Feb.  28-March  5, 
I960.  Dr.  Cecil  M.  Kohn,  Kansas  City,  Pres.;  Mr.  Eloi  Bauers, 
2160  Rand  Tower,  Minneapolis,  Executive  Vice-Pres. 

American  College  of  Chest  Physicians,  Miami  Beach,  Fla.,  June  8-12, 
I960.  Dr.  Seymour  M.  Farber,  San  Francisco.  Pres.;  Mr.  Murray 
Kornfeld,  112  E.  Chestnut,  Chicago  11,  Executive  Director. 


American  College  of  Gastroenterology.  Dr.  Frank  L.  Borrelli,  New 
York,  Pres.;  Mr.  Daniel  Weiss,  33  West  60th,  New  York  23. 
Executive  Director. 

American  College  of  Obstetricians  and  Gynecologists,  Cincinnati, 
April  3-6,  I960.  Dr.  John  I.  Brewer,  Chicago,  Pres.;  Mr.  Donald 
F.  Richardson,  P.  O.  Box  749,  Chicago  90.  Executive  Secy. 
American  College  of  Physicians,  San  Francisco,  April  4-8,  I960.  Dr. 
Howard  P.  Lewis,  Portland,  Ore.,  Pres.;  Mr.  E.  R.  Loveland,  4200 
Pine.  Philadelphia  4,  Secy. 

American  College  of  Radiology,  New  Orleans,  Feb.  3-6,  1960. 
Dr.  Lawrence  Reynolds,  10  Peterboro,  Detroit,  Pres.;  Mr.  W.  C. 
Stronach,  20  N.  Wacker  Dr.,  Chicago  6.  Executive  Director. 
American  College  of  Surgeons.  Dr.  Newell  W.  Philpott,  Montreal, 
Pres.;  Dr.  Michael  L.  Mason,  40  E.  Erie,  Chicago  11,  Secy. 
American  Congress  of  Physical  Medicine  and  Rehabilitation,  Wash- 
ington, D.C.,  Aug.  21-26,  I960.  Dr.  F.  J.  Kottke,  Minneapolis, 
Pres.;  Dorothea  C.  Augustin,  30  N.  Michigan  Ave.,  Chicago  2, 
Executive  Secy. 

American  Dermatological  Association,  Boca  Raton,  April  8-12,  I960. 
Dr.  Marion  B.  Sulzberger,  New  York,  Pres.;  Dr.  Wiley  M.  Sams, 
25  Southeast  2nd  Ave.,  Miami,  Secy. 

American  Gastroenterological  Association,  New  Orleans,  March  31- 
April  2,  I960.  Dr.  H.  Marvin  Pollard,  Ann  Arbor,  Pres.;  Dr. 
Wade  Volwiler,  Secy.,  University  of  Washington  School  of  Medi- 
cine, Seattle  5. 

American  Gynecological  Society,  Williamsburg,  Va.,  May  30-June  1, 
I960.  Dr.  Karl  H.  Martzloff,  Portland,  Pres.;  Dr.  A.  A.  Marchet- 
ti,  3800  Reservoir  Rd.  N.W.,  Washin^on  7,  D.  C.,  Secy. 

American  Hospital  Association,  San  Francisco,  Aug.  29-Sept.  1,  I960. 
Dr.  Russell  A.  Nelson,  Baltimore,  Md.,  Pres.;  Dr.  Edwin  L. 
Crosby,  18  E.  Division  Street,  Chicago,  Exeaitive  Director. 
American  Latyngological,  Rhinological,  and  OtologicaJ  Society,  Miami 
Beach,  March  15-17,  I960.  Dr.  'Theodore  E.  Walsh,  St.  Louis, 
Pres.;  Dr.  C.  S.  Nash,  708  Medical  Arts  Bldg.,  Rov'hester,  N.  Y., 
Secy. 

American  Neurological  Association,  Boston,  June  13-15,  1959-  Dr. 
Derek  Denny-Brown,  Boston,  Pres.;  Dr.  Melvin  D.  Yahr,  New 
York  Neurological  Institute,  710  W.  168th  Street,  New  York  32, 
Secy. 

American  Ophthalmological  Society,  Colorado  Springs,  May  16-18, 
I960.  Dr.  A.  B.  Reese,  New  York,  Pres.;  Dr.  M.  C.  Wheeler, 
30  W.  59th,  New  York  19,  Secy. 

American  Orthopaedic  Association,  Hot  Springs,  Va.,  May  30-June 
2,  I960.  Dr.  John  Royal  Moore,  Philadelphia,  Pres.;  Dr.  Lee 
Ramsay  Straub,  535  East  70th  St.,  New  York  21,  Secy. 

American  Pediatric  Society,  Swampscott,  Mass.,  May  5-6,  I960.  Dr. 
Samuel  Z.  Levine,  New  York,  Pres.;  Dr.  A.  C.  McGuinness, 
Room  1036,  2800  Quebec  St.,  N.W.,  Washington  8,  D.  C., 
Secy. 

American  Proaologic  Society,  Houston,  April  25-27,  I960.  Dr. 
H.  R.  Reichman,  Salt  Lake  City,  Pres.;  Dr.  Norman  D.  Nigro, 
10  Peterboro,  Detroit  1,  Secy. 

American  Psychiatric  Association,  Atlantic  City,  N.  J.,  May  9-13. 
I960.  Dr.  William  Malamud,  New  York,  Pres.;  Dr.  C.  H. 
Hardin  Branch,  156  Westminister  Ave.,  Salt  Lake  City,  Secy. 
American  Society  of  Clinical  Pathologists,  Chicago,  Sept.  24,  I960. 
Dr.  John  J.  Clemmer,  Albany,  Pres.;  Mr.  Claude  E.  Wells,  445 
Lake  Shore  Drive,  Chicago  11,  Executive  Secy. 

American  Surgical  Association,  White  Sulphur  Springs,  W.  Va.. 
April  3-6,  I960.  Dr.  Warren  H.  Cole,  Chicago,  Pres.;  Dr.  Wil- 
liam Altemeier,  Cincinnati  General  Hospital.  Cincinnati  29,  Secy. 
American  Urological  Association,  Chicago,  May  16-19,  I960.  Dr. 
William  M.  Coppridge,  Durham,  N.  C.,  Pres.;  Mr.  William  P. 
Didusch,  1120  N.  Charles  St.,  Baltimore  1,  Executive  Secy. 
Association  of  American  Physicians  and  Surgeons,  St.  Louis,  Sept, 
29-Oa.  1,  I960.  Dr.  Louis  Wegryn,  Elizabeth,  N.  J.,  Pres.; 
Mr.  Harry  E.  Northam,  185  N.  Wabash  Ave.,  Chicago  1,  Ex- 
ecutive Director. 

International  College  of  Surgeons,  U.  S.  Chapter,  Dr.  Edward  L. 
Compere,  Chicago,  Pres.;  Dr,  Ross  T.  Mclntire,  1516  Lake 
Shore  Dr.,  Chicago,  Executive  Director. 

National  Tuberculosis  Association,  Los  Angeles,  May  15-20,  I960. 
Dr.  H.  McLeod  Riggins,  New  York,  Pres.;  Mrs.  Wallace  B. 
White,  651  Marlborough  Rd.,  Brooklyn.  Secy. 

South  Central  Association  of  Blood  Banks,  Albuquerque,  March  or 
April,  I960.  Dr.  John  B.  Alsever,  Phoenix,  Pres.;  L.  Ruth  Guy, 
Ph.D.,  Room  1101,  Stonleigh  Hotel,  Dallas,  Secy. 

Southern  Surgical  Association,  Hot  Springs,  Va.,  Dec.  8-10,  1959- 
Dr.  George  C.  Finney,  Baltimore,  Pres.;  Dr.  John  D.  Martin,  Jr., 
Emory  University,  Ga.,  Secy. 

Southwest  Allergy  Forum,  Oklahoma  City,  April  2-5,  I960.  Dr. 
Johnny  A.  Blue,  Oklahoma  City,  Pres.;  Dr.  George  L.  Winn. 
Suite  104,  Lister  Medical  Building.  430  Northwest  Twelfth  St.. 
Oklahoma  City.  Secy. 

Southwest  Regional  Cancer  Conference.  Dr.  W.  S.  Lorimer,  Jr.,  Fort 
Worth.  Chm.;  Mrs.  Ira  Frances  Ball,  264  W.  11th,  Fort  Worth, 
Secy. 

Southwestern  Society  of  Nuclear  Medicine,  New  Orleans,  March  14- 
15,  I960.  Dr.  Herbert  C.  Allen,  Jr.,  Houston,  Pres.;  Dr.  J.  R. 
Maxfield,  Jr.,  2711  Oak  Lawn  Avenue.  Dallas,  Secy. 
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Southwestern  Surgical  Congress,  Las  Vegas,  Nev.,  March  28-31. 
I960.  Fort  Smith,  Ark.,  Dr.  Fred  H.  Krock,  Fort  Smith,  Ark., 
Pres.;  Mary  O’Leary,  813  Medical  Arts  Bldg.,  Oklahoma  City, 
Exec.  Secy. 

United  States-Mexico  Border  Public  Health  Association,  Hermosillo, 
Sonora,  Mex.,  April  4-8,  I960.  Mr.  Frank  J.  Von  Zuben,  Jr., 
Austin,  Pres.;  Dr.  Jorge  Roman,  243  United  States  Court  House, 
El  Paso,  Secy. 


State 


Texas  Academy  of  Internal  Medicine,  San  Antonio,  Dec.  4-5,  1959- 
Dr.  Merton  M.  Minter,  San  Antonio,  Pres.;  Dr.  Hugo  T.  Engel- 
hardt,  1216  Main,  Houston,  Secy.  Meetings  restriaed  to  members. 
Texas  Air-Medics  Association,  Fort  Worth,  April  9-11.  I960.  Dr. 
W.  W.  Sumner,  Fort  Worth,  Pres.;  Dr.  C.  F.  Miller,  P.  O.  Box 
1338,  Waco,  Secy. 

Texas  Association  for  Mental  Health,  Austin,  Feb.  18-20,  I960. 
Paul  Southern,  Ph.D.,  Abilene,  Pres.;  Mr.  John  Lane,  2410  San 
Antonio,  Austin,  Executive  Director. 

Texas  Association  of  Obstetricians  and  Gynecologists,  Austin,  Feb- 
ruary, I960.  Dr.  Maurice  Meynier,  Houston,  Pres.;  Dr.  Hugh  W. 
Savage,  815  Fifth  Ave.,  Fort  Worth,  Secy. 

Texas  Association  of  Public  Health  Physicians,  Fort  Worth,  April 
10,  I960.  Dr.  Fred  K.  Laurentz,  Houston,  Pres.;  Dr.  B.  M. 
Primer,  2708  Rio  Grande,  Austin,  Secy. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Fort  Worth, 
April  10,  I960.  Dr.  L.  M.  Shefts,  San  Antonio,  Pres.;  Dr.  John 
W.  Middleton,  900  Strand,  Galveston,  Secy. 

Texas  Club  of  Internists.  Dr.  W.  W.  Bondurant,  Jr.,  San  Antonio, 
Pres.;  Dr.  T.  Haynes  Harvill,  Medical  Arts  Building,  Dallas  1, 
Secy. 

Texas  Dermatological  Society,  Fort  Worth,  April  11,  I960.  Dr.  Ed- 
mund N.  Walsh,  Fort  Worth,  Pres.;  Dr.  D.  Shelton  Blair,  1609 
Medical  Arts  Building,  Dallas,  Secy. 

Texas  Division,  American  Cancer  Society,  Austin,  Dec.,  1959- 
Dr.  John  A.  Wall,  Houston,  Pres.;  Mr.  Curt  W.  Reimann,  5014 
Bull  Creek  Rd.,  Austin  3,  Executive  Director. 

Texas  Diabetes  Association,  Fort  Worth,  April  10,  I960.  Dr.  Ralph 
Greenlee,  Midland,  Pres.;  Dr.  Warren  W.  Moorman,  901  W. 
Leuda,  Fort  Worth,  Secy. 

Texas  Heart  Association,  Fort  Worth,  April  9-10,  I960.  Dr.  Robert 
E.  Leslie,  El  Campo,  Pres.;  Mr.  Ernest  T.  Guy,  404  Jesse  H. 
Jones  Library  Building,  Houston  25,  Executive  Director. 

Texas  Hospital  Association,  Dallas,  May  10-12,  I960.  Mr.  F.  S. 
Walters,  Jr.,  Amarillo,  Pres.;  Mr.  O.  Ray  Hurst,  2208  Main, 
Dallas,  Executive  Director. 

Texas  Industrial  Medical  Association,  Fort  Worth,  April  10,  I960. 
Dr.  Max  E.  Johnson,  San  Antonio,  Pres.;  Dr.  J.  G.  Burdick, 
P.  O.  Box  472,  Pasadena,  Secy. 

Texas  Neuropsychiatric  Association,  Fort  Worth,  April  10,  I960. 
Dr.  Hamilton  Ford,  Galveston,  Pres.;  Dr.  E.  Ivan  Bruce,  1014 
Strand,  Galveston,  Secy. 

Texas  Ophthalmological  Association,  Fort  Worth,  April  11-12,  I960. 
Dr.  Max  Baldridge,  Texarkana,  Pres.;  Dr.  James  H.  Scruggs,  2223 
Austin  Ave.,  Waco,  Secy. 

Texas  Orthopedic  Association,  Fort  Worth,  April  11,  I960.  Dr. 
David  M.  Cameron,  El  Paso,  Pres.;  Dr.  Margaret  Watkins,  3503 
Fairmount,  Dallas,  Secy. 

Texas  Otolaryngological  Association,  Fort  Worth,  April  12,  I960. 
Dr.  Herbert  H.  Harris,  Houston,  Pres.;  Dr.  Louis  E.  Adin,  3707 
Gaston,  Dallas,  Secy. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Fort  Worth, 
April  12,  I960.  Dr.  Edward  M.  Krusen,  Dallas,  Pres.;  Dr.  Oscar 
Selke,  Medical  Professional  Building,  Houston,  Secy. 

Texas  Proctologic  Society,  Dallas,  February,  I960.  Dr.  Alvin  Bald- 
win, Dallas,  Pres.;  Dr.  H.  Gray  Carter,  915  St.  Joseph  St., 
Dallas,  Secy. 

Texas  Public  Health  Association,  Galveston,  Feb.  22-24,  I960.  Mr. 
Tom  Warren,  Austin,  Pres.;  Mr.  Joseph  N.  Murphy,  Jr.,  Box 
4012,  Austin  51,  Executive  Secy. 

Texas  Radiological  Society,  Houston,  January,  I960.  Dr.  Herman 
C.  Sehested,  Fort  Worth,  Pres.;  Dr.  R.  P.  O’Bannon,  1216 
Pennsylvania,  Fort  Worth,  Secy. 

Texas  Rheumatism  Association,  San  Antonio,  Dec.  4,  1959-  Dr. 
Warren  W.  Moorman,  Fort  Worth,  Pres.;  Dr.  J.  Morris  Horn, 
3707  Gaston.  Dallas,  Secy. 

Texas  Society  of  Anesthesiologists,  Fort  Worth,  April  10,  I960.  Dr. 
David  O.  Johnson,  Austin,  Pres.;  Dr.  M.  T.  Jenkins,  Parkland 
Hospital,  Dallas,  Secy. 

Texas  Society  of  Athletic  Team  Physicians,  Fort  Worth,  April  9, 
I960.  Dr.  W.  Harry  Ledbetter,  Wichita  Falls,  Pres.;  Dr.  Jack 
Brannon,  2715  Fannin,  Houston,  Secy. 

Texas  Society  of  Gasuoenterologists  and  Proaologists,  Fort  Worth, 
April  10,  I960.  Dr.  Marcel  Patterson,  Galveston,  Pres.;  Dr.  A.  C. 
Broders,  Jr.,  Scott  and  White  Clinic,  Temple,  Secy. 


Texas  Society  of  Ophthalmology  and  Otolaryngology,  Fort  Worth, 
Dec.  4-5,  1959-  Dr.  James  T.  Robison,  Austin,  Pres.;  Dr.  Edwin 
G.  Grafton,  4319  Oak  Lawn,  Dallas,  Secy. 

Texas  Society  of  Pathologists,  Inc.,  Fort  Worth,  April,  I960.  Dr. 
Jarrett  Williams,  Abilene,  Pres.;  Dr.  Sylvia  Johns,  414  Navarro 
St.,  San  Antonio,  Secy. 

Texas  Society  of  Plastic  Surgeons,  Fort  Worth,  April  9,  I960.  Dr. 
Willard  Schussler,  El  Paso,  Pres.;  Dr.  Raymond  Brauer,  6615 
Travis,  Houston,  Secy. 

Texas  Traumatic  Surgical  Society,  Fort  Worth,  April  10,  I960.  Dr. 
W.  D.  Marrs,  Fort  Worth,  Pres.;  Dr.  W.  E.  Crump,  1300  8th 
St.,  Wichita  Falls,  Secy. 

Texas  Tuberculosis  Association,  Abilene,  March,  I960.  Mr.  Zeb 
Rike,  McAllen,  Pres.;  Miss  Pansy  Nichols,  P.  O.  Box  6158,  Aus- 
tin 21,  Executive  Director. 

Texas  Urological  Society,  Waco,  January  23-24,  I960.  Dr.  William 
Heck,  San  Antonio,  Pres.;  Dr.  Moreton  A.  Magid,  1525  Colcord 
Ave.,  Waco,  Secy. 


District 


First  District  Society.  Dr.  H.  D.  Garrett,  El  Paso,  Pres.;  Dr.  E.  S. 

Crossett,  1501  Arizona  St.,  El  Paso,  Secy. 

Second  District  Socity,  Lamesa.  Dr.  Oscar  E.  Rhode,  Colorado  City, 
Pres.;  Dr.  John  H.  Chinn,  Jr.,  Colorado  City,  Secy. 

Third  District  Society,  Lubbock,  I960.  Dr.  Grady  M.  Wallace,  Lub- 
bock, Pres.;  Dr.  H.  Fred  Johnson,  2308  W.  Eighth,  Amarillo, 
Secy. 

Fourth  District  Society,  San  Angelo,  May  16,  1959.  Dr.  W.  L. 
Smith,  San  Angelo,  Pres.;  Dr.  S.  Braswell  Locker,  1501  11th  St., 
Brownwood,  Secy. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July  8-19,  I960. 
Dr.  John  W.  Chriss,  Pres.;  Dr.  James  Gabbard,  1001  Louisiana, 
Corpus  Christi,  Secy. 

Seventh  Distria  Society.  Dr.  Robert  N.  Snider,  Austin,  Pres.;  Dr. 

Richard  Lucas,  502  W.  13,  Austin,  Secy. 

Eighth  District  Society.  Dr.  Joseph  Magliolo,  Dickinson,  Pres.;  Dr. 

M.  Warren  Hardwick,  829  E.  Mulberry,  Angleton,  Secy. 

Ninth  District  Society,  Brenham,  March  17,  I960.  Dr.  Haden  E. 
McKay,  Hlimble,  Pres.;  Dr.  Lyman  C.  Blair,  1212  Rothwell, 
Houston,  Secy. 

Tenth  District  Society.  September,  I960.  Dr.  Albert  L.' Delaney, 
Liberty,  Pres.;  Dr.  Irving  M.  Richman,  3280  Fannin  St.,  Beau- 
mont, Secy. 

Eleventh  District  Society.  Dr.  Ben  Wilson,  Tyler,  Pres.;  Dr.  Phillip 
W.  Taylor,  833  S.  Beckham,  Tyler,  Secy. 

Twelfth  District  Society,  Marlin,  January  12,  I960.  Dr.  Paul  H. 
Mitchell.  Corsicana,  Pres.;  Dr.  J.  M.  Brown,  Torbett  Clinic,  Mar- 
lin, Secy. 

Thirteenth  District  Society,  Fort  Worth,  Fall,  I960.  Dr.  Frank  S. 
Browne,  Wichita  Falls,  Pres.;  Dr.  R.  D.  Moreton,  1217  W. 
Cannon,  Fort  Worth,  Secy. 

Fifteenth  Distria  Society.  Dr.  Charles  Wise,  Naples,  Pres.;  Dr. 
George  Bennett,  402  S.  Bolivar,  Marshall,  Secy. 


Clinics 


Dallas  Southern  Clinical  Society,  Dallas,  March  21-23,  I960.  Dr. 
T.  Haynes  Harvill,  Dallas,  Pres.;  Millard  J.  Heath,  433  Medical 
Arts  Bldg.,  Dallas  1,  Executive  Officer. 

International  Medical  Assembly  of  Southwest  Texas,  San  Antonio, 
Jan.  25-27,  I960.  Dr.  Alvin  O.  Severance,  San  Antonio,  Pres.; 
S.  E.  Cockrell,  202  W.  French  Place,  San  Antonio,  Exec.  Secy. 
New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  7-10, 
I960.  Dr.  Ambrose  H.  Storck,  New  Orleans,  Pres.;  Mrs.  Irma 
B.  Sherwood,  430  Tulane  Ave.,  New  Orleans  12,  Executive  Secy. 
North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  Frank 
J.  Lee,  1300  8th,  Wichita  Falls,  Chm. 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston,  July  18-20, 
I960.  Dr.  C.  Alsworth  Calhoun,  Houston,  Pres.;  Mrs.  W.  H. 
Dahme,  412  Jesse  H.  Jones  Library  Bldg.,  Houston  25,  Exec. 
Secy. 


Board  Examinations 


Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  Dec.  3-5, 
1959.  Dr.  M.  H.  Crabb,  Fort  Worth,  Secy.;  Mrs.  Luanna  Reddin, 
1714  Medical  Arts  Bldg.,  Fort  Worth,  Assistant  Secy. 
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MEDICAL  MEETINGS 

General  Practice  Assembly, 

"Family  Doctor  Week"  Coincide 

In  conjunction  with  the  Texas  Academy  of  General 
Practice’s  tenth  annual  assembly  in  Galveston,  October  4-7, 
Governor  Price  Daniel  declared  "Family  Doctor  Week,” 
October  4-10,  throughout  the  state. 

Among  the  topics  and  speakers  on  the  program  were 
the  following:  "Emergencies  in  Third  Stage  of  Labor,” 
Dr.  Isadore  Dyer,  New  Orleans,  La.;  "Tuberculosis:  Cri- 
teria for  Treating  Reactors,  Community  and  Industrial 
Problems,”  Dr.  John  S.  Chapman,  Dallas;  "A  Chest  Pain, 
Is  It  Angina?”  Dr.  Don  W.  Chapman,  Houston;  "Modern 
Therapy  of  Fungus  Diseases,”  Dr.  Harvey  Blank,  Miami, 
Fla.;  "Hypnosis  in  Medical  Practice,”  Dr.  John  L.  Otto, 
Galveston,  Dr.  Milton  H.  Erickson,  Phoenix,  Ariz.,  Dr. 
Esmond  Fatter,  New  Orleans,  La.,  and  Dr.  Martin  L. 
Towler,  Galveston;  "General  Principles  in  Skin  Diagnosis,” 
Dr.  Blank;  "Surgery  in  Pregnancy,”  Dr.  Dyer;  "Hypnosis: 
Clinical  Demonstrations,”  Dr.  Erickson;  "The  Nervous 
Complaining  Patient,”  Dr.  Towler;  "Neglected  Feet  in 
Children,”  Dr.  Don  L.  Eyler,  Nashville,  Tenn.;  "Infectious 
Diseases,  Antibiotic  Therapy  with  Trends,  Uses  and 
Abuses,”  Dr.  Ellard  Yow,  Houston,  and  Dr.  Robert  1. 
Wise,  Philadelphia;  "Future  of  General  Practice,”  Dr.  Fred 
Mac  D.  Richardson,  Philadelphia;  "Small  Bone  Fractures,” 
Dr.  Eyler;  "Cholesterol?  What  Is  It?”  Dr.  James  V.  War- 
ren, Galveston,  and  Dr.  Chapman;  "Acute  Abdomen  in  the 
Aged,”  Dr.  Philip  Thorek,  Chicago. 

In-hospital  postgraduate  training  in  surgery  was  offered 
by  the  academy  and  Harris  Hospital  in  Fort  Worth,  Sep- 
tember 6-11. 

Medical  Aspects  of  Injuries 
To  Highlight  Dallas  Institute 

A session  devoted  to  the  medical  aspects  of  personal 
injuries  will  be  a particular  highlight  of  an  instimte  spon- 
sored by  the  Southwestern  Legal  Foundation,  entitled  "Per- 
sonal Injury  Litigation,”  November  12-14  in  Dallas. 

The  foundation’s  seventh  instimte  in  this  field  will  in- 
clude subjeas  ranging  from  pretrial  negotiation  through 
jury  argument  and  settlement.  Medical  trial  techniques  will 
be  developed  by  William  R.  Colson,  Miami,  and  the  "Medi- 
cal Legal  Aspects  of  Trauma  in  the  Cervical  Region”  will 
be  discussed  by  Dr.  Charles  J.  Frankel,  both  doctor  and 
lawyer  and  a professor  at  the  University  of  Virginia. 

Those  desiring  further  information  may  write  South- 
western Legal  Foundation,  Hillcrest  at  Daniels,  Dallas  5. 

Crippled  Children  Society  to  Meet 

Practical  approaches  to  problems  of  Easter  Seal  societies 
will  be  sought  in  a program  planned  for  the  1959  annual 
convention  of  the  National  Society  for  Crippled  Children 
and  Adults,  November  29-December  2,  at  the  Palmer 
House  in  Chicago.  The  sessions  will  be  keyed  to  the  theme 
"Searching  Out  Solutions.” 

The  workshops  will  make  case  studies  of  problem  areas 
with  a view  to  developing  solutions.  They  are  expected  to 
attract  some  1,000  professional  and  volunteer  workers.  The 
year  1959  marks  the  thirty-eighth  anniversary  of  service 
to  the  crippled  by  the  National  Society  for  Crippled  Chil- 
dren and  Adults. 


Pediatrics,  Surgery  to  Be  Topics 
Of  Southwestern  Association  Meeting 

Pediatric  medicine  and  surgery  will  be  the  topics  dis- 
cussed at  the  forty-first  annual  meeting  of  the  Southwestern 
Medical  Association  in  association  with  the  New  Mexico 
Chapter  of  the  American  Academy  of  General  Practice, 
November  5-7,  at  Roswell,  N.  Mex. 

The  program,  approved  for  12  hours  of  category  1 credit 
by  AAGP,  will  be  provided  by  the  following  speakers:  Dr. 
Frederick  R.  Guilford  and  Dr.  Dan  G.  McNamara,  Baylor 
University  College  of  Medicine,  Houston;  Dr.  Jack  Guyton, 
Henry  Ford  Hospital,  Detroit;  Dr.  James  L.  Headstream, 
University  of  Arkansas  School  of  Medicine,  Little  Rock;  Dr. 
Paul  C.  Laybourne  and  Dr.  Frederic  Speer,  University  of 
Kansas  School  of  Medicine,  Kansas  City;  Dr.  James  S. 
Miles,  University  of  Colorado  School  of  Medicine,  Denver; 
Dr.  Edward  B.  D.  Neuhauser,  Harvard  Medical  School, 
Boston;  Dr.  Edith  L.  Potter,  University  of  Illinois  College 
of  Medicine,  Chicago;  and  Dr.  Willis  J.  Potts,  Northwest- 
ern University  Medical  School,  Chicago. 

Those  interested  in  further  information  may  write  Dr. 
M.  D.  Thomas,  Secretary,  Southwestern  Medical  Associa- 
tion, 1501  Arizona  Street,  12-D,  El  Paso. 


Numerous  Texans  to  Participafe 
In  SMA  Meeting  in  Atlanta 

The  fifty-third  annual  meeting  of  the  Southern  Medical 
Association  will  be  held  in  Atlanta,  Ga.,  November  16-19. 
Dr.  Milford  O.  Rouse  of  Dallas,  president  of  the  Associa- 
tion, will  preside  over  the  meeting,  which  is  open  to  all 
physicians. 

Texas  doctors  presenting  papers  include  the  following: 
Drs.  Albert  H.  Unger,  El  Paso;  Eugene  P.  Schoch,  Jr., 
Austin;  E.  B.  Best,  Temple;  John  T.  Armstrong,  Houston; 
Ellard  M.  Yow,  Houston;  George  M.  Jones,  Dallas;  W.  L. 
Harlan,  Galveston;  W.  P.  Wilson,  Galveston;  James  B.  Al- 
lison, Galveston;  John  W.  Simpson,  San  Antonio;  Albert 
E.  Meisenbach,  Jr.,  Dallas;  W.  J.  Jinkins,  Jr.,  Galveston; 
C.  T.  Ashworth,  Dallas;  Newton  F.  McDonald,  Houston; 
John  T.  Mallams,  Dallas;  John  R.  Derrick,  Galveston;  and 
Jasper  Arnold,  Houston. 

There  is  no  registration  fee  for  the  meeting  and  advance 
registration  is  not  necessary.  For  further  information,  those 
interested  may  write  Mrs.  Martha  D.  Hamilton,  Program 
Chairman,  Southern  Medical  Association,  2601  Highland 
Avenue,  Birmingham  5,  Ala. 


Medical  Aspect's  of  Sports 
Theme  of  AMA  Conference 

A National  Conference  on  the  Medical  Aspects  of  Sports 
will  be  sponsored  by  the  American  Medical  Association, 
November  30,  in  Dallas,  immediately  preceding  the  AMA 
Clinical  Meeting,  December  1-4,  in  that  city. 

Physiology  and  pharmacology  of  exercise,  training  and 
conditioning  of  the  athlete,  and  prevention  and  treatment 
of  injuries  will  be  brought  out  in  detail  in  lectures,  panels, 
and  discussions.  Among  the  high  lights  of  the  conference 
wiU  be  panels  on  "The  On-Field  Duties  of  the  Team  Physi- 
cian” and  "The  Prevention  of  Head  Injury  in  the  Athlete.” 

Those  interested  in  further  information  may  write  the 
American  Medical  Association,  535  N.  Dearborn,  Chicago 
10. 
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Life  Insurance  Directors  Convene 

The  annual  meeting  of  the  Association  of  Life  Insurance 
Medical  Directors  of  America  is  being  held  in  New  York, 
October  21-23.  Most  of  the  meeting  is  being  devoted  to 
scientific  sessions,  in  which  papers  are  being  presented  on 
a variety  of  subjects.  Among  the  participants  are  Dr.  Frank 
B.  Berry,  Washington,  D.  C.,  assistant  secretary  of  defense, 
and  Dr.  Louis  M.  Orr,  Orlando,  Fla.,  President,  American 
Medical  Association. 


EDUCATION 

Postgraduate  Courses 

Arthritis  and  Related  Disorders,  New  York,  November 
9-13. — A course  is  planned  by  New  York  Post-Graduate 
Medical  School  in  New  York  for  general  practitioners  who 
require  a basic  knowledge  of  the  field  of  arthritis  and  re- 
lated disorders,  including  general  incidence,  classification, 
differential  diagnosis,  clinical  manifestations,  pathologic 
characteristics,  laboratory  studies,  and  treatment.  Clinic  and 
bedside  teaching  will  be  stressed.  For  additional  informa- 
tion, those  interested  may  write  to  the  Office  of  the  As- 
sociate Dean,  New  York  University  Post-Graduate  Medical 
School,  550  First  Avenue,  New  York  16. 

Diseases  of  the  Chest,  New  York,  November  9-13. — A 
course  on  clinical  cardiopulmonary  physiology  is  the  second 
to  be  presented  by  the  Council  on  Postgraduate  Medical 
Education  of  the  American  College  of  Chest  Physicians.  The 
course  will  offer  the  most  recent  advances  in  the  diagnosis 
and  treatment  of  chest  diseases — medical  and  surgical.  Tu- 
ition for  each  course  is  $100,  including  round-table  lunch- 
eon discussions.  Funher  information  may  be  obtained  by 
writing  to  the  Executive  Director,  American  College  of 
Chest  Physicians,  112  East  Chestnut  Street,  Chicago  11. 

Ophthalmic  Plastic  Surgery,  New  York,  November  16- 
20. — A part  time  course  on  ophthalmic  plastic  surgery  of 
5 days’  duration  will  be  given  by  the  New  York  Post- 
Graduate  Medical  School  beginning  November  16.  The 
course,  to  be  given  each  day  from  2 to  5 p.  m.,  will  cover 
the  essentials  of  ophthalmic  plastic  surgery  for  the  practic- 
ing ophthalmologist.  Special  emphasis  is  laid  on  the  more 
common  fundamental  procedures  peculiar  to  lid  surgery. 
Those  interested  in  more  informarion  may  write  to  the 
Office  of  the  Associate  Dean,  New  York  University  Post- 
Graduate  Medical  School,  550  First  Avenue,  New  York  16. 

Abdominal  Surgical  Diseases  in  Children,  New  York, 
November  23-25. — A course  covering  the  diagnosis  and 
surgical  management  of  abdominal  conditions  encountered 
during  infancy  and  childhood  will  be  sponsored  by  the 
Post-Graduate  Medical  School  of  New  York  University- 
Bellevue  Medical  Center,  November  23-25,  in  New  York. 
Fluid  and  electrolyte  balance  in  this  age  group  will  be 
covered.  The  maximum  class  attendance  is  20.  Further 
information  may  be  obtained  by  writing  the  Office  of  the 
Associate  Dean,  New  York  University  Post-Graduate  Medi- 
cal School,  550  First  Avenue,  New  York  16. 

Surgery  of  the  Head  and  Neck,  New  York,  November 
23-25. — ^The  Post-Graduate  Medical  School  of  New  York 
University-Bellevue  Medical  Center  will  present  a review 
of  surgery  of  the  head  and  neck,  including  the  thyroid, 
November  16-20,  in  New  York.  It  will  be  devoted  to  the 
diagnosis  and  surgical  management  of  benign  and  malig- 
nant diseases.  Anatomical  disseaions  of  the  surgical  anatomy 
are  done  by  the  smdent  in  the  anatomy  laboratory.  Maxi- 


mum class  attendance  is  20.  For  additional  information, 
those  interested  may  write  the  Office  of  the  Associate  Dean, 
New  York  University  Post-Graduate  Medical  School,  550 
First  Avenue,  New  York  16. 

Clinical  Cardiology,  New  Orleans,  November  30-Decem- 
ber  4. — The  American  College  of  Physicians  will  offer  a 
course  on  clinical  cardiology,  November  30-December  4 at 
the  Tulane  University  School  of  Medicine,  New  Orleans. 
Fees  for  members  will  be  $60  and  for  nonmembers  $80. 
Members  of  the  faculty  of  Tulane  University  will  be  on 
the  program.  Those  interested  in  further  information  may 
write  to  the  Tulane  University  School  of  Medicine  in  New 
Orleans. 

Air  Pollution,  New  York,  November  30-December  11. — 
The  problems  of  the  sources,  effects,  and  control  of  com- 
munity air  pollution  will  be  treated  in  an  intensive  2 week 
course,  "Air  Pollution,”  offered  by  the  New  York  Uni- 
versity Post-Graduate  Medical  School  in  cooperation  with 
the  New  York  University  College  of  Engineering  from 
November  30  to  December  11.  The  course,  designed  for 
engineers,  industrial  hygienists,  and  physicians,  will  review 
the  basic  toxicology  of  the  principal  air  pollutants,  micro- 
meteorological  factors,  effects  of  air  pollution  on  agricul- 
mre  and  commerce,  and  methods  for  sampling  and  analyz- 
ing the  various  toxic  components. 

For  further  information,  doctors  interested  may  write 
Associate  Dean,  New  York  University  Post-Graduate  Medi- 
cal School,  550  First  Avenue,  New  York  16. 


University  of  Texas  Offers 
Medical  Cruise  in  Caribbean 

The  annual  medical  cruise  in  the  Caribbean  sponsored  by 
the  University  of  Texas  Postgraduate  School  of  Medicine 
will  be  offered  May  6-19,  I960,  aboard  the  "Stella  Polaris,” 
sailing  from  New  Orleans. 

The  faculty  will  include  five  outstanding  teachers  in  the 
fields  of  radiology,  internal  medicine,  surgery,  pediatrics, 
and  obstetrics  and  gynecology. 

The  proposed  medical  shipboard  program  will  include 
the  following  subjects:  diagnosis  and  management  of  heart 
disease,  abdominal  pain,  cardiac  emergencies,  diseases  of 
the  adrenal  cortex,  medical  problems  of  the  elderly,  x-rays 
in  health  and  disease,  management  of  functional  uterine 
bleeding,  abdominal  pain  in  childhood,  geriatric  gynecology, 
obstetrical  emergencies,  recent  advances  in  the  dismrbance 
of  the  thyroid  gland,  newer  corticosteroids,  peptic  ulcer, 
anemias,  abdominal  pregnancy,  cancer  of  the  accessible  sites, 
surgical  lesions  of  the  colon,  rheumatic  fever,  viral  diseases, 
lymphadenopathy  in  childhood,  cancer  chemotherapy. 

In  addition  to  regularly  scheduled  presentations  which 
will  comprise  25  hours,  elective  seminars  for  small  groups 
on  selected  topics  and  visits  to  the  medical  schools  in 
Havana  and  Port-au-Prince  and  the  hospitals  in  Nassau 
and  Montego  Bay  may  be  arranged. 

The  mition  fee  of  $50  should  be  mailed  to  the  Uni- 
versity of  Texas  Postgraduate  School  of  Medicine,  410 
Jesse  Jones  Library  Building,  Texas  Medical  Center,  Hous- 
ton 25,  prior  to  March  1,  I960.  For  further  information  on 
the  rates,  doctors  may  write  the  Harvey  Travel  Bureau, 
2005  West  Gray,  Houston  19. 

Texans  for  whom  the  May  dates  are  impractical  may 
join  an  8 day  cruise  leaving  New  Orleans  January  15,  spon- 
sored by  the  University  of  Tennessee  College  of  Medicine. 
The  Postgraduate  Department  of  the  University  of  Tennes- 
see, 62  South  Dunlop,  Nashville,  can  give  further  particu- 
lars. 
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TMA  Will  Award  $500 
To  AAPS  Contest  Winners 

Prizes  totaling  $500  will  be  awarded  by  the  Texas 
Medical  Association  to  high  school  students  placing  in  the 
I960  Essay  Contest  of  the  Association  of  American  Physi- 
cians and  Surgeons,  Inc.,  on  the  state  level,  according  to 
Dr.  C.  Hal  McCuistion,  Austin,  and  Mrs.  F.  Paul  Burow, 
Killeen,  state  chairmen  of  the  contest. 

Once  again  the  students  will  have  a choice  of  topics: 
"The  Advantages  of  Private  Medical  Care”  or  "The  Ad- 
vantages of  the  American  Free  Enterprise  System.”  The 
AAPS  will  award  $2,675  in  national  prizes,  which  includes 
a $1,000  first  prize;  $500,  second;  and  $250,  third.  There 
also  will  be  four  prizes  of  $100  each  and  seven  prizes  of 
$75  each. 

The  essays  and  the  research  material  supplied  without 
charge  by  the  association  can  be  used  as  a medium  for 
offsetting  the  philosophy  of  socialism  with  which  too  many 
students  are  being  indoctrinated  in  too  many  schools,  ac- 
cording to  officials  of  the  contest. 

Upon  request,  copies  of  the  announcement  pamphlet  and 
packaged  libraries  (research  data)  will  be  supplied  in  any 
reasonable  quantities  without  charge.  Those  interested  may 
write  Dr.  Robert  J.  Moorhead,  Suite  318,  185  North  Wa- 
bash Avenue,  Chicago.  Also,  information  concerning  the 
contest  may  be  obtained  from  Dr.  C Hal  McCuistion,  609 
Capital  National  Bank  Building,  Austin. 


SAMA  Establishes 
New  Scientific  Division 

The  Smdent  American  Medical  Association  has  just 
established  a Division  of  Scientific  Activities,  according  to 
Russell  F.  Staudacher,  executive  director  of  the  association. 

Director  of  the  division  will  be  Dr.  Edward  R.  Pinckney, 
who  is  medical  editor  of  the  asscKiation’s  official  publica- 
tion, The  New  Physician. 

One  of  the  activities  that  will  be  undertaken  will  be  the 
study  of  state  medical  licensing  problems  as  they  affect  new 
physicians.  A panel  discussion  under  the  direction  of  Dr. 
Stiles  Ezell,  secretary  of  the  Board  of  State  Medical  Exam- 
iners, has  been  planned  for  the  May,  I960,  annual  meeting 
in  Los  Angeles. 

"We  have  been  asked  to  assist  the  Senate’s  nonpartisan 
international  health  work  by  making  a survey  of  foreign 
nationals  who  are  studying  medicine,  or  are  working  in 
hospitals,  in  the  United  States,”  said  Dr.  Pinckney.  "The 
idea  is  to  see  if  there  are  any  particular  difficulties  that 
might  be  overcome  for  those  from  other  countries,  and  to 
find  more  ways  of  making  medicine  the  international 
diplomatic  force  it  should  be.” 


Truitt  Lecturer  Named 

The  James  J.  and  Una  Truitt  Lecturer  for  1959,  spon- 
sored by  the  University  of  Texas  Postgraduate  School  of 
Medicine,  will  be  Dr.  Paul  Wood,  director  of  the  Institute 
of  Cardiology  and  physician  at  the  National  Heart  Hospital, 
London.  Dr.  Wood  will  present  a course  in  cardiology  at 
the  Texas  Medical  Center,  Houston,  December  7-11. 

For  further  information,  those  interested  may  write  to 
the  Office  of  the  Dean,  University  of  Texas  Postgraduate 
School  of  Medicine,  410  Jesse  Jones  Library  Building,  Texas 
Medical  Center,  Houston  25. 


Postgraduate  Assembly  in  San  Diego 

The  thirteenth  annual  Postgraduate  Assembly  sponsored 
by  the  San  Diego  County  General  Hospital  will  be  held 
November  4-5  at  the  County  Hospital  in  San  Diego,  Calif. 

The  speakers  will  be  Dr.  Joel  J.  Pressman,  Los  Angeles, 
eye,  ear,  and  nose;  Dr.  Jack  S.  Guyton,  Detroit,  Mich., 
ophthalmology;  Dr.  Jack  Edward  Berk,  Detroit,  internal 
medicine;  Dr.  George  Herman  Schade,  San  Francisco,  pedi- 
atrics; Dr.  Robert  Lich,  Jr.,  Louisville,  Ky.,  urology;  Dr. 
Ralph  Criswell  Benson,  Portland,  Ore.,  obstetrics  and 
gynecology;  Dr.  Benjamin  Felson,  Cincinnati,  Ohio,  radi- 
ology; Dr.  Elson  Helwig,  Washington,  D.  C,  pathology. 

Those  interested  in  receiving  further  information  or  in 
registering  may  write  Dr.  Walter  Ballard,  525  Hawthorn 
St.,  San  Diego. 


Seminar  for  Social  Workers  Offered 

A seminar  for  social  workers,  emphasizing  psychosomatic 
medicine,  is  being  held  by  the  University  of  Texas  South- 
western Medical  School  in  association  with  the  University 
of  Texas  Postgraduate  School  of  Medicine,  October  26-27, 
in  Dallas. 

Among  the  topics  scheduled  are  the  following:  stress 
reactions,  cardiovascular  disease  and  reactions  to  it,  pul- 
monary disease  and  its  effects,  disfigurements,  crippling 
and  amputations,  malignancies  and  emotional  responses, 
various  aspects  of  disability,  mental  retardation  and  feeble- 
mindedness, and  grief  reactions. 

This  is  the  fifth  year  Southwestern  has  offered  such  a 
seminar. 


DRUG  NOTES 

ViDerm  Soap  Used 
For  Contact  Dermatitis 

Vi  Derm  Soap  (Arthrins)  is  said  to  be  hypoallergenic 
and  antipruritic  and  may  be  used  even  on  inflamed  skin. 
It  is  suggested  for  use  in  contact  dermatitis,  psoriasis,  ec- 
zema, chafing,  and  ichthyosis. 

The  soap  in  cake  form  contains  Botan,  an  extract  of  the 
amaryllidaceae — one  of  the  agaves.  Other  names  are  Amer- 
ican aloe,  cenmry  plant,  flowering  aloe,  and  spiked  aloe. 
There  are  more  than  50  species  of  the  genus.  It  is  an  ever- 
green found  in  Florida  and  in  Mexico  and  other  parts  of 
tropical  America.  It  is  cultivated  as  a hedge  in  Spain. 

The  juice  and  herbage  contain  a saponin  and  are  used 
in  Mexico  in  the  place  of  soap.  Two  groups  of  the  agaves, 
the  amoles  and  magueys,  have  been  sold,  the  leaves  and 
roots  being  the  parts  frequently  used.  The  dry  leaves  lather 
freely  in  water  and  are  probably  the  best  source  of  the 
saponin. 

Emprazil  (Burroughs  & Wellcome)  contains  pseudo- 
ephedrine  hydrochloride  20  mg.  and  chlorcyclizine  hydro- 
chloride 15  mg.,  along  with  aspirin,  phenacetin,  and  caf- 
feine, in  the  usual  strengths.  It  is  suggested  in  the  relief  of 
the  symptoms  of  the  common  cold.  One  or  two  tablets  are 
to  be  given  to  adults  3 times  daily  as  needed.  Chlorcyclizine, 
physicians  will  recall,  is  an  antihistamine,  Perazil,  while 
pseudoephedrine  is  available  as  Sudafed.  Thus,  Emprazil  is 
Empirin  compound  with  Perazil  and  Sudafed.  Fedrazil 
(BW)  is  pseudoephedrine  hydrochloride  30  mg.  and  Pera- 
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zil  25  mg.  Thus,  the  contraction  of  Empirin  and  (two- 
thirds  strength)  Fedrazil  gives  Emprazil. 

Van  AY  (Ayerst),  which  has  recently  been  released,  is 
another  example  of  needless  trade  name  duplication.  This 
product  could  well  have  been  called  Enzactin- Vaginal.  The 
topical  fungicidal  cream  Enzactin  (Ayerst)  and  Vanay  each 
contains  250  mg.  per  gram  of  glyceryltriacetate,  but  differ 
in  packaging  and  base. 

Decadron  (Merck  Sharp  & Dohme)  now  is  available 
as  an  ophthalmic  cream:  3.5  Gm.  tube,  .05  per  cent;  as  an 
ophthalmic  solution:  5 cc.  .1  per  cent;  and  as  a topical 
cream:  5 and  15  Gm.,  .1  per  cent.  Neodecadron  also  is 
available  in  the  above  forms,  strengths,  and  sizes  with 
added  neomycin. 

Allergesic  Lotion  (Bryant)  is  a dermatologic  liquid 
combination  of  anesthetic,  antihistamine,  and  antibiotic 
suggested  for  use  in  skin  irritations  such  as  itching  due  to 
poison  ivy,  poison  oak,  or  poison  sumac,  insect  bites,  and 
hives.  It  contains  phenyltoloxamine  dihydrogen  citrate,  1 
per  cent;  neomycin  sulfate,  .2  per  cent;  tyrothricin,  .02  per 
cent;  bithionol,  .5  per  cent;  zirconium  oxide,  4 per  cent; 
diperodon  hydrochloride,  .25  per  cent,  in  a scented  and 
flesh  tinted  base. 

Phenyltoloxamine  dihydrogen  citrate  is  the  very  popular 
antihistamine  available  as  Bristamin  ( Bristol ) and  in  Zirnox 
lotion  (Bristol)  and  in  more  than  25  other  combinations 
for  both  external  and  internal  use.  Bithionol  is  an  official 
USP  chemical  and  an  anti-infective.  It  is  available  as  Acta- 
mer  (Monsanto)  and  as  a liquid  Lorothidol  (Hilton- 
Davis).  It  is  present  in  Palmolive  soap  and  is  related 
closely  to  the  familiar  hexachlorophene  which  is  found  in 
Gamophen  and  Dial  soap  and  in  Stripe  tooth  paste.  Zirco- 
nium oxide,  an  ingredient  of  white  paint,  has  been  found 
to  be  effective  against  the  effects  of  urushiol  in  poison  ivy 
and  poison  oak.  It  also  has  found  use  in  the  treatment  of 
athlete’s  foot,  industrial  dermatitis,  and  as  an  antiperspirant. 
The  Diperodon  Hydrochloride  is  probably  more  familiar 
as  Diothane  (Merrill),  the  local  anesthetic. 

Allergesic  lotion  may  be  purchased  over  the  counter  in 
a 4 ounce  squeeze  bottle. 

Provera  (Upjohn)  has  had  limited  release  in  tablets 
of  2.5  and  10  mg.  each.  Provera  is  indicated  in  threatened 
and  habitual  abortion,  infertility,  premenstrual  tension, 
dysmenorrhea,  and  functional  internal  bleeding.  It  may  be 
released  in  the  Texas  area  soon.  (See  also  this  Journal, 
July,  1958,  page  505.) 

— Herbert  Schwartz,  M.S.,  Austin. 


MEDICOLEGAL  NOTES 

Records  Are  Important 
After  Physician  Dies 

What  disposition  could  or  should  be  made  of  the  vari- 
ous medical  records  of  a physician’s  patients  after  the 
death  of  the  physician?  'This  is  a frequent  query.  Some  of 
the  questions  raised  in  this  area  have  ranged  from  the 
issue  of  whether  or  not  there  is  any  necessity  to  retain 
these  records  at  all  to  matters  of  turning  all  the  records 
over  to  the  patient’s  new  physician.  As  in  my  opinion 
these  medical  records  continue  to  be  of  the  utmost  impor- 
tance, even  after  the  physician’s  death,  I would  like  to 
comment  on  some  of  the  problems  which  arise  in  this  area. 

As  has  been  discussed  in  previous  articles,  good  medical 


records  and  their  availability  are  absolutely  essential  in 
the  defense  of  a malpractice  suit  against  a physician.  From 
the  standp>oint  of  a malpractice  action,  they  become,  if 
anything,  even  more  indispensable  after  the  physician’s 
death.  The  death  of  a physician  does  not  terminate  the 
liability  of  the  physician  for  negligent  acts  which  might 
have  occurred  before  his  death.  As  a result,  his  estate  could 
become  liable  for  damages  in  a suit  for  malpractice  after 
his  death.  In  a case  of  this  nature,  the  allegedly  injured 
patient  would  merely  bring  the  suit  against  the  estate  of 
the  physician  rather  than  the  physician. 

The  need  for  the  physician’s  records  then  becomes  readily 
apparent.  Without  having  available  the  physician’s  own 
testimony  in  the  defense  of  the  case,  the  only  source  of 
evidence  and  information  available  to  the  defense  would 
be  the  physician’s  medical  records.  In  the  absence  of  the 
medical  records  of  the  physician,  there  would  be  a defi- 
nite possibility  that  the  sole  source  of  facts  in  the  case 
would  be  coming  entirely  from  the  complaining  party. 
This,  of  course,  would  seriously  hamper  if  not  com- 
pletely jeopardize  any  defense  of  such  malpractice  action. 
(This  also  points  out  the  desirability  of  a physician  main 
taining  accurate  and  complete  medical  records  upon  his 
I>atients.) 

As  a consequence,  I have  always  advised  that  a de- 
ceased physician’s  medical  records  never  be  disposed  of 
until  such  time  as  the  statute  of  limitations  has  barred 
any  action  on  the  part  of  a patient.  Because  an  action  for 
malpractice  is  barred  if  not  brought  within  2 years  of  the 
date  of  the  alleged  negligent  act,  I recommend  that  all 
records  be  kept  for  a period  of  not  less  than  2 years  after 
the  physician’s  death.  Should  there  be  minors,  male  or 
female  under  the  age  of  21  years,  and  there  undoubtedly 
will  be,  their  records  should  be  kept  even  longer.  The  sta- 
mte  of  limitations  does  not  begin  to  run  against  a minor 
until  such  minor  has  reached  his  twenty-first  birthday; 
therefore,  I recommend  from  a legal  standpoint  that  the 
medical  records  of  all  minors  be  kept  for  a period  of  2 
years  after  they  become  21. 

Undoubtedly  there  will  be  requests  by  physicians  who 
have  either  taken  over  the  practice  of  the  deceased  physician 
or  are  now  the  physician  of  a previous  patient  of  the 
deceased  physician,  for  the  use  of  certain  medical  records  of 
these  patients.  Should  such  records  be  mrned  over  to  an- 
other physician  it  should  be  with  the  clear  understanding 
that  they  will  remain  available  and  will  not  be  disposed 
of  except  upon  the  consent  of  the  representative  of  the 
deceased  physician’s  state. 

While  the  medical  records  of  a physician  continue  to  be 
of  medical  importance  to  his  patients  after  the  physician’s 
death,  it  should  be  remembered  by  the  physician  that  they 
continue  to  be  of  a legal  importance  to  the  physician  and 
his  estate  after  his  death. 

— Philip  R.  Overton,  LL.B.,  Austin. 


Federal  Employees'  Insurance  Bill 
Awaits  President's  Signature 

A bill  to  establish  a health  insurance  program  for 
2,000,000  federal  employees  has  been  passed  by  the  House 
and  Senate  and  awaits  the  President’s  signature. 

There  are  eight  desirable  aspects  of  the  bill,  according 
to  proponents  of  the  bill.  Among  them  is  the  fact  that  the 
bill  recognizes  voluntary  prepaid  insurance  as  the  most  eco- 
nomical means  employees  can  use  to  budget  for  health  care 
with  freedom  of  choice  of  hospital  and  physician. 

The  bill  provides  reasonably  comprehensive  benefits; 
free  choice  of  several  plans,  including  Blue  Cross-Blue 
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Shield;  and  a 50-50  sharing  of  costs  by  the  government 
and  its  employees. 

Blue  Cross-Blue  Shield  Association  said  that  although 
hospital  costs  are  expected  to  increase  further,  a carefully 
administered  employee  health  insurance  program  would  not 
have  to  revise  benefits  and  premiums  very  often. 


OF  GENERAL  INTEREST 

Personals 

Drs.  Truman  G.  Blocker  and  A.  Packchanian  of  the  Uni- 
versity of  Texas  Medical  Branch  in  Galveston  are  presenting 
lectures  on  their  recent  visits  to  Russia.  Dr.  Blocker  visited 
plastic  surgery  services  and  burn  centers  in  Leningrad  and 
Moscow.  Dr.  Packchanian  paid  particular  attention  to  the 
stams  of  microbiology  and  immunology  in  the  republics  of 
the  USSR. 

Dr.  R.  G.  McCorkle  of  Austin  was  elected  to  fellowship 
in  the  International  College  of  Surgeons,  September  17,  in 
Chicago. 

In  the  September  15  issue  of  Scope  Weekly,  a piaure  of 
Dr.  Tom  B.  Bond  of  Fort  Worth  shows  him  attending  the 
twenty-first  annual  Rocky  Mountain  Radiological  Confer- 
ence in  Denver  recently. 

Dr.  John  J.  Andujar  of  Fort  Worth  was  elected  presi- 
dent of  the  American  Society  of  Clinical  Pathologists  at 
the  society’s  recent  meeting  in  Chicago. 

A son,  Richard  Stephen,  recently  was  born  to  Dr.  and 
Mrs.  Virgil  Lawlis  of  Austin. 

The  father  of  Dr.  O.  B.  Williams,  Jr.  of  Dallas,  Profes- 
sor O.  B.  Williams,  chairman  of  the  University  of  Texas 
Department  of  Bacteriology  in  Austin,  died  September  23. 

Dr.  and  Mrs.  H.  L.  Klotz  of  Austin  have  announced  the 
engagement  and  approaching  marriage  of  their  daughter, 
Nancy,  to  Dr.  Don  Spencer  of  Houston.  A January  20 
wedding  is  planned  in  Austin.  Dr.  Spencer  is  doing  an 
internship  in  Indianapolis  and  Miss  Klotz  is  working  there 
as  a public  health  nurse. 

Dr.  Robert  J.  Rowe  of  Dallas  has  been  elected  president 
of  the  American  Board  of  Proctology.  He  has  been  a mem- 
ber of  the  10  man  board  for  6 years. 

Mrs.  William  B.  Adamson,  wife  of  Dr.  William  B. 
Adamson  of  Abilene  died  September  19  in  Abilene. 

Death  claimed  two  members  of  Dr.  Mai  Rumph’s  family 
within  2 days.  The  Fort  Worth  physician  lost  two  brothers, 
J.  Price  Rumph  and  David  S.  Rumph,  both  of  Fort  Worth, 
on  September  25  and  23  respectively. 

48  Texans  Named  Fellows 
Of  College  of  Surgeons 

Forty-eight  Texans  were  among  the  approximately  1,015 
surgeons  named  new  fellows  of  the  American  College  of 
Surgeons,  October  2,  in  Atlantic  City,  N.  J.,  at  the  close  of 
the  annual  5 day  clinical  congress. 

Those  from  Texas  receiving  this  distinction  at  the  1959 
convocation  are  as  follows: 

Dr.  Tom  C.  Burditt,  Abilene;  Dr.  Robert  D.  Mertz,  Cor- 
sicana; Dr.  Larry  A.  Arnspiger,  Dr.  H.  Gray  Carter,  Dr. 
R.  L.  Curtess,  Jr.,  Dr.  Edwin  G.  Grafton,  Dr.  Warren  E. 
Hancock,  Dr.  Richard  B.  Herrick,  Dr.  Zelig  H.  Lieberman, 
Dr.  Daniel  M.  Martinez,  Dr.  Ernest  Poulos,  Dr.  Manning 
B.  Shannon,  and  Dr.  George  T.  Shires,  all  of  Dallas;  Dr. 
Gilbert  Landis,  El  Paso;  Lt.  Col.  Prince  D.  Beach,  Lt.  Col. 
Wilfred  T.  Tumbusch,  and  Lt.  Col.  Edward  H.  Vogel,  Jr., 


all  of  Fort  Sam  Houston;  Lt.  Col.  James  A.  Bulen,  Dr. 
Edwin  Davis,  Dr.  Joseph  L.  Keating,  Dr.  Rabb  H.  Rut- 
ledge, and  Dr.  John  H.  Sewell,  all  of  Fort  Worth. 

Others  include  Dr.  James  R.  Fish,  Dr.  Henry  G.  Glass, 
Dr.  Gene  A.  Guinn,  Dr.  Newton  F.  McDonald,  Dr.  Don 
W.  Pranke,  Dr.  Louis  R.  Robey,  Dr.  Albert  M.  Thomas, 
Dr.  Sellers  J.  Thomas,  Dr.  Clarence  J.  Wheeler,  Jr.,  and 
Dr.  Bernard  L.  Yollick,  all  of  Houston;  Dr.  Samuel  B. 
Bashour,  Irving;  Dr.  Randolph  Rutledge,  Lubbock;  Dr.  C. 
Roy  Johnson,  Midland;  Dr.  Theodore  W.  Novak,  Odessa; 
Dr.  Harold  E.  Hunt,  Paris;  Dr.  Ralph  J.  Culotta,  Pasadena; 
Dr.  Martin  R.  Haig,  Port  Arthur;  Dr.  William  J.  Hills  and 
Capt.  Jack  B.  McClure,  San  Antonio;  Dr.  Shirley  E.  Town- 
send, Sherman;  Dr.  Mary  Witt  Hughes,  Texarkana;  Dr. 
B.  F.  Bolton  and  Dr.  Harold  Kleiman,  Victoria;  Dr.  Mal- 
colm M.  MacRae  and  Dr.  Harry  W.  Slade,  Waco;  and  Dr. 
Robert  B.  Caraway,  Jr.,  Wharton. 


Health  Appropriations  in  Texas 

Some  idea  of  the  funds  available  for  carrying  on  state 
supported  health  activities  in  Texas  during  this  fiscal  year 
and  the  next  may  be  obtained  from  the  appropriations  from 
general  revenue  authorized  by  the  Fifty-Sixth  Legislature, 
as  reported  by  Vernon’s  Texas  Session  Law  Service. 

Total  general  revenue  appropriations  for  state  hospitals 
and  special  schools  for  the  year  ending  August  31,  I960, 
are  $47,620,924  and  for  the  year  ending  Augusr  31,  1961, 
$42,975,710.  These  figures  include  $20,200,682  and  $20,- 
191,082  for  mental  hospitals  and  geriatric  homes,  $7,- 
632,823  and  $8,180,352  for  mentally  retarded  schools,  and 
$6,963,351  and  $6,958,182  for  tuberculosis  hospitals.  The 
Department  of  Health  for  each  of  the  same  periods  will 
receive  from  general  revenue  $2,807,152. 

For  medical  education,  appropriations  from  general 
revenue  for  years  ending  Augusr  31,  I960,  and  August  31, 
1961,  are  as  follows:  University  of  Texas  Medical  Branch 
$6,433,262  and  $6,387,592,  University  of  Texas  Southwest- 
ern Medical  School  $2,057,379  and  $2,059,599,  University 
of  Texas  M.  D.  Anderson  Hospital  and  Tumor  Institute 
$4,517,349  each  year,  and  University  of  Texas  Postgraduate 
School  of  Medicine  $10,000  each  year. 


Dr.  Kirkpatrick  Acting  Director 
At  Texas  Rehabilitation  Center 

Dr.  Marjorie  Ruth  Kirkpatrick  became  acting  director  of 
the  Texas  Rehabilitation  Center  (Gonzales  Warm  Springs 
Foundation)  September  21.  She  will  serve  in  the  position 
in  the  absence  of  Dr.  Odon  F.  von  Werssowetz,  who  is 
hospitalized  in  Gonzales. 

Dr.  Kirkpatrick  first  came  to  the  center  as  a patient; 
she  remained  there  as  resident  doctor  and  advanced  to  assist- 
ant medical  director.  Up>on  leaving  the  center,  she  went  to 
Bellevue  Hospital  in  New  York  to  complete  her  residency 
in  rehabilitation.  She  is  on  leave  from  the  hospital  while 
on  duty  in  Texas. 


Must  reading  for  all  doctors  in  Texas:  Medical  Eco- 
nomics, September  14,  1959,  page  152. 

— Committee  on  Health  Insurance, 
Texas  Medical  Association. 
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Department'  of  Health 
Has  New  Administrator 

J.  T.  Ellis,  Jr.  of  Austin  became  the  top  nonmedical 
administrator  of  the  Texas  State  Department  of  Health 
September  1,  filling  a position  created  by  the  fifty-sixth 
Texas  Legislamre.  Ellis  has  served  as  administrative  assistant 
to  Governor  Price  Daniel  in  the  field  of  fiscal  affairs  and 
water  development. 

Besides  his  duties  as  general  business  officer  for  the  De- 
partment of  Health,  Ellis  also  will  be  active  head  under 
the  health  commissioner.  His  experience  in  state  department 
fiscal  and  administrative  affairs  came  as  a member  of  the 
House  Appropriations  Committee.  He  also  served  on  the 
Joint  House-Senate  Appropriations  Committee. 
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Quigley,  T.  B. ; Management  of  Ankle  Injuries  Sustained 
in  Sports,  'i.KM.K.  169:1431-1436  (March  28)  1959. 

Rachun,  Alexius,  and  Kavanagh,  Frank:  Protective  Foot- 
ball Equipment,  Am.  J.  Surg.  98:363-367  (Sept.)  1959. 

Reno,  Joseph  H. : Athletic  Injuries  of  the  Pelvis,  Hip, 
and  Thigh,  Am.  J.  Surg.  98:451-456  (Sept.)  1959. 

Ryan,  Allan  J.:  Organized  Medicine  and  Athletics:  The 
Role  of  the  American  Medical  Association’ s Committee  on 
Injuries  in  Sports,  Am.  J.  Surg.  98:325-327  (Sept.)  1959. 

Slocum,  Donald  B. : The  Mechanics  of  Some  Common 
Injuries  to  the  Shoulder  in  Sports,  Am.  J.  Surg.  98:394-400 
(Sept.)  1959. 

Thorndike,  Augustus:  Frequency  and  Nature  of  Sports 
Injuries,  Am.  J.  Surg.  98:316-323  (Sept.)  1959. 
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Athletics,  J.A.M.A.  169:1405-1409  (March  28)  1959. 
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Tract,  Am.  J.  Surg.  98:457-462  (Sept.)  1959. 

Williams,  Roger  D.,  and  Patton,  Richard:  Athletic  In- 
juries to  the  Abdomen  and  Thorax,  Am.  J.  Surg.  98:447- 
450  (Sept.)  1959. 


Books 


Bibliography  of  Sports  Injuries 


Books  Newly  Acquired 


The  following  is  a listing  of  publications  on  the  subject 
of  sports  injuries.  All  of  the  references  may  be  obtained 
from  the  Memorial  Library  of  the  Texas  Medical  Associa- 
ion,  1801  North  Lamar,  Austin. 

Badgley,  Carl  E.,  and  Hayes,  John  T.:  Athletic  Injuries 
to  the  Elbow,  Forearm,  Wrist  and  Hand,  Am.  J.  Surg. 
98:432-446  (Sept.)  1959. 

Bennett,  George  E.:  Elbow  and  Shoulder  Lesions  of  Base- 
ball Players,  Am.  J.  Surg.  98:484-492  (Sept.)  1959. 

Bullen,  Beverly,  and  others:  Athletics  and  Nutrition,  Am. 
J.  Surg.  98:343-352  (Sept.)  1959. 

DeVoe,  Arthur  Gerard:  Injuries  to  the  Eye,  Am.  J.  Surg. 
98:384-389  (Sept.)  1959. 

Featherstone,  Donald  F. : Sports  Injuries  Manual  for 
Trainers  and  Coaches,  New  York,  Philosophical  Library, 
1956. 

Frackelton,  William  H.:  Facial  Injuries  in  Sports,  Am.  J. 
Surg.  98:390-393  (Sept.)  1959. 

Harkness,  James  T. : Physical  Fitness  for  Sports,  Am.  J. 
Surg.  98:328-331  (Sept.)  1959. 

Keast,  Robert  W.:  Respiratory  Physiology  and  Skin  Div- 
ing, JjV.M.A.  169:1419-1423  (March  28)  1959. 

Kraus,  Hans:  Evaluation  and  Treatment  of  Muscle  Func- 
tion in  Athletic  Injury,  Am.  J.  Surg.  98:353-362  (Sept.) 
1959. 

Lloyd,  Kenneth:  Some  Hazards  of  Athletic  Exercise, 
Proc.  Roy.  Soc.  Med.  52:151-157  (March)  1959. 

McCown,  Ira  A.:  Boxing  Injuries,  Am.  J.  Surg.  98:509- 
516  (Sept.)  1959. 

McCown,  Ira  A.:  Protecting  the  Boxer,  J.A.M.A. 
169:1409-1413  (March  28)  1959. 

Moseley,  H.  F.:  Athletic  Injuries  to  the  Shoulder  Region, 
Am.  J.  Surg.  98:401-421  (Sept.)  1959. 

Murphey,  Francis,  and  Simmons,  James  C.  H.:  Initial 
Management  of  Athletic  Injuries  to  the  Head  and  Neck, 
Am.  J.  Surg.  98:379-383  (Sept.)  1959. 

O’Donoghue,  Don  H. : Injuries  to  the  Knee,  Am.  J.  Surg. 
98:463-467  (Sept.)  1959. 

Quigley,  T.  B.:  Fractures  and  Ligament  Injuries  of  the 
Ankle,  Am.  J.  Surg.  98:477-483  (Sept.)  1959. 


American  College  of  Surgeons:  Surgical  Forum,  vol.  8 
and  9,  Chicago,  American  College  of  Surgeons,  1957  and 
1958. 

Block,  Richard  J.;  Durrum,  E.  L.;  and  Zweig,  G. : Man- 
ual of  Paper  Chromatography  and  Paper  Electrophoresis, 
ed.  2,  New  York,  Academic  Press,  1958. 

Bluemel,  Elinor,  and  Sabin,  Florence:  Colorado  Woman 
of  the  Century,  Boulder,  Colo.,  University  of  Colorado 
Press,  1959. 

Boys,  Floyd,  and  Smith,  Hobart  M. : Poisonous  Amphibi- 
ans and  Reptiles,  Springfield,  111.,  Charles  C Thomas,  1959. 

Duvries,  Henri  L. : Surgery  of  the  Foot,  St.  Louis,  C.  V. 
Mosby,  1959. 

Fishbein,  Morris  (Ed.):  Modern  Family  Health  Guide, 
Garden  City,  N.  Y.,  Doubleday  and  Company,  1959- 

Jackson,  Ira  J.,  and  Thompson,  Raymond  K. : Pediatric 
Neurosurgery,  Springfield,  111.,  Charles  C Thomas,  1959. 

Lederle  Laboratories:  Aristocort,  Pearl  River,  Lederle 
Laboratories,  1959. 

Moser,  Robert  H. : Diseases  of  Medical  Progress,  Spring- 
field,  111.,  Charles  C Thomas,  1959. 

Murtagh,  John  M.,  and  Harris,  Sara:  Who  Live  in 
Shadow,  New  York,  McGraw-Hill  Book  Co.,  Inc.,  1959. 

Natenberg,  Maurice:  Cancer  Blackout,  Chicago,  Regent 
House,  1959. 

Pitel,  Martha,  and  Schellig,  Mildred:  Clinical  Coordina- 
tion of  Anatomy  and  Physiology,  New  York,  Springer 
Publishing  Co.,  1959. 

Poison,  Cyril  John:  Essentials  of  Forensic  Medicine, 
Springfield,  111.,  Charles  C Thomas,  1959. 

Potts,  Willis  J.:  The  Surgeon  and  the  Child,  Philadelphia, 
W.  B.  Saunders,  1959. 

Schmidt,  J.  E.:  Dictionary  of  Medical  Slang,  Springfield, 
111.,  Charles  C Thomas,  1959. 

Shartel,  Burke,  and  Plant,  Marcus  L.:  The  Law  of  Medi- 
cal Practice,  Springfield,  111.,  Charles  C Thomas,  1959. 

Solomons,  Bethel:  Synopsis  of  Skin  Diseases,  Bristol, 
John  Wright  and  Sons,  1959. 

Transactions  of  the  American  Neurological  Association, 
1956-1957-1958. 
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Book  Notes 

Essentials  of  Clinical  Proctology 

Manuel  G.  Spiesman,  M.D.,  F.I.C.P.,  Associate  Professor 
of  Proaology,  Chicago  Medical  School;  Chief  of  Proctology, 
Mt.  Sinai  Hospital  Rectal  Clinics;  Chief  of  Proctology.  Edge- 
water  Hospital;  and  LOUIS  Maxow,  M.D..  F.A.C.S.,  Associ- 
ate in  Surgery,  Chicago  Medical  School;  Proctologist.  Grant 
Hospital,  ed.  3.  316  pages.  $8.75.  New  York  and  London, 
Grune  and  Stratton,  1957. 

The  first  edition  of  this  volume  was  published  in  1946 
as  an  outgrowth  of  lectures  in  outline  form  on  diseases  of 
the  anus,  rectum,  and  colon  given  to  medical  and  postgrad- 
uate smdents. 

Dr.  Spiesman  with  his  collaborator  and  partner.  Dr. 
Malow,  has  reevaluated  his  work  following  the  principles 
of  the  first  edition  to  conform  to  the  progress  and  changes 
in  proctology  and  medicine  in  general.  Outstanding  are  the 
new  chapters  on  the  injection  treatment  of  hemorrhoids, 
pediatric  proctology,  ulcerative  colitis,  and  hydradenitis 
suppurativa.  Four  complete  chapters  are  devoted  to  the 
author’s  concept  of  the  relationship  of  coccygodynia  proc- 
talgia fugax.  Dr.  Spiesman  considers  an  understanding  of 
the  pecten  band  and  pectenosis  as  vitally  important  to  the 
diagnosis  of  proctologic  disease  so  he  has  included  a com- 
plete dissertation. 

The  book  is  essentially  a refleaion  of  30  years  of  prac- 
tice and  includes  a drawing  of  the  author’s  treatment  draw- 
er, a list  of  all  office  medicinals,  diets,  and  treatment.  The 
book  is  recommended  to  surgeons  interested  in  proctology 
and  students  of  proctology. 

A Way  of  Life 

Sir  William  Osler,  introduction  by  G.  L.  Keynes,  M.D., 
F.R.C.S.  294  pages,  paper  back.  $1.50.  New  York,  Dover 
Publications,  1951. 

This  is  a book  of  essays  by  one  of  the  great  medical 
educators  of  modern  times.  These  essays  present  Osier’s 
practical  philosophy  of  everyday  living  in  vivid  and  me- 
morable language.  The  book  reveals  Osier  as  a doctor  deep- 
ly learned  in  the  classics,  a humanist  with  profound  relig- 
ious convictions,  and  a devotedly  thoughtful  man. 

Some  of  the  essays  are  addressed  directly  to  the  medical 
student,  such  as  "The  Student  Life.”  Also  included  are 
Osier’s  sketches  of  great  physicians  from  Servetus  to 
William  Beaumont. 

Osier  also  discusses  problems  current  in  the  modern 
world,  such  as  over-specialization,  diversion  of  scientific 
knowledge  to  war  purposes,  the  place  of  the  scientist  in 
the  modern  world,  and  the  doctor’s  vocation. 

Schizophrenia  in  Psychoanalytic 
Office  Practice 

Alfred  H.  Rifkin,  Editor,  150  pages.  $4.  New  York  and 
London,  Grune  and  Strauon,  1957. 

This  brief  book  is  an  excellent  collection  of  papers  pre- 
sented at  a symposium  in  New  York  City  in  1956.  The 
contributors  are  all  physicians  who  are  psychoanalysts  in 
the  New  York  and  the  Washington-Baltimore  groups.  The 
text  is  a broad  approach  to  schizophrenia  and  to  a number 
of  other  psychiatric  problems.  It  is  not  a narrowly  psycho- 
analytic approach. 

There  are  papers  by  Zilboorg,  Ullman,  and  others.  Some 
of  the  stimulating  discussions  are  by  Kolb,  Diethelm,  and 
Rioch. 

Many  practical  pointers  on  the  management  of  schizo- 
phrenic patients  outside  of  the  hospital  are  presented. 

Bonime  discusses  the  fallacy  which  some  psychiatrists 


have,  that  they  must  necessarily  like  their  patients.  He  indi- 
cates that  it  is  not  always  realistic  to  like  a piatient  and 
that  at  times  this  dislike  must  be  honestly  dealt  with  in 
the  treatment  simation.  Hill,  in  discussing  extramural 
schizophrenia,  talks  about  the  general  namre  of  families 
and  the  fact  that  an  unhealthy  parent  may  be  the  "middle- 
man in  a three-generation  transaction.”  Topics  such  as 
panic,  hospitalization,  and  suicide  in  outpatient  schizo- 
phrenia are  skillfully  dealt  with.  The  technique  of  using 
group  psychotherapy  in  relation  to  individual  psychotherapy 
as  a way  of  diluting  the  hostile  attitudes  of  such  patients 
is  described. 

This  brief  collection  of  papers  with  their  discussions  con- 
tains valuable  psychiatric  precepts.  The  book  should  be  of 
greatest  interest  to  psychiatrists,  but  should  be  understand- 
able to  the  physician  who  has  some  interest  in  the  topic. 

— John  A.  Boston,  Jr.,  M.D.,  Austin. 

Vertigo  and  Dizziness 

Bernard  J.  Alpers,  M.D.,  Sc.D.  (Med.),  Professor  and 
Head  of  the  Department  of  Neurology,  Jefferson  Medical 
College,  Philadelphia.  120  pages.  $5.  New  York  and  London, 
Grune  and  Stratton,  1958. 

The  author  contends  that  vertigo  touches  all  fields  of 
medical  practice.  He  goes  on  to  say  that  vertigo  lends  itself 
to  logical  analysis,  but  because  of  the  sometimes  unclear 
namre  of  the  underlying  mechanism,  it  is  often  difficult  to 
treat.  This  book  gives  a presentation  of  the  anatomic  and 
physiological  basis  of  vertigo,  mechanisms  responsible  for 
the  production  of  vertigo,  its  symptoms,  signs,  causes,  diag- 
nosis, and  treatment.  There  is  a bibliography  and  index  at 
the  end. 


ORGANlZATioNM|uM 

★ American 

Medical  Association 


Health  Fair  to  Be  Staged 
At  AMA  Dallas  Session 

One  of  the  world’s  largest  health  fairs  will  be  held  at 
the  same  place  as  the  American  Medical  Association  s clin- 
ical session  and  will  overlap  the  dates  of  the  scientific  pro- 
gram, December  1-4,  in  Dallas. 

The  Health  Fair,  sponsored  by  the  Dallas  County  Med- 
ical Society,  will  be  open  to  the  public  for  8 days  in  the 
Memorial  Auditorium,  beginning  November  29  and  lasting 
through  December  6.  Between  150,000  and  200,000  per- 
sons are  expected  to  attend.  The  purpose  of  the  fair  is  to 
promote  authentic  health  education  and  to  encourage  careers 
in  medical  and  health  fields.  It  will  be  the  second  one  ever 
to  be  held  in  conjunction  with  an  AMA  meeting;  the  first 
one  was  held  in  Miami  in  1954. 

A relatively  new  idea,  health  fairs  consist  of  exhibits  on 
health  subjects  designed  entirely  for  the  layman.  Each  ex- 
hibit is  screened  carefully  for  accuracy,  propriety,  and  pur- 
pose. The  exhibits  are  to  have  an  educational  objective  and 
those  which  have  as  their  purpose  simply  publicizing  a 
health  organization  or  soliciting  funds  are  rejected.  The 
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large  national  health  organizations  have  been  invited  to 
participate  in  the  Dallas  Health  Fair,  as  well  as  many  local 
organizations  with  a health  message  for  the  public. 

Dr.  Max  Cole  of  Dallas,  chairman  for  the  health  fair, 
recommends  that  physicians  and  their  wives  attending  the 
clinical  session  allow  time  for  visiting  the  fair  and  that 
they  encourage  their  friends  among  community  leaders  to 
make  a trip  to  Dallas  to  see  the  displays. 

Among  the  approximately  100  exhibits  at  the  fair  will 
be  the  prize  winning  exhibit  in  the  medical  science  division 
of  the  National  Science  Fair  won  by  Kay  Schuele  of  Mem- 
phis when  it  was  held  in  Philadelphia  last  May.  Miss 
Schuele’s  exhibit,  entitled  "Algae,  Food  of  the  Fumre,” 
shows  how  algae  grow  under  different  conditions  and  which 
species  grow  fastest.  The  exhibit  includes  methods  by  which 
algae  foods  can  be  made  tasty  and  nutritious.  Miss  Schuele 
will  be  present  to  explain  her  display  and  answer  questions. 

Other  exhibits  of  special  interest  will  include  the  fol- 
lowing: Ciba  Pharmaceutical  Products,  Inc.,  "From  Test 
Tubes  to  Tablets,”  which  traces  the  development  of  a drug 
from  research  laboratories  through  the  acmal  production; 
Dallas  Chapter  of  the  American  National  Red  Cross,  which 
will  show  demonstrations  of  artificial  respiration,  impro- 
vised equipment,  bandages,  caring  for  baby,  how  to  stop 
bleeding,  and  home  nursing;  Walter  Reed  Army  Institute 
of  Research,  "Nuclear  War  and  Survival,”  which  depicts 
certain  hazards  to  survival  of  the  population  following  nu- 
clear war  and  presents  possible  emergency  solutions;  Uni- 
versity of  Iowa,  College  of  Medicine  and  Varsity  Athletics 
Department,  "Prevention  of  Athletic  Injuries”  and  "Tech- 
nical Equipment  in  Athletics,”  which  show  equipment  used 
to  prevent  injuries  in  athletic  competition. 
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Kay  Schuele  of  Memphis,  whose  exhibit  won  first 
place  in  the  medical  science  division  of  the  National 
Science  Fair  in  Philadelphia  last  May,  samples  one  of 
her  homemade  seaweed  biscuits.  Miss  Schuele  and  her 
exhibit,  entitled  "Algae,  Food  of  the  Future,"  will  be 
featured  at  the  health  fair  in  Dallas,  November  29- 
December  6. 


Also  included  among  the  exhibits  will  be  the  following: 
Dallas  Hospital  Council,  which  will  show  various  phases 
of  hospital  operations  and  functions;  Dallas-Fort  Worth 
Radiological  Society,  "X-Rays  Protect  You,”  which  will 
help  counteract  fear  of  the  public  concerning  the  dangers 
of  diagnostic  x-ray;  United  States  Air  Force  School  of 
Aviation  Medicine,  "Space  Medicine,”  which  shows  that  the 
achievement  of  "Man  in  Space”  necessitates  knowing  how 
man  will  react  physiologically  when  placed  into  this  en- 
vironment; Health  Insurance  Q)uncil,  "Voluntary  Health 
Insurance”;  Blue  Cross-Blue  Shield  of  Texas,  "The  Blue 
Cross-Blue  Shield  Story”;  and  the  Upjohn  Company, 
"Plastic  Replica  of  Human  Cell,”  which  demonstrates  that 
a greater  knowledge  of  cell  structure  and  the  manner  in 
which  they  are  affected  by  disease  will  further  our  ability 
to  combat  diseases  of  all  kinds. 

Among  the  29  exhibits  to  be  brought  to  Dallas  by  the 
AMA  will  be  "Food  Facts  and  Fallacies”  and  "Poisoning 
of  Children  in  the  Home.”  Also  included  among  the 
exhibits  will  be  information  on  a number  of  diseases  which 
hold  the  public  interest,  such  as  cancer,  heart  disease, 
diabetes,  and  tuberculosis.  People  wiU  be  given  a chance 
to  see,  hear,  feel,  and  ask  questions. 

The  fair  has  been  allotted  the  main  arena  floor  of  the 
Memorial  Auditorium,  with  21,000  square  feet  of  floor 
space.  A special  reception  and  tour  for  school  teachers, 
public  officials,  and  the  press  is  planned  for  November  28. 
A motion  picture  room  will  be  provided  and  selected  films 
will  be  shown  continuously  during  exhibition  hours. 

With  a complete  scientific,  business,  and  social  program 
planned  for  the  Dallas  clinical  session.  Dr.  Everett  C.  Fox 
of  Dallas,  general  chairman,  suggests  that  Texas  members 
of  the  American  Medical  Association  and  Woman’s  Auxil- 
iary take  early  steps  to  secure  bedroom  accommodations. 
Applications  for  reservations  should  be  addressed  to  Amer- 
ican Medical  Association,  Housing  Bureau,  1101  Com- 
merce Street,  Dallas  2. 


★ 


Texas 

Medical  Association 


Varied  Program  Attracts 
Hundreds  to  Orientation, 
Public  Relations  Session 


Prominent  guest  speakers,  a new  motion  picture  to 
recruit  fumre  doctors,  a revamped  committee  and  council 
meeting  arrangement,  presentation  of  the  General  Practi- 
tioner of  the  Year  award,  and  a football  game  attracted 
an  overflow  attendance  at  the  Public  Relations  Conference, 
Orientation  Program,  and  Executive  Board  events  held  by 
the  Texas  Medical  Association  in  Austin  September  26-27. 
A registration  of  462,  including  162  orientees,  was  re- 
corded, which  did  not  include  the  110  members  of  the 
Woman’s  Auxiliary  present  for  an  Executive  Board  meet- 
ing and  School  of  Instmction  for  county  auxiliary  officers 
September  24-25,  many  of  whom  stayed  over  for  Associa- 
tion activities. 

Chester  Lauck  of  Houston,  executive  assistant  of  the 
Continental  Oil  Company  and  "Lum”  of  "Lum  and  Abner” 
fame;  Nelson  J.  Young  of  Detroit,  professional  manage- 
ment counselor;  Dr.  Donald  Smbbs,  Washington,  D.  C., 
chairman  of  the  board  of  directors  for  Blue  Shield  Medical 
Care  Plans;  Dr.  Frederick  C Swartz  of  Lansing,  Mich., 
chairman  of  the  American  Medical  Association’s  Committee 
on  Aging;  and  Francis  Boyer  of  Philadelphia,  chairman  of 
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the  board  of  Smith,  Kline  and  French  Laboratories,  led  the 
slate  of  speakers. 

A motion  picmre  in  color  recently  produced  by  the 
American  Medical  Association  to  encourage  recruitment  of 
young  men  and  women  into  the  medical  profession  re- 
ceived a warm  reception  from  those  who  viewed  it  during 
its  Texas  premiere.  "I  Am  a Doctor”  relates  something  of 
the  life  and  much  of  the  feeling  of  dedication  which  a 
physician  experiences. 

Following  a breakfast  meeting  designed  to  outline  pro- 
cedure, council  and  committee  chairmen  led  their  30-odd 
groups  through  a busy  day  Samrday,  after  which  the  Ex- 
ecutive Board  of  the  Association  convened  for  the  first 
time  Sunday.  These  were  the  first  meetings  since  the  com- 
mittee strucmre  of  the  Association  was  revised  by  By-Law 
changes  last  April. 

One  of  the  high  lights  Saturday  was  the  presentation  of 
a plaque  to  Dr.  Joseph  V.  Flopkins  of  Victoria,  elected  by 
the  House  of  Delegates  in  April  as  General  Practitioner 
of  the  Year.  The  presentation  was  made  by  Dr.  Carlos  E. 
Fuste  of  Alvin,  Councilor  of  the  district. 

About  375  tickets  were  sold  through  the  Association  to 
doctors  and  their  guests  for  the  University  of  Texas- 
University  of  Maryland  football  game,  played  in  Austin 
Saturday  night.  Prior  to  the  game,  the  Charles  O.  Finley 
and  Company  was  host  at  a reception  in  the  Driskill  Hotel, 
from  which  the  company  provided  chartered  buses  to  the 
stadium. 


Guest  Presentations 

The  five  guest  speakers  previously  named  addressed  a 
combined  audience  of  orientees  and  visitors  attending  the 
public  relations  conference. 

Chester  Lauck:  "The  Eleventh  Hour" 

Medicine  in  the  United  States  seems  to  have  been  picked 
as  the  pet  of  politicians  who  seek  to  draw  attention  to 
themselves,  Mr.  Lauck  stated.  This  has  prompted  a very  real 
threat  of  socialized  medicine,  similar  to  what  has  happened 
to  agriculture.  It  is  like  the  Boy  Scout  who  helped  the 
old  lady  across  the  street  when  she  really  didn’t  want  on 
the  other  side  in  the  first  place.  But  we  should  not  put 
the  blame  on  Washington,  Mr.  Lauck  stressed.  The 
trouble  is,  only  a handful  of  people  are  running  this 
country  because  enough  of  us  have  not  accepted  the  re- 
sponsibility of  citizenship.  Doctors,  if  they  intend  to  remain 
free,  have  ro  get  into  politics  and  declare  themselves.  If 
they  are  content  to  sit  idly  by,  they  will  see  the  bureau- 
crats assume  the  responsibilities  doctors  have  ignored. 
Somebody  has  to  run  things,  Mr.  Lauck  said. 

Nelson  J.  Young:  "Practice  Management" 

"See  your  doctor”  is  told  constantly  to  the  American 
public  mostly  by  advertising — and  at  no  cost  to  the  doctor. 
How  rhe  doctor  follows  through  is  another  thing.  The 
key  to  public  relations  is  not  only  service,  but  the  immedi- 
ate offer  of  service,  Mr.  Young  said.  "Never  say  to  a 
patient,  'It  will  only  be  a few  minutes,’  if  it  will  be  a long 
time.  Never  call  your  reception  room  a waiting  room. 
Never  divide  the  attention  you  give  to  your  patient  by 
accepting  telephone  calls  from  other  patients.  Never  talk 
down  to  patients,  but  tailor  your  explanation  to  the  in- 
tellecmal  level  of  your  pyatients.  Accept  the  American  ne- 
cessity to  pay  bills  in  monthly  installments.  Never  tear 
down  the  self  respect  of  a patient  who  cannot  meet  a 
monthly  payment  every  time.” 


No  longer  is  the  physician  so  unusual  because  of  out- 
standing knowledge  or  schooling,  Mr.  Young  j>ointed  out. 
The  rise  in  public  education  has  reduced  the  gap  and  made 
possible  better  results  with  patients  by  more  effective 
cooperation  than  was  possible  from  unschooled  people. 

Doctors  control  the  attitude  of  their  employees  toward 
patients — ^which  represents  public  relations.  The  key  to 
most  bad  patient  relations,  warned  Mr.  Young,  is  inade- 
quate exchange  of  information  through  employees. 

Dr.  Donold  Stubbs;  "Financing  Care" 

The  prepayment  idea  is  here  to  stay,  in  health  care  as 
well  as  in  other  aspects  of  American  life.  Dr.  Stubbs 
stressed.  This  type  of  plan  must  survive  or  some  type  of 
compulsion  will  take  over. 

Certain  controls  must  be  exercised  to  make  health  in- 
surance work,  and  doctors  are  the  key  to  such  controls.  The 
insurance  techniques  of  deductible  and  coinsurance  pro- 
visions are  being  tried  in  some  plans,  but  they  are  of 
limited  value  without  the  cooperation  of  doctors.  Controls 
can  be  exercised  by  doctors  either  through  an  organized 
effort  to  keep  watch  on  the  few  who  would  abuse  the 
insurance  privilege  or,  if  this  fails,  Dr.  Stubbs  said,  through 
establishment  of  written  contractual  obligations. 

The  national  Blue  Shield  organization  is  a free  associa- 
tion of  70-odd  local  plans  which  offers  an  exchange  of 
information  and  advice.  It  has  been  concerned  with  legis- 
lation in  the  health  care  field.  Dr.  Stubbs  stated.  Recent 
legislation  permits  5,000,000  federal  employees  and  their 
dependents  to  obtain  health  insurance  with  the  govern- 
ment paying  up  to  one-half  the  premium.  Free  choice  of 
plan  and  of  physician  has  been  written  into  the  measure. 
Blue  Shield  also  has  been  interested  in  the  legislation  ad- 
vocated by  Representative  Forand  in  the  field  of  health 
care  for  the  aged.  Dr.  Stubbs  expressed  his  belief  that 
opponents  of  the  Forand  measure  must  have  an  alternative 
positive  legislative  program  if  they  expect  to  prevent  its 
passage. 

Dr.  Frederick  C.  Swartz:  "Aging" 

With  regard  to  problems  of  the  aged,  emotional  asser- 
tions without  factual  support  have  been  made.  Dr.  Swartz 
said.  Actually,  statistics  show  that  the  aged  have  consider- 
able income,  that  they  are  better  off  medically  than  ever 
before,  and  that  their  needs  are  fewer  than  for  other  age 
groups. 

"We  are  at  the  point,”  Dr.  Swartz  commented,  "where 
we  can  say  that  there  are  no  problems  of  aging  that  are 
not  the  same  problems  everyone  in  this  country  has  had 
except  for  those  fostered  by  retirement.  On  top  of  it  all, 
the  people  who  are  65  or  over  have  obtained  a position 
of  prominence  and  financial  worth  that  is  better  than  any 
age  group  in  the  world.  They  should  also  feel  proud  that 
as  a product  of  our  democratic  way  of  life  they  are  as  well 
as  rhey  are  medically  and  as  well  off  as  they  are  financially. 
Above  all,  the  great  need  of  this  group  of  people  is  an 
opportunity  to  continue  in  a productive  way  so  that  they 
will  feel  needed,  and  wanted,  and  loved.” 

Francis  Boyer;  "Two  New  Ingredients" 

The  "two  new  ingredients”  of  Mr.  Boyer’s  title  are  the 
new  drug  therapy  and  voluntary  health  insurance,  a combi- 
nation which  has  revolutionized  the  medical  care  of  our 
nation.  Emphasizing  that  diversity  of  sources  of  support 
in  medical  research  and  education  and  of  our  hospital 
system  is  of  great  importance  if  freedom  is  to  be  retained, 
Mr.  Boyer  expressed  the  opinion  that  the  corporations  of 
America  have  an  importanr  role  to  play  in  providing  ade- 
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a.  Dr.  John  B.  Truslow,  executive  director  of  the 
University  of  Texas  Medical  Branch  at  Galveston,  and 
Dr.  Frederick  C.  Swartz  of  Lansing,  Mich.,  pause  be- 
tween sessions  of  the  Public  Relations  Conference. 

b.  Francis  Boyer,  Philadelphia,  chairman  of  the  board 
of  Smith,  Kline  & French  Laboratories,  is  shown  with 
Roy  Cates,  Austin,  executive  secretary  for  the  Travis 
County  Medical  Society. 

e.  Future  nurses  help  out  at  registration  for  the  dif- 


ferent September  26  week  end  activities. 

d.  Nelson  J.  Young,  Detroit,  speaks  on  "Public  Re- 
lations Through  Practice  Management"  at  the  Public 
Relations  Conference. 

e.  W.  R.  McBee,  Dallas  (left),  executive  director  for 
Texas  Blue  Cross-Blue  Shield,  chats  with  Dr.  Donald 
Stubbs,  Washington,  D.  C.  (center),  guest  speaker  at 
the  Public  Relations  Conference,  and  Dr.  Milford  0. 
Rouse,  Dallas. 
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quate  medical  insurance  to  cover  not  only  their  employees 
but  also  their  retired  group. 

Western  democracies,  Mr.  Boyer  continued,  seem  to  have 
an  inferiority  complex,  pointing  to  the  "possible  defects 
in  our  private  enterprise  system  while  turning  a blind  eye 
on  what  it  has  accomplished.”  Pharmaceutical  manufactur- 
ers seem  to  be  following  this  trend,  for  they  have  not  made 
clear  to  the  public  the  major  contributions  of  the  drug 
industry  in  development  of  lifesaving  and  health  preserving 
drugs  in  the  past  30  years.  The  day  of  free  lance  discoveries 
is  largely  past,  and  the  money  and  organization  of  industry 
cooperating  with  the  medical  profession,  medical  schools, 
hospitals,  and  similar  institutions  is  the  main  source  of 
modern  drugs.  These  new  drugs,  Mr.  Boyer  stated,  con- 
tribute to  a "remarkable  saving  in  life,  improvement  in 
health,  increase  in  efficiency,  and  saving  on  expensive 
institutional  treatment." 


Orientation  Features 

Directing  their  remarks  entirely  to  the  new  and  transfer 
members  of  the  Association  who  were  participating  in  the 
Orientation  Program,  were  several  officials  of  the  organi- 
zation; Dr.  Travis  Smith  of  Abilene,  vice-chairman  of  the 
Board  of  Councilors,  speaking  on  the  objectives  of  the 
orientation  program;  Dr.  Troy  A.  Shafer  of  Harlingen, 
member  of  the  Board  of  Trustees,  speaking  on  financial 
aspects  of  the  Association;  Donald  M.  Anderson,  assistant 
executive  secretary,  speaking  on  public  relations  and  socio- 
economic considerations  (for  C.  Lincoln  Williston,  execu- 
tive secretary,  who  was  ill)  and  on  services  of  the  As- 
sociation to  its  members;  Dr.  C.  E.  Oswalt,  Jr.  of  Fort 
Stockton,  chairman  of  the  Board  of  Councilors,  speaking  on 
medical  ethics;  Dr.  R.  Mayo  Tenery  of  Waxahachie,  Coun- 
cilor of  District  14,  speaking  on  medical  etiquette;  and 
Philip  R.  Overton,  general  counsel,  speaking  on  legal  as- 
pects of  medical  practice. 

Smith  Pettigrew  of  Dallas,  medical  coordinator  for  Texas 
Employers’  Insurance  Association,  explained  workmen’s 
compensation  laws  to  the  orientees. 


Panel  on  Press,  Medicine 

Physicians  registered  for  the  Public  Relations  Conference 
learned  of  problems  and  techniques  in  building  more 
effective  liaison  between  the  press  and  medicine  in  a panel 
discussion  moderated  by  the  chairman  of  the  Council  on 
Public  Relations  and  Public  Service,  Dr.  Joe  R.  Donaldson 
of  Pampa.  Participants  in  the  panel  included  Bill  Barnard, 
of  Dallas,  bureau  chief  for  the  Associated  Press;  William  E. 
Berger  of  Hondo,  editor  of  the  Hondo  Anvil  Herald;  and 
Dr.  Foy  H.  Moody  of  Corpus  Christi  and  Dr.  A.  Fletcher 
Clark,  Jr.  of  San  Antonio,  both  members  of  the  Council 
on  Public  Relations  and  Public  Service. 

Bill  Barnard:  "Survey  of  Editors" 

Texas  editors  and  publishers  respect  the  doctor’s  ethics, 
but  expect  his  coop)eration,  Mr.  Barnard  rep)orted  from  a 
survey  of  editors.  Relationships  between  physicians  and 
newspapiermen  have  improved,  but  mutual  trust  and  respect 
can  bring  further  improvement.  We  newspaper  people 
would  like  from  doctors  the  same  faith  in  us  that  we  show 
in  them,  he  quoted. 

There  is  a desire  among  editors  for  physicians  to  dis- 
seminate information  about  health  in  the  public  interest 
and  to  be  forthright,  simple,  and  plain  in  their  presenta- 
tions to  the  press. 

Mr.  Barnard  said,  "Top  officers  of  the  American  Med- 
ical Association  and  Texas  Medical  Association  preach  an 
enlightened  gospel  of  public  relations,  but  many  doctors 
on  the  local  level  do  not  follow  it.” 

William  E.  Berger:  "Smaller  Communit'ies" 

Newspapers  have  their  problems,  too,  Mr.  Berger  empha- 
sized. Twenty-six  per  cent  of  the  newspapers  in  the  coun- 
try are  running  at  a loss  or  showing  no  profit.  Editors  as 
a general  class  get  sore  when  anybody  says  that  advertising 
is  unethical;  if  everybody  felt  that  way,  the  editors  would 
be  out  of  business.  Furthermore,  nobody  likes  to  be  told 
one  day  that  his  services  are  unethical  and  the  next  that 
he  should  help  save  the  country.  Editors  also  often  have 


a.  Panelists  (seated)  Dr.  Joe  R.  Donaldson,  Pampa; 
W.  E.  Berger,  Hondo;  Bill  Barnard,  Dallas;  (standing) 
Dr.  A.  Fletcher  Clark,  Jr.,  San  Antonio;  and  Dr.  Foy 
Moody,  Corpus  Christi,  discuss  arguments  pro  and  con 


of  their  presentation,  "Building  More  Effective  Liaison 
Between  the  Press  and  Medicine." 

b.  Chester  Lauck,  Houston,  tolks  on  "The  Eleventh 
Hour"  to  those  attending  Public  Relations  Conference. 
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problems  when  it  comes  to  getting  news  of  patients  in 
the  hospital  or  obtaining  statements  from  doctors  during 
epidemics  or  checking  other  information  their  readers  want 
to  have.. 

Good  public  relations  is  going  on,  too,  Mr.  Berger 
admitted.  "The  fact  that  you  are  holding  this  conference 
proves  that  you  realize  there  is  a problem — and  when 
problems  are  recognized,  in  time,  they  can  usually  be 
solved.” 

"By  and  large,  newspapers  are  just  as  opposed  to  social- 
ized medicine  as  you  are,”  he  noted.  "With  better  under- 
standing between  doctors  and  editors,  I am  sure  we  can 
make  possible  better  medical  care  for  more  and  more 
people,  with  a minimum  of  government  compulsion.” 

Dr.  Foy  H.  Moody;  "Physician  and  G)unty  Society" 

Physicians,  especially  members  of  the  public  relations 
committee,  should  become  well  acquainted  not  only  with 
the  publisher  or  editor  of  the  local  newspaper  but  also  with 
the  reporters  writing  about  medical  matters.  "It  is  impos- 
sible to  work  well  with  someone  we  criticize,”  Dr.  Moody 
reminded,  "and  although  every  doctor  could  tell  the  press 
exactly  what  to  say  in  the  newspaper,  not  many  would 
allow  the  newspaper  people  to  tell  us  how  to  practice  medi- 
cine.” 

Thought  should  be  given  to  spending  a few  hundred 
dollars  in  newspaper  advertising  of  some  worth  while  med- 
ical project.  The  society  should  decide  what  is  proper 
information  for  a doctor  to  give  the  newspaper  and  pro- 
cedures that  are  appropriate  to  follow,  and  both  doctor 
and  reporter  should  be  aware  of  these.  "We  should  keep 
our  glasses  clean,  so  we  can  clearly  see  all  sides,”  Dr. 
Moody  said. 

He  concluded,  "The  doctor’s  responsibility  is  to  maintain 
good  medical  ethics.  The  responsibility  of  the  press  is  to 
carry  medical  news  to  the  public.  One  responsibility  is 
as  important  as  the  other,  and  both  can  be  fulfilled.  We 
must  unite  the  doctor  and  the  press  with  a cement  made 
of  a mixture  of  trust,  confidence,  friendship,  and  an  under- 
standing of  each  other’s  problems.” 

Dr.  A.  Fletcher  Clark,  Jr.;  "Code  of  Cooperation" 

A state  level  press  code  for  the  Texas  Medical  Associa- 
tion, hospitals,  and  news  mediums  is  in  final  draft  form 
awaiting  approval  by  the  House  of  Delegates,  Dr.  Clark 
reported.  Such  a code  can  act  as  a guide  for  county  medical 
societies  if  they  desire  to  develop  better  public  information 
channels.  Several  of  the  larger  county  societies  already  have 
adopted  working  press  codes.  Many  smaller  societies  have 
working  agreements  with  the  press,  radio,  and  television  in 
their  local  areas.  It  is  hoped.  Dr.  Clark  stated,  that  better 
public  information  will  be  derived  from  the  establishment 
of  a press  code  through  personal  contacts  in  each  area. 


President's  Message 

Striking  the  keynote  for  the  week  end.  Dr.  F.  W.  Yeager 
of  Corpus  Christi,  President  of  the  Association,  addressed 
all  of  those  present  Saturday  on  the  subject  of  "Strength: 
Combination  of  Unity  and  Prestige.” 

For  some  time  the  profession  of  medicine  as  practiced 
in  free  America  has  been  harassed  by  snipers — derogatory 
remarks  and  allegations  which  whittle  away,  little  by 
little,  the  longstanding  prestige  the  doctors  of  medicine 
have  earned.  Dr.  Yeager  pointed  out.  Unfortunately,  the 
actions  and  practices  of  about  2 per  cent  of  doctors  bear 


out  what  the  snipers  are  saying.  There  are  "problem  doc- 
tors” who  supply  the  snipers  with  ammunition  in  the 
form  of  indifference,  rising  costs  of  medical  care,  malprac- 
tice, he  said.  Each  doctor  in  his  daily  contacts  and  local 
societies  needs  to  tell  the  real  story  of  medicine  to  the 
public — to  exposed  government  abuses  such  as  in  the 
Veterans  Administration  program,  to  explain  the  reasons 
for  medical  costs,  to  report  scientific  achievements. 

Unity  on  the  local  level,  the  county  medical  society,  can 
be  achieved  by  respecting  majority  decisions  and  by  ac- 
cepting positions  of  responsibility.  Dr.  Yeager  emphasized. 
(Most  important  is  to  be  of  service  to  humanity.)  "The 
unity  will  create  strength.  Strength  will  promote  service. 
Service  will  earn  prestige.  Purpose  and  unity  together  will 
close  in  on  the  snipers  who  have  not  been  telling  the 
really  true  story  of  the  profession.” 


Executive  Board  Takes 
Action  in  First  Meeting 

Decision  to  hold  the  1962  annual  session  in  Austin,  a 
new  city  on  the  annual  session  circuit;  reaffirmation  of 
the  belief  in  free  choice  of  physician;  opposition  to  treat- 
ment of  patients  with  non-service-connected  disabilities  in 
Veterans  Administration  hospitals;  opposition  to  a fixed 
fee  and  a relative  value  scale;  and  recognition  of  the  fact 
that  referral  of  patients  to  an  unsupervised  nonmedical 
person  for  diagnosis  or  treatment  is  unethical  and  illegal 
were  among  the  actions  of  the  Executive  Board  of  the 
Texas  Medical  Association  September  26. 

Meeting  for  the  first  time,  the  Executive  Board  estab- 
lished under  the  reorganization  plan  adopted  by  the  House 
of  Delegates  in  April,  transacted  its  business  smoothly  and 
effectively,  with  a high  proportion  of  its  members  present 
and  apparently  interested  for  the  entire  session.  This  was 
the  consensus  of  the  officers  and  council  chairmen  who 
participated  in  the  meeting  in  Austin.  ’The  Executive  Board 
agenda  included  reports  from  only  the  councils,  acting 
for  themselves  and  on  behalf  of  the  committees  assigned 
to  them,  rather  than  separate  reports  from  councils  and 
all  committees,  as  was  true  under  the  old  Executive  Council 
setup. 

Austin  Host  for  1962 

In  1925  Austin  was  host  to  the  annual  session  of  the 
then  State  Medical  Association  of  Texas  with  900  members 
in  attendance.  Since  that  time  Austin  has  not  been  the 
site  of  an  annual  session,  although  in  the  war  year  of 
1944  scientific  section  meetings  were  held  there,  in  San 
Antonio,  and  in  Fort  'Worth  in  lieu  of  a single  session. 
Erection  of  a new  Municipal  Auditorium  and  the  availabil- 
ity of  new  bedroom  accommodations  in  hotels  and  motels 
encouraged  an  invitation  from  the  Travis  County  Medical 
Society  and  acceptance  by  the  Executive  Board  following 
inspection  by  a committee  and  approval  by  the  Council  on 
Annual  Session  and  the  Board  of  Trustees.  The  dates  will 
be  April  21-24. 

The  I960  session  is  scheduled  for  April  9-12  in  Fort 
Worth;  the  1961  session  in  Galveston,  April  22-25. 

Free  Choice,  Veterans,  and  Fees 

Although  entering  the  purview  of  the  Executive  Board 
from  several  separate  sources,  the  matter  of  free  choice  of 
physician,  limitation  of  medical  care  in  Veterans  Admin- 
istration hospitals,  and  opposition  to  fixed  fees  reached  a 
decisive  stage  through  recommendation  of  the  delegates  to 
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the  American  Medical  Association,  who  asked  for  instruc- 
tions in  introducing  resolutions  before  the  House  of 
Delegates  of  the  AMA  when  it  meets  in  December  in 
Dallas. 

The  Executive  Board  voted  to  reintroduce  a resolution 
similar  to  one  from  the  Texas  delegation  last  June  re- 
affirming the  principle  of  free  choice  of  physician.  The 
necessity  for  such  a move  arose,  it  was  explained,  because 
of  a possible  misunderstanding  of  action  taken  by  the 
AMA  House  relative  to  the  Larson  report. 

Efforts  of  the  medical  profession  of  Maryland  to  limit 
medical  care  in  Veterans  Administration  hospitals  to 
service-connected  disabilities  were  commended  by  agreement 
that  Texas  will  join  in  a resolution  requesting  such  limita- 
tion. 

It  was  agreed  that  a resolution  would  be  offered  in  oppo- 
sition to  fixed  fees  and  to  relative  value  scales  leading  to 
fixed  fees. 

Referral  to  Nonmedical  Persons 

The  Committee  on  Mental  Health,  through  the  Council 
on  Scientific  Advancement,  called  attention  to  the  problem 
of  physicians  referring  patients  to  nonmedical  personnel. 
It  was  pointed  out  that  physicians  have  the  right  to  employ 
aides  in  diagnosis  and  treatment,  but  that  it  is  unethical 
and  illegal  to  refer  patients  for  diagnosis  or  treatment  to 
unsupervised  persons  without  medical  training. 

Reports  of  Boards  and  Executive  Secretary 

High  lights  from  some  of  the  reports  submitted  to  the 
Executive  Board  may  be  summarized  as  follows: 

Trustees. — The  mortgage  on  the  headquarters  building 
will  be  paid  in  full  with  the  October  installment.  Com- 
pleted in  1952  at  a cost  of  $735,000,  the  building  now 
is  debt  free;  monies  borrowed  from  other  funds  of  the 
Association  as  well  as  from  commercial  sources  have  been 
paid  in  full.  Thus,  the  action  anticipated  when  the  House 
of  Delegates  voted  in  April  to  reduce  dues  beginning  with 
i960  has  come  to  pass.  Dues  will  be  $45  per  year  begin- 
ning January  1,  instead  of  the  total  of  $50  which  has 
been  paid  since  1948,  when  provision  was  made  for  a 
special  building  fund  assessment  of  $15  in  addition  to  $35 
dues. 

Loans  of  $500  each  have  been  approved  for  each  of  the 
six  students  at  the  University  of  Texas  Medical  Branch  in 
Galveston  from  the  Dr.  S.  E.  Thompson  Scholarship  Fund. 
Additional  applications  are  anticipated  to  make  use  of  the 
$35,000  which  is  available  yearly  from  the  fund.  With  the 
approval  of  Mrs.  Thompson,  the  Trustees  of  the  fund 
exj>ect  to  extend  the  provisions  of  the  loan  fund  to  include 
interns  and  residents  as  well  as  undergraduate  medical 
students. 

Councilors. — Model  constimtions  and  bylaws  for  county 
medical  societies  incorporating  the  changes  necessitated  by 
revisions  in  Texas  Medical  Association  Constitution  and 
By-Laws  have  been  prepared  and  will  be  distributed  to  the 
county  societies  so  that  all  county  documents  can  be  brought 
up  to  date. 

Executive  Secretary. — The  Executive  Board  approved 
recommendations  of  an  inspection  committee,  the  Council 
on  Annual  Session,  and  the  Board  of  Trustees  submitted 
by  the  Executive  Secretary  to  hold  the  1962  annual  session 
in  Austin,  the  dates  to  be  April  21-24,  the  headquarters 
hotel  to  be  the  Driskill. 

Remodeling  of  the  headquarters  building  to  make  more 
effective  use  of  available  space  has  been  completed.  Re- 
arrangement of  several  offices,  better  lighting,  and  other 
changes  costing  approximately  $16,000  bring  the  building 
into  line  with  the  needs  for  the  immediate  future. 


Use  of  the  Library  continues  to  grow,  with  requests  for 
motion  picture  films  up  27  per  cent  over  last  year  and 
reference  requests  up  15  per  cent. 

Beginning  with  January,  a news  bulletin  will  be  issued 
on  a trial  basis.  Planned  as  a medium  of  communication  to 
the  entire  Association  membership  when  a succinct,  rapid, 
informational  publication  is  called  for — perhaps  three  or 
four  times  a year.  It  is  anticipated  that  such  a bulletin  will 
replace  other  multiple  communications  issued  on  separate 
subjects. 

Council  Reports 

Annual  Session. — With  24  guest  speakers  already  ob- 
tained for  the  i960  annual  session,  the  program  is  shaping 
up  nicely  for  the  meeting  in  Fort  Worth.  Out  of  deference 
to  the  busy  physician  who  must  leave  his  practice  to  attend 
the  session,  emphasis  will  be  on  a three  day  program,  with 
Saturday  scientific  activities  not  already  under  way  being 
discouraged.  A strong  scientific  exhibit  is  planned,  indi- 
vidual physicians  in  i>articular  being  encouraged  to  offer 
displays,  and  Association  committees  and  voluntary  health 
agencies  in  the  same  field  being  invited  to  cooperate  with 
each  other  in  the  development  of  exhibits. 

Military  and  Veterans  Affairs. — Accepted  by  the  Execu- 
tive Board  for  information  only  were  recommendations 
from  the  Committee  on  Military  and  Veterans  Affairs  (re- 
porting directly  because  its  council  had  not  met  to  receive 
the  report)  pointing  out  (1)  that  the  only  way  to  decrease 
appropriations  for  Veterans  Administration  medical  pro- 
grams is  to  decrease  the  inpatient  census  in  VA  hospitals, 
(2)  that  the  census  can  be  kept  down  only  by  careful 
screening  of  referrals  to  limit  them  to  service-connected 
disabilities  and  truly  indigent  patients  for  whom  adequate 
care  is  not  available  elsewhere,  and  (3)  that  consultants 
serving  on  VA  staffs  should  limit  their  professional  activi- 
ties to  patients  in  the  categories  just  outlined.  Efforts  of 
the  Medical  and  Chirurgical  Faculty  of  the  State  of  Mary- 
land to  limit  federal  medical  care  of  veterans  to  service- 
connected  disabilities  were  commended. 

Public  Relations  and  Public  Service. — A code  of  coopera- 
tion designed  as  a guide  to  county  medical  societies  in 
establishing  better  relationships  among  the  medical  pro- 
fession, hospitals,  and  news  mediums  was  referred  to  the 
Board  of  Councilors  for  study  and  recommendations. 

The  Committee  on  School  Health  is  planning  its  third 
statewide  Conference  on  Physicians  and  Schools,  to  be  held 
in  Dallas  in  April. 

Liaison  with  nursing  homes  was  recommended  by  the 
Committee  on  Aging,  both  on  the  state  level  between  the 
committee  and  the  Texas  Nursing  Home  Association  and  on 
the  local  level  through  medical  advisory  committees  to 
nursing  homes. 

Medical  Education  and  Hospitals. — The  Committee  on 
Patient  Care  requested  permission  to  review  any  proposed 
changes  in  the  Nurse  Practice  Act.  It  also  recommended 
that  the  policy  adopted  by  the  American  Medical  Associa- 
tion’s Council  on  Medical  Education  and  Hospitals  to  re- 
quire 3 years  of  college  education  prior  to  technical  train- 
ing for  certification  of  medical  technologists  be  reevaluated 
and  thought  given  to  recognizing  medical  technicians  of 
junior  college  education. 

Collections  of  the  American  Medical  Education  Founda- 
tion are  slightly  ahead  of  those  for  1958  to  date,  the  Com- 
mittee for  AMEF  reported.  A general  drive  for  funds  will 
be  made  in  November. 

Willingness  of  the  Committee  to  Encourage  and  Assist 
Hospitals  in  Securing  Accreditation  to  aid  hospitals  in 
preparing  for  a visit  of  accreditation  inspectors  was  empha- 
sized. 

The  accomplishments  and  objectives  of  the  Medical  Re- 
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search  Foundation  of  Texas  were  commended,  and  the 
Council  on  Medical  Education  and  Hospitals  will  consider 
the  foundation  further  at  a later  meeting. 

Recruitment  of  high  school  and  college  smdents  for 
training  in  medicine  was  considered  by  the  council.  Effec- 
tive use  of  the  motion  picture,  "I  Am  a Doctor,”  will  be 
smdied.  The  attraction  of  other  professions,  economic  and 
marriage  factors,  and  a negative  recruitment  within  the 
medical  profession  contribute  to  the  lessening  of  interest 
in  medicine  as  a career,  the  council  report  commented. 

A proposed  basic  program  for  a 2 year  training  period 
for  family  physicians  was  presented  to  the  council  by  Dr. 
Charles  T.  Stone  of  Galveston  on  behalf  of  the  AMA 
Council  on  Medical  Education  and  Hospitals.  The  program 
would  emphasize  medicine  and  pediatrics,  obstetrics,  and 
emergency  surgery  and  has  been  adopted  by  the  House  of 
Delegates  of  the  AMA. 

Scientific  Advancement. — Approval  was  given  to  the  6 
year  study  of  representative  families  being  conducted  by 
the  American  Cancer  Society  in  efforts  to  find  common 
epidemiological  factors  in  cancer. 

A request  from  the  Committee  on  Maternal  Mortality  to 
increase  its  membership  limit  to  15  was  received. 

At  the  request  of  the  Committee  on  Mental  Health,  the 
Executive  Board  took  cognizance  of  the  fact  that  certain 
I>aramedical  personnel  are  making  intensive  efforts  to  ob- 
tain licensure  and  the  implied  privilege  of  independent 
diagnosis  and  treatment  of  patients.  Physicians  were  warned 
that  referral  of  patients  to  nonsupervised,  nonmedically 
trained  personnel  is  hazardous,  unethical,  and  illegal, 
although  physicians  may  employ  aides  in  diagnosis  and 
treatment. 

The  Committee  on  Nuclear  Medicine  is  planning  a sym- 
posium on  fallout  and  its  biologic  effects  on  man  and  on 
medical  aspects  of  radioactive  waste  disposal  in  the  Gulf 
of  Mexico,  the  symposium  to  be  presented  April  9,  I960, 
in  conjunction  with  the  annual  session  in  Fort  Worth.  A 
directory  of  nuclear  consultants  is  being  compiled. 

A disease  index  file  for  tabulating  data  received  from 
the  smdy  questionnaires  of  the  Committee  on  Maternal 
Mortality  is  being  set  up  and  should  be  ready  by  January 
for  any  authorized  person  to  obtain  organized  data  for 
study.  The  committee  has  reviewed  106  questionnaires  on 
maternal  deaths  which  have  occurred  in  Texas  from  Janu- 
ary, 1958  to  June,  1959. 

Medical  Service  and  Insurance. — The  Texas  medical 
profession  was  invited  to  expedite  the  Blue  Cross-Blue 


Shield  special  offering  to  the  aged  during  the  month  of 
October. 

A meeting  among  the  Council  on  Medical  Jurisprudence, 
the  general  counsel  of  the  Texas  Medical  Association,  and 
the  Commissioner  of  Public  Welfare  (John  H.  Winters  of 
Austin)  relative  to  legislation  to  implement  the  vendor 
medical  care  payment  plan  was  recommended.  The  idea 
would  be  to  cover  office  or  home  care  as  well  as  care  in 
the  hospital  for  persons  qualifying  for  assistance  under  the 
plan  authorized  in  a general  election  last  November. 

The  chairman  of  the  Council  on  Medical  Service  and 
Insurance  pointed  out  that  the  American  Medical  Associa- 
tion has  suggested  that  each  state  look  into  a relative  value 
fee  schedule.  No  action  was  taken. 

AMA  Delegates 

Announcing  the  plans  for  an  exceptionally  fine  clinical 
session  of  the  American  Medical  Association  to  be  held 
in  Dallas  December  1-4,  the  outgoing  chairman  of  the 
Texas  delegation.  Dr.  Mjjford  O.  Rouse  of  Dallas,  recently 
elected  Vice-Speaker  of  the  AMA  House  of  Delegates,  in- 
troduced Dr.  Joseph  B.  Copeland  of  San  Antonio  as  new 
chairman  of  the  delegation.  Resolutions  suggested  for 
introduction  into  the  House  of  Delegates  at  the  December 
meeting  were  approved  as  follows;  (1)  Reaffirmation  of 
the  principle  of  free  choice  of  physician.  (2)  Opposition 
to  S.J.R.  41,  which  would  provide  federal  funds  for  inter- 
national medical  research.  (3)  Opposition  to  a fixed  fee 
and  the  relative  value  scale.  (4)  Approval  of  the  resolu- 
tion to  be  introduced  by  Maryland  recommending  limita- 
tion of  federal  medical  care  of  veterans  to  patients  with 
service-connected  disabilities.  (5)  Approval  of  H.J.R.  23, 
which  proposes  an  amendment  to  the  United  States  Consti- 
tution relative  to  abolishing  personal  income,  estate,  and 
gift  taxes  and  prohibiting  the  government  from  engaging 
in  business  in  competition  with  its  citizens. 

Resolutions 

The  Executive  Board  adopted  two  resolutions.  One  com- 
mended C.  Lincoln  Williston,  Executive  Secretary,  for  the 
excellence  of  his  work  and  wishing  for  him  a speedy  re- 
covery from  the  illness  which  prevented  his  being  present 
at  the  Executive  Board  meeting.  The  other  offered  sympathy 
to  Dr.  Mai  Rumph  of  Fort  Worth  in  the  loss  within  the 
week  of  two  brothers. 


o.  Smith  Pettigrew,  Dallas  (right),  explains  workmen's 
compensation  laws  to  Dr.  G.  W.  Slagle,  Orange,  who 
attended  the  Orientation  Program. 

b.  Dr.  J.  M.  Coleman,  Austin,  and  Mrs.  S.  E.  Thomp- 
son, Kerrville,  are  pictured  in  front  of  the  Texas  Med- 
ical Association's  Memorial  Library  endowment  plaque. 
The  plaque  bears  the  names  of  those  who  have  endowed 


$1,000  or  over  to  the  Library;  the  names  of  Dr.  and 
Mrs.  Coleman  and  Mrs.  Thompson  and  the  late  Dr. 
Thompson  appear  on  the  plaque. 

c.  Dr.  Carlos  E.  Fuste,  Jr.,  Alvin,  presents  Dr.  Joseph 
V.  Hopkins,  Victoria,  with  the  Texas  General  Practitioner 
of  the  Year  award.  In  the  background  is  Mrs.  Hopkins. 
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a.  Mrs.  Haskell  D.  Hatfield  of  El  Paso,  President, 
has  just  handed  Mrs.  John  D.  Gleckler  of  Denison, 
immediate  past  president,  the  American  Medical  Educa- 
tion Foundation  award  won  for  1958-1959  by  the 
Woman's  Auxiliary  to  the  Texas  Medical  Association. 

b.  Mrs.  Allan  C.  Shields  of  Victoria  and  Mrs.  Ben- 
jamin Simms  of  Austin,  co-chairmen  of  the  Auxiliary's 
School  of  Instruction,  stop  in  front  of  one  of  the  displays 
on  view  during  the  school. 

c.  Mrs.  P.  C.  Caldwell  of  Beaumont,  Auxiliary  civil 
defense  chairman;  Miss  Margaret  Scholl  of  Austin, 
chairman  of  the  State  Women's  Advisory  Council  for 
Civil  Defense;  and  (far  right)  Dr.  Joe  R.  Humphrey  of 
Austin,  administrator  in  the  Office  of  State  Defense 


and  Disaster  Relief,  watch  Lt.  Col.  Converse  R.  Lewis, 
Jr.  of  Fort  Sam  Houston  (one  of  the  day's  speakers) 
explain  some  civil  defense  equipment. 

d.  Mrs.  Frank  N.  Haggard  of  San  Antonio,  former 
president  of  the  Woman's  Auxiliary  to  the  American 
Medical  Association,  welcomes  Mrs.  Frank  Gastineau  of 
Indianapolis,  current  President. 

e.  Mrs.  Emmett  Essin  of  Sherman,  safety  chairman 
of  the  Auxiliary,  emphasizes  that  accidents  can  happen 
to  the  unwary. 

f.  Dr.  R.  L.  Deter  of  El  Paso  and  Mrs.  William  D. 
Nicholson  of  Freeport,  voluntary  health  insurance  chair- 
men of  the  Texas  Medical  Association  and  Auxiliary 
respectively,  discuss  a joint  educational  campaign. 


848 


TEXAS  State  Journal  of  Medicine,  OCTOBER,  7959 


Auxiliary  Also  Holds  Session 

The  Executive  Board  of  the  Woman’s  Auxiliary  to  the 
Texas  Medical  Association  met  September  24  in  Austin, 
and  a School  of  Instruction  for  county  auxiliary  officers 
was  held  the  next  day.  A report  on  these  events  will  be 
published  in  a subsequent  Journal.  Some  participants  in 
Auxiliary  events  are  pictured  on  the  opposite  page. 


Dr.  Hopkins  Receives 
General  Practitioner  Plaque 

The  General  Practitioner  of  the  Year  as  chosen  by  the 
House  of  Delegates  of  the  Texas  Medical  Association  last 
April,  Dr.  Joseph  Vincent  Hopkins  of  Victoria,  was  pre- 
sented a plaque  Saturday  afternoon,  September  26,  by  Dr. 
Carlos  E.  Fuste  of  Alvin.  The  presentation  was  followed 
by  a standing  ovation  of  those  in  Austin  for  the  Public 
Relations  Conference  and  Orientation  Program. 

A native  Victorian,  Dr.  Hopkins  is  the  son  of  Dr.  R.  R. 
and  Blanche  (Moody)  Hopkins  from  Victoria.  He  received 
his  preliminary  education  in  public  schools  in  Austin  and 
his  medical  degree  from  rhe  University  of  Louisville  Med- 
ical School  in  Kentucky.  He  interned  at  St.  Mary’s  and 
Elizaberh’s  Hospital  in  Louisville.  Dr.  Hopkins  married 
Miss  Irene  Curran  of  Louisville  on  February  14,  1912; 
they  have  4 children  and  10  grandchildren. 

Dr.  Hopkins  not  only  taught  himself  how  to  talk  after 
his  vocal  cords  were  removed  because  of  cancer  in  1929, 
but  has  taught  at  least  50  other  people  to  talk.  After  his 
laryngectomy,  one  of  his  doctor  friends  told  him  of  an 
old  bayou  doctor  upon  whom  he  had  operated  and  who 
taught  himself  to  talk.  This  was  an  inspiration  to  Dr. 
Hopkins. 

Dr.  Hopkins  first  tried  making  sounds  but  it  was  im- 
p>ossible.  He  thought  of  giving  up  his  practice,  but  his 
brother  urged  him  to  write  notes  to  his  patients.  It  was  a 
long  hard  task  for  Dr.  Hopkins,  but  determination  and 
perseverance  won  out.  Letter  by  letter,  syllable  by  syllable, 
word  by  word,  and  pretty  soon  Dr.  Hopkins  was  talking. 
Throughout  the  years  people  from  all  over  the  nation  have 
come  to  Dr.  Hopkins  seeking  help  in  learning  to  talk  and 
have  gone  away  to  lead  better  and  more  useful  lives,  his 
friends  say. 

Dr.  Hopkins  has  had  a long  and  full  career.  He  served 
as  first  lieutenant  in  the  Army  Medical  Corps  in  World 
War  1.  He  has  been  active  in  the  American  Legion  and  has 
served  as  commander,  service  officer,  and  district  commit- 
teeman. During  World  War  II,  Dr.  Hopkins  was  draft 
board  examining  doctor.  He  has  been  the  Victoria  city 
health  officer  since  January,  1912.  It  was  largely  through 
his  efforts  that  the  Victoria  City-County  Health  Department 
was  established. 

In  1952,  Dr.  Hopkins  was  chosen  by  the  Victoria  Ad- 
vocate as  the  "Favorite  Good  Neighbor”  of  the  Victoria  ' 
area  by  a letter  wrirten  by  Charles  S.  Hanley.  When  asked 
why  he  chose  Dr.  Hopkins  as  his  good  neighbor,  Hanley 
said:  "The  reason  is  obvious — no  other  Victorian  has  done 
so  much  for  his  fellow  man.  His  life  is  the  essence  of  good 
neighborliness — and  more.  When  we  write  of  Joe  Hopkins 
words  are  utterly  inadequate  in  expressing  the  fineness  of 
the  man.” 

The  Victoria  Independent  School  District  also  honored 
Dr.  Hopkins  in  1952  when  the  Hopkins  Elementary  School 
was  named  for  him.  He  received  the  Papal  Cross  Pro 


Ecclesia  et  Pontifice  in  1952  for  his  services  to  the  Catholic 
Church.  He  was  singled  out  for  his  charity  to  the  poor. 

Mrs.  Hopkins  was  on  hand  to  see  the  General  Practi- 
tioner plaque  awarded  to  her  husband. 


Physician  Number  8,000 

The  Texas  Medical  Association’s  eight  thousandth  mem- 
ber processed  in  September  is  Houston  neurosurgeon.  Dr. 
Alexander  Gol.  A native  of  Kosice,  Czechoslovakia,  the 
37  year  old  physician  received  his  preliminary  education 
at  Prague,  following  which  he  went  to  England,  where  he 
obtained  his  academic  training  at  London  and  Cambridge 
Universities.  He  was  graduated  in  1949  from  Guy’s  Hos- 
pital Medical  School,  also  in  London,  and  served  intern- 
ships in  the  Royal  Victoria  Hospital  in  Bournemouth  and 
at  St.  John’s  Hospital  in  Chelmsford. 

Dr.  Gol  spent  7 years  in  England  as  a practicing  physi- 
cian. During  this  time  he  was  house  surgeon  for  the 
Walton  Hospital  in  Liverpool  and  the  Royal  South  Hants 
Hospital  in  Southhampton.  He  also  was  surgical  registrar 
in  general,  orthopedic,  and  plastic  surgery  for  the  Wharn- 
cliffe  Hospital  at  Sheffield,  and  orthopedic  registrar  for 
St.  Giles’  Hospital,  neurosurgery  registrar  for  the  National 
Hospital  for  Nervous  Diseases,  neurosurgery  registrar  for 
the  Whittington  Hospital,  and  neurosurgery  registrar  for 
rhe  Atkinson  Motley’s  Branch  of  St.  George’s  Hospital,  all 
four  in  London.  For  2 years  he  was  a captain  in  the 
Royal  Army  Medical  Corps  and  saw  service  in  England, 
Malaya,  and  Cyprus. 

While  in  England,  Dr.  Gol  married  the  former  Miss 
Joan  Dear  of  Bournemouth.  The  Gols  now  have  two 
children,  Jonathan  and  Joanna,  both  born  in  England. 

Dr.  Gol’s  initial  contact  with  the  United  States  came  via 
Chicago  in  October,  1957.  During  his  brief  period  there, 
he  served  as  a fellow  in  neurosurgery  for  the  Children’s 
Memorial  Hospital  and  as  a part  time  research  associate 
for  the  Department  of  Neurophysiology  of  Northwestern 
University  Medical  School.  Now  Dr.  Gol  is  research  as- 
sociate for  the  Department  of  Physiology  at  Baylor  Uni- 
versity College  of  Medicine  and  neurology  and  neurosurgery 
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associate  for  the  Blue  Bird  Clinic  and  the  Methodist 
Hospital. 

When  taking  time  off  from  medicine,  Dr.  Gol  is  a 
sports  enthusiast.  He  is  the  author  of  two  scientific  articles, 
one  on  cerebellar  astrocytomas  and  another  on  subdural 
hematomas. 

County  Societies 


County  Society  Briefs 

A symposium  on  "Retarding  and  Deforming  Problem  in 
Infants  and  Early  Childhood”  was  presented  October  6 
before  the  Lubbock-Crosby  Counties  Society  in  Lubbock. 
Dr.  Jack  Dunn,  Jr.  of  Lubbock  served  as  chairman  of  the 
symposium. 

The  Dallas  County  Society  met  jointly  with  the  St.  Paul 
Hospital  Medical  Staff  October  13  in  Dallas  to  hear  Dr. 
Lynn  C.  Christianson  of  Dallas  speak  on  "Tuberculosis — 
New  Problems  and  Diagnosis.” 

Dr.  H.  A.  Brien  of  Dallas  spoke  before  the  Hunt-Rock- 
wall-Rains  Counties  Society,  October  13  at  the  Sand  Oaks 
Country  Club  in  Greenville. 

The  Tom  Green-Coke-Crockett-Concho-Irion-Sterling-Sut- 
ton-Schleicher  Counties  Society  was  guest  of  the  Baptist 
Memorial  Geriatric  Hospital  and  its  staff,  September  7,  in 
San  Angelo.  The  society  recommended  that  its  Constitution 
and  By-Laws  be  revised.  The  change  will  go  before  the 
Board  of  Councilors  of  the  Texas  Medical  Association  to 
be  officially  approved.  The  scientific  program  consisted  of 
an  address  by  Dr.  William  Shore  of  Dallas.  It  concerned 
geriatric  problems  and  trends. 

The  Dallas  and  Tarrant  Counties  Societies  met  September 
1 at  Austin  Patio  Ranch  to  hear  Frank  Wardlaw,  director 
of  the  University  of  Texas  Press,  Austin,  speak  on  "Books 
and  Texas.”  Members  and  guests  present  totaled  158. 

Admiral  Ross  Mclntire,  who  has  been  the  personal  physi- 
cian to  five  presidents  of  the  United  States,  was  the  speaker 
for  the  joint  meeting  of  the  Bexar  County  Society  and  the 
San  Antonio  Bar  Association,  October  13.  The  doctors  and 
lawyers  and  their  wives  also  attended  dinner  before  the 
meeting. 

El  Paso  Discusses  Athletic  Injuries 

The  El  Paso  County  Medical  Society  reported  its  pleas- 
ure with  the  outcome  of  the  second  annual  El  Paso  Con- 
ference on  Prevention  and  Management  of  Athletic  Injuries, 
held  in  El  Paso  August  21-22. 

The  conference,  which  provides  a course  for  coaches, 
trainers,  and  team  physicians,  is  sponsored  jointly  by  the 
El  Paso  County  Medical  Society  and  the  El  Paso  Public 
Schools.  All  meals  and  refreshments  were  furnished  by  the 
El  Paso  hosts;  the  Sporting  Goods  Company  gave  a bar- 
becue during  the  session. 

El  Paso  physicians  on  the  program  included  Dr.  Branch 
Craige,  Dr.  Hunter  W.  Vaughan,  Dr.  A.  E.  Luckett,  Dr. 
Zigmund  W.  Kosicki,  Dr.  Mario  Palafox,  Dr.  J.  B.  Rob- 
bins, Dr.  Ralph  Homan,  and  Dr.  Russell  L.  Deter.  Others 
participating  included  trainers,  team  coaches,  and  athletic 
direaors. 

The  response  to  invitations  throughout  District  1 and 
southern  New  Mexico,  including  military  installations,  was 
so  good  that  sessions  were  held  in  the  air  conditioned  high 
school.  The  cafeteria  staff  served  the  meals  and  refresh- 
ments, freeing  for  other  activities  the  members  of  the 
Woman’s  Auxiliary  who  had  volunteered  for  these  duties. 


Pott’er-Randall's  Secretary 

Mrs.  Mary  Tom  Rasco,  Amarillo  newspaper  woman,  has 
accepted  the  position  as  executive  secretary  of  the  Potter- 
Randall  Counties  Society  and  Panhandle  District  Medical 
Society  and  managing  editor  of  the  society’s  Bulletin.  She 
replaces  Mrs.  Cassie  Atherton,  who  will  continue  as  man- 
aging editor  of  the  Private  Clinics  and  Hospitals  Association 
publication. 

Woman’s  Auxiliary 


Auxiliary  President  Attends 
AMA's  Women's  Workshop 

Mrs.  Haskell  D.  Hatfield,  El  Paso,  President  of  the 
Woman’s  Auxiliary  to  the  Texas  Medical  Association,  was 
the  official  Texas  delegate  to  the  sixteenth  annual  Work- 
shop Conference  of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association,  October  5-7,  in  Chicago. 

Approximately  250  women  from  51  state  and  territorial 
auxiliaries  attended  the  meeting.  Programs  for  1959-1960 
were  developed  during  the  conference,  which  had  "Oppor- 
mnities  for  Service  to  the  Community”  as  its  theme. 

Conference  highlights  included  a discussion  of  the  AMA’s 
program  for  the  aging;  a discussion  of  safety  hazards  in 
the  home;  and  a review  of  the  national  civil  defense  home 
preparedness  award  program.  The  financial  needs  of  the 
nation’s  medical  schools  were  discussed. 


DR.  HAROLD  J.  MIXSON 


Dr.  Harold  Joyce  Mixson,  Beaumont,  died  August  29, 
1959,  of  adenocarcinoma  involving  the  left  lung. 

A native  of  Williston,  Fla.,  Dr.  Mixson  was  born  Febru- 
ary 28,  1895.  His  parents  were  A.  J.  Mixson,  Sr.,  and 
Mattie  Ella  Mims.  Dr.  Mixson  attended  the  University  of 
Florida  at  Gainesville  for  2 years  prior  to  attending  Tulane 
University  School  of  Medicine  at  New  Orleans.  He  received 
his  doctor  of  medicine  degree  from  Tulane  in  1921.  He 
served  externships  at  Charity  Hospital  and  Touro  Infirmary, 
both  at  New  Orleans,  an  internship  at  the  United  States 
Marine  Hospital,  also  at  New  Orleans,  and  residencies  in 
the  United  States  Naval  Hospital  at  Algiers,  La.,  and  the 
South  Mississippi  Charity  Hospital  at  Laurel.  He  opened 
his  practice  in  Beaumont  in  1928,  continuing  it  until  his 
death.  His  specialty  was  surgery.  Dr.  Mixson  was  a veteran 
of  World  War  I.  He  had  done  some  research  on  Enta- 
moeba histolytica  and  had  published  several  manuscripts  on 
the  subject.  He  was  a member  of  the  staffs  of  all  the 
Beaumont  and  Jefferson  County  hospitals. 

Memberships  in  medical  organizations  included  the  Jef- 
ferson County  Medical  Society,  the  Texas  Medical  Associa- 
tion, and  the  American  Medical  Association.  He  was  a 
founder  member  of  the  American  Board  of  Abdominal 
Surgery  and  a member  of  the  New  York  Academy  of 
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Sciences.  He  also  belonged  to  the  Beaumont  Club  and 
during  off  hours  enjoyed  gardening,  reading,  and  traveling. 

Dr.  Mixson’s  second  wife,  the  former  Mrs.  Helen  Anne 
Perkins,  whom  he  married  in  March,  1959,  survives.  Also 
surviving  are  a daughter,  Mrs.  William  J.  Ryan  of  Miami; 
a stepdaughter,  Mrs.  Joe  E.  Polk  of  Beaumont;  three 
brothers,  Goodwin  Mixson  of  St.  Petersburg,  Fla.;  A.  J. 
Mixson  of  Tampa,  Fla.;  and  Col.  J.  A.  Mixson  of  Williston; 
two  sisters.  Col.  Elizabeth  Mixson  and  Miss  Marie  Mixson, 
both  of  Clearwater,  Fla.;  four  grandchildren;  and  five  step- 
grandchildren. 


DR.  C.  E.  CARTER 

Dr.  Carl  Estes  Carter,  Austin,  died  July  21,  1959,  as  a 
result  of  a coronary  occlusion. 

The  son  of  James  Henry  and  Mary  Rebecca  Carter,  Dr. 
Carter  was  born  March  25,  1886,  at  Gallatin,  Mo.  As  a 
boy  he  came  with  his  parents  to  Archer  County,  Texas, 
where  he  received  part  of  his  early  education.  He  also  had 
attended  schools  in  Davis  County  in  Missouri  and  later 
was  a smdent  at  the  University  of  Texas  in  Austin.  Before 
going  to  medical  school,  hb  was  a teacher  for  several 
years.  He  attended  the  University  of  Texas  Medical  Branch 
at  Galveston,  but  later  transferred  and  was  graduated  in 
1924  from  the  Baylor  University  College  of  Medicine  at 
Dallas.  He  served  a general  internship  at  the  Baylor  Hos- 
pital in  Dallas  and  a pediatric  internship  at  the  Milwaukee 
Children’s  Hospital  at  Milwaukee.  He  also  did  postgraduate 
work  in  Washington  University  School  of  Medicine  at  St. 
Louis.  In  1926  he  moved  to  Austin,  where  he  stayed  until 
his  death. 

A member  of  the  Texas  Medical  Ass<xiation  since  1927, 
Dr.  Carter  also  belonged  to  the  Travis  County  Medical 
Society,  the  American  Medical  Association,  and  the  Amer- 
ican Academy  of  General  Practice.  Dr.  Carter  belonged 
to  the  First  Methodist  Church,  being  a member  of  the 
Men’s  Bible  Class  and  for  27  years  of  the  board  of  stewards. 
He  was  a member  of  the  Austin  Lions  Club  and  the 
Masonic  order,  belonging  to  the  Archer  City  Lodge,  the 
Austin  Consistory  of  Scottish  Rite  Masons,  and  the  Ben 
Hur  Shrine.  Dr.  Carter  was  a veteran  of  World  War  I, 


a member  of  die  American  Legion,  and  a director  of  the 
Texas  State  Bank  since  its  organization. 

Members  of  the  family  who  survive  include  his  wife,  the 
former  Miss  Vida  Baker,  whom  he  married  in  Austin  in 
1915;  one  son,  Wendell  C.  Carter  of  Manor;  a daughter, 
Mrs.  Doug  Arnold  of  Crockett;  a brother,  W.  O.  Carter 
of  Fort  Worth;  and  four  granddaughters. 


DR.  CLAUDE  H.  MIEARS 

Dr.  Claude  H.  Miears,  Austin  eye,  ear,  nose,  and  tliroat 
specialist,  died  August  5,  1959,  following  a heart  attack. 

The  64  year  old  physician  (he  was  born  October  29, 
1895,  in  Caldwell  County)  was  the  son  of  H.  T.  and 
Margaret  (Lovelady)  Miears.  He  attended  the  University 
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of  Texas,  later  attending  the  University  of  Oklahoma.  He 
was  graduated  from  Oklahoma’s  Medical  School  in  1925. 
Dr.  Miears  interned  at  Baptist  Memorial  Hospital  in  Hous- 
ton and  later  did  a residency  at  the  Eye,  Ear,  Nose,  and 
Throat  Hospital  in  New  Orleans.  Dr.  Miears  did  post- 
graduate work  at  the  University  of  Illinois  in  Chicago  and 
at  the  New  England  Study  Club.  He  began  his  practice  in 
Austin  in  1930,  continuing  it  until  his  death.  Prior  to  that 
he  had  practiced  in  Corsicana.  Dr.  Miears  belonged  to  the 
staffs  of  the  Austin  hospitals  and  gave  much  of  his  time  to 
the  charity  eye  clinic  and  ear,  nose,  and  throat  clinics  at 
Brackenridge  Hospital. 

A member  of  the  Travis  County  Medical  Society  through 
the  years  since  1929,  Dr.  Miears  also  belonged  to  the  Texas 
Medical  Association,  the  American  Medical  Asscxiation,  the 
Texas  Society  of  Ophthalmology  and  Otolaryngology,  and 
the  American  Academy  of  Ophthalmology  and  Otolaryngol- 
ogy. He  was  also  a member  of  the  American  Legion. 

Members  of  the  family  who  survive  include  his  widow, 
the  former  Miss  Edith  Rogers  whom  he  married  February 
5,  1930;  two  sons,  William  R.  and  Robert  T.;  and  two 
grandsons,  all  of  Austin. 


DR.  DENZIL  D.  CROSS 

Dr.  Denail  D.  Cross,  a past  president  of  the  Third  Dis- 
trict Medical  Scxiety,  died  at  his  home  in  Lubbock  June 
30,  1959,  as  a result  of  a coronary  occlusion. 

The  physician  was  born  in  Whitney  August  10,  1891, 
the  son  of  W.  S.  and  Minnie  (De  Lamar)  Cross.  He  at- 
tended schools  in  Hollis,  Okla.,  later  receiving  a bachelor 
of  arts  degree  from  Baylor  University  in  Waco.  He  was 
graduated  from  the  Northwestern  University  Medical  School 
in  Chicago  in  1919  and  served  an  internship  at  City  Hos- 
pital in  St.  Louis  and  a residency  at  the  Chicago  Lying  In 
Hospital.  Dr.  Cross  began  his  practice  of  medicine  in 
Wellington  in  1920,  continuing  it  until  1926  when  he 
moved  to  Lubbock,  where  he  practiced  until  his  retirement 
in  1957.  During  World  War  I he  served  with  the  United 
States  Army. 

Dr.  Cross’  memberships  in  medical  organizations  includ- 
ed the  American  Medical  Association  and  Alpha  Omega 
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Alpha  honorary  medical  and  Phi  Beta  Pi  medical  fraterni- 
ties. He  was  elected  to  inactive  membership  in  the  Texas 
Medical  Association  in  1958.  Dr.  Cross  was  a past  vice- 
president  of  the  Lubbock-Crosby  Counties  Medical  Society, 
a fellow  of  the  American  College  of  Surgeons,  and  a past 
president  of  District  3 Medical  Society.  Duirng  his  stay 
in  Wellington,  he  belonged  to  the  Childress-Collingsworth- 
Donley-Hall  Counties  Society,  serving  as  secretary-treasurer 
for  that  organization  in  1921.  He  also  belonged  to  the 
Kiwanis  Club  and  was  a past  member  of  the  Wellington 
Masonic  Lodge. 

In  1920,  he  and  Miss  Elizabeth  Galbreath  were  married 
at  Brampton,  N.  D.  She  survives  as  do  a daughter,  Mrs. 
J.  G.  Morris  of  Lubbock;  three  grandchildren,  Jimmy, 
Craig,  and  Anne  Morris,  also  of  Lubbock;  his  mother,  Mrs. 
W.  S.  Cross  of  Lubbock,  and  a sister,  Mrs.  A.  H.  Prater 
of  Hinsdale,  111. 


DR.  L.  W.  KIRKLAND 

Dr.  Luman  Wilbur  Kirkland,  Bee  County  health  physi- 
cian for  more  than  20  years,  died  unexpectedly  August  20, 
1959,  while  on  a professional  call.  His  death  was  caused 
by  a heart  attack. 

Dr.  Kirkland,  the  son  of  George  W.  and  Janet  (Partin) 
Kirkland,  was  born  September  23,  1881,  in  Brewton,  Ala. 
He  was  graduated  from  the  Medical  College  of  Alabama  at 
Mobile,  later  doing  postgraduate  work  at  Tulane  University 
Medical  School  at  New  Orleans  and  at  the  New  York  Post- 
Graduate  School  of  Medicine.  Dr.  Kirkland  began  prac- 
ticing medicine  at  Castleberry,  Ala.,  in  1904,  and  the  same 
year  he  married  the  former  Miss  Julia  Ellis.  He  continued 
his  practice  at  Castleberry  until  1916,  when  he  moved  to 
Goliad.  In  1931  he  moved  to  Beeville,  where  he  praaiced 
until  his  death.  His  specialty  was  obstetrics. 

The  physician  was  a member  of  the  Texas  Medical  As- 
sociation, the  American  Medical  Association,  and  the  Amer- 
ican Trudeau  Society.  He  was  a p>ast  president  of  the  Bee- 
Live  Oak-McMullen  Counties  Medical  Society  and  the  Bee 
County  Tuberculosis  Association.  He  was  a’  member  of  the 
board  of  directors  of  the  Texas  Tuberculosis  Association. 
Dr.  Kirkland  was  a senior  deacon  in  the  First  Baptist 
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Church  and  a member  of  the  Beeville  Masonic  Lodge,  the 
Knights  Templar  of  Corpus  Christi,  and  the  Scottish  Rite 
bodies  and  Alzafar  Shrine  of  San  Antonio.  He  had  been 
affiliated  with  the  Beeville  Rotary  Club  since  1932. 

On  January  9,  1953,  Dr.  Kirkland  was  married  to  Mrs. 
Buena  Conrad,  who  survives  him.  Other  survivors  include 
two  daughters,  Mrs.  Robert  Morse  and  Mrs.  Charles  Gallo- 
way, both  of  Beeville;  two  sons,  L:  W.  Kirkland,  Jr.  of 
Fort  Worth  and  George  Kirkland  of  San  Antonio;  one 
brother,  G.  C.  Kirkland  of  Houston;  his  stepmother,  Mrs. 
G.  W.  Kirkland  of  Brewton,  Ala.;  two  halfbrothers,  E.  B. 
Kirkland  and  Reo  Kirkland,  also  of  Brewton;  a half  sister, 
Mrs.  Ralph  Neal  of  Grove  Hill,  Ala.;  one  stepson,  Edward 
Conrad,  who  is  with  the  Air  Force  in  Florida;  a step 
daughter,  Mrs.  Morris  Keng  of  Sinton;  and  eight  grand- 
children. 


DR.  HARRY  D.  NIFONG 

Dr.  Harry  Davis  Nifong,  Mansfield,  died  August  3, 
1959,  of  hypertension  and  arteriosclerosis. 

A native  of  St.  Louis,  Dr.  Nifong  was  born  August  6, 
1882,  the  son  of  F.  C.  and  Lina  Nifong.  He  was  graduated 
from  Fort  Worth  University,  Medical  Department  and  in- 
terned at  St.  Joseph’s  Hospital  in  Fort  Worth  and  at  the 
Houston  Infirmary  in  Houston.  Before  beginning  his  prac- 
tice in  Mansfield  in  1918,  he  practiced  at  Britton  for  a 
number  of  years.  Dr.  Nifong  was  a veteran  of  World  War 
I,  holding  the  rank  of  major  during  his  period  of  service. 
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A member  of  the  Texas  Medical  Association  since  1906, 
Dr.  Nifong  was  elected  to  inactive  membership  in  this 
organization  in  1955.  He  also  belonged  to  the  Tarrant 
County  Medical  Society  and  the  American  Medical  As- 
sociation. While  in  Britton,  Dr.  Nifong  belonged  to  the 
Ellis  County  Medical  Society.  The  general  practitioner  be- 
longed to  the  Masons  and  the  Methodist  Church. 

Dr.  Nifong  and  the  former  Miss  Clara  Edna  Ramsey  of 
Mansfield  were  married  in  1905.  She  died  in  1953.  Sur- 
viving are  a daughter,  Mrs.  Hamlin  Y.  Overstreet  of  Far- 
well;  a son,  Harry  D.  Nifong,  Jr.,  of  Oklahoma  City;  and 
a brother,  C.  C.  Nifong  of  New  Orleans. 


DR.  ROBERT  E.  BOWEN,  SR. 

Dr.  Robert  Ely  Bowen,  Sr.,  San  Antonio,  died  August 
13,  1959,  at  the  Homes  Hospital  in  Gonzales.  His  death 
was  due  to  cerebral  thrombosis. 

The  son  of  William  Patrick  and  Sarah  Ann  (Weeks) 
Bowen,  Dr.  Bowen  was  born  in  Corsicana  on  June  13, 
1879.  He  attended  the  University  of  Texas  at  Austin  and 
received  his  medical  education  at  the  University’s  Medical 
Branch  at  Galveston.  Practicing  at  Liberty  for  10  years. 
Dr.  Bowen  went  to  San  Antonio  in  1914.  He  retired  from 
medical  practice  in  1954.  While  in  Liberty  he  served  as 
county  health  officer  for  6 years.  Dr.  Bowen  was  division 
surgeon  for  Southern  Pacific  Lines,  a position  he  held  for 
40  years.  He  was  one  of  the  founders  of  the  Medical  and 
Surgical  Hospital  of  San  Antonio. 
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Dr.  Bowen  first  joined  the  Texas  Medical  Association 
in  1908  through  the  Bexar  County  Medical  Society;  he 
was  elected  to  inactive  membership  in  this  organization  in 
1954.  Other  medical  organizations  to  which  he  belonged 
included  the  American  Medical  Association  and  the  old 
Texas  Railway  and  Traumatic  Surgical  Society.  He  also  was 
a member  of  the  Texas  Pioneer  Association  and  the  Wood- 
lawn  Christian  Church.  The  former  Miss  Olga  Vogt  and 
Dr.  Bowen  were  married  Oaober,  1934,  in  San  Antonio. 
Mrs.  Bowen;  two  daughters,  Mrs.  Irene  B.  Moore  of  Den- 
ton and  Mrs.  Marjorie  Nunnallee  of  Fort  Worth;  one  son. 
Dr.  Robert  E.  Bowen,  Jr.,  San  Antonio  physician;  and  one 
sister,  Mrs.  Rose  Johnson  of  Dallas  survive. 


DR.  NORMAN  F.  HOLCOMB 

Dr.  Norman  Franklin  Holcomb,  Marshall,  surgeon  and 
orthopedist,  died  August  26,  1959,  of  a coronary  attack. 

He  was  born  in  Vernon,  April  6,  1911,  and  was  the  son 
of  Benjamin  Franklin  and  Leona  Belle  (Hogue)  Holcomb. 
Dr.  Holcomb’s  wife  is  the  former  Miss  Doris  Holcombe  of 
Marshall.  They  were  married  in  March,  1943. 

Dr.  Holcomb  was  a graduate  of  Rice  Institute,  Houston, 
and  received  his  medical  training  at  Tulane  University 
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School  of  Medicine,  New  Orleans.  He  interned  at  Southern 
Baptist  Hospital  in  New  Orleans  and  did  postgraduate  work 
at  the  Gamble  Brothers  and  Archer  Clinic  in  Greenville, 
Miss. 

The  physician  moved  in  1941  to  Marshall,  where  he  was 
house  surgeon  at  the  Texas  and  Pacific  Hospital  for  4 years. 
He  entered  private  general  practice  in  1945,  and  later  lim- 
ited his  practice  to  general  and  orthopedic  surgery. 

A member  of  the  Texas  Medical  Association  through  the 
Harrison  County  Medical  Society,  Dr.  Holcomb  also  held 
memberships  in  the  American  Medical  Association,  Masonic 
Lodge  No.  22,  and  First  Methodist  Church. 

Members  of  the  family  who  survive  include  his  wife; 
three  children,  Anabelle,  Norman  F.,  Jr.,  and  Henry  H., 
all  of  Marshall;  six  sisters,  Mrs.  B.  M.  Dinsmpre  of  Wichita 
Falls;  Mrs.  M.  V.  McDougal  of  Pecos;  Mrs.  John  Rankin 
of  Amherst;  Mrs.  R.  N.  Winship  of  Houston;  Mrs.  Vera 
Jackson  of  Sacramento,  Calif.;  and  Mrs.  Lois  Byrd  of 
Petaluma,  Calif.;  and  one  brother,  Emerson  Holcomb  of 
Lahore,  Pakistan. 


DR.  M.  F.  RAINE 

Dr.  Maxwell  Francis  Raine,  Crane  general  practitioner, 
died  September  11,  1959,  of  acute  coronary  occlusion. 

Dr.  Raine  was  born  at  Empire,  Pa.,  July  24,  1904,  the 
son  of  Mr.  and  Mrs.  John  Raine.  His  father  was  the 
founder  of  Rainelle,  W.  Va.,  for  whom  the  town  was 
named.  Dr.  Raine’s  preliminary  education  was  received  at 
Rainelle  and  at  Greenbriar  Military  School  at  Lewisburg, 
W.  Va.  A graduate  of  Ohio  State  University  and  the  Ohio 
State  University  Medical  School,  Dr.  Raine  interned  at  the 
University  Hospital,  Columbus,  Ohio,  and  the  Christ  Hos- 
pital, Jersey  City,  N.  J.,  and  did  a short  term  residency 
in  obstetrics  at  the  Margaret  Hague  Memorial  Hospital  in 
Jersey  City.  He  was  an  instructor  in  obstetrics,  physiology, 
and  anatomy  at  the  Kanawha  Valley  Hospital,  the  Charles- 
ton General  Hospital,  and  the  McMillan  Hospital,  all  at 
Charleston,  W.  Va.  From  1941  until  1943,  Dr.  Raine  was 
at  Houston  as  medical  director  of  the  Southwestern  Division 
of  the  Texas  Company.  This  was  followed  by  a brief 
period  as  medical  director  of  the  Neches  Butane  Products 
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Co.  at  Port  Arthur,  during  which  time  he  also  served  as 
a member  of  the  active  staff  of  St.  Mary’s  Hospital.  He 
served  as  chief  medical  officer  for  the  Veterans  Admin- 
istration in  Beaumont,  and  after  that  practiced  at  Amarillo, 
where  he  was  medical  director  of  the  Pantex  Ordnance 
Plant,  Marfa,  and  Stanton  before  going  to  Crane. 

Dr.  Raine  was  a member  of  the  Texas  Medical  Associa- 
tion through  the  Crane-Upton-Reagan  Counties  Medical 
Society.  He  also  belonged  to  the  American  Medical  Associa- 
tion, the  Southern  Medical  Association,  Alpha  Kappa  Kappa 
and  Delta  Tau  Delta  fraternities,  and  the  Methodist  Church. 

He  is  survived  by  his  wife,  the  former  Miss  Helen 
Bennett,  whom  he  married  in  1927;  two  sons.  Dr.  David 
B.  Raine  of  Midland  and  Dr.  Michael  B.  Raine  of  Galves- 
ton; three  brothers,  R.  O.  Raine  of  Lewisburg,  W.  Va.; 
B.  D.  Raine  of  Huntington,  W.  Va.;  and  E.  H.  Raine  oi 
Jenkintown,  Pa.;  one  sister,  Mrs.  Karl  S.  Day  of  Long 
Island,  N.Y.;  and  two  granddaughters. 


DR.  OLIVER  T.  MITCHELL 

Dr.  Oliver  Tate  Mitchell,  Plano  physician,  died  June  8, 
1959,  at  Dallas.  His  death  was  the  result  of  a stroke. 

A native  of  Corsicana,  Dr.  Mitchell  was  born  December 
25,  1880.  After  attending  Trinity  University,  then  at  Waxa- 
hachie,  he  was  graduated  from  the  National  University  of 
Arts  and  Sciences  Medical  Department  at  St.  Louis.  Later, 
he  did  postgraduate  work  at  the  Washington  University 
School  of  Medicine,  also  at  St.  Louis,  and  at  the  New  York 
Postgraduate  School  of  Medicine.  Prior  to  establishing  his 
practice  at  Plano,  Dr.  Mitchell  had  practiced  at  Renner  for 
31  years.  He  practiced  at  Plano  a total  of  23  years. 

Dr.  Mitchell  was  a member  of  the  Texas  Medical 
Association  through  the  Collin  County  Medical  Society. 
He  also  belonged  to  the  Plano  Chamber  of  Commerce,  the 
Rotary  Club,  and  Woodmen  of  the  World.  In  recognition 
of  his  service  to  his  community.  Dr.  Mitchell  was  awarded 
a plaque  by  the  city  officials  of  Plano. 

In  1907  Dr.  Mitchell  and  the  former  Miss  Annie  Talbot 
Jackson  were  married.  Mrs.  Mitchell;  a sister,  Mrs.  Graham 
Mantely  of  Sherman;  and  two  brothers,  John  Mitchell  and 
Hubert  Mitchell,  both  of  Corsicana,  survive. 


DR.  OLIVER  T.  MITCHELL 
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Cancer  Survey 

Because  of  the  far-reaching  medical  conclusions  that 
potentially  will  result  from  the  cancer  prevention  study  now 
being  sponsored  by  the  American  Cancer  Society,  I was 

Executive  Board  of  our  Texas  Medical  Association  extended 
it  their  wholehearted  approval.  This  study  was  first  an- 
nounced to  the  medical  profession  in  the  July  11,  1959, 
issue  of  the  Journal  of  the  American  Medical  Association 
and  is  under  the  direction  of  Dr.  E.  Cuyler  Hammond,  sta- 
tistical research  director  for  the  national  society. 

As  it  promises  to  be  of  significance  in  their  practice,  I 
believe  it  is  important  that  every  physician  in  Texas  should 
be  given  the  facts  concerning  the  cancer  prevention  study 
and  what  it  hopes  to  accomplish.  At  the  same  time,  I would 
like  to  urge  them  to  cooperate  fully  in  the  development  of 
the  survey  so  that  its  full  impact  may  be  felt. 

The  survey  is  really  a monumental  undertaking  and  on 
a large  scale  will  study  cancer  in  relation  to  various  environ- 
mental factors.  It  will  involve  approximately  500,000  fami- 
lies throughout  the  nation  of  which  about  45,000  families 
will  be  enrolled  in  Texas.  The  enrollment  began  in  October. 

Because  the  cost  of  such  a survey  would  be  prohibitive 
if  it  were  to  be  undertaken  by  a statistical  research  organixa- 
tion,  some  50,000  American  Cancer  Society  volunteers 
throughout  the  nation,  approximately  5,000  in  Texas,  will 
be  needed  to  enroll  the  families  for  the  study.  At  least  one 
person  in  each  family  must  be  over  the  age  of  45  years, 
while  other  members  should  be  over  the  age  of  30.  These 
persons  will  be  asked  to  fill  out  a confidential  questionnaire. 
In  order  that  information  will  be  kept  strictly  confiden- 
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pleased  to  hear  that  the  Committee  on  Cancer  and  the 
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tial,  each  subject  will  fill  out  a questionnaire 
personally,  place  it  in  an  envelope,  and  seal  it 
before  returning  it  to  the  volunteer  for  trans- 
mittal to  the  ACS  research  center  for  analysis. 
The  volunteer  will  not  interview  the  subjeas 
and  will  not  see  the  completed  questionnaires. 
Volunteers  of  the  society  will  stand  ready  to 
follow  each  subject  for  6 years  to  determine 
which  of  them  die  during  this  interval.  Causes 
of  deaths  will  be  ascertained  from  death  certifi- 
cates. When  cancer  is  mentioned  on  a death 
certificate,  the  physician  who  reported  it  will 
be  requested  to  furnish  additional  medical  in- 
formation, for  example,  histologic  type  and 
stage  of  disease  at  time  of  diagnosis. 

The  primary  target  of  the  study  is  to  ascer- 
tain the  association,  if  any,  between  various 
environmental  factors  (such  as  occupational 
exposures,  habits,  diet,  and  factors  related  to  the 
breast  and  female  genital  organs)  and  the 
later  occurrence  of  cancer.  It  is  hoped  that  this 
will  yield  clues  to  a number  of  possible  causes 
of  cancer. 

Additionally,  it  is  hoped  that  the  cancer  pre- 
vention study  will  provide  information  of  major 
value  in  the  development  of  more  precise  and 
exact  lay  education  methods,  techniques,  and 
materials  to  control  cancer. 

The  subjects  who  are  enrolled  for  the  survey 
will  be  asked  detailed  questions  about  "present 
physical  complaints,”  and  the  answers  will  be 
analyzed  in  relation  to  cases  of  cancer  diagnosed 
in  the  subsequent  several  months.  In  order  to 
avoid  biasing  the  subjects,  questions  are  asked 
about  physical  complaints  which  are  probably 
not  related  to  cancer  as  well  as  about  com- 
plaints which  may  reflect  systemic  cancer.  As- 
suming, as  is  probable,  that  positive  answers  to 
certain  of  these  questions  are  highly  related  to 
the  presence  of  cancer,  the  data  should  be  of 
value  in  persuading  people  with  such  com- 
plaints to  see  their  doaor  immediately.  The 
aim  of  course  is  to  reduce  the  factor  of  "patient 
delay”  in  the  diagnosis  of  cancer. 


Texas  Division  county  units  participating  in 
the  development  of  the  survey  and  the  number 
of  families  they  are  expected  to  enroll  are  as 
follows:  Dallas  12,000,  San  Antonio  5,000, 
Austin  2,000,  Wichita  Falls  1,000,  San  An- 
gelo 1,000,  Houston  15,000,  Fort  Worth 
5,000,  Galveston  1,000,  and  El  Paso  2,000. 
This  represents  about  4 per  cent  of  the  total 
number  of  families  in  Texas. 

In  the  event  that  members  of  the  Texas 
Medical  Association  are  interested  in  additional 
details  on  this  survey,  they  can  be  secured  by 
writing  the  Texas  Division,  American  Cancer 
Society,  5014  Bull  Creek  Road,  Austin  3. 

— ^JOHN  A.  Wall,  M.D.,  Houston, 
President,  American  Cancer  Society, 
Texas  Division,  Inc. 

Challenge  of 
Industrial  Medicine 

The  phenomenal  growth  of  the  Texas  In- 
dustrial Medical  Association  since  its  organiza- 
tion in  1955  amply  substantiates  the  increasing 
importance  of  occupational  medicine  and  the 
tremendous  progress  that  has  been  achieved  in 
this  field  in  recent  years.  That  occupational 
medicine  is  rapidly  assuming  the  prominence 
which  it  deserves  in  comparison  with  other  long 
recognized  medical  specialties  is  attested  to  by 
its  having  been  given  American  Board  status 
in  1955. 

Originally,  medical  services  in  industries 
were  organized  solely  for  the  treatment  of  oc- 
cupational injuries.  Hence,  surgeons  were  em- 
ployed and  the  program  was  one  of  treatment 
only.  With  the  growth  of  workmen’s  compen- 
sation laws,  preemployment  physical  examina- 
tions were  added  to  the  program.  As  industrial 
processes  have  become  more  complex,  an  ever 
increasing  firmament  of  potentially  dangerous 
agents  has  come  into  use  and  both  industry  and 
medicine  have  come  to  realize  that  even  the 
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most  lethal  agents  may  become  servants  to  so- 
ciety if  the  manner  of  their  use  is  actively  and 
intelligently  controlled.  Such  control  is  best 
in  those  industries  where  adequately  trained 
medical  doctors  have  developed  control  pro- 
grams based  on  sound  principles  of  physiology 
and  industrial  hygiene. 

Thus,  industrial  medicine  is  a service  requir- 
ing of  the  physician  a fundamental  knowledge 
of  industrial  hygiene,  toxicology,  and  human 
relations  in  addition  to  excellent  training  in 
medicine,  and  a background  in  surgery  and 
psychiatry.  The  industrial  physician  must  have 
a good  understanding  of  the  industrial  environ- 
ment of  the  worker  and  be  able  to  transform 
this  knowledge  into  adequate  control  and  mon- 
itoring measures  of  many  sorts.  This  makes  it 
mandatory  that  the  physician  become  thorough- 
ly familiar  with  his  plant.  He  must  study  its 
facilities,  its  lighting,  ventilation,  sanitation, 
temperature,  humidity,  and  cleanliness.  He 
must  know  the  physical  hazards,  the  radiation 
hazards,  the  fumes,  dusts,  air  content,  and  so 
forth. 

For  many  years  organized  medicine  in  Texas 
gave  little  encouragement  to  the  practice  of  in- 
dustrial medicine.  Many  in  the  professsion  be- 


A GOOD  THANKSGIVING 

Said  old  Gentleman  Gay, 

"On  a Thanksgiving  Day, 

If  you  want  a good  time, 

then  give  something  away." 

— Marion  Douglas 

(Bartlett,  John:  Familiar  Quotations) 


lieved  it  to  be  a threat  to  the  cherished  doctor- 
patient  relationship.  This,  of  course,  has  proved 
to  be  unfounded.  We  must  all  remember  that 
industry  occupies  a unique  position  in  our  so- 
cial structure  which  lends  itself  readily  to  health 
education,  to  medical  research,  to  the  cultiva- 
tion of  good  human  relations,  and  to  the  pro- 
motion of  good  health  in  the  community. 

The  position  of  the  physician  in  industry 
must  be  fully  understood  by  the  private  prac- 
titioner. With  the  emphasis  on  environmental 
control  and  preventive  medicine,  the  industrial 
physician  has  little  time  or  inclination  to  en- 
gage actively  in  therapeutics  other  than  that 
dictated  by  situations  of  emergency  or  care  of 
short  term  illnesses  easily  controlled  by  one  or 
two  visits  to  the  dispensary.  Furthermore,  the 
physician  in  industry  must  maintain  a sound 
professional  position  at  all  times.  He  must  not 
be  a tool  of  labor,  or  of  management,  or  of  the 
insurer.  He  should  be  an  active  protagonist  of 
free  enterprise  and  of  such  basic  principles  as 
the  free  choice  of  physician. 

A free  exchange  of  information  between  the 
private  and  industrial  physician  is  essential  for 
sound  professional  care.  When  correct  diag- 
nosis and  successful  treatment  of  occupational 
disease  ( the  pneumoconioses,  metal  poisonings, 
dermatoses,  hydrocarbon  intoxications,  and  the 
like)  so  often  depends  upon  an  intimate  knowl- 
edge of  the  working  environment  of  the  pa- 
tient, who  else  but  the  industrial  physician  is 
in  a position  to  provide  that  information?  Like- 
wise, how  can  the  industrial  physician,  with 
any  degree  of  assurance,  properly  place  in  a 
job  or  assist  in  the  rehabilitation  of  the  disabled 
employee  without  first  consulting  such  em- 
ployee’s personal  physician? 

It  is  in  this  spirit  that  the  members  of  our 
profession  are  asked  to  awaken  to  the  growing 
stature  of  medicine  in  industry.  Both  manage- 
ment and  labor  have  offered  us  the  challenge. 
We  must  accept  it.  We  cannot  fail. 

— J.  G.  Burdick,  M.D.,  Pasadena, 
Secretary-T  reasurer, 

Texas  Industrial  Medical  Association. 


TEXAS  State  Journal  of  Medicine,  NOVEMBER,  1959 


857 


Not  of  Primary 
Medical  Concern? 

At  the  latest  New  York  meeting  of  the 
American  Medical  Association  the  Texas  dele- 
gation introduced  into  the  House  of  Delegates 
a resolution  which  would  have  put  the  Amer- 
ican Medical  Association  on  record  as  favoring 
repeal  of  the  Sixteenth  (income  tax)  Amend- 
ment to  the  Constitution  of  the  United  States. 

No  action  was  taken  on  the  resolution  by 
the  House  of  Delegates  because  the  report  of 
the  reference  committee  stated  that  "this  reso- 
lution does  not  deal  with  a matter  of  primary 
medical  concern.” 

If  one  will  review  today  the  trials,  troubles, 
and  tribulations  of  American  medicine,  he  can 
hardly  escape  the  idea  that  most  of  them  spring 
from  "economic”  difficulties  actually  created 
by  the  rigors  of  the  federal  income  tax.  A cur- 
rent example  is  the  matter  of  medical  care  of 
the  aged.  Loans  must  be  begged  from  Wash- 
ington to  prepare,  or  repair,  nursing  homes  for 
the  aged.  Insurance  companies  and  doctors  of 
medicine  are  expected  to  reduce  their  rates  to 
the  aged.  Because  income  tax  dollars  are  needed, 
doctors  of  medicine  have  found  it  difficult  to 
get  the  same  benefits  as  industry  when  they 
apply  to  Washington  for  some  relief  in  the 
income  tax  laws  to  permit  them  more  adequate- 
ly to  provide  for  their  own  time  of  being  aged. 
And  all  of  this  concern  for  the  aged  upon  the 
part  of  some  "responsible”  government  offi- 
cials comes  after  the  government  for  years  has 
extracted  from  these  aging  persons  a thorough- 
ly unconscionable  tax.  Because  certain  govern- 
ment officials  get  "concerned,”  some  medical 
officials  get  all  worked  up  about  the  "plight” 
of  the  aged  who  have  been  taxed  into  penury 
and  dependence,  while  they  forget  (because 
it  is  not  a matter  of  primary  medical  concern) 
the  plight  of  the  children  of  today  and  tomor- 
row who  can  never  hope  to  pay  enough  tax  to 
assuage  the  heartaches  of  the  spenders.  Physi- 


cians are  citizens  and  as  citizens  fear  govern- 
ment because  government  can  persecute  in 
many  ways. 

Since  when  is  freedom  not  a matter  of  pri- 
mary concern  to  all  American  citizens,  includ- 
ing physicians?  If  freedom  concerns  patients 
and  medical  personnel,  it  must  be  a matter  of 
primary  medical  concern. 

For  those  who  may  doubt  that  freedom  is 
involved  in  the  Sixteenth  Amendment,  let  me 
make  these  observations:  No  surer  way  can  be 
given  to  a government  to  control  the  people 
completely  than  to  give  that  government  com- 
plete control  of  the  economy  of  the  people. 
The  Sixteenth  Amendment  says,  in  effect,  that 
Congress  may  take  100  per  cent  of  all  gross 
incomes  any  time  it  gets  good  and  ready  to  do 
so.  Such  power  granted  to  a government  is 
essentially  a mandate  to  that  government  to 
become  dictatorial.  Our  government  is  becom- 
ing progressively  dictatorial  and  progressively 
feared.  It  makes  little  difference  who  the  office 
holders  in  such  a government  are;  the  nature 
of  dictatorship  is  written  into  our  Constitution. 
Can  we  expect  that  a government  given  dic- 
tatorial powers,  via  the  Sixteenth  Amendment, 
will  be  deterred  in  its  march  to  absolutism  by 
what  it  would  call  "some  silly  little  provisions” 
in  the  Constitution  designed  to  limit  its  powers? 
Absolutism  cannot  tolerate  individual  liberty. 

Is  not,  then,  the  Sixteenth  Amendment  a 
matter  of  primary  medical  concern? 

— Bruce  A.  Knickerbocker,  M.D.,  Dallas, 
President,  Texas  Pediatric  Society. 

Dallas  in  December 

The  American  Medical  Association  comes  to 
Dallas  in  December.  From  the  first  through  the 
fourth  the  clinical  session  with  its  variety  of 
scientific  programs,  exhibits,  and  deliberations 
of  the  House  of  Delegates  will  give  physicians 
much  to  see  and  do.  Visiting  ladies  also  will 
have  a special  program.  Even  the  public  will 


858 


-TEXAS  State  Journal  of  Medicine,  NOVEMBER,  7959 


be  in  on  the  act  with  a 100  exhibit  health  fair 
designed  primarily  for  it. 

Although  this  will  be  only  the  second  time  a 
major  session  of  the  AM  A has  been  held  in 
Texas  (the  annual  session  was  held  in  Dallas 
in  1926),  Texas  and  the  national  organization 
have  had  a long  and  mutually  helpful  relation- 
ship. Many  Texas  doctors  have  served  in  places 
of  honor  and  responsibility  with  the  American 
Medical  Association.  Among  these  are  Dr.  C.  E. 
Cantrell  of  Greenville,  who  was  a trustee  from 
1909  to  1913;  Dr.  E.  H.  Cary  of  Dallas,  who 
was  trustee  from  1925  to  1929  and  president 
in  1932-1933;  Dr.  F.  J.  L.  Blasingame  of 
Wharton,  who  is  the  chief  administrator  cur- 
rently with  the  title  of  executive  vice-president 
and  was  a member  of  the  Board  of  Trustees 
from  1949  to  1958,  when  he  accepted  his  pres- 
ent position;  and  Dr.  Milford  O.  Rouse  of  Dal- 
las, who  is  now  vice-speaker  of  the  House  of 
Delegates. 

Texas  representatives  in  the  AM  A House  of 
Delegates  have  been  a vigorous  and  vocal  dele- 
gation. Throughout  the  years  Texas  votes  and 
ideas  have  helped  to  shape  the  policy  and  ac- 
tions of  the  American  Medical  Association. 


With  eight  delegates  now  authorized  from  the 
Lone  Star  State,  considerable  weight  is  given 
to  Texas’  point  of  view. 

The  Woman’s  Auxiliary  to  the  American 
Medical  Association  is  almost  the  child  of  Tex- 
as, for  it  was  Mrs.  S.  C.  Red  of  Houston,  then 
president  of  the  Texas  Auxiliary,  who  saw  to 
it  that  a resolution  creating  the  national  Aux- 
iliary was  introduced  into  the  AMA  House  of 
Delegates  in  1922.  Mrs.  Red  served  during  the 
first  3 formative  years  of  the  Auxiliary  as  its 
president.  Later  Mrs.  J.  O.  McReynolds  of  Dal- 
las, Mrs.  Frank  N.  Haggard  of  San  Antonio, 
and  Mrs.  George  Turner  served  terms  in  the 
presidency. 

It  is  not  often  that  Texas  physicians  and  their 
families  have  the  opportunity  of  seeing  the 
American  Medical  Association  in  action  with- 
out having  to  travel  considerable  distances  to 
do  so.  The  Dallas  meeting  will  give  an  excel- 
lent opportunity  for  participation.  Furthermore, 
it  will  be  a fine  occasion  for  Texans  to  show 
their  hospitality  and  their  support  of  their  pro- 
fessional organization.  By  far  the  largest  at- 
tendance at  the  December  1-4  meeting  should 
be  from  Texas. 


PHYSICIANS  ARE  NOT  OVERCHARGING! 


Man-Hours  of  Work  Needed  to  Pay  for  Average  MD  Office  Visif 

4 hours  48  minutes 

In  1933 

7 hour  42  minutes 

Today 


Man-Hours  of  Work  Needed  to  Pay  for  Average  MD  House  Visit 


In  1933 


7 hours  42  minutes 


2 hours  48  minutes 

Today 

The  Data:  Year  Avg.  Hourly  Office  Fee  House  Fee 

Eornings  Per  MD  Per  MD 


1933  $0.44  $2.03  $3.40 

1959  2.22  3.88  6.26 

Source;  Bureau  of  Labor  Statistics — New  Medical  Material  (July,  1959). 
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IT  PAYS  TO  WORK  IN  HARMONY 

Recently  your  President  had  the  pleasure  of 
speaking  to  the  Texas  Society  of  Architects  at  its 
annual  convention.  It  was  a refreshing  experience 
to  meet  a group  of  gentlemen  who  have  many  of 
the  problems  which  face  our  organization.  It  was  an 
amazing  experience  to  discover  that  they  knew  as 
little  about  the  problems  of  Medicine  as  I did  about 
the  problems  of  Architecture.  As  the  discussions  pro- 
gressed it  became  apparent  how  foolish  we  have 
been  to  work  alone  in  our  separate  groups  rather  than  combining  to 
work  as  a professional  team. 

There  are  many  problems  that  doctors,  lawyers,  pharmacists,  ar- 
chitects, engineers,  realtors,  dentists,  and  insurance  people  have  in 
common.  It  will  make  the  road  easier  and  our  efforts  more  effective 
when  we  work  together. 

The  Smathers-Keogh- Jenkins  bill  is  of  utmost  importance  to  the 
self-employed  such  as  the  owners  of  barber  shops,  service  stations,  and 
all  other  businesses  as  well  as  to  professional  athletes,  farmers,  enter- 
tainers, professional  people,  and  so  forth.  Earlier  this  year,  representa- 
tives of  seven  of  these  groups  made  a trip  together  to  Washington  to 
learn  first  hand  the  status  of  this  bill.  We  were  graciously  received  by 
our  Senators,  and  our  opinions  were  much  more  respeaed  because 
of  the  fact  that  we  represented  a large  and  varied  group  of  people 
rather  than  an  isolated  single-minded  group. 

It  behooves  us  to  work  in  every  community  to  unite  the  self- 
employed  people  in  order  to  have  a stronger  and  more  effective  voice 
in  preserving  our  American  way  of  life  in  which,  instead  of  wanting 
to  become  a governmental  pawn,  a man  wants  the  opportunity  to 
work  so  as  to  achieve  his  goals. 
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Management  of 
Late  Pregnancy 
Bleeding 

DUNCAN  E.  REID,  M.D. 

Boston,  Massachusetts 

About  5 to  6 per  cent  of  pregnant  patients 
experience  some  degree  of  vaginal  bleeding  in 
the  last  trimester,  but  only  2 per  cent  will  prove  to 
have  placenta  previa  or  develop  premamre  separa- 
tion of  the  placenta  sufficient  to  demand  further 
investigation  and  definitive  treatment.  The  problem 
therefore  is  to  identify  and  properly  manage  this 
latter  group. 

Despite  the  fact  that  there  are  greater  therapeutic 
safeguards  and  facilities,  the  care  of  patients  with 
late  pregnancy  bleeding  can  be  more  difficult  than 
previously  and  for  one  particular  reason.  The  current 
high  cost  of  hospitalization  tends  to  promote  com- 
promises in  patient  care,  and  this  is  especially  perti- 
nent to  the  patient  with  a suspected  placenta  previa 
where  hospitalization  until  delivery  is  often  manda- 
tory and,  for  some  patients,  prolonged. 

In  recent  years,  there  is  a greater  tendency  to  treat 
patients  suspected  of  having  a placenta  previa  ex- 
pectantly, at  least  until  the  last  month  of  pregnancy. 
The  objective  of  this  policy  is  laudable,  for  it  hopes 
to  postpone  obstetrical  interference  until  the  ferns 
attains  a state  of  mamrity  sufficient  to  insure  its 
survival.^’  * In  pursuit  of  this  policy  it  has  been 
implied  that  hemorrhage  from  placenta  previa  is 
never  fatal  unless  there  has  been  some  cervical  or 
uterine  manipulation.^  Maternal  mortality  studies, 
however,  indicate  that  patients  whose  histories  reveal 
recurrent  episodes  of  bleeding  continue  to  die  from 
late  obstetrical  hemorrhage.^  A disturbing  feature  of 
one  smdy  was  the  finding  that  48  cases,  or  16  per 
cent  of  the  total  deaths,  were  due  to  antepartum 
bleeding.  Certainly  in  practicing  conservative  or 
expectant  treatment,  the  mother’s  welfare  must  never 
be  jeopardized  in  a sometimes  futile  effort  to  salvage 
the  fetus. 

I had  an  unhappy  experience  of  participating  in 


the  care  of  a patient  with  placenta  previa  who  died 
from  recurrent  exsanguinating  hemorrhage  with  ir- 
reversible shock  when  about  to  enter  the  operating 
room  for  definitive  diagnosis  and  treatment.  This 
occurred  despite  a cesarean  section  performed  within 
20  minutes  after  the  onset  of  spontaneous  bleeding 
and  with  ample  amounts  of  blood  replacement.  Other 
cases  have  been  encountered  where  the  patient  un- 
doubtedly would  have  lost  her  life  had  it  not  been 
for  the  fact  that  she  was  in  the  hospital  under  ob- 
servation and  was  delivered  immediately  by  cesarean 
section,  receiving  prompt  and  adequate  blood  trans- 
fusions. These  patients,  however,  were  near  term,  and 
all  had  either  a complete  or  partial  placenta  previa, 
something  which  cannot  be  foretold  with  certainty 
until  the  patient  is  examined  vaginally  under  sterile 
precautions. 

In  fairness  to  the  controversy,  it  is  difficult  to 
document  from  the  literature  or  personal  experience 
a case  of  exsanguinating  hemorrhage  from  placenta 
previa  which  occurred  prior  to  the  thirty-second  to 
the  thirty-fourth  week  of  pregnancy.  Consequently, 
the  Boston  Lying-in  Hospital  in  recent  years  has 
adopted  the  policy  of  not  hospitalizing  patients  with 
late  pregnancy  bleeding  should  it  occur  prior  to  the 
thirty-second  week,  provided  the  bleeding  is  minimal 
and  the  physical  examination  shows  the  uterus  to  be 
soft,  nontender,  and  without  spasm,  and  the  fetal 
heart  tones  normal.  The  patient  is  instructed  to  re- 
main at  bed  rest  and  to  report  recurrent  bleeding 
immediately  and  is  warned  of  the  dangers  of  sexual 
intercourse.  The  patient  is  seen  at  frequent  intervals 
thereafter,  and  between  the  thirty-second  and  thirty- 
fourth  weeks  of  pregnancy  an  attempt  is  made  to 
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ment of  Obstetrics  and  Gynecol- 
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fore the  Section  on  General 
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San  Antonio,  April  21,  1959. 

Identification  and  proper  management  of  vaginal  bleeding 
in  the  last  trimester  of  pregnancy  is  important.  Expectant 
treatment  is  appropriate  for  some  cases  of  placenta  previa 
and  abruptio  placentae,  but  prompt  and  definitive  action  is 
called  for  in  severe  cases.  Specific  criteria  for  diagnosis  and 
specific  methods  of  management  are  suggested. 
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localize  the  placenta  radiographically.  Placentography 
performed  before  the  thirty-fourth  week  of  preg- 
nancy is  generally  unsatisfactory.  In  the  event  that 
roentgen  examination  proves  positive  for  placenta 
previa,  the  patient  must  enter  the  hospital  for  ob- 
servation. On  the  other  hand,  if  the  placenta  is  clearly 
located  in  the  upper  segment  of  the  uterus,  the 
patient  may  return  home  and  resume  her  normal 
activity.  In  the  interim,  should  bleeding  recur  or  the 
patient’s  history  show  more  than  a single  episode  of 
bleeding  when  first  seen,  it  is  mandatory  that  she 
enter  the  hospital  immediately.  Accordingly,  this 
policy  saves  days  of  hospitalization  without  exposing 
the  patient  to  any  undue  risk  from  recurrent  hemor- 
rhage. Except  for  a gentle  speculum  examination  to 
exclude  cervical  lesions,  in  the  absence  of  significant 
bleeding,  these  patients  are  not  examined  pelvically 
until  the  fetus  reaches  maturity,  and  then  only  by 
the  double  set-up  technique  to  be  described. 

In  considering  more  specifically  placenta  previa 
and  abruptio  placentae,  the  subsequent  discussion  will 
be  directed  to  the  aspects  of  management  where 
differences  of  opinion  exist. 


DETERMINATION  OF  PLACENTA  PREVIA 

'The  amount  of  the  placenta  comprising  the  previa 
and  its  location  govern  the  choice  of  the  method 
of  delivery  and  the  clinical  course  of  the  patient. 
Over  the  years  several  classifications  of  the  various 
types  of  placenta  previa  have  evolved,  and  recently 
attempts  have  been  made  to  develop  one  which  would 
be  acceptable  to  all.  The  following  classification  has 
been  submitted  by  a group  of  American  obstetricians, 
including  Eastman  and  Greenhill: 

A.  Total  placenta  previa:  The  internal  os  is  totally 
covered  by  placenta. 

B.  Partial  placenta  previa:  The  internal  os  is  par- 
tially covered  by  placenta. 

C.  Low  implantation  of  placenta:  The  margin  of 
the  internal  os  is  encroached  upon  by  the  placenta 
so  that  the  placental  edge  can  be  palpated  by  the 
examining  finger,  but  the  placenta  does  not  extend 
beyond  the  margin  of  the  internal  os. 

Like  other  classifications,  it  describes  the  position 
of  the  placenta,  but  fails  to  provide  the  criterion 
necessary  to  establish  in  every  instance  the  amount  of 
placenta  involved  in  the  previa.  In  other  words,  the 
type  of  placenta  previa  diagnosed  is  determined  more 
by  the  degree  of  cervical  dilatation  than  by  the 
extent  of  the  previa.  For  example,  when  the  placenta 
abuts  the  edge  of  the  cervix  when  it  is  2 cm.  dilated 
as  determined  by  vaginal  examination,  the  amount 


of  placenta  included  in  the  previa  is  considerable.  On 
the  other  hand,  when  the  placenta  is  at  the  edge  of 
the  internal  os  and  the  cervix  is  8 cm.  or  more 
dilated,  the  extent  of  the  previa  is  obviously  much 
less.  According  to  the  classification  outlined,  in  both 
instances  the  findings  fulfill  the  definition  of  a 
marginal  or  a low  implantation  type  of  placenta 
previa,  but  the  clinical  course  and  management  are 
quite  different.  In  the  first  instance  cesarean  section 
would  be  the  preferred  treatment;  in  the  latter  in- 
stance amniotomy  and  pelvic  delivery  is  indicated. 

The  types  of  placenta  previa  are  classified  in  this 
clinic  according  to  the  pelvic  findings  as  if  the  cervix 
were  no  more  than  2 cm.  dilated.  This  standard  for 
cervical  dilatation  was  arbitrarily  selected,  for  it 
represents  the  clinical  situation  which  exists  in  the 
majority  of  patients  with  placenta  previa  when  they 
are  examined  in  the  latter  weeks  of  pregnancy  and 
before  the  onset  of  labor,  "rhe  classifications  are  as 
follows: 

A.  Complete  type:  The  placenta  covers  the  open- 
ing of  the  internal  os. 

B.  Partial  type:  The  placenta  covers  only  a por- 
tion of  the  opening  of  the  internal  os  and  the  lower 
uterine  segment  up  to  8 cm.  dilatation. 

C.  Marginal  type:  The  placenta  is  at  or  within  3 
cm.  of  the  circumference  of  the  internal  os,  a cir- 
cumstance where  the  placenta  would  abut  on  the 
internal  os  were  it  about  8 cm.  dilated. 

D.  Low  attached  type:  The  placenta  is  within 
4 to  5 cm.  of  the  circumference  of  the  internal  os 
near  full  dilatation  (10  cm.).  In  other  words,  the 
examining  finger,  when  introduced  through  an  in- 
ternal os  2 cm.  dilated,  can  barely  palpate  the  pla- 
centa. This  often  referred  to  as  a low  implantation 
of  the  placenta. 

Although  not  taking  into  account  the  pelvic  find- 
ings under  a standard  point  of  reference,  a classifi- 
cation has  recently  been  introduced  into  British  ob- 
stetrics which  also  recognizes  four  types  of  placenta 
previa.  In  terms  of  the  previously  mentioned  classi- 
fications, the  complete  type  would  be  regarded  as  a 
fourth  degree;  the  partial  type,  a third  degree;  the 
marginal  type,  a second  degree;  and  the  low  attached 
type,  a first  degree  placenta  previa. 

Placentography  is  helpful,  but  the  definitive  diag- 
nosis of  placenta  previa  is  established  by  vaginal 
'examination  performed  according  to  a definite  tech- 
nique. Rectal  examinations  must  never  be  performed 
on  patients  who  bleed  in  the  last  trimester  of  preg- 
nancy. The  examination  will  furnish  little  informa- 
tion and  may  dislodge  the  placenta  sufficiently  to 
produce  a dangerous  hemorrhage,  with  the  examiner 
not  prepared  to  arrest  it.  Consequently,  the  patient 
should  always  be  examined  under  anesthesia  in  the 
operating  room  which  has  been  previously  made 


862 


TEXAS  State  Journal  of  Medicine,  NOVEMBER,  1959 


PREGNANCY  BLEEDING  — Reid  — continued 


ready  for  whatever  obstetrical  procedure  might  be 
indicated,  including  a pelvic  kit  containing  Voorhees 
bags  of  various  sizes  and  a Willett  forceps,  and  an 
abdominal  kit  with  the  instmments  ready  for  an 
immediate  cesearean  section.  This  arrangement  of 
the  operating  room  has  become  known  as  the  double 
set-up  preparation  for  the  diagnosis  and  manage- 
ment of  patients  suspected  of  having  placenta  previa. 
This  necessitates  an  obstetrical  team  comprised  of 
a sumre  nurse  and  operating  assistants  properly 
scrubbed  and  gowned  in  the  event  that  a cesarean 
section  is  necessary. 

Following  a routine  preparation  of  the  vulva  and 
adjacent  areas,  the  patient  is  draped  and  the  cervix 
inspected  for  the  possibility  of  a local  lesion  which 
might  account  for  the  bleeding.  Next,  a bimanual 
pelvic  examination  is  performed.  Initially  the  vaginal 
fornices  are  carefully  palpated,  and  with  the  abdom- 
inal hand  the  examiner  attempts  to  impress  the 
presenting  part  into  the  pelvis.  If  it  can  be  brought 
into  close  apposition  to  the  lower  uterine  segment, 
it  is  suggestive  evidence  that  the  patient  does  not 
have  a placenta  previa.  This  maneuver  indicates  the 
possible  location  and  extent  of  the  placenta  previa 
when  the  presenting  part  is  easily  palpable  in  one 
of  the  fornices  and  not  in  another.  Some  clinicians 
believe  that  palpating  the  vaginal  fornices  and  esti- 
mating the  thickness  of  the  tissue  between  the  exam- 
ining fingers  and  the  presenting  part  is  sufficient 
either  to  exclude  or  establish  the  diagnosis  of  pla- 
centa previa.  Although  the  difference  in  the  thick- 
ness of  the  lower  uterine  segment  is  helpful  informa- 
tion and  may  be  used  as  a guide,  the  unequivocal 
diagnosis  depends  upon  locating  the  placenta  within 
the  lower  uterine  segment.  A number  of  instances 
can  be  recalled  where  the  patient  was  examined 
vaginally  without  palpating  the  inner  surface  of  the 
lower  uterine  segment  and  a placenta  previa  over- 
looked. 

The  final  step  in  the  examination,  therefore,  is  to 
insert  the  examining  finger  gently  through  the  cer- 
vical canal  and  verify  the  presence  or  absence  of  the 
placenta  within  the  confines  of  the  lower  uterine 
segment.  Examination  is  not  complete  until  the 
examining  finger  has  been  swept  around  the  inner 
surface  of  the  lower  uterine  segment  which  repre- 
sents an  area  comparable  to  the  internal  os  when 
completely  dilated  (10  to  12  cm.).  To  avoid  recur- 
rent bleeding,  the  examiner  should  be  cautious  and 
gentle  and  locate  the  placenta  without  dislodging  it. 

TREATMENT  OF  PLACENTA  PREVIA 

For  the  patient  who  enters  the  hospital  within 
5 to  6 weeks  of  term,  bleeding  actively  and  with 


the  fetal  heart  tones  normal,  the  cause  of  the  bleeding 
becomes  somewhat  academic  and  secondary  to 
prompt  obstetrical  treatment.  In  a well  conducted 
obstetrical  service,  patients  with  this  degree  of  bleed- 
ing should  receive  the  benefit  of  definitive  obstetrical 
treatment  within  30  to  60  minutes  after  hospital 
entrance.  In  the  occasional  patient  who  enters  the 
admitting  room  near  exsanguination,  the  immediate 
problem  is  to  treat  the  shock  and  restore  the  blood 
volume  by  several  rapidly  administered  blood  trans- 
fusions. One  or  more  venous  cutdowns  should  be 
made  to  insure  a free  flow  of  blood,  for  in  cases  of 
this  type  complete  vascular  collapse  is  a constant 
threat.  Here  the  preferential  treatment  is  abdominal 
hysterotomy  regardless  of  the  condition  of  the  fetus 
or  the  extent  of  placental  involvement.  In  this  pre- 
carious circumstance,  if  pelvic  methods  of  manage- 
ment were  attempted  but  failed  to  arrest  the  hemor- 
rhage, irreversible  shock  might  supervene. 

It  is  readily  admitted  that  in  cases  of  central  and 
partial  previa  vigorous  bleeding  may  ensue  from  the 
pelvic  examination,  but  with  the  operating  room  pre- 
pared and  the  obstetrical  team  ready  (double  set-up 
precautions),  within  1 to  2 minutes  the  baby  may 
be  delivered  by  adominal  hysterotomy  and  the  bleed- 
ing controlled. 

The  question  arises  whether  at  the  end  of  a wait- 
ing period  one  is  justified  in  performing  a cesarean 
section  without  recourse  to  pelvic  examination  under 
double  set-up  precautions.  A cesarean  section  without 
a preliminary  pelvic  examination  may  be  justified 
where  the  fetus  is  of  borderline  maturity,  particularly 
in  the  case  of  previous  obstetric  disasters  and  the 
radiographic  and  abdominal  findings  are  consistent 
with  a placenta  previa.  In  fact,  there  are  some  clinics 
which  tend  to  treat  all  placenta  previa  suspects  in 
this  manner.  This  policy,  however,  must  result  in 
performing  a number  of  unnecessary  cesearean  sec- 
tions where  the  diagnosis  of  placenta  previa  cannot 
be  substantiated.  For  example,  a rupture  of  the  mar- 
ginal sinus  may  cause  the  patient  to  bleed  several 
hundred  milliliters,  but  the  situation  is  readily  con- 
trolled and  successfully  treated  by  amniotomy  and 
pelvic  delivery. 

In  most  patients  who  prove  to  have,  placenta 
previa,  however,  the  initial  bleeding  is  not  so  alarm- 
ing, often  described  by  the  patient  as  being  a cupful 
or  less  in  amount.  She  has  often  ceased  to  bleed  by 
the  time  of  admission  to  the  hospital,  or  there  is  only 
a trickle  of  blood  exuding  from  the  vagina.  Expec- 
tant treatment  is  practiced  when  the  baby  is  prema- 
ture and  the  uterine  bleeding  either  has  ceased  or 
is  so  minimal  in  amount  that  the  mother  is  not  in 
danger.  As  stated  previously,  it  is  the  hope  that 
definitive  obstetrical  treatment  may  be  postponed 
until  the  ferns  has  reached  the  maturity  to  survive. 

In  patients  with  a central  or  a complete  placenta 
previa  cesarean  section  is  generally  recommended 


TEXAS  State  Journal  of  Medicine,  NOVEMBER,  1959 


863 


PREGNANCY  BLEEDING  — Reid  — continued 


irrespective  of  the  condition  of  the  fetus.  Methods 
which  employ  uterine  tamponade  are  precluded  in 
this  type  of  placenta  previa  because  of  the  likelihood 
of  causing  extensive  placental  detachment  and  uncon- 
trolled bleeding.  Patients  with  a partial  placenta 
previa,  in  whom  the  fetus  is  mature  and  in  good 
condition,  are  also  delivered  by  cesarean  section.  If 
the  fetus  is  malformed  or  extremely  premature,  and 
the  bleeding  is  sufficient  to  demand  termination  of 
the  pregnancy,  vaginal  delivery  in  a partial  placenta 
previa  is  preferable  to  cesarean  section. 

Patients  with  a marginal  or  second  degree,  or  a 
low  attached  or  first  degree,  placenta  previa,  regard- 
less of  the  status  of  the  fetus,  are  treated  by  amni- 
otomy  unless  there  is  a history  of  longstanding  in- 
fertility or  the  patient  is  an  elderly  primipara.  This 
presupposes  that  the  release  of  amniotic  fluid  will 
allow  the  presenting  part  to  enter  the  pelvis  and 
produce  effective  hemostasis.  Slight  traction  on  the 
fetal  scalp  by  Willett  forceps  will  insure  a more 
uniform  pressure  on  the  area  of  the  placenta  in- 
volved in  the  previa.  Recently  it  has  been  emphasized 
that  when  the  placenta  is  implanted  posteriorly,  the 
presenting  part  is  less  likely  to  , enter  the  pelvis 
following  artificial  rupmre  of  the  membranes.’^  In- 
terference with  engagement  is  presumably  caused 
by  the  interposition  of  the  placenta  between  the 
presenting  part  and  the  sacral  promontory.  Accord- 
ingly, amniotomy  in  marginal  or  low  attached  types 
of  placenta  previa  is  more  apt  to  fail  as  a therapeutic 
measure  when  the  placenta  is  implanted  posteriorly. 

When  vaginal  delivery  is  elected  in  marginal  or 
low  implanted  placenta,  interference  with  fetal  cir- 
culation by  pressure  of  the  presenting  part  against 
the  placenta  or  impingement  of  the  cord  is  a distinct 
hazard.  The  patient  therefore  must  be  under  constant 
surveillance  by  the  physician  throughout  labor,  and 
the  fetal  heart  tones  must  be  recorded  after  each 
uterine  contraaion.  The  operating  room  must  be 
kept  in  readiness  for  immediate  cesarean  section 
should  fetal  distress  develop  or  bleeding  of  an  alarm- 
ing character  recur.  A summation  of  clinical  experi- 
ence woijld  indicate  that  approximately  one-half  of 
patients  with  marginal  or  low  attached  placentae  may 
develop  fetal  distress  or  recurrent  bleeding  during 
the  course  of  labor  and  require  abdominal  hyster- 
otomy to  avoid  fetal  damage.  Moreover,  infection  is 
a distinct  hazard  when  the  fetal  membranes  have 
been  ruptured  for  several  hours.  Consequently,  when 
artificial  rupture  of  the  membranes  has  failed  to 
produce  effective  labor  in  these  cases,  it  may  be  iU 
advised  to  postpone  cesarean  section  indefinitely, 
that  is  beyond  8 to  12  hour. 

Some  controversy  exists  concerning  the  type  of 
cesarean  section  employed  in  the  treatment  of  pla- 
centa previa.  Believing  that  it  is  better  to  avoid  in- 


cising the  placental  site,  thus  minimizing  blood  loss, 
this  clinic  employs  the  classical  type.  Containing  less 
muscle,  the  lower  uterine  segment  contracts  less  well 
than  the  upper  segment,  a factor  to  be  considered 
in  the  control  of  bleeding  from  the  large  uterine 
sinusoids  beneath  the  portion  of  the  placenta  com- 
prising the  previa.  In  order  that  maximum  contrac- 
tility of  the  lower  segment  be  maintained,  it  is 
better  that  it  remain  intact  and  not  be  incised. 

Many  clinics,  however,  favor  the  lower  segment 
operation,  feeling  that  it  offers  an  opportunity  to 
deal  with  excessive  bleeding  from  the  placental  site 
should  it  occur  following  delivery.  Although  recom- 
mended, the  placing  of  mattress  sutures  in  and  about 
the  vessels  of  the  placental  site  is  not  appealing,  and, 
because  of  the  friability  of  the  tissues  involved,  is, 
in  my  opinion,  a futile  procedure.  The  time  so  spent 
markedly  augments  the  blood  loss.  In  case  of  brisk 
bleeding  from  the  placental  site,  despite  Pitocin  drip, 
uterine  packing  should  be  considered.  Although  the 
latter  procedure  continues  to  be  controversial,  failure 
to  use  it  is  to  disregard  some  of  the  principles  in- 
volved in  placental  site  hemostasis.®  In  the  patient 
with  several  children,  where  the  uterus  fails  to  con- 
tract and  there  is  extreme  atony,  supracervical  hys- 
terectomy should  be  performed  forthwith. 

EVALUATION  OF  ABRUPTIO  PLACENTAE 

The  diagnosis  of  abruptio  placentae,  or  premature 
separation  of  the  placenta,  presents  no  special  diffi- 
culties, but  an  evaluation  of  the  extent  of  the  pla- 
cental separation  possesses  an  element  of  clinical 
uncertainty.  The  diagnosis  should  include  some  ap- 
praisal of  the  degree  of  the  placental  detachment, 
however,  for  the  management  and  obstetrical  treat- 
ment are  governed  largely  by  this. 

The  signs,  symptoms,  and  laboratory  findings 
enable  one  to  place  with  fair  accuracy  patients  into 
one  of  two  groups,  namely,  the  mild  to  moderately 
severe  and  the  severe.  In  the  former  group,  placental 
separation  is  generally  not  accompanied  by  shock 
and,  if  present,  is  transient  in  charaaer.  The  uterus 
is  soft  and  relaxed  between  contractions,  and  the 
fetal  heart  tones  are  usually  of  good  quality.  If 
uterine  tenderness  is  present,  it  is  restricted  to  a 
small  area.  The  serosal  covering  of  the  uterus  may 
show  slight  localized  discoloration  at  cesarean  section, 
but  otherwise  the  organ  has  a normal  appearance. 

By  contrast,  patients  with  the  severe  form,  who 
fortunately  constitute  only  10  per  cent  of  the  total 
cases  of  abruptio,  reveal  a characteristic  and  quite 
different  clinical  picture.  There  is  shock  of  some 
degree,  which  at  times  is  extreme.  The  uterus  by 
palpation  is  firm  and  tender.  The  fetal  heart  tones 
are  usually  absent  or  grossly  irregular  and  rarely 
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normal  in  rate.  The  uterus,  when  seen  at  cesarean 
section,  has  the  characteristic  purplish  blue  mottled 
appearance.  Alterations  in  blood  clotting  have  been 
observed  in  approximately  one-third  of  these  cases. 
It  has  been  customary  to  make  a diagnosis  of  toxic 
or  nontoxic  premature  separation  depending  upon 
the  presence  or  absence  of  pregnancy  toxemia.  The 
tendency  has  been  to  view  the  toxic  group  as  patients 
with  the  severe  form  of  premamre  separation,  where- 
as the  nontoxic  patients  are  regarded  as  having  mod- 
erate to  mild  degrees  of  placental  detachment.  The 
severity  of  the  disease,  however,  is  not  dependent 
as  much  on  the  presence  or  absence  of  toxemia  per 
se  as  on  the  extent  of  the  separation  and  the  amount 
of  concealed  hemorrhage.  The  assumption  is  unwar- 
ranted that  in  the  absence  of  demonstrable  toxemia 
the  patient’s  disease  is  necessarily  mild,  an  important 
factor  to  consider  with  respect  to  treatment. 

TREATMENT  OF  ABRUPTIO  PLACENTAE 

When  the  ferns  is  premamre,  the  bleeding  mini- 
mal, and  the  physical  findings  essentially  normal, 
expectant  treatment  is  indicated.  Cessation  of  bleed- 
ing calls  for  a policy  of  management  as  outlined  in 
the  treatment  of  placenta  previa.  If  the  pregnancy 
is  beyond  the  thirty-fifth  week,  the  cause  of  the 
bleeding  should  be  investigated  forthwith  and  the 
proper  treatment  instituted.  Delay  may  only  result 
in  further  placental  separation,  and  a simation  which 
could  have  been  adequately  treated  by  amniotomy 
and  pelvic  delivery  may  by  waiting  require  a cesar- 
ean section  in  order  to  salvage  the  ferns. 

In  this  clinic  the  preferred  obstetric  treatment  for 
the  milder  cases  of  premamre  separation  is  the  con- 
servative method,  namely,  induction  of  labor  and 
pelvic  delivery.  Cesarean  section  is  utilized  in  the 
treatment  of  the  milder  form  when  effeaive  labor 
fails  to  transpire  within  6 to  12  hours  after  artificial 
mpture  of  the  membranes,  when  bleeding  continues 
after  amniotomy,  or  when  judgment  dictates  that 
further  placental  separation  may  result  in  fetal  death. 
The  latter  is  obviously  an  arbitrary  decision  which 
will  be  influenced  by  the  age,  parity,  and  medical 
and  obstetrical  history  of  the  patient.  Rarely  is 
cesarean  section  required  for  the  treatment  of  con- 
tinued bleeding  following  amniotomy,  but  the  excep- 
tional case  is  seen.  It  is  believed  that  the  patient  is 
not  jeopardized  through  risk  of  infection  provided 
the  operation  is  performed  within  the  period  men- 
tioned. Accordingly,  in  this  group  cesarean  section  is 
performed  primarily  in  the  interest  of  the  infant. 
Even  so,  it  must  be  realized  that  fetal  mortality  with 
immediate  cesarean  section  approaches  a significant 


rate  of  5 to  10  per  cent.  Premamrity,  hyaline  mem- 
brane disease,  and  the  effect  of  anoxia  precipitated 
by  the  initial  separation  all  take  their  toll. 

By  contrast,  the  treatment  of  patients  with  the 
severe  form  of  premature  separation  is  directed  in 
the  interest  of  the  mother.  In  this  group  the  summa- 
tion of  the  stillbirth  rate  and  the  neonatal  morbidity 
and  mortality  from  the  extreme  intrauterine  asphyxia 
attests  to  the  futility  of  designing  the  treatment 
primarily  to  salvage  the  baby.  Although  one  may  be 
inclined  to  perform  an  immediate  cesarean  section, 
should  the  fetal  heart  be  perceptible  at  the  time  that 
the  diagnosis  of  severe  premature  separation  is  made, 
the  relative  maternal  risk  involved  hardly  justifies 
the  procedure.® 

The  first  step  in  the  management  of  these  patients 
is  to  determine  whether  a hypofibrinogenemia  exists 
as  determined  by  the  simple  procedure  of  a "clot 
observation  test.”  The  test  consists  of  the  withdrawal 
of  5 ml.  of  the  patient’s  blood  deposited  into  a 
clean  dry  test  mbe  and  observing  it  at  frequent 
intervals  for  clot  formation  and  stability.  Normal 
blood  will  clot  within  8 to  12  minutes,  and  the  clot 
will  remain  intact  for  at  least  24  hours.  In  case  of 
hypofibrinogenemia  the  blood  may  clot,  but  if  it  does 
so  it  may  undergo  partial  or  complete  dissolution 
within  30  to  60  minutes.  The  blood  for  crossmatch 
may  serve  for  the  initial  test.®’  ® 

Simultaneously  on  entrance  multiple  transfusions 
are  begun  to  combat  shock  and  restore  blood  volume 
to  normal.  Where  shock  and  circulatory  collapse  are 
a constant  threat,  venous  cutdowns  are  routine  to 
insure  uninterrupted  parenteral  therapy.  On  the  av- 
erage, 2 to  4 transfusions  are  given  during  the  first 
hour.  Coincidentally,  when  there  is  evidence  of 
hypofibrinogenemia,  an  equal  number  of  grams  of 
fibrinogen  (Cohn’s  Fraction  I)  dissolved  in  dextrose 
and  water  are  administered  intravenously.  Morphine 
and  atropine  are  given  to  quiet  the  patient  and 
prepare  her  for  an  anesthetic  if  needed.  The  operat- 
ing room  is  prepared  for  any  eventuality. 

Early  in  the  second  hour  after  hospital  admission 
a pelvic  examination  is  performed  in  the  operating 
room  to  verify  the  diagnosis  and  determine  the  con- 
dition of  the  cervix  and  to  rupture  artificially  the 
fetal  membranes.  Under  adequate  morphine  anal- 
gesia, and  without  an  anesthetic  if  possible,  the 
membranes  are  ruptured  regardless  of  the  length  and 
dilatation  of  the  cervix.  The  fact  that  produaive 
labor  may  ensue  even  when  conditions  are  unfavor- 
able for  induction  justifies  the  routine  rupture  of 
the  membranes  before  resorting  to  cesarean  section. 
Moreover,  there  is  suggestive  evidence  that  the  pro- 
cess of  defibrination  seems  to  decrease  and  that  fi- 
brinolytic enzyme  aaivity  diminishes  or  disappears 
entirely  following  artificial  rupture  of  the  mem- 
branes and  the  release  of  intrauterine  pressure.  If 
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this  proves  to  be  a constant  response,  this  alone 
justifies  the  procedure. 

During  the  third  and  fourth  hours,  additional 
blood  and  fibrinogen  are  administered  on  indication. 
It  is  anticipated  that  by  this  time  the  patient  will 
have  recovered  fully  from  her  shock,  her  vital  signs 
will  have  stabilized,  and  labor  will  have  begun.  Un- 
der these  circumstances  and  with  the  clotting  mech- 
anism known  to  be  normal,  she  may  now  face 
cesarean  section  without  undue  risk.  Indeed,  in  the 
absence  of  effective  labor  some  4 to  12  hours  follow- 
ing artificial  rupmre  of  the  membranes  and  in  most 
cases  Pitocin  drip  administration,  cesarean  section 
is  performed.  A prolonged  and  drawn  out  labor 
would  seem  unwise  in  a patient  who  has  already 
experienced  an  episode  of  severe  shock.  With  the 
belief  that  a skillfully  given  inhalation  anesthetic 
in  obstetrics  is  safer  than  a well  administered  spinal 
anesthetic,  the  former  is  preferred  for  delivery.  A 
further  reason  for  avoiding  conduction  or  spinal 
anesthesia  is  the  ever  present  hazard  of  impending  or 
recurrent  shock  in  these  patients. 


SUMMARY  AND  COMMENT 

A few  topics  concerning  the  expectant  and  defini- 
tive treatment  of  late  pregnancy  bleeding  have  been 
selected  and  discussed.  It  is  hoped  that  those  chosen 
are  some  of  the  more  controversial  aspects.  Certain 
statements  reflect  an  opinion  gained  through  personal 
experience  and  in  some  instances  they  may  be  at 
variance  with  those  generally  expressed  in  the  ob- 
stetric literamre. 
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Treatment  of 
Pulmonary 
Metastases  with 
X-Ray  Therapy 

CHARLES  L.  MARTIN,  M.D. 

Dallas,  Texas 

Most  radiotherapists  treat  pulmonary 

metastases  secondary  to  Wilms’  tumors  but 
take  a pessimistic  attitude  towards  the  use  of  such 
therapy  when  lung  lesions  appear  in  patients  afflicted 
with  other  forms  of  malignant  diseases.  There  are 
two  good  reasons  for  this  pessimism.  First,  it  is  well 
known  ‘that  most  pulmonary  metastases  are  blood 
borne  and  are  usually  accompanied  by  similar  malig- 
nant tumors  in  other  internal  organs,  and  second,  the 
doses  of  radiation  now  thought  to  be  cancerocidal 
will  produce  a fatal  outcome  when  administered  to 
both  lungs. 

I believe  that  any  form  of  treatment  which  may 
improve  a cancer  patient’s  general  condition  is 
worth  while  even  though  a complete  cure  may  not  be 
obtained.  No  doubt  many  are  unfamiliar  with  an 
excellent  paper  published  by  Evans  and  Leucutia^ 
some  35  years  ago  in  which  it  was  demonstrated 
that  relatively  small  doses  of  x-rays  caused  many 
pulmonary  metastases  to  regress  without  producing 
lung  damage.  This  paper  is  written  to  reemphasize 
the  value  of  their  technique,  which  can  be  carried  out 
by  any  radiologist  who  has  access  to  conventional 
x-ray  equipment. 

Or.  Charles  L.  Martin  of  the 
Martin  X-Ray  and  Radium  Clin- 
' 'c  presented  this  paper  before 

P'  the  Section  on  Radiology  at  the 

Texas  Medical  Association  an- 
nual  session  April  20,  1959,  in 
San  Antonio. 

Although  radiation  of  pulmonary  cancer  metastases  creates 
problems  because  normal  lung  tissue  is  easily  damaged  by 
doses  commonly  believed  to  be  cancerocidal,  palliative  results 
may  be  achieved  by  smaller  doses.  A technique  used  in  14 
cases  which  generally  did  not  produce  a serious  pneumonitis 
is  described  and  illustrative  cases  are  presented. 
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TECHNIQUE 

The  serious  pneumonitis  and  subsequent  fibrosis 
which  follow  the  vigorous  radiation  of  normal  pul- 
morlary  tissues  were  described  many  years  ago  by 
Desjardins,^  McIntosh, ■*  and  many  others.  Even 
though  this  problem  has  been  studied  by  many 
investigators,  we  still  do  not  know  the  exact  mini- 
mum dose  capable  of  producing  such  changes.  Since 
pulmonary  metastases  usually  involve  both  lungs  it 
is  essential  that  a technique  be  evolved  which  pro- 
duces little  or  no  lung  damage.  Although  the  roent- 
gen was  not  used  as  a unit  of  measurement  at  the 
time  his  original  paper  was  written,  Leucutia  recendy 
has  informed  me  that  he  was  administering  doses  to 
the  midplane  of  the  chest  ranging  from  1,000  to 
1,200  r.  Such  calculations  of  necessity  must  be  ap- 
proximate depending  upon  how  much  air-filled  lung 
occupies  the  treatment  field.  His  tteatment  faaors 
were  200  Kv.  (peak),  1.3  mm.  of  copper  and  1.0 
mm.  of  aluminum  filter,  a target  skin  distance  of 
40  to  60  cm.,  large  portals,  and  a treatment  time  of 
10  days. 

In  a recent  communication  D’Angio,  working  un- 
der Neuhauser  in  the  Boston  Children’s  Hospital, 
stated  that  he  attempts  to  deliver  a dose  of  approxi- 
mately 1,200  r to  the  midplane  of  the  chest  of  a 


Fig.  1.  Case  1.  a.  Metastatic  lesions  at  both  lung  roots 
secondary  to  a carcinoma  of  the  endometrium. 


child  with  pulmonary  Wilms’  tumor  metastases  in 
a period  of  12  days  using  portals  measuring  approxi- 
mately 15  cm.  on  a side.  The  treatment  factors  are 
250  Kv.,  a target  skin  distance  of  50  cm.,  and  a 
filter  of  0.4  mm.  of  tin,  0.25  mm.  of  copp>er,  and 
1.0  mm.  of  aluminum. 

It  is  obvious  that  both  of  these  radiologists  use 
almost  identical  doses  in  an  effort  to  control  pul- 
monary metastases  without  producing  lung  damage. 
Treves^  adopted  a much  more  intensive  technique 
in  treating  a series  of  cases  with  pulmonary  metas- 
tases from  cancer  of  the  breast  at  the  Memorial 
Hospital  in  New  York  and  published  his  results  in 
1938.  The  roentgen  was  not  used  at  that  time,  but 
Edith  Quimby  has  been  kind  enough  to  estimate  the 
doses  delivered  to  the  midplane  of  the  chest  as  vary- 
ing from  2,200  to  4,500  r.  The  results  were  uniform- 
ly poor,  and  Treves  stated  that  the  untreated  patients 
lived  longer  than  those  who  received  this  form  of 
therapy.  His  work  makes  it  clear  that  such  large  doses 
cannot  be  used  effectively  in  the  treatment  of  large 
volumes  of  pulmonary  tissue. 

CLINICAL  MATERIAL 

In  1955  I decided  to  treat  metastatic  pulmonary 
lesions  with  doses  of  approximately  1,300  r delivered 
to  the  midplane  of  the  chest.  Conventional  x-ray 


b.  Resolution  of  metastatic  nodules  1 month  after  the 
delivery  of  approximately  1,300  r to  the  midplane  of 
the  chest.  New  metastases  at  the  left  base. 
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equipment  (200  to  260  Kv.)  was  used  with  a filter 
of  0.5  cm.  of  copper  and  1.0  mm.  of  aluminum  and 
a target  skin  distance  of  50  cm.  Two  opposing  por- 
tals measuring  15  by  15  cm.  were  used,  and  doses  of 
approximately  1,300  r were  delivered  to  the  mid- 
plane of  the  chest  in  9 days.  About  one-half  of  one 
lung  was  radiated  in  this  manner.  If  the  other  half 
was  involved,  it  was  treated  in  the  same  way  after 
a rest  period  of  3 to  4 weeks.  In  most  cases  this  pro- 
cedure produced  no  ill  effects,  but  complications  ap- 
peared when  an  attempt  was  made  to  increase  the 
dosage  or  the  volume  irradiated.  The  following  case 
histories  illustrate  some  of  the  problems  encountered; 

Case  1. — ^This  63  year  old  woman  had  a hysterectomy 
for  an  anaplastic  adenocarcinoma  of  the  endometrium  about 

2 years  before  admission.  For  6 weeks  she  had  been  treated 
for  a nonproductive  cough  on  the  assumption  that  nodules 
demonstrated  at  both  lung  roots  by  roentgen-ray  examina- 
tion were  due  to  a mycotic  infection,  but  her  symptoms 
were  not  relieved. 

She  received  1,200  r measured  in  air  delivered  to  each 
of  two  opposing  15  by  15  cm.  ports  laid  out  so  as  to 
include  the  nodules  at  the  lung  roots  shown  in  figure  1. 
A node  felt  in  the  left  groin  was  removed  for  biopsy.  The 
pathological  report  was  "undifferentiated  metastatic  carci- 
noma.” 

At  1 month  all  pulmonary  symptoms  were  relieved  and 
the  nodules  at  the  lung  roots  had  regressed  almost  com- 
pletely but  there  was  a new  nodule  seen  just  above  the 
diaphragm  on  the  left.  At  7 weeks  the  base  of  the  left 
lung  received  a dose  identical  with  that  given  the  lung 
roots  and  a recurrent  nodule  in  the  left  groin  received 
2,100  r measured  in  air  delivered  to  a 10  by  10  cm.  port. 
At  3 months  the  nodule  at  the  left  base  had  disappeared 
almost  completely  and  the  nodule  in  the  left  groin  showed 
a marked  regression.  However,  the  patient  had  some  fibrosis 
at  the  right  lung  root,  a finding  which  was  observed  in 
no  other  patient  receiving  a similar  dosage. 

Case  2.— This  54  year  old  woman  was  treated  success- 
fully with  low  intensity  radium  needles  for  an  adenoid 
cystic  minor  salivary  gland  carcinoma  of  the  soft  palate  and 
nasopharynx  5 years  before  admission.  A roentgen-ray  ex- 
amination at  admission  revealed  multiple  metastatic  nodules 
in  both  lungs  (fig.  2).  The  x-ray  technique  used  for  case 

1 was  followed  for  the  upper  right  portion  of  the  chest 
and  then  for  the  upper  left  chest  after  a rest  interval  of 

3 weeks.  At  3 months  both  lung  fields  were  clear  except 
for  a tiny  nodule  just  below  the  outer  left  clavicle. 

At  5 months  the  lower  right  chest  was  treated  because 
of  pain  in  this  region.  At  15  months  the  lower  left  chest 
was  treated  because  of  a nodule  seen  behind  the  heart,  and 
at  18  months  the  treatment  of  the  upper  left  chest  was 
repeated  because  a few  recurrent  nodules  could  be  seen  in 
this  region.  At  27  months  x-ray  fibrosis  was  demonstrated 
in  the  left  lung  root  (fig.  2)  and  small  recurrent  nodules 
could  be  seen  in  the  right  base.  Soon  afterwards  the  patient 
developed  intracranial  and  bone  metastases  which  were 
controlled  for  another  year  with  x-ray  therapy  and  nitrogen 
mustard.  She  died  with  generalized  metastases  3 years  and 

2 months  after  the  first  treatments  were  given  to  the  chest 
and  8 years  after  the  first  treatment  was  given  the  primary 
lesion.  She  was  kept  free  of  symptoms  and  in  good  physical 
condition  for  2 years  after  the  pulmonary  metastases  were 
first  discovered. 


This  case  show's  that  pulmonary  fibrosis  can  be 
produced  by  the  repetition  of  even  relatively  small 
doses  of  x-rays  given  to  the  lung.  It  also  illustrates 
the  radiosensitivity  of  adenoid  cystic  carcinoma  re- 
cently described  by  Vieta  and  Maier.® 

Case  3. — This  54  year  old  woman  was  treated  success- 
fully for  a carcinoma  of  the  anterior  lip  of  the  uterine 
cervix  2V^  years  before  admission. 

She  had  complained  of  hemoptysis  and  chest  pain  for  10 
days,  and  a roentgen  examination  revealed  2 small  nodules 
in  the  lower  left  lung  field.  X-ray  therapy  was  delivered 
to  this  region  using  the  technique  described  for  case  1.  At 
1 month  her  symptoms  had  disappeared  and  a roentgeno- 
gram of  the  chest  revealed  no  pulmonary  nodules.  She  felt 
quite  well  for  a year  at  the  end  of  which  time  she  again 
developed  hemoptysis  and  a group  of  nodules  in  the  upper 
lobe  of  the  left  lung  was  treated.  She  improved  but  returned 
in  17  months  with  the  same  symptoms,  and  the  nodules 
shown  in  the  right  upper  part  of  the  chest  in  figure  3 were 
treated.  She  again  showed  symptomatic  improvement,  but 
the  treatment  of  the  lower  left  chest  was  repeated  at  21 
months  because  a new  nodule  was  demonstrated  behind  the 
heart.  At  2 years  she  was  complaining  of  left  sided  chest 
pain  and  cough  produced  by  the  radiation  fibrosis  in  the 
left  chest  illustrated  in  figure  3.  She  died  suddenly  at 
home  6 weeks  later.  The  cause  of  death  was  not  determined. 

Case  4. — This  57  year  old  man  had  been  subjected  to 
a radical  resection  of  the  larynx  and  pharynx  for  a cancer 
of  the  pyriform  sinus,  followed  by  radium  needle  implan- 
tations in  the  base  of  the  tongue  and  cervical  lymph  nodes 
about  2 years  before  admission. 

A roentgen  examination  revealed  multiple  metastatic 
nodules  in  both  lungs  (fig.  4).  The  technique  described 
for  case  1 was  carried  out  so  as  to  include  the  lesions  in  the 
upper  left  chest  using  15  by  15  cm.  ports.  At  the  end  of 
1 month  the  patient  felt  much  better  and  the  entire  right 
lung  was  then  treated  using  15  by  20  cm.  ports.  The  same 
air  doses  were  used  and  the  dose  at  the  midplane  of  the 
chest  was  estimated  as  approximately  1,400  r.  At  2 months 
a chest  film  showed  a marked  regression  of  the  metastases, 
but  the  patient  was  complaining  of  nausra  and  pain  in  the 
lower  left  chest.  Because  he  had  untreated  nodules  behind 
the  elevated  left  diaphragm,  another  series  of  treatments 
was  given  to  this  region  through  15  by  15  cm.  ports  which 
overlapped  the  original  ports. 

At  3 months  he  returned  with  a temperature  of  105 
degrees,  cough,  dyspnea,  and  cyanosis.  He  showed  no  re- 
sponse to  antibiotics  and  died  4 days  later.  Unfortunately, 
no  autopsy  could  be  obtained. 

Some  have  claimed  that  this  man  developed  an 
acute  exacerbation  of  his  disease  with  lymphatic  in- 
vasion, but  it  seems  more  likely  that  he  died  from 
an  acute  radiation  pneumonitis  produced  by  the  ther- 
apy  given  to  large  fields. 


DISCUSSION 

The  results  obtained  in  my  14  cases  are  summar- 
ized in  table  1.  It  is  interesting  to  note  that  improve- 
ment in  the  roentgenographic  appearance  of  the  pul- 
monary lesions  was  observed  in  all  but  1 case.  Com- 
plete regression  was  observed  in  5 cases  and  marked 
improvement  was  seen  in  2 others.  The  regression 
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Fig.  2.  Case  2.  a.  Multiple  metastatic  nodules  in  both 
lungs  observed  5 years  after  the  treatment  of  an  adenoid 
cystic  carcinoma  of  minor  salivary  gland  origin  in  the 
soft  palate  with  low  intensity  radium  needles. 

b.  Appearance  of  chest  3 months  after  administration 
of  approximately  1,300  r to  the  midplane  of  each  lung. 


c.  Appearance  of  chest  at  2 years  soon  after  a repeti- 
tion of  the  treatment  of  recurrent  nodules  in  the  left 
chest. 

d.  Appearance  of  the  chest  at  27  months  showing 
radiation  fibrosis  at  the  left  lung  root. 
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of  pulmonary  symptoms  closely  paralleled  the 
changes  seen  in  the  roentgenograms.  Although  adeno- 
carcinomas are  thought  to  be  less  radiosensitive  than 
squamous  cell  lesions,  two  of  the  best  regressions 
occurred  in  patients  with  primary  adenocarcinomas 
in  the  endometrium. 

Some  of  the  pulmonary  nodules  completely  dis- 
appeared for  periods  varying  from  1 to  2 years,  but 
unfortunately  they  evenmally  reappeared  in  the  treat- 
ed areas.  It  is  difficult  to  decide  whether  they  acmally 


represented  regrowth  of  the  original  nodules  or  new 
blood  borne  metastases.  Evidence  in  table  2 indicates 
that  the  repetition  of  the  original  dose  invariably 
produced  fibrosis  even  when  a period  of  2 years  had 
elapsed  between  the  two  treatments.  It  is  obvious, 
therefore,  that  1,300  r should  not  be  given  a second 
time  unless  the  treated  area  is  limited  to  a small 
segment  of  one  Itmg.  In  the  1 case  which  developed 
a rapid  fatal  pneumonitis  large  volumes  of  pulmonary 
tissue  were  treated  rather  rapidly.  After  it  seemed 
pretty  certain  that  1,300  r given  to  a 15  by  15  cm. 
port  directed  at  one  lung  was  safe,  1 patient  devel- 


Fig.  3.  Case  3.  This  patient  developed  metastatic  nod- 
ules in  the  left  lung  IV2  years  after  a cancer  of  the 
cervix  had  been  treated  successfully. 

a.  Left  chest  clear  17  months  after  administration  of 
1,300  r to  the  midplane.  The  same  treatment  was  given 
to  the  right  upper  chest. 


b.  Right  chest  clear.  Treatment  of  the  left  chest  was 
repeated  over  a nodule  discovered  behind  the  heart  at 
21  months. 

e.  Fibrosis  of  the  left  chest  at  2 years  in  the  area 
treated  a second  time. 


Fig.  4.  Case  4.  a.  Multiple  pulmonary  metastases  from 
cancer  of  the  base  of  the  tongue  and  pyriform  sinus  post- 
operative. The  standard  treatment  was  given  the  left 
lung,  and  1 month  later  the  entire  right  lung  received 
approximately  1,400  r to  the  midplane. 


b.  Marked  resolution  of  nodules  at  2 months.  The 
standard  treatment  was  given  to  nodules  below  the  left 
diaphragm. 

e.  Extensive  pneumonitis  observed  at  3 months  fol- 
lowed by  a fatal  outcome. 
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Table  1. — Results  Following  Irradiation  of  14  Patients  With  Pulmonary  Metastases. 
Midplane  Chest  Dose — 1,300  r to  1,400  r in  9 Days 


Site  of 

Primary  Neoplasm 

PulJhonary 

Metastases 

Regression 

Outcome  . 

1. 

Endometrium 

Bilateral 

Complete  at  3 mo. 

Metas.  left  groin  at  3 mo. 

2. 

Soft  palate 

Bilateral 

Complete  at 

2 yr. 

Died  at  3 yr.  2 mo.;  gen.  metas. 

3. 

Cervix 

Bilateral 

Complete  at 

1 yr. 

Died  at  2 yr.  6 wk.;  recur. 

4. 

Hypopharynx 

Bilateral 

Almost  complete  at  3 

mo. 

Died  at  3 mo.;  pneumonitis 

5. 

Endometrium 

Unilateral 

Complete  at 

6 mo. 

Died  at  1 yr.;  gen.  metas. 

6. 

Breast  & cervix 

Bilateral 

Partial  at  3 

mo. 

No  symptoms  at  3 mo. 

7. 

Breast 

Unilateral 

Almost  complete  at  3 

mo. 

Died  suddenly  at  5 mo. 

8.  Eyelid 

Unilateral 

Partial  at  4 

mo. 

Pelvic  metas.  at  4 mo. 

9. 

Face  (sarcoma) 

Unilateral 

Moderate  at 

3 wk. 

Gen.  metas.  at  3 wk. 

10. 

Breast 

Unilateral 

Complete  at  4 mo. 

Died  at  1 yr.;  gen.  metas. 

11. 

Penis 

Bilateral 

Slight  at  1 

mo. 

Died  at  3 mo.;  gen.  metas. 

12. 

Unknown 

Bilateral 

None 

Died  at  IV2  yt-l  bone  metas. 

13. 

Breast 

Bilateral 

Slight  at  1 

mo. 

Alive  1 mo. 

14. 

Breast 

Bilateral 

Moderate  at 

2 mo. 

Condition  critical  at  22  mo. 

Table  2. — Radiation  Sequelae  in  Patients  with  Pulmonary  Metastases. 

2 Opposing  Portals  Treated 

Same  Portals 

Case 

Series  Rt. 

Series  Lt. 

Treated  Twice  Sequelae 

1 

15x15  cm.  X 1 

15x15  cm.  X 1 

Fibrosis  rt. 

2 

15x15  cm.  X 2 

15x15  cm.  X 3 

Lt. 

lung 

Fibrosis  It. 

3 

15x15  cm.  X 1 

15x15  cm.  X 3 

Lt. 

lung 

Fibrosis  It. 

4 

15  X 20  cm.  X 1 

15x15  cm.  X 2 

Lt. 

lung 

Fatal  bilateral  pneumonitis 

5 

15x15  cm.  X 1 

Rt. 

lung 

Fibrosis  rt. 

6 

15x15  cm.  X 1 

15  X 20  cm.  x 1 

Rt. 

lung 

Fibrosis  rt. 

15  X 20  cm.  X 1 

7 

15  X 15  cm.  X 1 

None 

8 

15x15  cm.  X 1 

None 

9 

15x15  cm.  X 1 

None 

10 

15x15  cm.  X 2 

Rt. 

lung 

Fibrosis  rt. 

11 

15x15  cm.  X 1 

15x15  cm.  X 1 

None 

12 

15x15  cm.  X 1 

15x15  cm.  X 1 

None 

13 

15  X 20  cm.  X 1 

15  X 20  cm.  X 1 

None  at  1 mo. 

14 

15  X 20  cm.  X 1 

15x15  cm.  X 2 

Lt. 

lung 

Bilateral  fibrosis 

oped  a fibrosis  3 months  after  this  dose  was  given 
to  one  hilus.  These  findings  indicate  that  we  still 
have  much  to  learn  about  the  produaion  of  radiation 
pneumonitis.  If  some  medication  capable  of  protea- 
ing  normal  lung  tissue  against  radiation  damage 
could  be  discovered,  it  seems  obvious  that  more 
effeaive  techniques  could  be  devised. 

In  1943  Boys  and  Harris^  reported  some  rabbit 
experiments  which  indicated  that  heparinization 
prevented  many  of  the  lung  changes  produced  by 
heavy  irradiation,  but  they  did  not  recommend  this 
procedure  for  clinical  use. 

With  the  exception  of  1 neurogenic  sarcoma  and 
1 lesion  of  unknown  origin  all  of  the  primary  neo- 
plasms in  my  series  were  of  the  squamous  cell  va- 
riety or  adenocarcinomas.  I find  it  difficult  to  explain 
the  response  of  the  metastases  in  lung  tissue  to  doses 
which  produce  little  or  no  improvement  of  similar 
lesions  in  other  parts  of  the  body.  Some  have  sug- 


gested that  changes  produced  in  the  delicate  pul- 
monary vascular  structures  may  play  a role.  This 
might  also  explain  the  pneumonitis  and  fibrosis 
which  appear  when  the  treatment  is  repeated. 


SUMMARY 

Marked  improvement  of  pulmonary  metastases 
from  various  types  of  cancer  often  can  be  produced 
by  the  administration  of  small  doses  of  x-rays.  In 
most  cases  a technique  can  be  devised  which  does 
not  produce  a serious  pneumonitis  even  when  both 
lungs  are  involved. 
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Psychiatry 
In  Industry 

JACK  R.  EWALT,  M.D. 

Boston,  Massachusetts 

Mental  health  problems  of  employees  and 
management  are  a major  cause  of  time  and 
production  loss  in  industry.  Emotional  problems  are 
the  principal  cause  of  the  illness  in  some  cases  and 
in  others  complicate  recovery  and  rehabilitation  from 
organic  disease  or  injury. 

Donald  Ross’"  has  expressed  well  the  present  at- 
titude of  industry: 

There  is  no  question  as  to  whether  an  industrial  physician 
will  or  will  not  deal  with  emotional  and  social  problems 
and  factors.  The  only  question  is  as  to  whether  he  will 
deal  with  these  effectively  or  not  and  whether  he  will  or 
will  not  make  use  of  currently  available  attimdes  and  tech- 
niques and  knowledge  toward  his  more  effectively  dealing 
with  such  problems  and  factors. 

Mental  health  services  including  psychiatry,  social 
work,  and  psychology  have  been  established  in  many 
industrial  health  programs.  Vonachen,  Kroneberg, 
and  Mason*^  have  expressed  the  belief  they  are 
essential.  Many  of  these  health  services  are  built 
into  the  medical  services  of  the  company  and  become 
a part  of  management.  In  some  areas  the  unions  have 
established  their  own  health  services  with  mental 
health  facilities.  This  discussion  will  be  oriented 
more  toward  the  management  sponsored  health  serv- 
ice, although  many  of  the  principles  are  the  same, 
regardless  of  sponsorship.  It  has  been  pointed  out® 
that  while  management  takes  pride  in  modern  meth- 
ods of  production  and  technology,  at  times  it  fails 
to  use  the  most  modern  knowledge  in  psychiatry  and 
psychology,  at  least  as  reflected  in  the  manuals  used 
in  some  of  the  human  relation  courses  in  industry. 
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Mental  health  programs  in  industry  must  be 
viewed  in  terms  of  relevance  to  the  purpose.  The 
goals  of  the  mental  health  program  are  the  same  as 
those  of  other  parts  of  the  health  program.  ( 1 ) Pri- 
marily the  promotion  and  improvement  of  the 
emotional  health  of  the  workers  and  supervisors. 
(2)  The  detection  of  signs  of  stress  or  distress  in 
the  emotional  and  mental  spheres.  (3)  The  relief 
of  stress  where  possible  ("first  aid”)  or  measures 
directed  toward  preventing  problems  from  becoming 
more  serious.  (4)  The  treatment  of  mental  illness 
or  providing  for  treatment  elsewhere.  (5)  The  re- 
habilitation of  those  who  have  become  ill  and  who 
recover  sufficiently  to  return  to  work. 

The  first  three  of  these  goals  encompass  problems 
peculiar  to  industry,  while  the  last  two  are  problems 
not  directly  involved  with  most  health  services. 

These  health  measures  not  only  are  of  theoretical 
and  social  significance  in  terms  of  the  general 
betterment  of  the  world  in  which  we  live,  but  they 
probably  are  related  to  employee  morale  and  pro- 
ductivity, which  in  turn  bear  important  relationships 
to  the  basic  purpose  of  industrial  enterprise — to 
produce  a product  at  a profit. 

A man’s  capacity  for  successful  living  is  deter- 
mined by  his  heredity,  his  life  experiences,  his 
general  health,  his  education,  and  the  resources  and 
problems  of  the  particular  part  of  the  world  in  which 
he  lives.  A person  probably  will  be  mentally  healthy 
if  he  can  cope  successfully  with  the  life  situations  he 
meets  at  home  and  at  work.  Less  than  25  per  cent 
of  the  average  employee’s  time  is  spent  at  work,  but 
it  may  be  the  principal'  contact  outside  his  home. 
Many  people  must  find  within  the  job  setting  sources 
for  personal  needs  not  met  at  home.  Furthermore,  in 
our  country  gainful  employment  is  essential  to 
acceptance  by  one’s  colleagues,  and  it  is  necessary  to 
rationalize  or  explain  idleness  or  unemployment. 
One  cannot  reasonably  expect  industry  to  compensate 
for  all  the  unhappiness  that  a man  might  encounter 
in  the  extra-industrial  world,  but  fortunately  the  very 
elements  in  a job  that  make  the  job  itself  better  for 
emotional  health  are  the  same  properties  that  enable 

Dr.  Jack  R.  Ewalt,  professor  of 
psychiatry  at  Harvard  Medical 
School  and  director  of  the  Joint 
Commission  on  Mental  Illness 
and  Health,  presented  this  dis- 
cussion before  the  meeting  of 
the  Texas  Traumatic  Surgical 
Society  and  the  Texas  Indus- 
trial Medical  Association  Sun- 
day, April  19,  1959,  at  San 
Antonio. 

The  promotion  of  emotional  health  is  possible  in  any 
industrial  setting,  provided  that  careful  planning  goes  into 
it  and  competent  persons  handle  it.  The  need  also  is  stressed 
for  further  research  in  industrial  psychiatry. 
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a person  to  find  support  and  relief  for  tensions  origi- 
nating away  from  work.  It  is  obvious  that  tensions 
developing  as  a result  of  problems  on  the  job  also 
will  reflect  themselves  in  problems  in  getting  along 
at  home. 

This  is  not  a course  in  psychiatry,  sociology,  or 
psychology,  however,  and  our  attention  will  be 
focused  on  the  industrial  situation  itself. 


ELEMENTS  OF  EMOTIONAL  HEALTH 

A worker  needs  most  of  all  a sense  of  personal 
acceptance.  He  needs  to  feel  he  is  accepted  by  the 
working  group  and  in  the  industry  at  large  as  some- 
one important  and  essential  to  the  progress  of  the 
job.  He  also,  and  more  importantly,  must  feel  accept- 
ance of  his  own  unique  person,  that  is,  acceptance  of 
him,  himself.  This  is  so  important  that  if,  for  any 
reason  of  religious,  racial,  or  personal  difference  from 
the  group,  he  feels  that  he  is  not  liked  or  accepted, 
he  will  reaa  in  a variety  of  ways,  depending  on  his 
own  personality  and  past  experience.  Some  common 
ways  are  to  withdraw  and  become  isolated,  having  no 
personal  contact  with  those  about  him  and  as  few 
work  conraCTs  as  possible.  Others  become  cantankerous, 
aggressive,  and  delinquent  in  a desperate  effort  to  call 
attention  to  themselves,  because  for  some  people  any 
kind  of  attention,  even  critical  attention,  is  better 
than  rejection  by  the  group.  Acknowledgment  of 
his  presence  by  his  fellows  through  conversation 
about  ball  scores,  the  nature  of  his  work,  new  cars, 
and  so  forth,  may  be  enough  to  make  him  feel  ac- 
cepted. Assignment  to  special  jobs  within  his  capaci- 
ty, placing  him  on  an  employee  recreation  committee, 
or  some  similar  task,  may  succeed  in  making  a person 
feel  accepted  and  a member  of  the  group. 

Ling'^  has  expressed  it  as  follows:  "To  enable  peo- 
ple to  remain  mentally  healthy  and  at  peace  with 
themselves,  they  must  feel  that  what  they  do  in  life 
matters.” 

Closely  related  to  the  sense  of  personal  acceptance 
is  a need  to  feel  that  the  work  that  is  being  done  is 
important.  Obviously,  in  the  complicated  modern 
industrial  machine,  the  task  of  every  person,  even 
the  clean-up  man,  is  one  of  some  importance  to  the 
final  success  of  the  project.  One  task  of  supervision 
is  to  make  workers  feel  that  they  are  important  to 
the  operation  and  when  they  do  not  show  up  for 
work  that  they  are  missed.  A worker  who  feels  that 
he  is  personally  accepted  by  the  team,  that  he  would 
be  missed  personally,  and  that  his  friends  on  the  job 
will  be  inconvenienced  if  he  fails  to  show  up  is  more 
apt  to  come  to  work  when  he  has  a mild  cold  or  a 
severe  hangover  than  if  he  feels  he  is  contributing 


little  and  that  things  will  go  on  essentially  unchanged 
without  him. 

A worker  needs  a sense  of  security,  that  is,  emo- 
tional or  personal  security;  a belief  that  life  will  go 
on  and  that  one  will  be  able  to  continue  to  work 
even  in  the  face  of  some  criticism  or  disturbance  on 
the  job.  This  is  extremely  important  in  management,, 
and  the  greater  the  responsibility  of  the  employee’s 
position,  the  more  important  becomes  his  sense  of 
security  and  his  confidence  in  his  own  ability.  Studies 
of  worker  relationships  in  hospitals  and  in  industry 
show  that  many  of  the  problems  between  employees 
and  within  the  individual  employee  group  originate 
in  feelings  of  insecurity  and  of  being  threatened. 
For  example,  a worker  repeats  an  error;  the  super- 
visor becomes  angry  and  "chews  him  out.”  If  ana- 
lyzed, the  anger  of  the  supervisor  may  be  found  to 
be  partly  justified  in  the  situation  but  it  may  be  due 
largely  to  the  fact  that  the  supervisor  feels  his  own 
superior  will  think  he  is  doing  his  job  poorly  if  he 
permits  such  things  to  go  on  in  his  section.  His 
wrath  and  anger  at  the  offending  employee  will  be 
met  with  similar  anger  or  wrath  by  the  employee, 
or  perhaps  by  resentment  and  inward  fuming,  de- 
pending on  the  particular  employee  and  his  rela- 
tionship to  the  supervisor.  In  most  instances,  the 
employee  will  have  guilt  feelings  at  having  com- 
mitted the  error,  and  the  aggression  of  his  supervisor 
only  threatens  him  further.  At  the  same  time,  how- 
ever, it  enables  him  to  take  some  of  the  blame  off 
himself  and  turn  his  aggression  back  on  the  superior 
who  is  misunderstanding  him  and  treating  him  badly, 
because  the  equipment,  the  tools,  the  light,  or  some- 
thing besides  himself  is  clearly  at  fault.  The  super- 
visor, by  being  a little  more  secure  about  his  own 
competence  to  do  his  job  and  giving  the  erring 
workman  a chance  to  explain  his  side  of  the  present 
situation,  would  have  accentuated  the  worker’s  guilt 
feelings  a little.  With  guilt  feelings  at  work,  the 
supervisor  could  reprimand  according  to  the  sig- 
nificance of  the  error  with  better  results  in  terms 
of  his  future  relationship  with  the  employee.  The 
importance  of  a feeling  of  personal  security  cannot 
be  overstressed  through  all  the  echelons  of  manage- 
ment and  supervision.  I repeat,  the  more  important 
the  position  of  the  person,  the  higher  he  moves  in 
management  circles,  the  more  important  is  this 
particular  factor  as  an  element  of  the  mental  make- 
up of  an  employee. 

An  employee  should  have  a clear  concept  of  his 
responsibilities,  duties,  and  privileges  in  any  par- 
ticular work  situation.  This  seems  a funny  thing  to 
say  to  people  who  are  working  in  industry,  but  work- 
ers may  be  assigned  to  jobs  without  any  clear  con- 
cept of  where  to  look  for  guidance.  They  may  have 
an  unclear  concept  of  what  is  expected  of  them. 
Fortunately,  as  management  practices  have  improved, 
these  situations  occur  less  often. 
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I N DUSTRI  AL  PSYCHIATRY  — Ewalt  — continued 

Clear-cut  lines  of  authority  are  important,  par- 
ticularly as  one  gets  into  the  higher  echelons  of 
management  of  large  and  complex  business  opera- 
tions. At  the  lower  level  the  production  line  worker’s 
relationship  to  his  immediate  supervisor  is  usually 
clear.  In  the  higher  echelons  of  management,  how- 
ever, lines  of  authority  often  become  a little  vague, 
and  one  may  find  himself  working  for  two  or  three 
different  bosses.  Often  the  factors  of  security,  the 
importance  of  work,  and  even  the  sense  of  personal 
acceptance  are  threatened  in  individuals  because  the 
lines  of  authority  are  not  clear-cut.  The  top  boss 
may  go  over  or  around  one  of  his  subordinates  to 
reach  somebody  at  another  level,  usually  with  the 
professed  intention  of  greater  effectiveness.  But  such 
motivation  should  always  be  suspect.  A person  given 
responsibility  and  authority  must  also  be  given  sup- 
port and  a relatively  free  hand  within  the  general 
principles  that  have  been  laid  down  in  the  delegation 
of  authority.  It  is  extremely  important  that  the  lines 
of  authority  in  an  administrative  system  be  separated 
clearly  from  those  of  the  so-called  staff  functions  that 
must  go  on  in  a large  operation.  Again,  these  are 
facts  well  known  to  management,  but  in  consulting 
with  persons  who  come  from  the  working  sphere, 
one  often  finds  that  confusion  in  line  of  authority, 
improper  delegation  of  authority,  and  confusion  of 
staff  and  administrative  funaions  are  a major  cause 
of  difficulty.  The  beautifully  outlined  and  illustrated 
manuals  of  organization  are  not  always  a part  of  the 
conscious  operations  of  the  persons  in  management, 
and  this  block  may  serve  as  a major  cause  of  discon- 
tent and  disturbance.  Some  large  companies  inten- 
tionally divide  final  administrative  responsibility  and 
authority,  the  surest  way  to  built-in  executive  ulcer 
and  discontent  which  may  be  reflected  all  the  way 
down  through  the  industrial  system. 

Employees  need  to  have  some  concept  of  what 
the  future  holds  for  them  in  a particular  company  or 
plant.  Workers  who  move  from  one  company  to 
another  may  do  so  because  they  have  no  clear  con- 
cept of  what  they  might  look  to  in  the  future  within 
their  own  plants.  The  highly  competitive  and  insecure 
position  of  the  junior  executive  often  stems  from 
this  particular  cause.  Although  it  is  true  that  one 
can  have  only  so  many  generals  and  so  many  soldiers, 
a little  more  thought  in  planning  and  informing 
subordinate  persons  of  the  means  and  ways  of  work- 
ing up  through  the  administrative  echelon  can  do 
much  to  promote  security. 

Studies  by  sociologists  have  shown  that  persons 
working  in  groups  will  establish  their  own  informal 
system  of  leaders  and  devise  other  ways  of  getting 
the  work  done  as  required  by  management  if  leader- 
ship is  not  supplied  by  the  superior.  It  also  has  been 
shown  that  work  groups  can  be  healthy  and  produc- 

874 


tive  only  if  the  individuals  in  them  develop  alle- 
giance to  the  group  and  find  ordinary  human  satis- 
factions in  it.  Persons  v/ho  do  not  find  satisfaaion 
within  the  group  tend  to  become  isolated  from  it 
and  produce  problems.  The  solution  of  firing  the 
maladapted  person,  or  transferring  him,  merely  post- 
pones the  final  handling  of  the  problem.® 

We  also  must  recognize  that  the  organization  of 
the  modern  industrial  plant  tends  to  produce  emo- 
tional unrest  and  ill  health.  Whether  or  not  this  is 
absolutely  essential,  I do  not  know,  but  the  admin- 
istrative patterns  and  organizations  now  thought  to 
insure  high  productivity  have  within  them  elements 
that  run  contrary  to  our  present  knowledge  of  the 
efficient  functioning  of  human  beings. 

Argyris^  has  organized  these  into  seven  proposi- 
tions: 

1.  There  is  a lack  of  congruency  between  the  needs 
of  healthy  individuals  and  the  demands  of  a formal 
organization.  By  this,  he  means ' the  repeated  levels 
of  supervision  implicit  in  the  concept  of  the  span  of 
six  (the  concept  that  a person  cannot  effectively 
supervise  more  than  six  people  working  under  him), 
and  so  forth. 

2.  The  resultants  of  this  disturbance  are  frustra- 
tion, failure,  short-time  perspective,  and  conflict. 

3.  Under  certain  conditions  a degree  of  frustra- 
tion, fairly  short-time  perspective,  and  conflict  will 
tend  to  increase. 

4.  The  nature  of  formal  principles  of  organization 
causes  the  subordinate  at  any  given  level  to  experi- 
ence competition,  rivalry,  and  intersubordinate  hos- 
tility, and  to  develop  a focus  toward  the  parts  rather 
than  the  whole. 

5.  The  employee  adaptive  behavior  maintains  in- 
dividual self-integration  and  simultaneously  impedes 
adaptation  with  the  formal  organization. 

6.  The  adaptive  behavior  of  the  employee  has 
accumulative  effect,  feeds  back  into  the  organization 
and  reinforces  itself.  (Things  go  from  bad  to  worse.) 

7.  Certain  management  reactions  tend  to  increase 
the  antagonisms  underlying  this  adaptive  behavior. 

A plan  that  would  improve  the  general  mental 
health  and  adaptivity  of  employees  should  be  based 
on  basic  knowledge  of  dynamic  psychiatry  and  dy- 
namic sociology  and  a study  of  the  problems  within 
that  industry  by  persons  experienced  in  the  industry, 
using  consultants  knowledgeable  in  these  other  fields. 

POOR  EMOTIONAL  HEALTH 

The  signs  of  poor  mental  health  are  familiar  and 
can  be  summarized  as  ineffectiveness.  The  common 
ones  are  absenteeism,  accidents,  illness,  frequent 
"colds,”  muscle  strains,  alcoholism,  or  plain  lack  of 
desire  to  come  to  work,  usually  called  "poor  morale.” 
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More  serious  signs  are  resignations,  requests  for 
transfer,  and  trouble-making  in  the  shop  in  terms 
of  quarreling,  low  productivity,  damage  to  machines, 
or  injuries  to  personnel,  particularly  themselves. 

There  have  been  few  smdies  in  this  area.  Some^ 
were  unable  to  show  consistent  relationships  between 
employee  attitudes  as  reported  and  production.  This 
is  an  area  that  needs  further  research.  Within  hos- 
pitals similar  studies  have  shown  that  improved  em- 
ployee attitudes  definitely  increase  productivity,  that 
is,  a discharge  of  recovered  patients.  Work  now  in 
progress®  shows  that  an  individual  worker’s  absen- 
teeism and  sickness  pattern  develops  early  in  his 
industrial  career,  and  that  not  only  are  there  differ- 
ences in  patterns  characteristic  of  individuals,  but 
also  significant  differences  between  male  and  female 
employees.  Some  of  these  differences  in  sex  the  re- 
searchers relate  to  accepted  patterns  of  behavior  in 
the  world  in  which  we  live.  Some  other  work®  has 
shown  that  illness  among  industrial  employees  fol- 
lows a patchy  pattern  for  the  individual,  that  is,  he 
has  a group  of  sicknesses  and  then  is  well  for  a time. 
Illnesses  tend  to  be  of  the  same  general  type  and  are 
correlated  with  periods  of  personal  stress  and  distress 
rather  than  with  working  conditions,  climate,  expos- 
ure, and  other  elements  thought  to  be  important  in 
explaining  the  occurrence  of  illness. 

All  of  this  only  emphasizes  the  urgent  need  for 
further  research  in  group  management  for  different 
industries.  Industries  employing  large  numbers  of 
machinists,  or  handworkers,  or  industrial  construc- 
tion workers,  where  persons  work  in  larger  groups, 
perhaps  have  different  problems  than,  for  example, 
the  operation  of  a chemical  plant,  or  a petroleum 
refinery,  where  large  portions  of  the  work  deal  with 
operators  who  will  work  alone,  or  in  very  small 
groups.  In  hospitals  a small  number  of  employees 
work  with  a large  group  of  patients.  In  all  instances, 
however,  the  employee  is  a member  of  a larger  group 
with  peculiarities  that  are  not  too  well  understood. 
We  do  now,  however,  recognize  that  an  organization 
of  employees  and  the  personnel  of  industry  and  its 
plant  make  up  a significant  social  system  that  has 
self-perpemating  properties  of  its  own  that  must 
be  better  understood  if  these  combinations  are  to 
work  effectively. 

EMOTIONAL  FIRST  AID 

More  enlightened  industries,  unions,  and  other 
employ  organizations  now  recognize  that  the  first 
step  in  the  health  of  the  employees  of  an  industry 
and  the  health  of  the  industry  is  to  take  a significant 
interest  in  the  activities  and  welfare  of  the  commun- 
ity in  which  the  plant  exists.  This  means  an  interest 


in  and  fostering  of  work  opportunity  and  recreation- 
al, educational,  and  health  facilities  within  the  com- 
munity. The  emotional  and  moral  climate  of  the 
community  is  one  of  the  most  constructive  things 
toward  producing  an  over-all  healthy  population  of 
employees. 

In  spite  of  the  design  of  ideal  management  opera- 
tions to  prevent  the  development  of  emotional  crises, 
some  inevitably  will  occur.  Into  the  health  and  per- 
sonnel system  must  be  built  some  kind  of  preventive 
or  emotional  first-aid  program. 

The  purpose  of  this  program  is  to  allow  persons 
to  blow  off  steam,  ventilate  their  grievances,  and, 
if  possible,  bring  about  the  solution  that  will  prevent 
chronic  emotional  stress  or  major  emotional  illness 
on  the  production  line.  Supervisors  at  the  lower 
echelon  who  are  secure  enough  in  themselves  and 
skilled  enough  to  permit  temper  tantrums  or  bursts 
of  profanity  from  angry  employees  to  go  unchal- 
lenged at  the  moment,  but  to  be  discussed  with  them 
later  after  the  heat  of  anger  has  subsided,  will  do 
much  to  prevent  many  major  problems.  At  this 
interview,  limits  also  can  be  set  on  future  behavior, 
and  punishment  to  be  assessed  for  violations  can 
be  defined.  There  should  be  available,  in  addition, 
either  a company  nurse,  a counselor,  or  a physician, 
to  whom  the  employee  can  go  in  confidence  to  dis- 
cuss his  grievances.  This  has  two  main  values.  In  the 
first  place,  in  discussing  the  grievance,  the  employee 
frequently  gets  a new  slant  on  it  and  often  wants 
nothing  further  done  about  it,  as  he  sees  what  his 
own  contribution  has  been  to  the  situation.  Secondly, 
the  employee  often  feels  better  after  he  has  been 
able  to  "get  it  off  his  chest”  and  thinks  the  matter 
not  of  enough  significance  to  make  anything  further 
of  it. 

Supervisors  and  counselors  must  have  a psychi- 
atrist available  to  them,  or  at  least  an  industrial 
physician  grounded  in  the  rudiments  of  psychiatry 
for  consultation  in  handling  these  problems.  If  it 
seems  that  the  situation  is  a chronic  recurring  one 
within  the  organization,  the  physician  may  see  fit 
to  call  it  to  the  attention  of  his  administrative  asso- 
ciates with  the  intent  that  management  should  rec- 
tify the  simation.  Problems  of  an  emotional  sort  have 
a tendency  to  crop  up  in  particular  sections,  or  par- 
ticular echelons  of  any  organization  or  industrial 
plant,  simply  because  some  persons  in  supervisory 
positions  do  not  have  the  ability  to  build  into  the 
work  situations  conditions  which  promote  emotional 
health.  As  an  example,  persons  with  outside  problems 
often  bring  these  problems  to  work  with  them,  and 
an  understanding  and  supportive  supervisor  and  fel- 
low employees  can  often  help  work  these  problems 
off  on  the  job.  At  times  supervisors  are  so  insecure 
themselves  that  this  is  not  permissible.  At  times  the 
supervisor  himself  is  so  insecure  that  he  is  the 
cause  of  pathology  within  the  work  simation. 


TEXAS  State  Journal  of  Medicine,  NOVEMBER,  1959 


875 


INDUSTRIAL  PSYCHIATRY  — Ewalt  — continued 

Counseling  services  should  be  available  not  only 
to  the  lower  echelon  employees  but  also  to  the 
supervisors.  Persons  in  major  executive  positions 
should  have  some  access  to  a broadly  educated  physi- 
cian, if  possible,  a sensibly  trained  psychiatrist. 
Supervisors  and  senior  management  must  have  an 
oppormnity  to  disaiss  their  problems  and  to  venti- 
late their  own  insecurities  and  to  draw  from  some 
trusted  figure  support  and  guidance  for  their  own 
anxieties  as  they  in  mrn  attempt  to  cope  with  those 
who  seek  support  from  them.  The  industrial  psychi- 
atrist will  not  advise  them  on  management  decisions, 
but  will  advise  them  on  their  own  blind  spots  in 
relation  to  themselves  and  to  other  people  so  that 
they  can  use  this  knowledge  meaningfully  in  arriv- 
ing at  their  own  decisions.  Top  management  must 
support  persons  below  them  even  in  a particular 
situation  with  which  they  do  not  readily  agree.  For 
example,  not  long  ago  in  my  own  shop  two  persons 
in  senior  position  made  a decision  in  a very  difficult 
type  of  case  which  in  the  long  view  proved  to  have 
been  in  error  with  tragic  results.  In  the  confusion 
that  resulted,  the  person  in  top  management  ( me ) 
could  disavow  responsibility  and  truthfully  state  that 
the  blame  was  on  the  subordinates.  On  the  other 
hand,  I could,  and  did,  acknowledge  with  regret  that 
an  error  had  been  made  but  did  not  specify  who 
made  it  and  pointed  out  that  within  the  general 
theory  of  operation  and  decision  which  had  caused 
the  error,  most  cases  mrned  out  well.  This  latter 
course  was  in  my  opinion  essential  if  the  subordinates 
were  to  continue  to  make  independent  decisions  and 
operate  effectively  and  efficiently.  Privately,  I took 
pains  to  point  out  how  a similar  simation  might  be 
better  handled  in  the  future,  but  this  was  in  terms  of 
reasonable  discussion  of  alternatives.  Their  own  guilt 
feelings  took  care  of  the  punishment.  These  two 
persons  instead  of  being  fearful,  uncertain  employees 
not  confident  of  backing  by  their  superiors  have 
continued  to  operate  efficiently,  effectively,  and  very 
successfully  in  a highly  complicated  and  difficult 
field. 

Most  persons  writing  on  this  subject  recommend 
teaching  interviewing  techniques  to  personnel  at  the 
supervisory  level.  This  would  be  satisfactory,  provid- 
ed that  the  interviewing  technique  is  used  with  a 
clearly  defined  role  of  allowing  personnel  to  express 
difficulties,  complaints,  and  work  off  their  own 
stresses  and  anxieties.  It  should  not  give  the  superior 
a feeling  that  he  is  responsible  for,  nor  even  a desire 
to  conduct  therapeutic  interviews.  The  supervisor 
should  have  clear-cut  lines  of  authority  and  should  be 
told  how  an  interest  in  his  employees,  and  the  use 
of  interviewing  techniques  to  build  up  positive  rela- 
tions are  qualities  of  leadership.  It  also  should  be 
pointed  out  that  one  of  the  most  important  qualities 
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of  leadership  is  to  listen  to  ideas  and  suggestions 
from  all  groups,  to  hear  clear-cut  complaints,  disagree- 
ments, and  objections,  but  to  close  the  interview  with 
a clear-cut  and  specific  decision  about  which  people 
can  form  their  goals. 

TESTS 

Various  tests  today  play  a significant  role  in  man- 
agement of  personnel  and  emotional  health  programs. 
Tests  can  be  useful,  provided  they  are  used  with  a 
specific  goal  in  mind  and  with  the  full  knowledge 
of  their  limitations.  Being  familiar  with  them,  we 
are  not  prone  to  make  too  extensive  an  interpretation 
of  tests  in  medical  practice  unless  they  fit  the  rest 
of  the  picture.  The  same  limitation  applies  to  psycho- 
logical tests,  particularly  in  promotion  of  personnel. 
As  one  factor  to  be  considered  they  are  important, 
but  as  a principal  factor,  evidence  does  not  support 
their  extensive  use.  Some^  have  advocated  the  use 
of  observations  of  the  employee  to  note  how  he 
handles  his  relationships  with  people.  This  may  be 
done  in  role-playing  techniques.  Decisions  about 
promotion,  however,  can  best  be  made  by  having 
responsible  executives  or  supervisors  observe  persons 
in  their  daily  work  and  use  this  experience  for  pre- 
diction of  their  performance  in  the  new  job.  Other 
workers^  have  shown  that  the  more  observations 
brought  to  bear  on  various  types  of  personnel  selec- 
tion proceedings,  the  better  the  predictability  of  fu- 
ture performance  on  the  job.  A series  of  tests  with 
multiple  discussions  by  persons  who  have  the  em- 
ployee under  observation  for  a period  of  time  plus 
the  work  record  may  be  a better  method  for  deciding 
promotion  or  mental  suitability  for  a particular  task 
than  any  test  or  battery  of  tests.  Ways  of  objectifying 
observations,  if  properly  used,  can  be  helpful.  The 
so-called  performance  charts  and  recording  systems 
which  are  available,  if  properly  used,  can  increase 
greatly  the  objective  reporting  by  supervisors.  Persons 
operating  these  observational  recording  systems  must 
be  sure  the  supervisors  maintain  their  level  of  inter- 
est in  the  records.  Too  often  recording  on  these 
charts  is  regarded  as  a chore  and  there  is  either  a 
tendency  to  repeat  the  previous  observations,  or  if 
after  a time  the  supervisor  feels  the  chart  looks  a 
little  odd,  there  may  be  random  variations  in  the 
recording  coming  not  from  the  employee’s  behavior 
but  from  the  supervisor’s  preconceived  ideas  as  to 
how  the  chart  should  look.  In  other  words,  there  may 
be  an  attempt  to  make  the  chart  look  valid  rather 
than  an  attempt  to  make  the  chart  reflect  the  em- 
ployee’s behavior  on  the  job. 

In  high  echelon  positions,  tests  for  selection  of 
employees  may  be  helpful  but  must  not  be  the  sole 
criterion.  There  is  an  opportunity  for  a kind  of 
"racket”  to  develop  at  this  level.  If  a top  industrial 
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post  is  open  and  if  management  people  have  sur- 
veyed the  field  and  selected  three  or  four  people  as 
the  best  candidates  for  the  post  and  then  subject 
these  three  or  four  people  to  testing  to  select  "the 
best  one,”  they  are  wide  open  to  o|>erations  by  un- 
scrupulous persons.  It  would  seem  unlikely  that  com- 
petent management  would  have  thinned  out  a large 
field  to  three  or  four  people  without  having  selected 
three  or  four  people,  any  one  of  whom  could  effec- 
tively manage  the  job.  The  person  selected  by  test 
may  not  be  the  best  one  for  the  job,  but  he  may 
be  the  one  who  most  fits  the  tester’s  concept  of  what 
the  job  is.  If  management  knew  the  personality  traits 
needed  for  the  job,  tests  could  be  of  greater  help. 
Business  firms  are  often  satisfied  with  the  tests 
because  anyone  the  tester  picks  does  well.  So  far 
as  I know,  top  management  has  never  picked  from 
the  four  or  five  tested  the  one  that  the  tests  indicate 
would  be  poorest  on  the  job  and  put  him  in  the  job 
to  see  whether  or  not  he  would  be  successful. 

In  summary,  tests  are  helpful  but,  like  any  labora- 
tory test  in  medicine,  not  infallible  and  should  not 
be  used  to  blunt  one’s  clinical  judgment,  but  rather 
to  sharpen  one’s  methods  of  observation. 

Part  of  the  industrial  mental  health  program  is 
the  treatment  of  those  persons  who  become  seriously 
ill,  and  another  is  the  rehabilitation  of  those  who 
have  become  ill  and  who  have  recovered  sufficiently 
to  remrn  to  work.  One  can  say  that  the  treatment  of 
sick  people  is  probably  best  handled  by  referring 
them  to  outside  psychiatrists.  The  personnel  policies 
and  plant  policies  are  of  importance  in  the  rehabili-. 
tation  program. 

In  referring  persons  to  outside  psychiatrists,  there 
are  some  general  principles  to  be  observed.  In  the 
first  place,  poor  treatment  may  be  as  bad,  or  worse, 
than  none  at  all.  Good  treatment  usually  takes  a 
long  time.  If  persons  are  to  be  referred  for  psycho- 
therapy, a long  time  proposition  in  itself,  the  patient 
should  continue  in  his  job  if  his  behavior  permits. 
The  company  doctor  must  insist  that  the  patient 
choose  a person  who  is,  by  training  and  by  reputa- 
tion, a competent  psychotherapist.  Many  physicians 
do  psychotherapy  by  endlessly  chatting  with  patients 
during  the  interview  hour  and  accomplishing  noth- 
ing. Since  even  the  best  psychotherapy  tends  to  take 
months  and  at  times  years,  it  is  not  efficient  to  assign 
patients  to  an  incompetent  therapist  and  then  after 
many  months  come  to  the  conclusion  that  maybe  the 
physician  does  not  know  what  he  is  doing.  The  best 
of  therapists  will  have  many  failures  in  long  term, 
difficult,  dependent,  and  neurotic  persons.  It  is  es- 
sential that  the  referring  physician  have  confidence 
in  the  therapist  selected,  and  this  can  be  true  only  if 
he  is  selected  with  the  greatest  of  care.  If  necessary, 
consultation  should  be  held  with  persons  of  well  es- 


tablished reputation  as  to  which  therapists  are  cap- 
able. 


SUMMING  UP 

It  is  possible  to  promote  emotional  health  in  any 
industrial  setting,  but  to  do  so  takes  careful  planning 
by  persons  who  understand  the  workings  of  indi- 
viduals and  of  groups;  these  persons  must  work  care- 
fully with  individuals  who  understand  the  peculiar 
situations  in  the  particular  industry  and  in  a partic- 
ular plant  of  the  industry.  Only  by  careful  coordina- 
tion of  these  efforts  and  continuous  supervision  can 
a successful  industrial  emotional  health  program  be 
established.  Without  care  in  planning,  the  reverse  of 
the  desired  effect  may  ensue. 

Further  research  is  needed  to  increase  our  knowl- 
edge in  industrial  psychiatry.  Hiring  a consultant,  or 
providing  various  testing  procedures  without  careful 
long-term  planning  and  operation  within  the  plant, 
may  be  helpful  in  some  small  way,  but  it  also  may 
result  in  more  anxiety  and  emotional  dismrbance  than 
was  present  in  the  basic  situation.  The  financial  and 
human  resources  involved  make  it  worth  while  for 
industry  to  continue  to  expand  its  developments  in 
this  area.  Slogans,  tests,  and  pretty  brochures  are  not 
a substitute  for  hard  work  and  common  sense  in 
organizing  any  kind  of  health  program.  Good  inten- 
tions are  not  a substitute  for  either  competence  or 
professional  training. 
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United  Fund  and  Community  Chest  Months 

The  months  of  September,  October,  and  November  have 
been  designated  this  year  as  United  Fund  and  Community 
Chest  months  by  Governor  Price  Daniel,  who  has  urged 
generous  support  of  the  community’s  efforts  to  provide  for 
its  own  health,  welfare,  and  youth  needs. 
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Establishment 
Of  Appendicitis 
As  a Surgical  Entity 

WILLIAM  KLINGENSMITH,  M.D. 

Amarillo,  Texas 

The  diagnosis  and  surgical  treatment  of  ap- 
pendicitis are  so  well  established  that  they  are 
taken  for  granted  by  every  student  of  surgery,  and 
the  symptoms  have  become  so  familiar  that  they 
can  be  described  in  a classical  pattern.  Acute  ap- 
pendicitis is  a primary  consideration  in  any  acute 
abdominal  condition,  and  thousands  of  laparotomies 
are  performed  for  its  treatment  each  year.  The  symp- 
toms of  appendicitis  are  so  commonly  known  that 
the  more  intelligent  layman  may  present  himself  for 
examination  because  he  is  suspicious  of  the  disease. 
Yet  only  a few  years  ago  appendicitis  was  unknown 
as  a pathological  or  clinical  entity  despite  the  fact 
that  postmortem  examinations  have  been  made  as 
long  as  the  written  history  of  man.  The  recognition 
of  the  disease  and  the  realization  that  it  could  be 
corrected  surgically  are  probably  the  single  greatest 
step  made  by  the  modern  surgeon. 

APPENDICITIS  BECOMES  ENTITY 

To  whom  do  we  owe  credit  for  recognizing  this 
extremely  common  condition  and  establishing  it  as 
a true  clinical  and  pathological  entity?  Probably  to 
Reginald  Fitz^^  of  Boston,  who,  in  October,  1886, 
in  the  American  Journal  of  the  Medical  Sciences 
published  a masterful  article  entitled  "Perforating 
Inflammation  of  the  Vermiform  Appendix,  With 
Special  Reference  to  its  Diagnosis  and  Treatment” 
that  outlined  the  etiology,  pathology,  and  diagnosis 
of  appendicitis  and  suggested  that  early  laparotomy 
was  perhaps  the,  treatment  of  choice.  Fitz  collected 
257  cases  of  appendicitis  and  contrasted  them  with 
209  cases  of  typhlitis  and  perityphlitis  and  was  able 
to  conclude  that  "the  extreme  rarity  of  acute  perfo- 
rating inflammation  of  the  caecum,  as  compared  with 
that  of  the  appendix,  has  not  been  made  sufficiently 
conspicuous.”  He  went  on  to  discuss  the  pathology 
and  clinical  course  of  the  disease,  which  he  felt  from 
his  cases  was  most  common  among  youths  and 
healthy  young  adults,  especially  males.  The  differ- 
ential diagnosis  was  not  excluded;  Fitz  compared  the 
symptoms  of  appendicitis  with  those  of  intestinal 


obstruction,  septic  abortion,  psoas  abscess,  biliary 
colic,  and  renal  stone.  At  a time  when  laparotomy 
was  the  treatment  of  last  resort  reserved  for  in- 
capacitating ovarian  cysts,  Fitz  even  suggested  in  the 
first  article  that  removal  of  the  appendix  might  be 
the  preferred  treatment  in  the  presence  of  advancing 
peritonitis.  He  suggested  that  if  surgical  therapy  "is 
not  instituted  within  the  first  24  hours  after  the  on- 
set of  the  sudden  and  intense  right  iliac  pain,  to  keep 
the  bowels  quiet  must  be  the  injunction,”  and  urged 
absolute  bed  rest,  liquid  diet  in  small  quantities,  and 
sufficient  opium  to  neutralize  the  pain.  In  a day 
devoted  to  the  use  of  turpentine  enemas,  calomel, 
and  crotin  oil,  Fitz  believed  that  such  treatment  "may 
be  the  means  of  at  once  exciting  a general  peri- 
tonitis.” If  the  peritonitis  is  well  developed  then  "the 
promotion  of  the  tumor,  the  circumscribing  of  the 
peritonitis  is  then  to  be  awaited.” 


Fig.  1.  Reginald  Fitz  of  Boston  in  1886  first  established 
appendicitis  as  a true  clinical  and  pathological  entity. 
(All  illustrations  were  provided  through  courtesy  of  the 
Rush  Medical  Library  in  the  Presbyterian  Hospital,  Chi- 
cago.) , 

Fitz  was  able  to  state  conclusively  that  "the  pathol- 
ogist looks  for  the  seat  and  cause  of  the  disease,  and 
finds  that  in  most  fatal  cases  of  typhlitis  the  caecum 
is  intact,  while  the  appendix  is  ulcerated  and  per- 
forated. He  sees  that  the  so-called  perityphlitic 
abscess  is  usually  an  encysted  peritonitis.  Further- 
more, if  an  abscess  exists  in  the  pericaecal  fibrous 
tissue,  it  is  in  most  cases  caused  by  an  inflamed 
appendix.” 

Fitz  was  evidently  of  the  opinion  that  he  who  is 
not  familiar  with  medical  history  repeats  it,  because 
in  this  well  worked  out  paper  he  carefully  gave  full 
credit  to  those  in  the  50  years  preceding  him  who 
had  shown  some  glimmering  of  the  true  nature  of 
the  disease  so  frequently  found  in  the  lower  right 
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quadrant  of  the  abdomen  at  sectio  cadaveris.  To 
James  Copeland,®  in  his  "Diaionary  of  Practical 
Medicine”  published  in  1834,  Fitz  gave  credit  for 
first  clearly  discriminating  between  inflammation  of 
the  caecum,  the  vermiform  appendix,  and  the  peri- 
caecal  tissues.  Fitz  quoted  from  the  publications  of 
John  Burne,®’  ^ physician  to  the  Westminister  Hos- 
pital in  London,  who  in  1837  called  attention  to 
the  differentiation  of  inflammation  of  the  caecum 
and  appendix;  also  Hancock,^^  who  in  England  in 
1848  advocated  the  drainage  of  appendiceal  abscess 
in  a 30  year  old  woman  with  subsequent  recovery. 
Fitz  credited  With®^  for  the  first  use  of  the  term 
appendicular  appendicitis  in  1880. 

According  to  Bockus^  and  Deaver,®  the  Frenchman 
Melier  wrote  of  inflammations  of  the  appendix  in 
1827  and  even  suggested  that  laparotomy  might  be 
of  value  in  relief  of  the  condition.  His  theories  were 
substantiated  by  the  frequent  finding  of  abscess  in 
the  right  lower  quadrant,  but  his  work  was  com- 
pletely buried  by  Dupuytren,  the  then  leading  sur- 
geon of  France  and  perhaps  of  the  world,  who 
maintained  that  no  organ  so  insignificant  as  the 
appendix  could  be  held  responsible  when  the  large, 
thin  walled,  and  seemingly  vulnerable  caecum  was 
nearby.  Dupuytren  urged  that  the  diagnosis  of  typh- 
litis and  perityphlitis  be  used.  Burne,®’  ^ who  was 
quoted  by  Fitz,^^  published  articles  in  1836  and  1838 
on  inflammations  of  the  caecum  and  appendix 
vermiformis  caeci  and  presented  the  autopsy  findings 
in  8 cases  of  fatal  appendicitis.  He  speculated  that 
perforation  of  the  appendix  was  much  more  common 
than  perforation  of  the  caecum  and  could  occur  sud- 
denly without  previous  history  of  bowel  complaints. 
Burne  reviewed  the  writings  of  Dupuytren  and 
found  that  they  did  not  mention  the  role  of  the 
appendix  in  abscess  of  the  right  lower  quadrant. 

Preceding  Fitz,  George  Lewis^®  had  presented  40 
cases  of  appendicitis  in  1856,  but  he  had  attributed 
the  pathological  condition  to  the  lodgement  of  for- 
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Although  the  diagnosis  and  surgical  treatment  of  appendi- 
citis are  taken  for  granted  today,  it  was  not  until  1886  that 
Reginald  Fitz  established  appendicitis  as  a true  clinical  and 
pathological  entity.  Early  in  this  century,  surgery  was  recog- 
nized as  the  treatment  of  choice,  and  the  way  was  opened 
for  the  development  of  modern  abdominal  surgery. 


eign  bodies  in  the  appendix.  He  carefully  reviewed 
the  existing  literature  on  the  subjea  and  presented 
the  autopsy  findings  in  all  of  his  cases.  Despite  his 
concern  with  foreign  bodies  as  a causative  agent, 
Lewis  outlined  rather  accurately  the  symptoms  of 
appendicitis.  He  described  the  onset  of  colicky  pain 
with  the  final  attack  of  severe  pains  about  the  um- 
bilicus and  in  the  right  iliac  region,  with  pain  then 
deepseated  and  fixed  in  the  right  side.  Lewis  noticed 
that  general  peritonitis  might  then  follow,  and  that 
vomiting  and  diarrhea  attended  the  onset  of  the 
illness  in  only  rare  instances.  He  stated  that  "pain, 
which  is  always  earlier  or  later  present  in  this  disease, 
is  not,  as  would  namraUy  be  inferred,  invariably 
located,  at  first,  in  the  immediate  vicinity  of  the 
caecum.”  Lewis  made  no  suggestion  for  the  treatment 
of  appendicitis  other  than  the  drainage  of  the  abscess 
and  presented  in  detail  the  1 report  of  such  a 
procedure. 

Willard  Parker,^®  writing  in  1856  while  he  was 
professor  at  the  College  of  Physicians  and  Surgeons, 
made  several  pertinent  observations  on  appendicitis. 
He  stated  "familiar  as  we  are  with  the  diseases  to 
which  the  alimentary  canal  is  liable,  there  is  one  part 
of  it — the  appendix  vermiformis — the  pathology  of 
which  is,  to  a great  extent,  envolved  in  obscurity.” 
Parker  realized  that  appendicitis  in  children  did  not 
localize  in  the  right  lower  quadrant  as  it  did  in 
adults,  and  discussed  the  anatomical  variations  of  the 
position  of  the  appendix  with  reference  to  symptom^ 
and  physical  findings  in  appendicitis.  Parker  had 
drained  1 appendiceal  abscess  9 days  after  onset  with 
a good  recovery. 

Certainly  other  observing  surgeons  and  pathologists 
had  questioned  the  role  of  the  appendix  in  the  in- 
flammatory lesions  so  often  found  in  the  right  lower 
abdomen,  but  it  was  Reginald  Fitz  who  firmly  estab- 
lished appendicitis  as  a clinical  entity  and  suggested 
its  cure. 

CHANGING  TREATMENT 

Samuel  Fenwick,^^  writing  in  T^e  Lancet  in  1884, 
discussed  5 cases  of  perforation  of  the  appendix  that 
he  had  treated  in  12  months.  He  felt  that  the  condi- 
tion was  rare,  because  he  had  found  only  19  cases  of 
disease  of  the  appendix  in  the  records  of  the  London 
Hospital  during  the  preceding  40  years.  Fenwick 
described  the  old  practice  of  venesection,  purgation, 
and  large  doses  of  opium  in  the  treatment  of  typh- 
litis and  concluded  that  this  treatment  had  been  a 
failure;  he  said  "theoretically  it  would  seem  much 
better  if  we  could  cur  down  upon  the  appendix  as 
soon  as  the  diagnosis  is  tolerably  certain,  tie  it  above 
the  seat  of  the  perforation,  and  remove  from  its 
neighborhood  any  concretion  or  decomposing  ma- 
terial that  might  be  the  cause  of  irritation.” 
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The  teachings  of  Fitz  were  quickly  accepted  in  this 
country.  It  is  generally  conceded®’  that  the  first 
appendectomy  done  here  was  performed  on  May  8, 
1886,  by  R.  J.  HalF®  in  the  Roosevelt  Hospital  in 
New  York  City,  where  a 17  year  old  boy  was  treated 
for  strangulated  hernia  with  peritonitis.  When  Dr. 
Hall  opened  the  herniated  sac,  a ruptured,  gangren- 
ous appendix  was  found,  ligated,  and  removed.  The 
patient  recovered.  In  April  of  rhe  next  year,  Thomas 
G.  Morton^^  of  Philadelphia  for  the  first  time  made 
a preoperative  diagnosis  of  appendicitis  and  success- 
fully removed  the  diseased  organ.  This  was  a daring 


Fig.  2.  Thomas  G.  Morton  of  Philadelphia  in  April, 
1887,  for  the  first  time  made  a preoperative  diagnosis 
of  appendicitis  and  successfully  removed  the  diseased 
organ. 


procedure.  In  the  report  that  Morton  submitted  to 
the  Philadelphia  Surgical  Society  we  can  see  how 
precarious  it  really  was.  He  recommended  "keeping 
the  bowels  open  so  that  peritonitis  is  avoided,”  but 
urged  surgery  "once  pus  has  been  diagnosticated.” 
Dr.  Morton  irrigated  the  entire  peritoneal  cavity 
with  a 1 to  1,000  solution  of  bichloride  of  mercury 
and  carefully  broke  up  all  adhesions.  He  dismissed 
postoperative  care  with  the  remark  that  "post- 
operative treatment  should  consist  in  keeping  the 
bowels  in  a fairly  soluable  condition  and  meeting 
threatening  peritonitis  by  active  purgation.”  The 
paper  was  concluded  by  the  demonstration  by  Dr. 
Morton  of  a patient  who  had  survived  this  procedure, 
certainly  an  object  of  amazement  then  as  now. 

Henry  Marcy,^®  in  an  autobiographical  paper  writ- 
ten in  1910,  stated  that  he  was  the  first  surgeon  to 
perform  an  elective  appendectomy  between  attacks; 
this  he  did  in  November,  1886.  Henry  B.  Sands,^'^ 
writing  in  The  New  York  Medical  Journal  in  1888, 


reported  the  removal  of  a ruptured  appendix  after 
such  a preoperative  diagnosis  had  been  made.  He 
condemned  the  use  of  the  exploring  needle  and 
advocated  early  surgery  in  ruptured  appendix. 

During  that  same  year,  1888,  Dr.  Henry  Smith^® 
of  Philadelphia  addressed  the  surgical  section  of  the 
American  Medical  Association  on  the  treatment  of 
appendicitis  and  strongly  urged  5 grain  doses  of 
calomel  until  20  or  30  grains  had  been  given  and 
suggested  "the  full  use  of  stimulating  enemata”  con- 
taining soap  and  turpentine.  If  these  measures  did 
not  avail,  then  saline  laxatives  were  suggested  before 
perforations  occurred  because  “saline  purgatives  re- 
lieve congested  vessels,  increase  the  serous  discharge, 
empty  the  caecum  and  favor  the  escape  of  the  secre- 
tions of  the  appendix.”  Not  content  with  this  active 
nonsurgical  approach.  Smith  went  on  to  recommend 
that  the  patient  be  etherized  and  by  palpation  "en- 
deavor to  recognize  the  obstruction  and  favor  peri- 
staltic action.”  These  things  having  failed  "after  per- 
severing for  forty-eight  hours  with  this  treatment, 
if  relief  is  not  obtained,  I would  at  once  resort  to 
laparotomy  under  strict  antiseptic  precautions.”  Dr. 
Smith  did  not  conclude  by  exhibiting  a surviving 
patient,  but  this  may  have  been  due  to  the  distance 
from  Philadelphia  at  which  the  meeting  was  being 
held. 

From  these  papers  it  can  be  seen  that  therapy  was 
directed  to  measures  that  avoided  laparotomy,  and 
operation  was  certainly  not  to  be  considered  until 
pus  was  present — until  rupture  had  occurred.  Lap- 
arotomy was  held  to  be  a serious  and  radical  pro- 
cedure and  carried  a high  mortality  rate.  Because 
of  the  avoidance  of  early  operation,  the  results 
obtained  were  uniformly  bad,  and  it  was  quickly 
realized  that  early  surgical  interference  was  the  only 
hope  of  improving  results. 

In  that  same  year,  1888,  other  surgeons  began  to 
abandon  the  idea  of  purgation  in  appendicitis.  Dr. 
BulP^  of  New  York  addressed  the  Medical  Society 
of  London  on  the  diagnosis  and  treatment  of  ap- 
pendicitis, and  Dr.  Robert  F.  Weir,®®  professor  of 
surgery  in  the  College  of  Physicians  and  Surgeons, 
discussed  his  paper.  In  his  remarks.  Dr.  Weir  stated 
that  in  a series  of  100  patients  operated  on  for 
appendicitis,  only  17  per  cent  had  lived  when  sur- 
gery was  undertaken  after  the  eighth  day.  Dr.  Weir 
"looked  askance  at  the  cathartic  theory  and  thought 
that  the  practice  of  giving  purgation  and  enemata 
was  aU  wrong.”  He  quoted  statistics  to  show  that 
the  mortality  was  50  per  cent  under  the  old  treat- 
ment and  only  16  per  cent  since  purgation  had  been 
abandoned. 

An  article  by  McBurney®®  entitled  "Experience 
with  Early  Operative  Interference  in  Cases  of  Disease 
of  the  Vermiform  Appendix”  appeared  in  1889. 
McBurney  wrote  with  feeling  that  "I  hope  that  never 
again  may  I go  every  day  to  visit  a threatening  case. 
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Fig.  3.  Charles  McBurney,  who  had  written  about  op- 
erative interference  with  disease  of  the  vermiform  ap- 
pendix in  1889,  first  described  in  1894  the  muscle 
splitting  incision  bearing  his  name. 

waiting  bashfully  for  the  authority  of  a clearly  de- 
fined peritonitis  before  I dare  take  action.”  In  1894, 
McBurney^^  first  described  the  muscle  splitting  inci- 
sion which  bears  his  name  and  is  widely  used  to 
this  day. 

Robert  H.  M.  Dawbarn^  of  New  York  was  prob- 
ably the  first  to  advocate  routine  inversion  of  the 
untied  stump  with  a silk  purse  string  sumre  in  the 
caecum,  a procedure  he  initiated  in  1890.  The  Weir 
extension,  so-called  after  Robert  F.  Weir  of  New 
York,  was  proposed  by  that  surgeon  in  1900.® 

An  1893  edition  of  the  surgical  text  by  Keen  and 
White^®  contains  a discussion  of  appendicitis,  but 
the  differential  diagnosis  of  this  disease  and  para- 
typhlitis and  perityphlitis  is  still  considered  at  length. 
The  disease  was  thought  to  be  rare  in  children,  and 
was  considered  to  be  frequently  the  result  of  foreign 
bodies  in  the  lumen  of  the  appendix.  Great  stress  was 
placed  on  the  importance  of  a thorough  search  for 
foreign  bodies.  The  authors  likewise  recommended 
that  during  the  incipient  stage  saline  cathartics  be 
given  "so  that  a plastic  peritonitis  will  be  formed.” 
They  assumed  that  peritonitis  was  almost  inevitable. 

The  McBurney  incision  was  recommended  by 
Weller  Van  Hook®^  in  a publication  in  1897.  He 
felt  that  early  surgical  treatment  was  to  be  performed 
by  those  who  were  competent.  He  suggested  packing 
away  contaminated  areas  from  the  general  peritoneal 
cavity  and  routinely  inverted  the  appendiceal  stump. 
Van  Hook  had  definite  ideas  about  interference  with 
areas  of  contamination  and  he  stated:  "What  is  the 
main  anatomic  object  to  be  accomplished  by  opera- 


tion when  adhesions  have  formed?  You  will  agree 
that  it  is  to  relieve  by  cut  and  drainage  the  tension 
in  the  abscess  cavity — to  make  a safety  valve.  When 
this  has  been  properly  done  our  chief  excuse  for 
interference  is  exhausted.  Further  work  in  the  ab- 
domen is  dangerous.” 

By  1902,  31  pages  were  devoted  to  appendicitis 
in  the  textbook  by  Nicholas  Senn.^®  Even  though  the 
etiology  of  appendicitis  was  accurately  postulated  and 
the  pathology  described,  a differential  diagnosis  of 
typhlitis  was  discussed  at  length.  Dr.  Senn  still 
believed  that  the  medical  treatment  of  the  disease 
was  of  value  and  recommended  the  use  of  1 table- 
spoon of  castor  oil  every  3 hours  if  the  patient  was 
constipated;  he  was  emphatic  in  stating  that  laxatives 
were  to  be  avoided  if  perforation  or  gangrene  could 
be  diagnosed.  No  clear-cut  policy  was  established  for 
the  surgical  treatment  of  appendicitis,  and  early  in- 
tervention was  not  recommended  unless  the  initial 
attack  was  "severe.” 

In  1896,  John  B.  Deaver®  published  "A  Treatise 
on  Appendicitis,”  a work  of  168  pages  devoted  en- 
tirely to  this  subject.  He  was  concerned  chiefly  with 
typhoid  fever  and  especially  typhoid  perforation  in 
the  differential  diagnosis.  He  said  "remove  the  ap- 
pendix as  soon  as  the  diagnosis  has  been  made”  but 
went  on  to  describe  the  "medical  treatment”;  he 
said,  however,  "I  believe  that  laxatives  should  be 
administered  in  the  beginning  of  every  attack  of 
appendicitis,”  but  urged  operation  before  pus  formed. 
The  third  edition  of  this  book,®  published  in  1905, 
contained  492  pages.  Deaver  was  not  so  emphatic 
about  the  use  of  cathartics  at  the  time  of  this  edition 
"unless  there  is  a history  of  indigestible  food.”  He 
also  recommended  the  nonoperative  treatment  for 
some  cases  of  spreading  peritonitis.  This  edition 


Fig.  4.  A.  J.  Ochsner  of  Chicago  in  1902  outlined  a 
conservative  approach  in  treatment  of  appendiceal  peri- 
tonitis. 
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Fig.  5.  Sir  Frederick  Treves  reflected  the  British  hesi- 
tancy to  treat  acute  appendicitis  with  surgery.  He 
drained  the  appendiceal  abscess  of  King  Edward  VII  in 
1902. 

contains  a lengthy  discussion  of  all  references  to  the 
anatomy,  function,  and  pathology  of  the  appendix 
in  the  medical  literature  of  the  world  to  that  date. 
By  1889  there  were  2,500  articles  or  books  written 
on  appendicitis.^® 

The  Ochsner  treatment  of  appendiceal  peritonitis 
was  outlined  by  A.  J.  Ochsner^^  of  Chicago  in  his 
book  "A  Handbook  of  Appendicitis”  published 
in  1902.  Ochsner  realized  that  the  surgical  mortality 
in  the  face  of  an  advancing  peritonitis  was  stagger- 
ing. He  felt  that  "non  operative  treatment”  should 
be  used  in  these  cases  and  in  those  where  a properly 
trained  surgeon  and  proper  equipment  was  not  avail- 
able. He  urged  absolutely  no  food  by  mouth  and 
the  thorough  washing  out  of  the  stomach  through  a 
tube,  and  this  conservative  method  of  treatment 
continues  to  bear  his  name  to  this  day. 

The  surgical  treatment  of  acute  appendicitis  was 
not  so  well  recognized  in  England  as  it  was  in  this 
country.  Sir  Frederick  Treves^®  in  the  Cavandish 
Lecture  in  1902  stated  that  "operation  during  an 
acute  attack  of  appendicitis  is  attended  with  great 
risk  of  life.”  He  would  not  concede  the  urgency  of 
surgery  unless  there  was  "a  suspicion  of  pus”  and 
thought  that  surgery  was  best  performed  during  a 
quiescent  period.  During  that  same  year,  Treves 
drained  the  appendiceal  abscess  of  King  Edward  VII, 
and  the  eyes  of  the  entire  world  focused  on  this  new 
American  disease.  The  first  appendectomy  was  not 
performed  in  Australia  until  1893."^  By  1912,  the 
British  surgeon  Burgess”  was  able  to  report  "an 
analysis  of  500  consecutive  operations  for  acute 
appendicitis”  and  conclude  that  the  lowest  mortality 
rate  was  obtained  when  surgery  was  initiated  during 
the  first  48  hours  of  the  process. 


INTRODUCTION  TO 
ABDOMINAL  SURGERY 

Certainly,  the  recognition  of  appendicitis  as  a 
distinct  pathological  and  clinical  entity  was  a tre- 
mendous step  forward  in  modern  surgery,  and  the 
realization  that  the  disease  could  be  corrected  early 
in  its  acute  phase  by  laparotomy  opened  up  an  en- 
tirely new  field  to  the  surgeon.  "The  large  number 
of  cases  of  appendicitis  and  the  knowledge  of  the 
new  aseptic  way  of  invading  the  peritoneal  cavity 
formed  the  foundation  of  abdominal  surgery.”^'^  It  is 
true  that  elective  surgical  procedures  within  the 
peritoneal  cavity  had  been  done  previously  but  no- 
where with  any  degree  of  success  or  assurance,  and 
it  was  not  until  the  surgical  treatment  of  appendi- 
citis was  postulated  and  the  pathology  and  sympto- 
matology outlined  by  Reginald  Fitz  that  the  modern 
surgeon  began  to  enter  the  abdomen  with  courage. 
The  development  of  abdominal  surgery  was  rapid  in 
America,  and  soon  other  areas  once  considered  be- 
yond the  reach  of  the  surgeon’s  knife  were  invaded. 
The  surgical  treatment  of  appendicitis  truly  lighted 
the  way  for  modern  surgery. 

REFERENCES 

A bibliography  may  be  obtained  from  the  author. 

I Dr.  Klingensmith,  708  Monroe,  Amarillo. 

Some 

Phrenotropic 

Drugs 

Clinical  Applicability 
Based  on  Chemical  Groupings 

HAMILTON  FORD,  M.D. 

Galveston,  Texas 

PHYSICIANS  are  being  flooded  with  literamre 
from  the  detail  houses  about  the  many  drugs, 
particularly  tranquilizers,  used  in  the  treatment  of 
mental  and  emotional  disorders.  This  only  tends  to 
produce  bewilderment  since  the  accompanying  bro- 
chures usually  indicate  that  each  drug  seems  to  be 
of  value  in  nearly  all  disorders.  The  classification 
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Table  1. — Classification  of  Some  Phrenotropic  Drugs. 


Registered  Name  (Chemical) 

Pharmaceutical  Firm 

Daily  Dosage 
(mg.  unless  noted) 

A.  Tranquilizers 

I.  Diphenyl  Methane  Derivatives: 

Frenquel  (Azacyclonol) 

Merrell 

200-400 

Suavital  (Benactyzine) 

Merck 

3-9 

Atarax  (Hydroxyzine) 

Roerig 

50-100 

Vistaril  (Hydroxyzine) 

Pfizer 

50-100 

II.  Propanediol  Dicarbamate  (substituted  propanediols) : 
Equanil  (Meprobamate) 

Wyeth 

800-3,200 

Miltown  ( Meprobamate ) 

Wallace 

Ultran  ( Phenaglycodol ) 

Lilly 

900-1,200 

Deprol  [Miltown  400  mg.,  Suavital  1 mg.) 

Wallace 

4-8  tablets 

Prozine  [Equanil  200  mg.,  Promazine  25  mg.} 

Wyeth 

4-8  capsules 

III.  Psychosedatives  with  Muscle  Relaxants: 

Trancopal  (Chlormezanone) 

Winthrop 

300-600 

Suvren  (Caprodiamine) 

Ayerst 

100-400 

Tolserol  (Mephenesin) 

Squibb 

4-6  Gm. 

Flexin  (Zoxazolamine) 

McNeil 

250-750 

Paraflex  (Chlorzoxazone) 

McNeil 

750-2,000 

IV.  Rauwolfia: 

Raudixin  (Crude  Drug) 

Squibb 

50-100 

Rauwiloid  (Purified  Extract) 

Riker 

2-4 

Serpasil  (Reserpine) 

Ciba  & Others 

1-2 

Harmonyl  (Deserpidine) 

Abbott 

2-3 

Moderil  (Rescinnamine) 

Pfizer 

0.5-1 

V.  Phenothiazine  Derivatives  (neuroleptics)  : 

Phenergan  (Promethazine) 

Wyeth 

100-200 

Tentone  ( Methoxypromazine  Maleate) 

Lederle 

30-500 

Sparine  (Promazine) 

Wyeth 

100-800 

Pacatal  (Mepazine) 

W arner-Chilcott 

100-500 

Thorazine  (Chlorpromazine) 

Smith,  Kline  & French 

100-3,000 

Vesprin  (Triflupromazine) 

Squibb 

100-200 

Compazine  (Procloperazine) 

Smith,  Kline  & French 

20-40 

Dartal  (Thiopropazate) 

Searle 

20-40 

Trilafon  (Perphenazine) 

, Sobering 

16-32 

Stelazine  (Trifluoperazine) 

Smith,  Kline  & French 

3-40 

Prolixine  [Vespazine]  (Trifluomeperazine) 

Squibb 

2-60 

Mellaril  (Thioridazine) 

Sandoz 

100-400 

B.  Depressants  (Sedatives  and  Hypnotics) 

I.  Barbiturates: 

Phenobarbital 

64-200 

Mebaral  (Mephobarbital) 

Winthrop 

90-400 

II.  Nonbarbiturates  and  Others  (chloral  hydrate,  bromides,  paraldehyde,  alcohol)  : 

Doriden  (Gluterhimide) 

Ciba 

500-1,000 

Placidyl  (Ethchlorvynol) 

Abbott 

500-1,000 

Noludar  (Methyprylon) 

Roche 

100-400 

Dormison  (Methylparafynol) 

Sobering 

500-1,000 

Quiactin  (Oxanamide  Glycidamide) 

Merrell 

800-1,000 

Valmid  (Ethinamate) 

Lilly 

500  prn. 

Oblivon  (Methylpentynol)  

C.  Stimulants  (Antidepressants) 

I.  Monoamine  Oxidase  Inhibitors  (psychic  energizers)  : 

Marsilid  (Iproniazid) 

Roche 

50-200 

Catron  ( B-Phenylisopropy  1-hydrazine ) 

Lakeside 

6-12 

Nardil  (Phenelzine  Dihydrogen  Sulfate) 

W arner-Chilcott 

15-60 

Niamid  (Nialamide) 

Pfizer 

50-200 

RO  5-0831-1  (Benzylmethylisoxazolyl-carbonylhydrazine) 

Roche 

30-60 

II.  Central  Stimulants: 

Ritalin  (Methyl-phenidylacetate  Hydrochloride) 

Ciba 

15-40 

Meratran  (Alpha  [2  Piperidyl]  Benzhydrol  Hydrochloride) 

Merrell 

2-5 

Deaner  (Deanol) 

Riker 

25-75 

Disipal  (Orphenadrine) 

Riker 

50-100 

Amphetamine  Derivatives 

III.  Thymoleptics  (true  antidepressants)  : 

Tofranil  (Imipramine  Hydrochloride) 

Geigy 

25-200 
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Dr.  Hamilton  Ford  is  professor 
of  neurology  and  psychiatry  at 
the  University  of  Texas  Medical 
Branch. 

which  follows  and  which  is  elaborated  upon  in  table 
1 is  for  the  purpose  of  bringing  some  order  out  of 
the  chaos. 

The  term  phrenotropic  has  been  selected  as  it 
covers  the  many  chemical  families  of  drugs  which 
have  an  affinity  for  the  mind. 

A.  Tranquilizers  and  Ataractics  (alleviate  anxiety, 
agitation,  and  abnormal  mentation  and  behavior  with- 
out dulling  mental  acuity). 

I.  Diphenyl  Methane  Derivatives  (reduce  anxiety  or 
restore  peace  of  mind). 

II.  Propanediol  Dicarbamate  (central  relaxant). 

III.  Psychosedatives  (with  muscle  reiaxants). 

IV.  Rauwolfia  (reduces  hypermotility,  abnormal  in- 
itiative, and  increased  affective  tension). 

V.  Phenothiazine  Derivatives  (neuroleptic  manifest- 
ed by  sedative  action  without  narcotic  effect; 
specific  effects  on  excitement,  restlessness,  and 
aggressiveness,  plus  vegetative  and  extrapyramidal 
changes ) . 

B.  Depressants  (sedative  in  small  doses;  hypnotic  in 
large  doses ) . 

I.  Barbiturates  (cortical  depressant). 

II.  Nonbarbiturates  and  Others  (cortical  depressant) . 

C.  Stimulants  ( antidepressants ) . 

I.  Monoamine  Oxidase  Inhibitors  (psychic  ener- 
gizers ) . 

II.  Central  Stimulants. 

III.  Thymoleptics  (true  antidepressants) . 

!►  Dr.  Ford,  John  Sealy  Hospital,  Galveston. 


Hypnosis  Cures  Hiccups 
In  Heart  Attack  Victims 

A single  hypnotic  suggestion  successfully  cured  an  8 day 
case  of  hiccups  in  a man  recovering  from  a heart  attack, 
two  Philadelphia  doctors,  Drs.  Gordon  Bendersky  and  Mar- 
tin Baren,  reported  in  the  September  A.M.A.  Archives  of 
Internal  Medicine. 

A serious  complication  of  myocardial  infarction,  hiccups 
produce  extreme  exhaustion  in  the  patient  if  they  are  pro- 
longed, said  the  doctors.  They  cited  the  case  of  a 55  year 
old  man  who  developed  hiccups  22  days  after  he  had  suf- 
fered a heart  attack.  After  8 days  of  almost  constant  hic- 
cupping, during  which  all  the  standard  treatment  methods 
were  tried,  the  patient  was  given  one  hypnotic  suggestion 
that  the  hiccups  would  disappear,  said  the  doctors,  and  he 
was  rid  of  the  hiccups. 


Histopathologic 
Similarities 
In  Skin  Diseases 


JOHN  M.  KNOX,  M.D.  and 
R.  KINGSLEY  McHENRY,  M.D. 

Houston,  Texas 

Although  there  are  hundreds  of  diseases 
that  affect  man,  the  human  body  can  react  in 
only  a limited  number  of  ways.  This  is  particularly 
true  for  any  one  organ  or  system.  The  skin,  because 
of  its  external  position,  size,  and  numerous  functions, 
may  manifest  a rather  imposing  list  of  disease  states. 
It  should  be  emphasized  that  in  spite  of  the  fact  that 
these  diseases  are  different  and  can  be  diagnosed 
with  accuracy,  there  are  inevitable  duplications  of 
certain  features  of  various  diseases.  These  similari- 
ties may  be  in  respect  to  symptoms,  type  of  primary 
skin  lesion,  shape  or  configuration  of  the  lesions, 
chemical  changes,  distribution  of  the  disease  process, 
laboratory  findings,  or  other  aspects. 

There  are  definite  histopathologic  similarities  in 
otherwise  unrelated  and  separable  dermatological 
diseases,  and  this  presentation  will  point  out  several 
examples.  Specific  diseases  will  be  chosen  to  demon- 
strate where  etiology,  clinical  appearance,  prognosis, 
response  to  drugs,  and  chemical  changes  are  different, 
in  spite  of  similar  histopathologic  alterations. 


SIMILAR  YET  DIFFERENT 

Etiology. — -The  histopathologic  pictures  may  be 
identical  in  sarcoidosis,  in  certain  foreign  body  gran- 
ulomas as  beryllium  granuloma  or  deodorant  granu- 
loma, and  in  such  infectious  diseases  as  tuberculosis 
and  leprosy.  In  each  of  these  conditions  the  etiology 
is  different,  yet  the  histopathologic  findings  may  be 
indistinguishable.  Under  these  circumstances  accurate 
diagnosis  depends  upon  differences  in  the  history, 
physical  findings,  and  laboratory  data. 

Clinical  Appearance. — The  experienced  physician 
has  little  difficulty  in  differentiating  between  granu- 
loma annulare  and  necrobiosis  lipoidica  diabeticorum 
because  the  typical  lesions  do  not  resemble  each  other 
in  appearance.  However  the  histopathologic  findings 
in  the  usual  hematoxylin  and  eosin  preparation  may 
be  strikingly  similar.  When  studying  the  dermis, 
the  finding  of  necrobiosis  with  palisading  histiocytes 
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surrounding  the  necrobiotic  areas  is  almost  pathog- 
nomonic of  one  of  these  two  diseases.  How  two  dis- 
eases can  be  so  similar  and  unique  histologically  and 
yet  quite  different  in  appearance,  distribution,  clin- 
ical course,  and  so  forth  is  a mystery. 

Prognosis. — The  prognosis  in  pemphigus  vulgaris 
and  chronic  familial  benign  pemphigus  of  Hailey 
and  Hailey  is  as  opposite  as  black  and  white.  Prior 
to  the  advent  of  steroid  therapy,  pemphigus  vulgaris 
was  nearly  always  fatal,  whereas  Hailey  and  Hailey’s 
disease  is  never  fatal.  Nevertheless,  suprabasalar  acan- 
tholysis  with  the  formation  of  vesicles  and  bullae 
charaaerizes  both  disease  processes.  They  can  present 
an  identical  histopathologic  picture,  although  the 
lesions  are  usually  larger  in  pemphigus  and  corps 
ronds  and  grains  are  often  found  in  Hailey  and 
Hailey’s  disease. 

Response  to  Drugs. — Subepidermal  bullae  forma- 
tion is  the  most  important  pathologic  feature  in 
erythema  multiforme,  dermatitis  herpetiformis,  and 
epidermolysis  bullosa.  Dermatitis  herpetiformis  re- 
sponds to  sulfapyridine  and  erythema  multiforme 
responds  to  corticosteroid  therapy;  epidermolysis  bul- 
losa is  rarely  benefited  by  any  therapeutic  approach. 
It  is  not  difficult  to  explain  why  erythema  multi- 
forme responds  to  adequate  corticosteroid  administra- 
tion; however,  one  can  only  speculate  upon  the  ac- 
tion of  sulfapyridine  in  dermatitis  herpetiformis. 
With  all  three  diseases  manifesting  separation  of  the 
epidermis  from  the  dermis,  it  is  interesting  that 
therapeutic  response  is  unrelated.  Three  separate 
mechanisms  must  be  involved. 

Chemical  Changes. — Only  chemical  tests  can  be 
relied  upon  to  differentiate  amyloid  from  colloid  in 
the  skin.  In  both  amyloidosis  and  colloid  milium, 
their  respective  deposits  are  in  the  pars  papillaris  of 
the  cutis,  and  both  materials  are  somewhat  amor- 
phous and  stain  eosinophilically  with  hematoxylin 
and  eosin  stain.  Therefore  different  chemical  sub- 
stances may  be  deposited  in  the  skin  to  produce  a 


Dr.  John  M.  Knox  and  his  co- 
author, from  the  Department  of 
Dermatology  at  Baylor  Univer- 
sity College  of  Medicine,  pre- 
sented the  paper  for  the  Texas 
Dermatological  Society  in  San 
Antonio,  April  20,  1959. 

Histopathologic  similarities  exist  in  otherwise  unrelated  and 
separable  dermatologic  diseases.  Exgmples  demonstrate  differ- 
ent etiology,  clinical  appearance,  prognosis,  response  to  drugs, 
and  chemical  changes  in  spite  of  similar  histopathologic  al- 
terations. Often  clinical  and  pathologic  findings  must  be 
correlated  for  accurate  diagnosis. 


similar  histopathologic  picture.  Special  stains  must 
be  utilized,  such  as  van  Gieson,  which  stains  amyloid 
pink  and  colloid  yellow,  and  methyl  violet,  which 
stains  amyloid  but  not  colloid. 

Nomenclature. — It  is  not  unusual  for  different 
clinical  entities  or  syndromes  to  present  the  same 
histopathologic  findings.  In  many  such  instances  the 
syndromes  probably  represent  variations  in  appear- 
ance, distribution,  or  the  clinical  course  of  the  same 
disease  process.  This  is  probably  the  case  in  lichen 
sclerosus  et  atrophicus,  balanitis  xerotica  obliterans, 
kraurosis  vulvae,  and  CsiUag’s  disease,  for  it  is  likely 
that  they  are  only  variations  in  one  disease  process 
and  should  be  classified  under  the  general  category 
of  lichen  sclerosus  et  atrophicus. 

COMMENT 

These  examples  of  histopathologic  similarities 
are  presented  not  as  much  to  enlighten  as  to  stimu- 
late interest  in  these  phenomena.  The  biochemist, 
physiologist,  histochemist,  microbiologist,  and  other 
researchers  are  continuing  to  supply  basic  knowledge 
and  information  that  some  day  will  enable  the  clini- 
cian to  understand  not  only  these  phenomena  bur 
unexplained  aspects  of  other  diseases. 

Although  the  intriguing  similarities  named  were 
selected  to  illustrate  specific  points,  there  are  other 
examples  that  could  have  been  employed.  Note- 
worthy among  the  omissions  are  similarities  found 
in  the  following  four  categories: 

1.  Insect  bite  versus  lymphoma  versus  benign 
lymphocytic  infiltrates  of  the  skin. 

2.  Erythema  nodosum  versus  nodular  vasculitis 
versus  erythema  induratum. 

3.  Keratodermia  blennorrhagicum  versus  pustular 
psoriasis  versus  pustular  bacterid  versus  acroderma- 
titis continua. 

Because  of  the  occurrence  of  these  and  other  histo- 
pathologic similarities,  occasions  arise  in  which  the 
pathologist  can  offer  only  a "compatible  with’’  diag- 
nosis. Unless  the  attending  physician  is  aware  of  the 
pathologist’s  problems  in  differential  diagnosis,  he 
will  be  handicapped  by  failure  to  place  the  pathol- 
ogist’s interpretation  in  its  proper  perspective.  Also, 
a clinician  should  appreciate  the  histopathologist’s 
desire  for  pertinent  data  obtained  from  the  history, 
physical  examination,  and  laboratory  findings.  The 
wise  pathologist  always  considers  the  clinical  findings 
before  making  a diagnosis.  It  should  be  emphasized 
that  in  many  instances  the  clinical  and  pathologic 
findings  must  be  correlated  before  an  accurate  diag- 
nosis can  be  established  by  either  the  clinician  or  the 
pathologist.  Pathologists  who  make  diagnoses  with- 
out regard  to  the  clinical  findings  are  as  certain  to 
err  as  is  the  clinician  who  does  not  know  how  to 
employ  laboratory  aids  in  diagnosis. 
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In  dermatology  as  in  other  fields  of  medicine  the 
patient  is  best  served  by  the  physician  who  is  able 
to  take  a careful  history,  perform  a thorough  physi- 
cal examination,  obtain  appropriate  laboratory 
smdies,  and  then  correlate  aU  of  the  findings  into 
an  understanding  of  the  patient’s  disease  process.  In 
this  manner  a correct  diagnosis  and  logical  plan  of 
treatment  can  be  established. 


SUMMARY 

There  are  definite  histopathologic  similarities  in 
otherwise  unrelated  and  separable  dermatologic  dis- 
eases. Specific  examples  demonstrate  where  etiology, 
clinical  appearance,  prognosis,  response  to  drugs,  and 
chemical  changes  are  different  in  spite  of  similar 
histopathologic  alterations.  In  many  instances  the 
clinical  and  pathologic  findings  must  be  correlated 
before  an  accurate  diagnosis  can  be  established  by 
either  the  clinician  or  the  pathologist. 
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Limit  to  Veterans  Medical  Care  Urged 

In  hopes  of  getting  the  support  of  all  state  medical  so- 
cieties, the  Medical  and  Chirurgical  Faculty  of  the  State  of 
Maryland,  through  its  House  of  Delegates,  proposes  a 
plan  of  action  to  limit  federal  medical  care  of  veterans 
to  service-connected  disabilities. 

The  Association  of  American  Physicians  and  Surgeons 
also  is  advocating  that  the  Veterans  Administration  Act 
be  revised  to  provide  for  government  paid  medical  and 
hospital  care  of  veterans  to  those  with  disabilities  linked 
with  the  service  only.  An  effort  will  soon  be  made  to 
receive  a congressional  hearing  before  the  House  Veterans 
Affairs  Committee. 

Inasmuch  as  85  per  cent  or  more  of  the  cases  cared 
for  in  VA  hospitals  are  of  non-service  origin,  the  proposed 
action  would  save  the  taxpayers  nearly  a billion  dollars  per 
year.  The  AAPS  action-plan  would  have  veterans  cared  for 
by  the  Armed  Forces  hospitals  or  by  local  civilian  hospitals 
on  a hometown  care  basis.  U.  S.  Public  Health  Service 
hospitals  might  also  be  used  to  a limited  extent.  It  sug- 
gests eventually  turning  over  VA  hospital  facilities  to  the 
states,  possibly  as  hospitals  for  mberculosis  and  neuropsy- 
chiatric patients. 


Staphylococcus 
Wound  Infection 

RICHARD  J.  HARRIS,  M.D. 

San  Antonio,  Texas 

The  problem  of  intrahospital  infection  is  not 
new,  but  it  is  assuming  increasing  importance 
the  world  over.  The  principal  offending  organism 
is  the  hemolytic,  coagulase  positive.  Staphylococcus 
aureus.  Since  the  advent  of  antibiotics  in  1938,  the 
characteristics  of  the  many  strains  of  Staphylococcus 
have  changed.  Some  strains  have  become  resistant 
to  every  available  antibiotic  and  chemotherapeutic 
agent,  and  there  is  reason  to  believe  that  the  same 
wiU  hold  true  for  any  agent  to  be  developed  in  the 
future.  The  Staphylococcus  is  capable  of  producing 
the  most  minor,  the  most  devastating,  the  most 
resistant,  and  the  greatest  number  of  infections  in 
our  hospitals  today. 

The  control  of  intrahospital  infection  centers 
around  the  control  of  cross  infeaion  among  the 
patient,  hospital  personnel,  and  environment.  It  has 
long  been  known  that  the  Staphylococcus  often  be- 
comes air  borne  from  septic  wounds  and  contami- 
nated dressings  and  that  one  of  the  major  means 
of  distribution  is  the  upper  respiratory  tract  of 
hospital  personnel.  Sources  of  the  Staphylococcus 
and  pathways  of  wound  infection  are  shown  in  fig- 
ure 1.  There  is  strong  clinical  evidence  that  strains 
which  are  dispersed  from  active  infections  are  more 
virulent  than  those  of  the  same  "phage”  type  car- 
ried in  the  nasopharynx  of  healthy  carriers.  The 
control  of  intrahospital  infection  is  far  from  being 
effective,  and  the  available  means  of  combating  the 

Dr.  Richard  J.  Harris,  chief 
resident  in  surgery  at  Robert 
B.  Green  Memorial  Hospital, 
presented  this  paper  at  the 
quarterly  staff  conference  of 
the  hospital  June  10,  1958, 
and  before  the  Alamo  Area 
Hospital  Council  of  the  Texas 
Hospital  Association  September 
27,  1958. 

In  a study  of  postoperative  wound  infections  advanced  age, 
increased  operating  time,  and  decreased  systemic  resistance 
predisposed  the  patient  to  infection.  Control  measures  includ- 
ing discontinuance  of  routine  antibiotic  prophylaxis,  strict 
asepsis  and  atraumatic  operative  technique,  isolation  of 
patients  with  wound  infections,  and  routine  inspection  and 
cleaning  of  air  filters  and  ventilators  cut  the  incidence  of 
infection  appreciably. 
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majority  of  staphylococcal  infections  are  only  slightly 
more  efficient  than  in  the  preantibiotic  era. 


Fig.  1.  Sources  of  Staphylococcus  and  pathways  of 
wound  infection.  (Adapted  from  Rountree,  P.M.:  Cross- 
Infection  of  Surgical  Wounds,-  M.  J.  Australia  2:766- 
769  [Dec.  8]  1951,  who  in  turn  adapted  from  Mitman, 
M.:  Aerial  Infection,  Brit.  M.  J.  1:71-74  [Jan.  20] 
1945  and  Harries,  D.  H.  R.,  and  Mitman,  M.:  Clinical 
Practice  in  Infectious  Diseases,  ed.  2,  Edinburgh,  1944, 
p.  522.) 

CURRENT  STUDY 

The  Robert  B.  Green  Memorial  Hospital  is  a 300 
bed  charity  instimtion  with  an  average  of  792  major 
and  372  minor  general  surgical  procedures  per  year. 
Wound  infections  presented  no  particular  problem 
until  November,  1957,  when  the  postoperative 
wound  infection  rate  became  so  great  that  all  elective 
procedures  were  canceled  for  a period  of  1 week.  In 
March,  1958,  a similar  situation  presented  itself, 
and  again  all  elective  procedures  were  canceled.  An 
intensive  smdy  of  wound  infections  was  undertaken 
and  many  errors  in  procedure  and  technique  were 
discovered. 

The  charts  of  all  912  patients  admitted  to  the 
General  Surgery  Service  from  July,  1957,  through 
March,  1958,  were  reviewed.  A total  of  110  post- 
operative wound  infections  were  encountered.  These 
were  classified  into  three  groups,  after  Howe:^ 

Group  I — "Clean”  surgical  procedures.  No  evident 
contamination  occurred  during  operation  and  heal- 
ing by  primary  intention  was  expected.  Example: 
sympathectomy,  mastectomy,  thyroidectomy. 

Group  II — Operative  procedures  in  which  there 
was  potential  or  acmal  contamination,  but  in  which 
the  wounds  were  expected  to  heal  by  primary  in- 
tention. Example:  cholecystectomy,  intestinal  resec- 
tion, appendectomy. 

Group  III — Operative  procedures  in  which  infec- 
tion was  obligatory.  Example:  incision  and  drainage 
of  abscesses. 

Only  those  patients  in  categories  I and  II  were 
considered  for  purposes  of  this  study  and  together 


were  considered  as  "clean”  operative  procedures  in 
that  wound  healing  is  normally  by  first  intention. 
Sixty-eight  infections  fell  into  this  group.  (The  re- 
maining 42  cases  were  in  group  III  and  were  not 
considered. ) 


WOUND  INFECTtONS 

Infection  Rate. — The  over-all  wound  infection 
rate  for  "clean”  procedures  over  the  9 month  period 
from  July,  1957,  through  March,  1958,  was  7.5  per 
cent  (fig.  2).  This  varied  from  2.7  per  cent  in 


Fig.  2.  Incidence  of  Staphylococcus  wound  infection 
during  the  period  July,  1957-March,  1958. 

January,  1958,  to  15.7  per  cent  in  March,  1958.  A 
study  by  Pulaski  and  Bowers®  has  shown  that  the 
exaa  incidence  of  postoperative  wound  infections 
is  difficult  to  ascertain;  however,  their  figures  may 
serve  as  points  of  reference  (table  1). 

Table  1. — Incidence  of  Postoperative  Wound  Infection 
Reported  by  Pulaski  and  Bowers.’ 


Type  of  traumatic  wounds  Infection  Rate  ( % ) 

Simple  and  complex  wounds  of  extremities.  . . 5-25 

Penetrating  abdominal  wounds 10-60 

Elective  surgical  procedures 

Contaminated  fields 8-14 

"Clean”  fields 1-5 


Adapted  from  Pulaski,  E.  J.,  and  Bowers,  W.  F.:  Anti- 
biotic Prophylaxis;  Possibilities,  Limitations  and  Hazards, 
Surg.  Clin.  N.  Am.  (Oct.)  1957,  pp.  1459-1471. 

The  incidence  of  "clean”  wound  infections  in  the 
preantibiotic  era  was  approximately  2 per  cent,  and 
the  increasing  incidence  is  probably  real  rather  than 
relative.  This  may  be  due,  in  part,  to  the  indis- 
criminate use  of  antibiotics  and  the  consequent  de- 
velopment of  resistant  strains  of  bacteria,  but  more 
likely  it  is  due  to  the  failure  to  observe  aseptic 
surgical  technique  and  to  adhere  to  sound  surgical 
principles. 
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Approximately  20  per  cent  of  the  postoperative 
wound  infections  were  discovered  at  the  first  clinic 
visit  after  the  patient  left  the  hospital.  This  delay 
in  discovery  of  wound  infection  prevails  in  private 
hospitals  as  well,  especially  since  private  patients  are 
discharged  earlier.  If  a patient  is  found  to  have  a 
wound  infection  at  the  first  postoperative  visit  to 
the  physician’s  office,  and  if  this  infection  is  not 
reported  to  the  proper  authorities,  it  follows  that 
the  actual  incidence  of  infection  for  that  hospital 
wiU  be  higher  rhan  the  reported  or  assumed  in- 
cidence. 

It  is  of  particular  interest  that  only  3 postoperative 
wound  infections  occurred  on  the  Obstetric  and 
Gynecologic  Service  during  this  same  9 month 
period,  an  infection  rate  of  0.4  per  cent.  This  can 
be  explained  partly  by  the  generally  younger  age 
group  and  better  physical  condition  of  these  patients, 
as  well  as  the  lack  of  traumatic  injury  and  shorter 
operating  time  per  case,  as  compared  to  patients 
on  the  General  Surgery  Service.  Other  factors  such 
as  minimal  exposure  to  contaminated  cases  also 
must  be  considered. 

Age  Incidence. — The  highest  incidence  of  wound 
infection  was  in  the  age  group  60-70.  This  is  in 
general  agreement  with  Brown’s  opinion  that  age 
is  the  most  important  factor  in  individual  suscepti- 
bility, the  newborn  and  aged  being  the  most  vulner- 
able.^ Patients  in  the  geriatric  age  group  usually  have 
concomitant  diseases,  many  are  debilitated,  and  most 
have  lost  much  of  their  natural  resistance  to  infec- 
tion, especially  to  the  Staphylococcus. 

Operating  Time. — Infection  rate  varied  directly  as 
the  operating  time  with  the  highest  incidence  in 
patients  who  had  undergone  procedures  lasting  2 
hours  or  longer.  Prior  to  the  development  of  better 
anesthetic  methods,  speed  was  considered  a pre- 
requisite of  good  operative  technique.  It  was  unusual 
for  an  operative  procedure  to  last  more  than  2 hours, 
especially  in  the  geriatric  patient.  This  time  factor 
is  of  less  importance  today,  and  it  follows  that  the 
longer  the  operative  site  is  exposed  to  the  air  the 
greater  the  chance  for  contamination. 

Operative  Risk. — Classification  of  patients  as  to 
operative  risk  was  based  on  the  Standard  Anesthesia 
Classification,  as  follows: 

1.  An  individual  with  no  systemic  organic  disease 
or  with  localized  disease  which  causes  no  systemic 
symptoms. 

2.  An  individual  with  moderate  systemic  dismrb- 
ance. 

3.  An  individual  with  severe  systemic  dismrbance. 

4.  An  individual  suffering  from  systemic  disorders 
which  are  an  imminent  threat  to  life. 

5.  All  patients  operated  upon  for  emergency  con- 
ditions who  would  otherwise  be  in  classes  1 or  2. 


6.  All  patients  operated  upon  for  emergency  con- 
ditions who  would  otherwise  be  in  classes  3 or  4. 

7.  Moribund  or  comatose  patients. 

The  contention  that  wound  infections  are  more 
apt  to  occur  in  patients  with  concomitant  disease  is 
supponed  by  our  findings.  The  high  incidence  of 
infection  in  those  patients  undergoing  emergency 
procedures  is  significant  because  this  group  com- 
prises those  with  definitely  decreased  systemic  re- 
sistance. 

Bacteriology. — ^The  vast  majority  of  pathogenic 
organisms  cultured  from  wound  infections  were 
coagulase  positive,  hemolytic.  Staphylococcus  aureus, 
most  of  them  bacteriophage  type  44A/52AB/81A. 

Early  in  the  course  of  sensitivity  smdies  in  July, 

1957,  most  of  the  Staphylococci  were  found  to  be 
sensitive  to  the  tetracyclines,  chloramphenicol,  and 
erythromycin.  Those  strains  acquired  outside  the 
hospital  environment  were  in  many  instances  sensi- 
tive also  to  penicillin  and  streptomycin.  There  ap- 
peared to  be  a general  resistance  to  the  sulfonamide 
preparations.  As  the  smdy  progressed,  it  was  found 
that  more  and  more  culmres  were  resistant  to  all  of 
the  commonly  employed  antibiotics,  and  by  March, 

1958,  the  majority  were  sensitive  only  to  novobiocin 
and  bacitracin.  These  drugs  were  not  available  for 
general  use  from  the  hospital  pharmacy,  but  had  they 
been,  there  is  every  reason  to  believe  that  resistance 
to  these  drugs  would  have  developed  quickly. 


Table  2. — Organisms  Recovered  from  Wounds 
Postoperatively. 


Organism 


Number  of  Wounds 


Staph,  aureus  46 

Staph,  albus  9 

Pseudomonas  6 

Coliform  5 

Proteus  sp 3 

Alpha  Strep 1 

Beta  Strep 1 

Anaerobic  Strep 1 

Paracolon  1 


Total 


73 


The  organisms  recovered  are  listed  in  table  2.  In 
this  table  73  cultures  are  reported  for  the  68  wound 
infections.  This  is  due  to  the  fact  that  more  than 
one  organism  was  present  in  significant  number  in 
3 cases  and  that  the  bacterial  flora  completely 
changed  in  2 other  wounds  during  the  course  of 
treatment.  With  this  possibility  in  mind,  cultures 
are  now  taken  from  every  wound  infection  weekly, 
in  order  to  determine  the  predominant  bacteria.  It 
is  interesting  that  whereas  Streptococci  were  respon- 
sible for  a large  number  of  wound  infections  in 
the  preantibiotic  era,  they  were  incriminated  in  only 
3 instances  in  this  series. 

Morbidity  and  Mortality. — The  average  hospitali- 
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2ation  period  of  patients  with  wound  infections  was 
24.5  days  as  compared  to  an  average  hospital  stay 
of  all  patients  of  7 days.  This  represents  added  stress 
to  the  patient  from  a financial,  physical,  and  mental 
standpoint,  and  a loss  of  available  bed  space  to  the 
hospital. 

The  most  severe  complication  of  wound  infection 
was  evisceration.  This  occurred  in  4 instances,  2 on 
the  sixth,  1 on  the  eighth,  and  another  on  the  thir- 
teenth postoperative  day.  All  were  treated  by  im- 
mediate closure  utilizing  through-and-through  wire 
sutures,  and  recovery  was  uneventful  in  each  case. 
No  evidence  is  yet  available,  but  the  incidence  of 
incisional  hernia  in  those  patients  with  abdominal 
wound  infections  in  all  probability  will  be  high. 

The  majority  of  wounds  were  found  to  be  infected 
on  the  fifth  to  sixth  postoperative  day.  The  earliest 
was  discovered  on  the  second,  and  the  most  delayed 
on  the  thirty-first  day  following  operation. 

Four  patients  with  wound  infections  died.  These 
were  all  debilitated  geriatric  patients,  and  death  was 
due  to  staphylococcal  pneumonia,  proven  at  necropsy. 
The  same  strains  of  Staphylococci  involved  in  the 
pneumonic  process  were  cultured  from  the  wounds 
of  all  4 patients  prior  to  death. 

Treatment. — Suspicion  of  infection  was  aroused 
by  fever,  local  erythema,  warmth,  induration,  and 
tenderness.  When  these  classic  findings  were  pres- 
ent, all  skin  sutures  were  removed,  the  subcutaneous 
tissue  was  opened  widely,  and  a specimen  was  taken 
for  culture  and  sensitivity.  The  wound  was  irrigated 
with  hydrogen  peroxide,  scrubbed  with  gauze 
sponges,  and  covered  with  an  occlusive  dressing. 
This  procedure  was  repeated  twice  daily  thereafter. 
This  represented  a compromise  with  the  ideal  ther- 
apy of  leaving  the  wound  exposed,  but  it  was  thought 
that  exposure  would  increase  the  opportunity  for 
cross  infection.  Local  antibiotics  were  not  used,  and 
systemic  antibiotic  therapy  was  used  only  when  the 
measures  described  failed  to  control  the  infection. 
In  approximately  50  per  cent  of  infected  wounds, 
secondary  closure  with  wire  sutures  was  employed, 
and  in  the  remainder,  granulation  was  allowed  to 
proceed  until  epithelization  occurred.  In  several  cases 
secondary  closure  was  performed  premamrely,  with 
resulting  infeaion  of  the  needle  tract,  necessitating 
removal  of  sumres  and  causing  a prolongation  of 
morbidity. 

CONTROL  MEASURES 

Many  new  techniques  in  ward  procedure  and  gen- 
eral patient  care  have  been  instituted.  A program 
has  been  developed  to  combat  cross  infection  and 
is  constantly  undergoing  change  as  better  methods 


are  introduced.  The  following  constitute  the  most 
significant  features  in  our  approach  to  the  problem: 

1.  All  patients  admitted  to  the  hospital  with 
established  infection  and  those  patients  developing 
infection  while  hospitalized  are  strictly  isolated. 

2.  Routine  antibiotic  prophylaxis  has  been  abol- 
ished, and  culture  and  sensitivity  studies  are  per- 
formed on  the  bacteria  from  every  wound  infection. 

3.  Dressing  carts  have  been  eliminated  as  all  dress- 
ing carts  and  lifting  forceps  were  found  to  harbor 
Staphylococci.  Individual  "dressing  packs”  have  been 
substituted  containing  sponges,  towels,  and  a large 
piece  of  brown  paper  for  the  disposal  of  contami- 
nated material.  The  instruments  necessary  for  the 
removal  of  sutures  are  packed  separately  in  a large 
Pyrex  mbe. 

4.  Personnel  are  required  to  wear  gown,  mask,  and 
gloves  when  dressing  infected  wounds.  Gloves  are 
required  for  the  changing  of  all  dressings  on  the 
surgical  wards. 

5.  The  use  of  double  masks  and  complete  change 
of  scrub  suit,  cap,  and  masks  between  operative  pro- 
cedures is  now  employed.  Canvas  boots  are  worn 
over  special  shoes  which  are  to  be  worn  only  in  the 
operating  suite. 

6.  A 10  minute  scrub  is  required  before  each 
surgical  procedure  regardless  of  the  number  of  pre- 
vious scrubs  for  that  day. 

7.  Extraneous  traffic  on  the  surgical  wards  and 
in  the  operating  suite  has  been  curtailed.  Visitors 
are  restricted  to  2 per  patient,  and  none  are  allowed 
to  enter  the  recovery  room  or  isolation  ward. 

8.  A clinic  for  the  outpatient  care  of  infected 
wounds  has  been  established.  This  prevents  mingling 
of  infected  patients  with  those  who  will  enter  the 
hospital  for  operative  procedures  and  minimizes 
oppormnity  for  cross  infection  to  occur. 

9.  Emphasis  is  placed  on  a return  to  the  estab- 
lished principles  of  effeaive  skin  preparation,  atrau- 
matic surgical  technique,  strict  hemostasis,  avoidance 
of  wet  drapes,  closure  without  tension,  and  avoidance 
of  mass  ligature. 

10.  The  Housekeeping  Department  has  instituted 
several  reform  measures,  the  most  important  being 
the  use  of  wet  mops  in  scrubbing  floors,  complete 
cleansing  of  each  bed  following  discharge  of  the 
patient,  frequent  inspection  and  cleaning  of  venti- 
lators and  change  of  air  filters,  and  a training  pro- 
gram for  those  personnel  assigned  to  the  isolation 
ward. 


RESULTS 

Following  institution  and  enforcement  of  the  con- 
trol measures  just  outlined,  the  postoperative  wound 
infection  rate  decreased  to  an  average  of  3 per  cent 


TEXAS  State  Journal  of  Medicine,  NOVEMBER,  7959 


889 


STAPHYLOCOCCUS  INFECTIONS  — Harris  — continued 

over  the  7 month  period  from  April,  1958,  through 
October,  1958. 

While  the  possibility  exists  that  this  decrease  is 
due  to  a remission  inherent  in  the  life  cycle  of 
staphylococcal  infections,  it  appears  more  likely  the 
decline  is  due  to  vigilance  and  attention  to  rigid 
aseptic  technique.  There  has  been  no  case  of  death 
or  evisceration  on  the  General  Surgery  Service  direa- 
ly  attributable  to  the  Staphylococcus  since  March, 
1958. 


SUMMARY 

Sixty-eight  postoperative  wound  infections  oc- 
curred in  clean  operative  fields  on  the  General  Sur- 
gery Service  in  the  9 month  period  from  July,  1957, 
through  March,  1958,  an  incidence  of  7.5  per  cent. 
Factors  which  predispose  the  patient  to  wound  in- 
fection are  advanced  age,  increase  in  length  of  the 
operative  procedure,  and  decreased  systemic  resist- 
ance. The  majority  of  wound  infections  became  ap- 
parent on  the  fifth  to  sixth  postoperative  day,  and 
treatment  consisted  of  removal  of  skin  sutures  and 
daily  debridement.  Secondary  closure  was  successful 
in  approximately  50  per  cent  of  the  cases  reviewed. 
Four  deaths  due  to  staphylococcal  pneumonia  in  pa- 
tients with  staphylococcal  wound  infections  were 
encountered.  The  most  serious  complication  of  wound 
infection  was  evisceration,  which  occurred  in  4 in- 
stances. Important  control  measures  instituted  include 
the  discontinuance  of  routine  antibiotic  prophylaxis; 
strict  asepsis  and  atraumatic  operative  technique; 
isolation  of  all  patients  with  wound  infections;  and 
the  routine  inspection  and  cleaning  of  air  filters  and 
ventilators. 

Following  institution  and  enforcement  of  the  vari- 
ous control  measures,  the  postoperative  wound  infec- 
tion rate  fell  to  a monthly  average  of  3 per  cent  and 
has  remained  at  that  level. 
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Benign 

Gastric  Neoplasms 

A,  R.  WATSON,  M.D. 

Orange,  Texas 

and  T.  R.  SUNBURY,  M.D.  and 
TERRELL  SPEED,  M.D. 

Temple,  Texas 

TO  FAMILIARIZE  ourselves  with  the  clinical  pic- 
ture presented  by  patients  with  benign  gastric 
neoplasms,  to  determine  what  laboratory  aids  are 
useful  in  the  diagnosis  of  these  tumors,  to  study  the 
results  of  surgical  treatment,  and  to  evaluate  all  data 
in  an  effort  to  guide  our  therapeutic  efforts  in  the 
future,  we  have  reviewed  the  literature  and  have 
studied  the  records  of  19  of  our  own  proven  cases. 
We  also  found  6 cases  which  we  considered  originally 
to  have  been  benign,  but  which  at  the  time  of  surgery 
showed  malignant  change. 

The  frequency  with  which  benign  neoplasms  of 
the  stomach  are  discovered  depends  to  a large  extent 
upon  the  type  of  examination  to  which  the  stomach 
has  been  subjected.  Rinierts^^  reported  on  two  series 
(of  100  consecutive  autopsies  each)  in  which  he 
found  one  or  more  leiomyomas  in  16  per  cent  of  the 
stomachs  examined.  These  lesions  varied  in  size  from 
0.1  to  0.9  cm.  in  diameter.  Eusterman  and  Senty^  on 
the  other  hand,  studied  clinical  records  and  found 
that  of  2,168  gastric  tumors  which  were  removed 
surgically,  only  1.3  per  cent  were  benign.  I>udley 
and  others^  reported  that  examination  of  the  records 
of  76,077  adult  medical  and  surgical  patients  revealed 
that  456  patients  had  been  operated  upon  for  gastric 
tumor.  Only  1.3  per  cent  of  the  mmors  removed  at 

Dr.  A.  R.  Watson,  director  of 
the  Department  of  Radiology, 
Orange  Memorial  Hospital,  pre- 
sented this  paper  for  the  Lone 
Star  State  Medical,  Dental,  and 
Pharmaceutical  Associa- 
tion, June  9,  1959.  Drs.  Sun- 
bury  and  Speed  are  with  the 
Departments  of  Pathology  and 
Surgery,  respectively,  at  Scott 
and  White  Clinic. 

Benign  tumors  of  the  stomach  should  be  kept  in  mind  as  a 
possible  cause  of  upper  gastrointestinal  complaints.  Rodiologic 
examination  and/or  gastroscopy  are  the  most  reliable  methods 
of  diagnosis.  These  tumors  should  be  removed  surgically — the 
type  of  surgical  procedure  depending  on  the  condition  found 
on  the  operating  table. 
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surgery  were  benign.  This  percentage  agrees  exactly 
with  that  of  Eusterman  and  Senty. 

Although  symptomatic  benign  neoplasms  of  the 
stomach  are  apparently  rather  uncommon,  the  possi- 
bility of  the  existence  of  such  lesions  must  be  con- 
sidered in  every  patient  who  presents  himself  with  a 
history  of  upper  gastrointestinal  complaints.  Once 
the  possibility  of  a benign  neoplasm  of  the  stomach 
is  entertained,  appropriate  diagnostic  procedures  can 
be  instimted.  If  such  a lesion  is  found  to  be  present, 
the  clinician  then  must  decide  whether  the  patient’s 
symptoms  are  caused  by  the  mmor.  Although  the 
decision  surgically  to  remove  a symptomatic  tumor 
is  usually  simple,  it  is  not  always  easy  to  decide  upon 
the  type  of  surgical  procedure  best  suited  to  each 
particular  case.  In  some  instances  local  excision  will 
be  the  operation  of  choice,  while  in  others  subtotal 
or  total  gastric  resection  may  be  necessary.  Another 
important  and  perplexing  problem  which  often  arises 
is  that  which  concerns  the  type  of  treatment  which 
should  be  administered  to  the  patient  who  apparently 
has  no  symptoms  due  to  the  presence  of  the  tumor. 
The  question  arises  as  to  whether  these  patients 
should  be  reassured  and  observed  or  should  have  the 
tumor  surgically  removed. 


CLINICAL  EVALUATION 

A series  of  19  cases  is  certainly  not  large  enough 
to  be  of  statistical  significance,  but  we  found  that 
our  clinical  data  agreed  fairly  well  with  those  of 
others.^’  ® It  was  of  interest  to  find  that  slighdy 
more  than  half  of  the  patients  were  women,  there 
being  a total  of  11  women  and  8 men  in  the  entire 
group.  This  agrees  closely  with  the  smdy  of  Edwards 
and  Brown,^  who  found  that  of  the  32  patients  they 
reported,  17  were  women  and  15  were  men.  Our 
youngest  patient  was  18  and  the  oldest  was  76  years 
of  age.  Eighty-four  per  cent  of  the  patients  were  50 
years  of  age  or  older. 

Table  1 summarizes  the  symptoms  noted  by  these 
patients.  Indigestion,  vomiting  with  or  without  blood, 
tarry  stools,  and  weight  loss  and/or  weakness  were 
the  most  common  complaints.  It  is  of  interest  to  note 
that  pain  was  not  a prominent  symptom.  The  dura- 

Table  1. — Symptoms  of  19  Patients  with  Benign  Gastric 


Neoplasms. 

Symptoms  No. 

Indigestion  12 

Vomiting  with  or  without  blood 8 

Weight  loss  and/or  weakness 5 

Tarry  stools 5 

Pain 2 

Diarrhea  1 


tion  of  symptoms  varied  from  3 days  to  20  years,  63 
per  cent  having  had  symptoms  for  6 months  or  more. 
Seven  patients  reported  to  the  clinic  because  of  an 
acute  episode  of  hematemesis  and/or  blood  in  the 
stool. 

While  attempting  to  evaluate  the  significance  of 
the  symptoms  of  this  group  of  patients,  we  were 
impressed  by  the  frequency  with  which  the  patient 
complained  of  vague,  ill-defined  upper  abdominal 
distress  or  indigestion.  Out  of  the  confusing  mass  of 
nondiagnostic  symptoms  one  finds  two  complaints 
which  are  noted  fairly  frequently,  these  being  (1) 
sudden  hematemesis  or  tarry  stool,  and  (2)  periodic 
vomiting  which  often  had  been  present  for  some 
months. 

The  importance  of  these  complaints  has  been  dis- 
cussed previously  in  the  literature,^  of  course,  but  it 
is  perhaps  of  value  to  reemphasize  the  fact  that  these 
are  the  two  complaints  which  are  most  significant. 
When  one  considers  that  ulceration,  hemorrhage,  and 
prolapse  of  a benign  neoplasm  into  the  pyloric  canal 
does  occur,  the  explanation  of  these  two  complaints 
appears  logical. 

The  symptoms  of  the  6 patients  who  had  benign 
tumors  of  the  stomach  which  showed  malignant 
change  did  not  differ  appreciably  in  type  or  per- 
centages from  those  who  had  benign  tumors  which 
did  not  show  malignant  change. 

PHYSICAL  FINDINGS 

Table  2 gives  a summary  of  the  physical  findings 
in  this  group  of  patients.  Of  particular  interest  is  the 
fact  that  slightly  more  than  half  of  the  patients  had 
no  demonstrable  physical  abnormalities.  That  21  per 
cent  of  the  patients  were  noted  to  be  pale  is  to  be 
expeaed,  since  8 patients  had  a history  of  having 
had,  at  one  time  or  another,  signs  of  gastrointestinal 

Table  2. — Physical  Bindings  in  19  Patients  with  Benign 
Gastric  Tumors. 


Physical  Findings  No. 

No  abnormal  findings 10 

Pallor  5 

Questionable  mass 3 

Appearance  or  chronic  illness 1 


bleeding.  Although  on  3 occasions  vague  epigastric 
mass  was  described  by  the  examiner,  undoubtedly 
voluntary  muscular  rigidity  was  the  actual  cause  of 
this  finding,  as  none  of  the  mmors  were  large  enough 
to  be  palpable. 

The  6 patients  whose  benign  tumors  showed 
malignant  change  had  essentially  the  same  physical 
findings  as  those  whose  tumors  did  not  show  malig- 
nant change. 
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CLINICAL  LABORATORY  STUDIES 

Five  of  the  patients  whose  tumors  were  benign 
were  found  to  be  anemic.  Two  of  these  patients  had 
a stool  examination  for  occult  blood.  One  was  posi- 
tive and  1 was  negative.  Of  the  patients  whose 
tumors  showed  malignant  change,  3 were  found  to 
be  anemic.  Two  of  these  patients  had  stool  examina- 
tion for  occult  blood,  and  1 was  positive  and  1 was 
negative.  Stool  examination  for  occult  blood  is  a 
simple  test  and  should  be  of  some  value  if  properly 
performed. 

Gastric  analysis  was  done  on  8 patients  whose 
tumors  were  benign.  Of  these  7 showed  low  free  and 
total  hydrochloric  acid,  and  1 examination  revealed 
hyperacidity.  Blood  was  noted  on  gastric  analysis  in 
1 patient. 

Gastric  analysis  was  performed  on  4 of  those 
patients  whose  tumors  showed  malignant  change.  Of 
these  3 showed  low  free  and  total  hydrochloric  acid 
and  1 examination  revealed  hyperacidity.  Blood  was 
not  noted  on  any  of  these  examinations. 

When  clinical  laboratory  findings  are  positive,  the 
results  of  the  examination  may  be  of  some  aid  in 
diagnosis,  in  that  they  center  one’s  attention  more 
forcefully  on  the  upper  gastrointestinal  tract. 


SPECIAL  EXAMINATIONS 

The  two  most  important  examinations  in  the  diag- 
nosis of  these  lesions  are  the  radiologic  and  gastro- 
scopic  smdies.  Twenty-one  of  our  entire  series  of 
25  tumors  were  diagnosed  by  roentgen  ray  and  the 
others  at  surgery.  A few  were  seen  on  gastroscopic 
examination. 

Careful  roentgenoscopic  and  roentgenographic 
smdies  should  reveal  most  of  the  benign  neoplasms 
of  the  stomach  which  are  producing  symptoms.  A.  B. 
Moore®  described  the  roentgen-ray  findings  many 
years  ago,  and  his  statements  are  certainly  as  true 
today  as  they  were  then.  Briefly,  a benign  neoplasm 
of  the  stomach  usually  produces  a filling  defect  on 
one  of  the  gastric  walls,  the  defea  being  well  circum- 
scribed. The  gastric  rugae  are  of  course  obliterated 
in  the  immediate  region  of  the  tumor,  but  adjacent 
mgal  markings  are  normal  in  appearance.  No  dis- 
mrbance  in  peristalsis  is  noted,  unless,  as  Moore 
stated,  the  lesion  is  at  or  very  near  the  pyloms.  In  a 
later  article,  Moore^®  noted  that  these  tumors  were 
more  likely  to  be  found  in  the  lower  two-thirds  of 
the  stomach.  We  found  this  to  be  tme  in  our  series. 

We  also  noted  (as  did  he)  that  some  of  the  lesions 
were  sessile  and  some  pedunculated.  Those  which 
are  pedunculated  are  more  apt  to  prolapse  into  the 
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pylorus.  They  are  also  sometimes  more  difficult  to 
diagnose,  as  they  can  be  manipulated  within  the 
stomach  and  may  appear  to  the  fluoroscopist  to  be 
food  particles.  Small  sessile  mmors  may  be  confused 
with  slightly  enlarged  rugal  folds.  We  were  able  to 
demonstrate  ulceration  within  the  mmor  in  2 of  our 
series.  The  ulceration  was  centrally  located  and  was 
rather  superficial.  Figure  1 is  an  example  of  a be- 
nign neoplasm  of  the  antral  region  of  the  stomach 
with  a small  central  ulceration. 

We  would  like  to  reemphasize  a finding  which  is 
discussed  by  Storch^^;  he  describes  a splitting  of  the 
column  of  medium  around  a tumor  mass  in  the 
stomach  wall.  We  have  observed  this  phenomenon 
distinctly  on  1 examination.  In  this  instance  the  le- 
sion was  located  in  the  antral  region  and  is  the  one 
illustrated  in  figure  1. 


Fig.  1.  An  example  of  a benign  neoplasm  of  the  antral 
region  of  the  stomach  with  a small  central  ulceration. 


All  of  the  previously  described  roentgen-ray  signs 
are  of  great  value  and  usually  point  to  the  correct 
diagnosis.  However,  we  agree  with  Lowman  and 
others^  that  benign  and  malignant  polypoid  tumors 
of  the  stomach  cannot  always  be  differentiated  by 
roentgen  ray.  All  the  lesions  which  are  presented, 
including  the  6 which  showed  malignant  change, 
were  diagnosed  as  probably  being  benign  tumors  of 
the  stomach. 
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GASTROSCOPIC  EXAMINATION 

Although  we  use  roentgenologic  methods  of  ex- 
amination to  a much  greater  extent  than  we  use 
gastroscopic  methods,  we  are  now  expanding  our 
gastroscopic  program  and  undoubtedly  more  patients 
will  be  examined  with  the  gastroscope  in  the  fumre. 
We  do  believe  that  this  method  should  be  used  in 
conjunction  with  roentgen-ray  examination  when  in- 
dicated. There  are  certainly  instances  in  which  one  or 
the  other  method  is  far  superior,  as  well  as  instances 
in  which  neither  is  adequate. 

TUMOR  TYPE  AND  LOCATION 

Nineteen  of  the  entire  group  of  25  cases  were 
found  to  have  lesions  in  the  antrum  or  midportion 
of  the  stomach.  Three  were  located  in  the  upper 
one-third  of  the  stomach,  and  3 were  located  in 
multiple  areas. 

In  the  19  patients  whose  tumors  were  entirely  be- 
nign, 11  were  adenomas,  6 were  leiomyomas,  1 was 
a neurofibroma,  and  1 was  a lipoma.  Of  the  6 pa- 
tients whose  tumors  showed  malignant  change,  3 
had  lesions  diagnosed  as  grade  i adenocarcinomas 
and  2 had  grade  i leiomyosarcomas.  One  patient  had 
an  adenoma  within  which  was  found  a tiny  grade  3 
adenocarcinoma.  Microscopic  section  of  this  lesion 
is  seen  in  figure  2.  The  only  area  of  malignancy 
which  could  be  found  measured  75  microns  in  di- 
ameter. No  other  evidence  of  malignancy  was  noted. 
Three  of  the  lesions  were  grade  1 adenocarcinomas 
and  2 were  grade  1 leiomyosarcomas.  We  believe  that 


Fig.  2.  A microscopic  section  of  on  adenoma  within 
which  was  found  a tiny  grade  3 adenocarcinoma. 


the  finding  of  malignancy  within  the  benign  tumor 
is  strong  presumptive  evidence  that  the  benign  mmor 
had  undergone  malignant  change.  This  is  in  agree- 
ment with  the  opinion  of  others.^’  ® The  finding 
of  such  a high  number  of  small  tumors  showing  evi- 
dence of  malignant  change  (that  is  6 out  of  25  cases) 
influences  our  treatment. 

RESULTS  OF  SURGICAL  REMOVAL 

In  general,  if  the  patient  is  able  to  have  a major 
surgical  procedure  performed,  we  think  that  these 
benign  tumors  should  be  removed.  Of  course,  each 
case  must  be  evaluated  upon  its  own  merits.  The  risk 
of  malignant  change  and  the  evaluation  of  symptoms 
must  be  weighed  against  the  morbidity  and  ever 
present  possibility  of  mortality  of  any  major  surgical 
procedure.  If  no  malignancy  is  found  on  frozen  sec- 
tion pathological  examination,  simple  excision  of  the 
tumor  would  seem  to  be  the  procedure  of  choice  if 
this  is  possible.  If  malignancy  is  found,  subtotal 
gastric  reseaion  should  be  considered  strongly. 

Of  the  19  patients  who  had  a benign  tumor  or 
tumors  of  the  stomach,  15  were  improved  after  sur- 
gery. Of  the  6 patients  with  malignancy,  5 were  im- 
proved following  surgery. 

CONCLUSIONS  AND  SUMMARY 

Benign  tumors  of  the  stomach,  while  not  common, 
should  be  kept  in  mind  as  a possible  cause  of  upper 
gastrointestinal  complaints.  The  patient  with  a be- 
nign mmor  of  the  stomach  may  be  of  either  sex, 
and  is  usually  over  50  years  of  age.  The  chief  com- 
plaint of  patients  with  these  lesions  most  often  will 
be  indigestion  or  vomiting.  The  most  common  physi- 
cal finding  will  be  pallor. 

Radiologic  examination  and/or  gastroscopy  are  the 
most  reliable  methods  of  diagnosis.  Other  laboratory 
findings  such  as  anemia,  occult  blood  in  the  stool, 
and  achlorhydria  or  low  free  and  total  gastric  acid 
are  of  some  aid  in  diagnosis.  Most  of  these  tumors 
are  found  in  the  lower  two-thirds  of  the  stomach, 
and  most  commonly  they  are  either  adenomas  or 
leiomyomas. 

Malignant  change  is  prone  to  occur  in  these  benign 
lesions.  If  malignant  change  does  occur,  it  is  usually 
of  a low  grade,  though  not  necessarily  so. 

In  general,  these  tumors  should  be  removed  sur- 
gically, the  type  of  surgical  procedure  depending  on 
the  conditions  found  at  the  operating  table. 
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Hospital  Admissions  Rise 
As  Length  of  Stay  Drops 

In  the  last  20  years,  the  rate  of  hospital  admissions  in 
this  country  has  increased  greatly  for  almost  all  diagnostic 
conditions.  Today’s  hospital  patient,  however,  usually  goes 
home  much  sooner,  according  to  the  October  issue  of  the 
statistical  bulletin.  Progress  in  Health  Service,  published  by 
the  Health  Information  Foundation. 

The  foundation  compared  data  from  the  United  States 
Public  Health  Service  smdies  from  1928  to  1943  with 
hospital-admission  data  for  July,  1957-June,  1958,  derived 
from  the  Public  Health  Service’s  current  National  Health 
Survey. 

During  the  20  year  period,  the  foundation  reported,  hos- 
pital utilixation  increased  by  about  20  per  cent,  from  715 
to  851  patient  days  per  1,000  population.  The  average 
American  now  spends  almost  1 day  for  each  year  of  life 
in  a general  hospital. 


Health  in  Physical  Education  Booklet 

"Answers  to  Health  Questions  in  Physical  Education,”  a 
24  page  report  prepared  through  the  joint  efforts  of  the 
American  Medical  Association  and  the  National  Education 
Association  and  published  by  the  American  Association  for 
Health,  Physical  Education,  and  Recreation,  helps  answer 
questions  that  arise  when  children  participate  in  school 
athletic  programs  and  physical  education.  Infection  and  the 
spread  of  disease,  responsibility  for  first  aid,  smoking  and 
drinking,  use  of  "pep  pills,”  exercise  and  the  healthy  heart, 
precautions  and  responsibility  in  cases  of  injury,  and  other 
situations  are  discussed. 

The  booklet  is  available  from  the  publisher,  1201  Six- 
teenth Street,  N.W.,  Washington  6,  D.  C,  at  50  cents  each. 
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I CASE 

Management  of 
Adenomatosis  or 
Polyposis  of  the 
Colon  and  Rectum 

Report  of  5 Cases 

HERBERT  T.  HAYES,  M.D.; 

HARRY  B.  BURR,  M.D.;  and 
W.  TRUETT  MELTON,  M.D. 

Houston,  Texas 


Everyone  agrees  that  polyposis  of  the  colon  is 
familial  and  hereditary,  that  the  polyps  have 
strong  carcinogenic  properties,  and  that  a colectomy 
should  be  done  when  the  diagnosis  is  made — the 
earlier  in  life  the  better.  It  is  chiefly  the  methods 
of  doing  a colectomy  that  we  should  like  to  discuss. 
That  there  should  be  an  evolution  in  the  surgical 
treatment  of  this  disease  from  four  and  five  stage 
operations  to  one  and  two  stage  operations  coincid- 
ing with  the  advent  of  antibiotics  and  bowel  prep- 
aration is  understandable.  That  there  should  be 
those  who  still  do  a complete  colectomy  that  includes 
the  rectum,  with  establishment  of  a permanent 
ileostomy,  is  not  understandable. 

For  instance,  in  1931,  Mayo  and  Wakefield®  de- 
scribed a "new”  surgical  technique  for  polyposis  in 
2 cases  that  involved  five  stages:  (1)  fulguration  of 
polyps  in  the  rectum  and  lower  sigmoid;  (2)  right 
colectomy  and  ileosigmoidostomy;  ( 3 ) left  colectomy 
with  sigmoid  colostomy  above  the  ileosigmoidostomy; 
(4)  fulguration  of  remaining  polyps  through  the 
colostomy;  and  (5)  closure  of  colostomy.  Two  years 
prior  to  this,  Lockhart-Mummery'^  reported  4 colec- 
tomies, the  first  operation  being  done  in  1918.  The 
rectum  was  removed  in  only  one  case.  Fulguration  of 
the  polyps  in  the  rectum  with  ileoproctostomy  was 
done  in  the  other  3 cases. 

In  1931,  Rankin®  reported  3 cases  in  which  a 
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colectomy  was  done  in  3 stages:  ileostomy,  colectomy, 
and  abdominoperineal  resection  of  the  recmm.  Ten 
years  ago  Estes'^  reported  a colectomy  and  ileostomy 
in  3 cases  and  advised  "elimination  of  the  colon  and 
rectum  as  a possible  origin  of  future  cancer.”  Best^ 
has  reported  that  he  fulgurates  the  polyps  and  does 
an  ileoproctostomy.  He  thinks,  as  we  do,  that  it  is 
not  necessary  to  sacrifice  the  rectum  and  do  an  ile- 
ostomy. 

If  the  best  interests  of  our  patients  are  to  be 
served,  we  think  that  the  operation  in  all  instances 
should  be  done  in  the  following  two  stages:  first, 
removal  of  all  polyps  from  the  recmm  and  lower 
sigmoid  by  electrocoagulation  as  high  as  can  be 
reached;  and  second,  colectomy  with  end-to-end 
ileoproctostomy  as  low  as  can  be  done.  This  obvi- 
ates the  necessity  of  making  a highly  objectionable 
ileostomy  in  a young  person.  We  believe  that  it 
obviates  any  possibility  of  the  patient  developing  a 
cancer  of  the  recmm  in  later  life  because  every  milli- 
meter of  rectal  surface  (and  for  a distance  in  the 
ileum)  can  be  inspected  regularly,  and  any  recurring 
polyps  can  be  destroyed  immediately  by  fulguration 
as  an  office  procedure. 

Preparation  of  the  recmm  by  removal  of  the  polyps 
can  be  difficult  and  tedious  and  may  require  many 
sittings  in  the  office  and  hospital  before  it  is  ac- 
complished. One  14  year  old  boy  required  three  trips 
to  the  hospital  and  three  sessions  in  the  office  before 
a colectomy  could  be  done  because  the  rectal  mucosa 
was  literally  covered  with  polyps.  Consequently,  one 
needs  to  be  highly  conversant  with  the  proper  use 
of  the  electrocoagulating  needle  and  snare.  The  latter 
is  used  on  pedunculated  polyps.  Surface  fulguration 
is  a waste  of  time,  while  too  much  boldness  may 
mean  penetration  of  the  bowel  wall. 

A "low”  ileoproaostomy  involves  division  of  the 
superior  hemorrhoidal  vessels,  which  permits  anasto- 
mosis well  below  the  rectosigmoid  and  facilitates 
subsequent  periodic  examinations.  Before  these  ves- 
sels are  divided,  the  mesorectum  on  each  side  is  in- 
cised and  the  recmm  freed  from  the  hoUow  of  the 
sacrum  as  though  removal  of  this  organ  were  con- 
templated. This  mobilizes  the  recmm  so  that  it  can 
be  pulled  up  out  of  the  pelvis  several  inches  to  facili- 
tate anastomosis.  The  rectum  is  not  mobilized  anteri- 
orly, nor  are  the  lateral  ligaments  divided.  Mobiliza- 
tion is  adequate  without  division  of  the  ligaments, 
and  blood  supply  from  the  middle  hemorrhoidal 
vessels  is  desirable.  As  stated  elsewhere,^  division  of 
the  bowel  is  always  accomplished  by  scalpel  instead 
of  cautery.  The  latter  makes  for  edema  and  slough, 
which  may  contribute  to  a poor  anastomosis. 

Best  recommends  biopsy  of  all  polyps  more  than 
5 mm.  in  diameter,  but  we  believe  that  this  is  un- 
necessary. Only  an  occasional  patient  with  polyposis 


could  afford  this  luxury.  In  the  second  place,  one 
needs  an  expert  pathologist  to  interpret  correctly 
changes  in  the  epithelium  frequently  noted  such  as 
mitosis,  hyperchromaticity,  or  lack  of  differentiation. 
One  cannot  temporize  with  a lesion  that  is  clinically 
and  microscopically  a cancer.  However,  nearly  aU  of 
these  patients  are  young,  and  if  a malignant  polyp 
were  present,  we  consider  that  it  is  early,  that  no 
metastases  are  present,  and  that  local  destruction  is 
sufficient.  In  several  instances  it  has  been  necessary 
(and  not  always  desirable)  to  fulgurate  a malignant 
polyp  in  a patient  who  did  not  have  familial  polyp- 
osis and  to  obtain  an  absolute  cure. 

Recently,  Dr.  Robert  TurnbulT^  of  Cleveland, 
Ohio,  reported  86  patients  with  malignant  polyps 
who  were  treated  either  by  local  excision,  resection 
with  anastomosis,^  coagulation,  or  coagulation  and 
radon  seeds.  Follow-up  from  3 to  15  years  disclosed 
only  2 deaths  attributed  to  inadequate  local  treat- 
ment or  to  metastases.  None  of  these  patients  had 
familial  polyposis.  For  the  most  part,  we  think  that  a 
patient  with  familial  polyposis  is  less  likely  to  have 
a malignant  polyp  than  a patient  with  a single 
polyp,  because  treatment  is  usually  instituted  much 
earlier  in  life.  Neglect  or  procrastination  in  such  cases 
may  lead  inevitably  to  malignancy. 

After  surgery,  regular  examinations  every  6 to  12 
months  are  done  in  the  office  and  any  recurring* 
polyps  are  fulgurated.  The  suture  line  particularly 
is  inspected  carefully.  We  have  been  pleased  to  note 
that  as  the  months  and  years  pass,  the  patient  de- 
velops fewer  and  fewer  polyps  so  that  with  regular 
check-ups  the  fear  of  cancer  diminishes  and  might 
well  disappear.  This  observation  also  has  been  made 
by  Cuthbert  E.  Dukes®  of  London,  England,  on  37 
patients  who  had  been  treated  by  colectomy  and 
ileoreaal  anastomosis.  Also,  Hubbard®  recorded  a 
case  of  polyposis  in  which  the  rectal  polyps  disap- 
peared spontaneously  after  colectomy.  We  cannot 
explain  why  fewer  polyps  are  noted  with  the  passing 
of  time.  The  presence  of  much  thin  scar  tissue  on 
the  rectal  mucosa  may  be  a factor. 


Dr.  Herbert  T.  Hayes,  Houston 
proctologist,  and  his  co-authors 
presented  this  paper  for  the 
Texas  Society  of  Gastroenterol- 
ogists and  Proctologists,  April 
19,  1959,  in  San  Antonio. 


Patients  with  familial  or  multiple  polyposis  should  be  sub- 
jected to  destruction  of  the  polyps  in  the  rectum  and  in  the 
lower  sigmoid  by  electrocoagulation,  followed  by  colectomy 
with  end-to-end  ileoproctostomy.  Those  with  multiple  polyposis 
who  show  malignancy  in  a polyp  that  is  clinically  not  cancer 
can  be  treated  in  the  same  manner  by  fulguration. 
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Recently,  William  G.  Smith^®  of  Rochester,  Minn., 
reviewed  the  histories  of  201  patients  with  multiple 
polyposis  in  a search  for  the  presence  of  the  syn- 
drome Gardner  described  in  patients  with  familial 
polyposis  of  the  colon.  The  salient  features  of  the 
syndrome  are  ( 1 ) multiple  epidermoid  cystomatosis, 
and  (2)  a tendency  toward  proliferation  of  cells  of 
mesenchymal  origin,  resulting  in  the  formation  of 
osteomas,  fibromas,  and  desmoid  tumors.  Dr.  Smith 
found  17  of  the  201  patients  to  exhibit  one  or  more 
of  these  abnormalities.  Otu:  patients  are  few  in  num- 
ber and  in  no  instance  was  Gardner’s  syndrome 
present.  Dr.  Smith  suggests  that  a |>atient  with  epi- 
dermoid cysts  and  osteomas  that  produce  definite 
external  deformities  might  be  suspected  of  having 
multiple  polyposis  of  the  colon. 


REPORT  OF  CASES 

Case  1. — ^Mrs.  M.  E.  A.,  aged  30,  was  first  seen  in 
April,  1948.  She  gave  a history  of  removal  of  a growth 
from  the  sigmoid  colon  elsewhere  3 years  previously.  It 
was  reported  as  adenocarcinoma.  She  had  noticed  blood  on 
the  stool  for  at  least  9 years,  had  consulted  3 doctors  other 
than  the  surgeon,  and  had  never  been  examined  by  procto- 
• scope.  This  is  difficult  to  believe. 

Twelve  polyps  in  the  reaum  and  sigmoid  were  fulgurated 
or  snared  and  a colectomy  with  ileoproctostomy  was  done 
in  July,  1948.  There  were  many  polyps  of  varying  size 
throughout  the  specimen.  During  the  past  10  years,  8 re- 
curring polyps  of  the  recmm  have  been  fulgurated  as  office 
procedures.  None  were  found  on  3 examinations  in  the 
past  2 years.  She  has  one  to  two  stools  daily  and  enjoys 
excellent  health. 

Case  2. — R.  J.  McF.,  aged  21,  was  examined  in  Febru- 
ary, 1954,  after  the  family  doctor  removed  a polyp  that 
had  prolapsed  from  the  anus.  The  boy’s  father  had  died  of 
"bowel  trouble.’’  After  roentgen  examination  of  the  colon, 
29  polyps  were  fulgurated  from  the  recmm  and  a colectomy 
with  ileoproctostomy  was  done  in  June,  1954.  The  pathol- 
ogist reported  the  colon  to  be  smdded  with  multiple  sessile 
polyps  varying  from  3 to  12  mm.  in  diameter  as  well  as 
many  pedunculated  polyps.  A few  of  the  larger  polyps  were 
sectioned  and  no  malignancy  was  found. 

Since  that  time  18  polyps  have  been  fulgurated  at  various 
times.  None  have  been  found  on  four  examinations  during 
the  past  2 years. 

Case  3. — J.  S.,  aged  14,  an  only  child,  was  first  seen 
in  August,  1955.  His  father  was  known  to  have  had  mul- 
tiple polyposis  and  died  of  cancer  of  the  colon.  History 
elicited  only  occasional  abdominal  cramps  and  "gas  on  the 
stomach.”  The  boy  had  had  four  or  five  stools  daily  as 
long  as  he  could  remember.  No  bleeding  was  noted  other 
than  a trace  on  the  toilet  tissue  at  times.  Roentgenograms 
of  the  colon  showed  multiple  polyposis. 

Examination  revealed  the  reaal  and  sigmoid  mucosa  to 
be  literally  covered  with  hundreds  of  sessile  polyps  of  vary- 
ing size.  Destruction  of  so  many  polyps  seemed  a hopeless 
task.  Certainly  total  colectomy  with  permanent  ileostomy 
would  have  been  the  easy  way  out  for  the  doctor.  But  who 


wants  to  subject  a 14  year  old  boy  to  the  nuisance  of  an 
ileostomy  the  remainder  of  his  life?  Consequently,  we  went 
to  work,  and  work  it  was.  After  the  boy  had  numerous 
office  procedures  and  three  trips  to  the  hospital  for  spinal 
anesthetics,  we  finally  cleared  the  rectum  of  polyps  over  a 
period  of  8 months.  During  this  time,  two  annular  strictures 
developed  in  the  upper  rectum,  which  is  not  too  surprising. 
These  flattened  out  and  disappeared  after  several  radial 
incisions.  Several  biopsies  of  p>olyps  removed  in  the  hos- 
pital were  reported  benign  adenomas.  A colectomy  and 
ileoproctostomy  was  done  in  April,  1956.  "The  pathologist 
reported  approximately  3,500  adenomas  of  varying  sizes 
were  present  in  the  specimen.  No  malignancy  was  found. 
One  month  later  a low  grade  obstruction  occurred  at  the 
site  of  anastomosis.  This  was  relieved  by  insertion  of  a large 
rectal  mbe  through  the  anastomosis  for  several  days.  Three 
months  after  surgery  the  proctoscope  could  be  passed 
through  the  anastomosis.  Three  small  adenomas  at  the 
sumre  line  and  3 in  the  rectum  were  fulgurated.  The  boy 
had  been  examined  six  times  during  the  past  2 years  and 
no  polyps  have  been  found.  At  present  he  has  only  two  or 
three  stools  daily,  attends  school  regularly,  and  enjoys 
excellent  health.  This  case  proves  that  the  rectum  cannot 
have  so  many  polyps  but  that  they  can  be  destroyed  by 
fulguration. 

Case  4.— D.  R.  Van  G.,  aged  33,  was  first  seen  in  con- 
sultation at  the  patient’s  request  in  February,  1954.  He 
was  under  the  care  of  an  excellent  proctologist  in  another 
city  who  had  correctly  diagnosed  familial  polyposis  and 
had  fulgurated  many  polyps  from  the  rectum.  He  was  not 
seen  again  until  September,  1958,  at  which  time  he  stated 
that  he  was  a close  friend  of  one  of  our  patients  who  had 
had  a colectomy  and  was  ready  for  surgery.  During  this  4 
years,  he  had  had  many  polyps  fulgurated  from  the  rectum, 
and  his  father  had  died  2 years  previously  from  cancer  of 
the  colon. 

After  12  polyps  were  fulgurated  from  the  rectum,  a 
colectomy  with  ileproctostomy  was  done.  At  that  time  a 
firm  round  tumor  about  2 cm.  in  diameter  was  noted  in 
the  ileum  about  20  cm.  from  the  ileocecal  valve.  There  was 
also  a tiny  firm  nodule  in  the  mesentery  near  the  larger  tu- 
mor. This  latter  proved  to  be  a carcinoid  tumor  and  the 
small  nodule  a metastatic  carcinoid.  The  colon  was  studded 
with  polyps  "too  numerous  to  count.”  Several  sections  of  the 
larger  polyps  were  reported  benign  and  140  negative  lymph 
nodes  were  found. 

The  patient  was  examined  by  proctoscope  1 month  later; 
the  suture  line  was  easily  seen  6 inches  from  the  anus,  and 
no  polyps  were  present. 

Case  5. — Dr.  J.  W.  P.,  aged  46,  presented  himself  for 
examination  in  March,  1958.  He  stated  that  2 older  broth- 
ers, aged  48  and  60  respectively,  living  in  another  state 
were  told  that  each  had  polyposis  of  the  colon.  The  history 
was  not  unusual.  He  had  seen  traces  of  blood  on  the  tissue 
at  times.  Bowel  movements  were  regular  once  daily. 

Examination  disclosed  several  large  hemorrhoids,  one 
large  prolapsed  anal  papilla,  and  the  rectum  and  sigmoid 
to  be  full  of  pwlyps  of  various  size.  Roentgen  ray  con- 
firmed the  diagnosis  of  polyposis  coli. 

The  patient  entered  the  hospital  where  the  recmm  was 
cleared  of  polyps  by  elertric  needle  and  snare  and  the  large 
anal  papilla  excised.  The  pathologist  reported  benign  ade- 
nomas. Six  months  later  he  was  examined  and  only  2 
small  polyps  were  fulgurated  from  the  recmm.  After  an- 
other 2 months  he  reentered  the  hospital  where  the  polyps 
in  the  sigmoid  were  snared  or  fulgurated  and  the  hemor- 
rhoids were  removed.  A colectomy  is  yet  to  be  done. 
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SUMMARY 

We  believe  strongly  that  all  patients  with  familial 
or  multiple  polyposis  should  be  subjected  to  destruc- 
tion of  the  polyps  in  the  rectum  and  in  the  lower 
sigmoid  by  electrocoagulation,  followed  by  colectomy 
with  end-to-end  ileoproctostomy.  End-to-end  anasto- 
mosis permits  inspeaion  of  the  distal  ileum  where 
polyps  may  recur. 

No  matter  how  difficult  or  tedious,  polyps  always 
can  be  removed  from  the  rectum  by  anyone  accus- 
tomed to  using  the  electrocoagulating  current. 

Patients  with  multiple  polyposis  who  show  malig- 
nancy in  a polyp  that  is  clinically  not  a cancer  (soft, 
nonulcerated,  and  freely  movable)  can  be  safely 
treated  in  the  same  manner  by  fulguration.  This  does 
not  always  hold  true  for  patients  with  a single  malig- 
nant polyp. 

A "low”  ileoproctostomy  involves  mobilization  of 
the  rectum  with  division  of  the  superior  hemorrhoid- 
al vessels,  but  without  division  of  the  lateral  liga- 
ments. 

Regular  periodic  examinations  are  requested  after 
surgery  and  any  recurring  polyps  fulgurated  in  the 
office.  As  time  passes,  fewer  and  fewer  polyps  appear. 

Gardner’s  syndrome  was  not  present  in  any  of  our 
patients. 


Myxoma 
Of  the  Heart 

Case  Report  and  Review 
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PRIMARY  TUMORS  of  the  heart  are  rare,^^  but 
the  possibility  of  their  surgical  cure  has  removed 
them  from  the  category  of  mere  medical  curiosities. 
The  most  frequently  encountered  such  tumor  is  the 
atrial  myxoma.^^  It  is  estimated  that  more  than  200 
cases  of  this  condition  have  already  been  reported,-^ 
and  additional  instances  are  turning  up  with  consid- 
erable regularity.^'  However, 

the  high  proportion  of  autopsy  diagnoses  clearly  indi- 
cates a continuing  need  for  dissemination  of  know- 
ledge about  this  perplexing  malady.  It  is  hoped, 
therefore,  that  the  following  account  of  a recent  ex- 
perience with  a case  of  left  atrial  myxoma  may  help 
others  to  escape  the  dia'gnostic  pitfall  which  I,  like 
many  before  me,  was  unprepared  to  avoid. 
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Mrs.  G.  B.,  a 50  year  old  married  housewife,  was  admit- 
ted to  Seton  Hospital  on  January  15,  1958,  having  been 
referred  from  a nearby  community  by  her  regular  physician 
because  of  apparent  congestive  heart  failure. 

She  had  seemed  well  until  June,  1957,  when  she  had  a 
fever  and  a cough  lasting  2 weeks.  After  this  her  throat 
felt  sore  for  several  weeks,  and  she  remained  generally 
fatigued  and  "run-down.” 

In  late  September,  she  again  developed  a cough,  which 
was  nonproductive  and  noted  especially  on  recumbency.  On 
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Atrial  myxoma  is  the  most  frequent  primary  tumor  of  the 
heart.  A fatal  case  is  reported  in  the  hope  that  preoperative 
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ment. Pathology,  clinical  features,  diagnosis,  and  surgical 
treatment  of  cardiac  myxoma  are  reviewed. 
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Fig.  1.  Roentgenograms  showing  cardiac  silhouette  in  a 1957,  shortly  after  onset  of  symptoms;  right,  made  on 

case  of  left  atrial  myxoma:  left,  made  on  October  16,  January  16,  1958. 


lying  down  she  experienced  shortness  of  breath  and  a sense 
of  constriction  about  the  lower  chest,  so  that  she  sometimes 
had  to  sit  up  for  several  hours  at  night. 

On  October  15  she  was  admitted  to  the  Scott  and  White 
Clinic,  where  she  was  followed  until  sometime  in  Decem- 
ber. During  this  period  no  heart  murmur  was  detected;  but 
it  was  observed  that  the  pulse  tended  to  be  rapid,  ranging 
as  high  as  120  per  minute,  and  that  the  erythrocyte  sedi- 
mentation rate  ranged  from  30  to  49  mm.  per  hour.  A 
chest  x-ray  made  during  this  phase  is  shown  in  figure  1. 
An  electrocardiogram  was  interpreted  as  normal  except  for 
sinus  tachycardia,  ventricular  extrasystoles,  and  low  voltage. 
Sputum  and  bronchoscopic  studies  revealed  bilateral  sup- 
purative bronchitis.  Skin  sensitivity  to  several  allergens  was 
noted.'^'* 

The  patient  had  partial  relief  from  antibiotic  and  steroid 
therapy;  but  symptoms  continued,  and  she  gradually  became 
weaker  and  more  easily  fatigued,  so  that  for  2 months  prior 
to  admission  she  had  hardly  been  able  to  do  any  of  her 
usual  housework. 

Four  days  before  admission  she  was  seen  by  her  regular 
physician,  who  felt  she  was  in  congestive  heart  failure  and 
admitted  her  to  the  local  hospital.  She  seemed  to  improve 
very  little  on  a regimen  of  bed  rest,  digitalization,  and 
sodium  restriction,  so  she  was  referred  to  me  for  further 
study  and  management. 

Family  and  marital  histories  were  irrelevant  except  for 
the  fact  that  a sister,  aged  41,  had  been  considered  recently 
to  have  acute  rheumatic  fever. 

At  age  10  years  the  patient  was  intermittently  ill  for 
more  than  a year  with  "malaria.”  Six  years  previously  she 
. had  suffered  for  awhile  with  p>ain  in  the  right  shoulder  and 
arm.  There  was  no  other  rheumatic  history  and  no  history 
of  heart  murmur,  hypertension,  or  chest  pain. 

On  admission  to  Seton  Hospital  the  patient  was  well 
nourished  but  appeared  pale  and  fatigued.  She  coughed 
occasionally.  Respiration  was  rather  shallow  but  not  rapid 
or  labored.  The  blood  pressure  was  94/80  mm.  of  mercury 
and  the  pulse  120  per  minute  with  frequent  periods  of 
slowing  and  irregularity,  although  the  basic  rhythm  was 
regular.  There  was  no  cyanosis  or  distention  of  neck  veins. 

The  precordial  impulse  was  forceful  and  diffuse,  extend- 
ing laterally  just  outside  the  midclavicular  line  in  the  fifth 
intercostal  space.  No  thrill  was  noted,  but  there  was  a dis- 
tinct systolic  shock  palpable  over  the  precordium.  Percussion 
suggested  moderate  cardiac  enlargement  along  the  left  upper 
border.  The  pulmonic  second  sound  was  sharp  and  markedly 


accentuated.  The  first  mitral  sound  was  also  sharp  and 
strikingly  accentuated,  having  an  impure  or  reduplicated 
quality  in  some  locations  about  the  apex.  The  first  heart 
sound  was  very  loud  in  the  left  posterior  axillary  region 
and  could  be  heard  distinctly  over  the  entire  posterior  as- 
pect of  the  thorax,  although  with  some  reduction  in  in- 
tensity on  the  right.  There  was  a faint,  blowing  aortic 
systolic  murmur,  but  no  mitral  murmur  could  be  detected 
no  matter  whether  the  patient  was  sitting,  recumbent,  or 
in  the  left  lateral  decubims  position.  One  was  struck  by 
the  contrast  between  the  vigor  of  the  heart  action  and  the 
weakness  of  the  peripheral  pulse.  There  were  medium 
moist  rales  at  both  lung  bases.  Dullness,  diminished  breath 
sounds,  and  absent  tactile  fremitus  were  present  over  the 
lower  third  of  the  right  chest  posteriorly. 

The  liver  was  not  congested,  and  there  was  no  edema. 
Joint  abnormalities  were  not  noted.  The  remainder  of  the  • 
examination  was  not  remarkable. 

Routine  blood  counts,  urinalysis,  serology,  and  bleeding 
and  clotting  tests  were  within  normal  range.  The  erythro- 
cyte sedimentation  rate  (Wintrobe)  was  21  mm.  per  hour 
and  the  antistreptolysin-O  titer  166  units.  The  blood  urea 
nitrogen  was  20.5  mg.  per  100  cc.  and  the  serum  trans- 
aminase 45  units. 

The  initial  electrocardiogram  showed  partial  atrioventricu- 
lar block,  which  was  apparently  related  to  digitalis,  as  the 
conduction  defect  diminished  during  temporary  omission  of 
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Fig.  2.  Electrocardiogram  in  a case  of  left  atrial  myx- 
oma; recorded  on  January  1,  1958,  after  digitalization. 
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the  drug  ( fig.  2 ) . Roentgenograms  and  fluoroscopy  of  the 
chest  showed  "generalized  cardiac  enlargement  with  some 
straightening  of  the  left  border”;  the  lung  fields  were 
clear  except  for  some  increased  markings  in  the  right  in- 
frahilar  region  and  a small  right  pleural  effusion  (fig.  1). 
Moderate  left  atrial  enlargement  posteriorly  was  demon- 
strated by  the  barium  swallow  technique. 

My  first  thought  was  of  heart  failure  of  uncertain  cause. 
The  possibility  of  left  atrial  myxoma  was  considered.  How- 
ever, the  absence  of  any  abrupt  change  in  symptoms  on 
various  postural  maneuvers,  along  with  an  unfortunate 
reticence  about  making  a rare  diagnosis,  finally  led  me  to 
conclude  the  patient  had  rheumatic  heart  disease  with  mitral 
stenosis.  One  experienced  consultant  thought  that  a faint 
mitral  diastolic  rumble  could  be  detected,  but  I was  unable 
to  be  sure  of  this  finding. 

During  a 10  day  period  in  the  hospital  the  patient  was 
on  a program  of  bed  rest,  strict  low  sodium  diet,  mainte- 
nance of  digitalization,  and  ammonium  chloride  and  mer- 
curial diuresis.  She  remained  afebrile,  and  the  pulse  rate 
flucmated  between  70  and  100  per  minute.  Although  her 
lung  signs  cleared  and  the  cough  diminished,  she  continued 
to  feel  weak.  The  blood  pressure  ranged  from  84/50  to 
100/60  mm.  of  mercury,  most  systolic  levels  being  below 
100  mm.  of  mercury.  On  January  20  the  blood  urea  nitro- 
gen was  17.5  mg.  per  100  cc.,  and  the  erythrocyte  sedi- 
mentation rate  was  39  mm.  per  hour. 

Following  the  patient’s  discharge  from  the  hospital  on 
January  25,  arrangements  were  made  for  her  to  be  studied 
at  the  Cardiopulmonary  Laboratory  of  the  Southwestern 
Medical  School  of  the  University  of  Texas  in  Dallas.  The 
patient  was  referred  there  with  a clinical  diagnosis  of  mitral 
stenosis  and  the  expectation  that  mitral  valve  surgery  would 
be  indicated. 

At  the  time  of  the  patient’s  admission  to  Parkland  Me- 
morial Hospital  on  February  13  "a  grade  2 crescendo  pre- 
systolic  rumble  well  Icxalized  at  the  apex”  was  noted.  On 
February  14  right  and  left  heart  catheterization  yielded  the 
data  recorded  in  table  1.  All  pressures  recorded  from  por- 


Fig.  3.  Left  ventricular  (left)  and  left  atrial  (right)  pres- 
sure tracings  obtained  by  left  heart  catheterization  in  a 


Table  1. — Cardiac  Catheterization  Data  in  a Case  of 
Myxoma  of  the  Left  Atrium. 


r — Pressures  (mm.  of  Hg.) — \ 
Systolic  Diastolic  Mean 

Right  atrium  

0 

Right  ventricle 

107 

5 

34 

Pulmonary  artery  

109 

35 

53 

Pulmonary  wedge  .... 

33 

Left  atrium 

26 

Left  ventricle  

50-78 

1-2 

Aorta  

50-72 

38-48 

Cardiac  output  

3.56  liters/ 

min. 

Cardiac  index 

. . 2.12  liters/ 

min. 

tions  of  the  circulatory  system  between  the  tricuspid  and 
mitral  valves  were  markedly  elevated,  while  left  ventricular 
and  aortic  pressures  were  low.  Figure  3 graphically  repre- 
sents the  relationship  between  left  atrial  and  left  ventricular 
pressures;  the  mean  diastolic  gradient  between  these  two 
chambers  was  estimated  at  about  24  mm.  of  mercury,  which 
is  far  above  the  normal  value  of  2 or  3 mm.  It  was  con- 
cluded that  the  patient  had  severe  mitral  stenosis  and 
should  have  surgery  to  correct  the  valvular  obstruction.^^ 
While  the  left  atrial  catheter  was  still  in  place,  the 
patient  suddenly  lost  consciousness  and  upon  recovery 
showed  right  lower  facial  weakness,  paresis  of  the  right 
arm,  inability  to  speak,  and  a positive  Babinski  sign  on 
the  right.  Although  the  neurological  symptoms  improved 
considerably  during  the  ensuing  week,  it  was  decided  to 
delay  mitral  surgery  until  further  improvement  had  oc- 
curred, so  the  patient  was  allowed  to  return  home.^ 

At  the  time  of  the  patient’s  second  admission  to  Park- 
land Memorial  Hospital  on  April  17  she  had  developed 
atrial  fibrillation  and  was  in  both  left  and  right  heart 
failure,  showing  dyspnea  on  slight  effort,  orthopnea,  moist 
rales  at  the  lung  bases,  marked  hepatic  congestion,  and 
slight  dependent  edema.  She  complained  of  muscular  and 
joint  pains,  especially  in  the  right  shoulder  and  hand,  and 
inflammatory  nodules  were  noted  in  both  palms.  The  sedi- 
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TEXAS  State  Journal  of  Medicine,  NOVEMBER,  7959 


899 


HEART  MYXOMA— -/Crei's/e — continued 


mentation  rate  was  39  mm.  per  hour.  The  patient  was  given 
aspirin  and  ascorbic  acid  because  of  suspected  rheumatic 
activity,  and  blood  culmres  were  done  to  rule  out  subacute 
bacterial  endocarditis. 

Surgery  was  postponed  in  the  hope  that  the  patient’s 
condition  might  be  improved.  However,  despite  intensifi- 
cation of  the  diuretic  program,  she  continued  to  gain 
weight,  developed  bilateral  pleural  effusions,  and  showed 
increasing  hepatomegaly. 

In  desperation,  it  was  decided  to  proceed  with  surgery 
on  May  7.  The  surgeon  encountered  a huge  left  attial 
myxoma  arising  from  a pedicle  in  the  region  of  the  fossa 
ovalis,  virtually  filling  the  left  atrium,  extending  into  both 
right  pulmonary  veins,  and  protruding  through  the  mitral 
valve  into  the  left  ventricular  cavity. 

Although  the  surgeon  would  have  preferred  to  close  the 
incision  and  proceed  with  removal  of  the  tumor  under  open 
heart  conditions  at  a second  operation,  it  was  decided  the 
patient’s  condition  was  so  precarious  that  her  only  chance 
of  survival  lay  in  the  immediate  relief  of  circulatory  ob- 
struction. Accordingly,  the  mmor  was  detached  from  the 
interatrial  septum  by  the  exploring  intracardiac  finger  and 
forced  out  through  a second,  larger  atriotomy.  Thereafter, 
atrial  fibrillation  was  replaced  by  sinus  rhythm. 

The  patient  survived  operation  and  appeared  to  do  well 
for  the  first  8 hours  postoperatively.  Soon  afterwards,  how- 
ever, she  developed  failure  of  the  left  ventricle  and  finally 
left  ventricular  arrest,  which  failed  to  respond  to  prolonged 
manual  systole  and  other  resuscitative  measures,  even 
though  the  right  ventricle  continued  to  conttact  spontan- 
eously. The  patient  died  early  on  the  morning  following 
operation. 

Examination  of  the  tumor  showed  it  to  be  of  gelatinous 
consistency.  Below  an  area  of  constriction  corresponding  to 
the  position  of  the  mitral  ring,  a 2.5  cm.  intraventricular 
extension  was  undergoing  degenerative  changes  at  the  tip. 
Microscopy  revealed  the  typical  structure  of  a myxoma 
(fig.  4).“ 

The  heart  weighed  450  Gm.  at  autopsy,  and  there  was 
hypertrophy  of  the  left  atrium  and  right  ventricle.  The  left 
ventricle  was  dilated  but  not  hypertrophied.  At  the  site  of 
the  foramen  ovale  there  was  a round  plaque  of  thrombotic 
material.  The  mitral  valve  was  normal.  Lungs,  liver,  and 
spleen  were  congested.  The  left  frontal  cortex  showed  an 
area  of  cystic  degeneration.  Microscopic  examination  of  the 
lung  showed  fibrosis  of  the  alveolar  septums,  hemosiderin 


laden  macrophages,  a moderately  severe  degree  of  pulmon- 
ary artery  sclerosis,  and  fibrinous  thrombi  in  a number  of 
capillaries. 

DISCUSSION 

Characteristics  of  Tumor. — Cardiac  myxoma,  for- 
merly regarded  by  some  as  a peculiar  form  of  organ- 
ized thrombus,  is  now  generally  considered  a true 
benign  neoplasm  of  connective  tissue  origin.  Myx- 
omas are  generally  polypoid  in  shape,  usually  arising 
from  a relatively  narrow  pedicle  attached  to  the 
interatrial  septum  at,  or  near,  the  fossa  ovalis.  They 
are  usually  of  a friable,  gelatinous  consistency  but 
may  be  elastic  or  firm.  The  smooth  and  glistening 
surface  may  have  a rounded,  pedunculated,  or  villous 
topography  and  is  sometimes  the  site  of  true  throm- 
bus formation.  Areas  of  necrosis  or  hemorrhage,  and 
occasionally  of  calcium  salt  deposition,  may  occur. 
Microscopically  the  myxoma  consists  of  a mucinous 
substance  containing  sparsely  scattered  connective 
tissue  ceils,  vascular  elements,  and  collagenous  de- 
posits, all  enveloped  by  surface  endothelium.  About 
75  per  cent  of  cardiac  myxomas  are  left  atrial;  except 
for  rare  instances  of  valvular  or  ventricular  origin, 
the  rest  are  right  atrial.^^ 

Clinical  Features. — Cardiac  myxomas  occur  in  ail 
periods  of  life,  but  most  cases  develop  between  the 
ages  of  30  and  60.^’’’  Females  are  affected  about  three 
times  as  frequently  as  males.^^ 

Most  manifestations  of  the  disease  are  attributable 
either  to  circulatory  obstruction  within  the  heart  or 
to  embolism,  a combination  equally  characteristic  of 
certain  other  forms  of  heart  disease,  notably  rheu- 
matic mitral  stenosis.’^’  In  the  case  of 

right  atrial  myxoma  the  advanced  clinical  picmre 
is  that  of  intractable  right  heart  failure  (or  "inflow 
stasis”)  with  bulging  neck  veins,  engorged  liver, 
ascites,  and  dependent  edema.  Tricuspid  valve  disease 


Fig.  4.  Left  atrial  myxoma,  gross  surgical  specimen  (left)  and  microscopic  section  (right). 
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and  constrictive  pericarditis  may  be  closely  simulated. 
Rarely  the  picmre  is  complicated  by  the  development 
of  a right-to-left  shunt  through  an  atrial  septal 
defect,  leading  to  low  arterial  oxygen  samration  with 
or  without  cyanosis.®’ 

In  left  atrial  myxoma,  as  in  mitral  stenosis,  cough, 
dyspnea,  hemoptysis,  palpitation,  and  easy  fatiguabil- 
ity  are  cardinal  manifestations.  However,  the  pattern 
of  onset  and  progression  of  symptoms  may  vary  from 
rhat  usually  seen  in  the  commoner  forms  of  heart 
disease.  Although  a few  cases  run  a very  chronic 
course,-’  most  patients  die  within  2 years,  and 
many  within  a few  months,  of  the  onset  of  symptoms. 
The  initial  symptoms  may  appear  abmptly  in  an 
individual  with  no  previous  evidence,  or  known  etio- 
logic  basis,  of  heart  disease.  Because  of  the  mobility 
of  many  myxomas  symptoms  often  progress  in  a 
highly  irregular  and  episodic  fashion  and  may  be 
conspicuously  influenced  by  posmre.  Intermittent 
prolapse  of  the  tumor  into  the  valve  orifice  may 
cause  acute  attacks  of  dyspnea,  pulmonary  edema, 
tachycardia,  syncope,  peripheral  circulatory  collapse, 
and  even  sudden  death.  Some  authors  have  com- 
mented on  the  absence  of  orthopnea,^^  stating  that 
valvular  obstruction  is  relieved  during  recumbency; 
however,  as  in  the  present  case,  orthopnea  is  some- 
times present.  The  patient  may  himself  discover  that 
certain  positions  aggravate  his  symptoms,  while 
others  bring  relief.  Substernal  pain,  either  during 
rest  or  effort,  has  been  present  in  many  cases.  Both 
atrial  fibriUarion  and  paroxysmal  atrial  tachycardia 
have  been  reported. 

It  must  not  be  supposed  that  the  impressive  and 
much  emphasized  posmral  effects  are  invariably 
present.  In  one  series  of  30  cases  there  were  only  7 
showing  these  phenomena.^®  The  absence  of  such 
symptoms  in  my  case  caused  me  prematurely  to  rule 
out  the  correct  diagnosis.  Perhaps  the  main  "tip  off” 
in  this  patient  should  have  been  the  rapid  progress 
of  heart  failure  and  the  very  limited  and  temporary 
response  of  symptoms  to  medical  therapy,  feamres 
which  have  been  apparent  in  most  published  cases. 

The  course  of  the  disease  is  frequently  complicated 
by  arterial  embolism  (either  of  tumor  fragments  or 
clots)  occurring  even  in  the  face  of  regular  sinus 
rhythm.  Occasionally  embolism  is  the  initial  mani- 
festation of  the  disease.^®’  ®‘^  Recurring  obstruction 
of  cerebral,  visceral,  and  peripheral  arteries  may 
produce  a bizarre  and  confusing  picture.^®  In  one 
unusual  case  congestive  failure  and  heart  murmurs 
abruptly  disappeared  when  the  patient  suffered  a 
"saddle  embolus”  to  the  aortic  bifurcation;  on  re- 
covery from  this  catastrophe  the  patient  was  appar- 
ently well  for  over  a year  before  heart  failure  and 
murmurs  reappeared.^® 

Intermittent  fever  (possibly  due  to  showers  of 


tiny  emboli  or  to  mmor  necrosis),  arthralgia,  and 
elevated  sedimentation  rate  occur  commonly  in  atrial 
myxoma,  often  leading  to  an  erroneous  diagnosis  of 
acute  rheumatic  fever.  Subacute  bacterial  endocarditis 
may  be  imitated  almost  to  perfection  when  a febrile 
course  is  accompanied  by  multiple  emboli  and  chang- 
ing heart  murmurs.^® 

The  most  distinctive  physical  signs  of  atrial  myx- 
oma are  systolic  and  diastolic  murmurs  often  indis- 
tinguishable from  those  of  tricuspid  or  mitral  disease. 
Some  state  that  in  left  atrial  myxoma  the  "opening 
snap”  of  the  mitral  valve,  a characteristic  sign  in 
rheumatic  mitral  stenosis,  is  absent.^®  An  important 
differential  feamre  is  the  tendency  in  many  cases  of 
myxoma  for  murmurs  rapidly  to  appear  and  dis- 
appear or  to  change  in  quality  and  intensity,  not  only 
with  the  passage  of  time  but  also  with  changes  in 
the  position  of  the  patient.  The  first  recorded  clin- 
ical diagnosis  of  atrial  myxoma  was  based  on  the 
observation  that  a mitral  diastolic  murmur  detected 
with  the  patient  erect  was  replaced  by  a mitral  sys- 
tolic murmur  during  recumbency.^®  This  variability 
of  murmurs  may  cause  competent  examiners,  seeing 
a patient  at  different  times  and  in  various  positions, 
to  disagree  widely  as  to  the  presence  and  character 
of  abnormal  findings.  As  one  author  aptly  stated,  his 
patient’s  hospital  course  "was  punctuated  by  fre- 
quent changes  both  in  cardiac  rhythm  and  in  con- 
sultants’ views  of  the  malady.”®  In  occasional  cases 
murmurs  have  not  been  detected.®^ 

Forceful  precordial  impulse  and  marked  accentua- 
tion of  the  first  mitral  and  second  pulmonic  sounds 
are  often  noted  in  cases  of  left  atrial  myxoma.  These 
were  the  only  definite  auscultatory  findings  in  my 
patient  at  the  time  I examined  her.  In  contrast,  the 
systolic  blood  pressure  is  usually  low  (commonly 
less  than  100  mm.  of  mercury)  and  the  peripheral 
pulse  weak,  especially  late  in  the  disease.  One  gains 
the  impression  of  a heart  struggling  valiantly  against 
great  odds  and  barely  "making  the  grade.” 

Diagnostic  Procedures. — 'The  more  routine  diag- 
nostic procedures  rarely  suffice  to  establish  the  pres- 
ence of  atrial  myxoma,  so  that  in  most  reported  cases 
the  diagnosis  has  been  made  either  at  the  autopsy 
or  the  operating  table. 

The  electrocardiogram  may  be  normal  or  show 
evidence  of  atrial  enlargement  and  right  ventricular 
hypertrophy.  Such  patterns  may  indeed  point  to  the 
site  of  the  lesion,  but  they  give  no  direct  information 
as  to  its  etiology. 

Phonocardiography  may  cast  doubt  on  the  diag- 
nosis of  rheumatic  mitral  stenosis  by  establishing  the 
absence  of  an  "opening  snap”  or  demonstrating 
atypical  timing  of  the  diastolic  murmur.^® 

Hemodynamic  data  from  published  cases  of  atrial 
myxoma  are  summarized  in  table  2.  'The  consistent 
demonstration  of  hypertension  proximal  to  the  lesion 
is  not  helpful  in  distinguishing  obstruction  by  mmor 
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Table  2. — Atrial  Myxoma;  Published  Hemodynamic  Data. 
(Pressures  in  millimeters  of  mercury;  mean  values  in  parentheses) 


HEART  MYXOMA — Kreisle — continued 

from  that  due  to  valvular  disease.  In  one  case  un- 
usually wide  fluctuations  of  pressure  in  the  right 
ventricle  and  pulmonary  circuit  were  interpreted  as 
evidence  of  intermittent  mitral  valve  (or  pulmonary 
vein)  occlusion,  such  as  might  be  caused  by  a mobile 
tumor  mass.®  Recently,  left  atrial  pressure  curves 
(obtained  by  the  intrabronchial  method)  from  a case 
of  left  atrial  myxoma  were  observed  to  show  a pe- 
culiar configuration  possibly  produced  by  a ball- 
valve  effect  of  the  tumor  in  the  mitral  orifice;®® 
however,  the  tracing  obtained  in  my  patient  ( fig.  3 ) 
shows  a very  different  form.  The  occurrence  of  cere- 
bral embolism  during  left  atrial  catheterization  in 
this  case  demonstrates  a special  hazard  of  this  pro- 
cedure in  the  presence  of  atrial  tumor;  this  compli- 
cation, developing  in  the  absence  of  atrial  fibrillation, 
should  arouse  suspicion  of  atrial  myxoma.  In  cases 
of  right  atrial  myxoma  the  advancing  cardiac  catheter 
may  be  observed,  as  it  encounters  the  tumor  mass, 
to  follow  a circuitous  course  which  is  strongly  sug- 
gestive of  the  nature  of  the  obstructing  lesion.® 


Conventional  radiographic  technique  may  show 
pulmonary  vascular  engorgement  and  enlargement 
of  the  left  atrium,  pulmonary  outflow  tract,  and  right 
ventricle  in  cases  of  left  atrial  tumor,  but  of  course 
none  of  these  findings  is  specific.  In  some  cases, 
presumably  due  to  pulmonary  vein  obstruction  by 
the  tumor,  there  is  little  or  no  left  atrial  enlargement 
despite  the  presence  of  severe  pulmonary  congestion. 
In  2 cases  of  right  atrial  myxoma  the  presence  of 
calcification  within  the  tumor  made  specific  diag- 
nosis possible  without  resort  to  special  tech- 
niques.®'^’  Electrokymograms  recorded  in  different 
body  positions  were  interpreted  in  one  instance  as 
indicating  paroxysmal  mitral  occlusion.^® 

At  present  only  angiocardiography  offers  a reliable 
means  of  establishing  the  presence  of  atrial  tumor 
preoperatively.  In  several  reported  cases  atrial  myx- 
omas have  been  outlined  clearly  by  this  tech- 
nique,®’ ®®’  ®®  which  certainly  should  be  em- 

ployed in  any  case  where  there  is  reasonable  sus- 
picion of  the  disease. 

Surgical  Treatment. — Attempts  at  surgical  removal 
of  atrial  myxomas  by  closed-heart  methods  have  been 


Table  3. — Surgical  Removal  of  Atrial  Myxomas:  Successful  Cases. 


Authors 

Year 

Sex 

Age 

Tumor  Site 

How  Diagnosed 

Adjunct  to  Surgery 

Remarks 

Crafoord®! 

1955 

F 40-50 

Left  atrium 

Angiocardiography 

Extracorporeal 

circulation 

First  reported  case 

Bigelow,  Dolan,  & Campbell-* 

1955 

F 56 

Left  atrium 

Mitral  exploration 

Hypothermia 

Scannell,  Brewster,  & Bland*®’  “ 

1956 

M 33 

Left  atrium 

Mitral  exploration 

Hypothermia 

Ventricular  fibrillation;  2 hr. 
of  manual  systole 

Bahnson,  Spencer,  & Andrus® 

1957 

F 57 

Left  atrium 

Mitral  exploration 

Extracorporeal 

circulation 

Murmur  for  30  yr.  and 
symptoms  for  20  yr. 

Hanlon®* 

1957 

F 61 

Right  atrium 

Angiocardiography 

Extracorporeal 

circulation 

Complicated  by  interatrial  defect 
with  right-to-left  shunt  and 
thrombocytopenic  purpura. 

Chin  and  Ross* 

1957 

M 25 

Left  atrium 

Mitral  exploration 

Hypothermia 

Used  right  atrial  approach. 
Ventricular  fibrillation; 
manual  systole  1 hr. 

Robertson*® 

1957 

F 38 

Left  atrium 

Mitral  exploration 

Hypothermia  & 
coronary  perfusion 

Hopkins®® 

1958 

M 26 

Right  atrium 

Tumor  calcified  on 
conventional  x-ray 

Hypothermia 

Case  reported  by  Medical 

News  (Ciba)  in  1956 

Fatti®® 

1958 

F 45 

Left  atrium 

p 

None 

Used  finger  thru  apex  of  left 
ventricle  to  control  tumor. 

No  details  regarding  post- 
operative course 

Ellis,  Mankin,  & Burchell® 

1958 

F 45 

Left  atrium 

Mitral  exploration 

Extracorporeal 

circulation 

Right  atrial  approach  used 

Ellis,  Mankin,  & Burchell® 

1958 

M 48 

Right  atrium 

Tricuspid 

exploration 

Extracorporeal 

circulation 

Malm,  Henry,  & Deterling** 

1958 

? 

Left  atrium 

P 

Extracorporeal 

circulation 

Abstract;  no  details 

Coates  & Drake® 

1958 

F 50 

Right  atrium 

Angiocardiography 

Extracorporeal 

circulation 

Complicated  by  interatrial  defect 
with  right-to-left  shunt 

Belcher®® 

Gerbode,  Osborn,  Robson, 

1958 

F 52 

Left  atrium 

Mitral  exploration 

Hypothermia 

Right  atrial  approach.  No  delay 
between  operations 

Braimbridge,  & Hultgren*® 

1958 

F 51 

Left  atrium 

Angiocardiography 

Extracorporeal 

circulation 

Symptoms  relieved  for  long 
period  after  embolus  to 
aortic  bifurcation 

Cooley,  Morris,  & Attar® 

1958 

M 50 

Left  atrium 

Mitral  exploration 

Extracorporeal 

circulation 

Cooley,  Morris,  & Attar® 

1958 

F 49 

Left  atrium 

Mitral  exploration 

Extracorporeal 

circulation 

Only  4 hr.  interval  between 
operations 

Cooley,  Morris,  & Attar® 

1958 

F 48 

Right  atrium 

Circuitous  course 
of  catheter  in 
right  atrium 

Extracorporeal 

circulation 
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almost  uniformly  unsuccessful.^’ 

Under  these  conditions  it  is  extremely  difficult  to  be 
certain  of  complete  excision  of  the  tumor^’  and  to 
avoid  embolization  of  fragments.*’  Many 

myxomas  are  quite  large,  almost  filling  the  atrium 
and  extending  into  the  ventricle  or  pulmonary  veins 
(as  in  the  reported  case),  so  that  the  mass  must  be 
strongly  compressed  or  deliberately  fragmented  in 
order  to  allo’w  delivery  through  a small  atrial  inci- 
sion. The  technical  feasibility  of  complete  removal 
by  the  closed  technique  was  demonstrated  in  this 
case  by  Dr.  Hugh  E.  Wilson,  who  clearly  recognized 
the  hazards  of  the  method  and  resorted  to  it  only 
because  the  patient  would  surely  not  have  survived 
continued  obstruction  long  enough  to  permit  a second 
operation.  In  one  case,  by  the  use  of  an  ingenious 
snaring  device,  enough  of  a left  atrial  myxoma  was 
removed  to  relieve,  at  least  temporarily,  the  patient’s 
obstructive  symptoms. I have  found  reported  only 
a single  instance  in  which  complete  removal  was 
apparently  successful  under  closed  conditions;  in  this 
case  the  surgeon  inserted  a finger  through  a small, 
purse-stringed  incision  in  the  tip  of  the  left  ventricle, 
thereby  dislodging  the  tumor  and  pushing  it  out 
through  a left  atrial  incision.** 

Since  the  first  successful  removal  of  an  atrial 
myxoma  in  1955  by  Crafoord,*^  who  employed  open- 
heart  technique  and  an  extracorporeal  circulatory 
device,  reports  of  at  least  17  additional  successful 
cases  have  appeared  in  the  literature.  These  reports 
are  summarized  in  table  3.  With  the  one  exception 
already  mentioned,**  all  definitive  operations  were 
performed  by  the  open  method  under  either  hypo- 
thermia or  extracorporeal  circulation.  In  at  least  10 
cases  the  diagnosis  was  made  at  an  initial  closed- 
heart  operation  for  presumed  mitral  (or  tricuspid) 
stenosis,  so  that  a second  procedure  under  open-heart 
conditions  was  required  in  order  to  avoid  the  high 
risk  already  mentioned.  The  interval  between  opera- 
tions in  these  cases  has  varied  from  less  than  a 
day®’  ^*  to  several  months.  Some  state  that  the  risk 
of  embolism  following  the  initial  operation  makes  it 
advisable  to  perform  definitive  surgery  with  the 
least  possible  delay.^*’  A number  of  fatalities  inci- 
dent to  open-heart  surgery  for  atrial  myxoma  have 
been  reported,^®’  ^*’  but  insufficient  data  are 
available  for  an  accurate  estimate  of  operative  mor- 
tality rates.  Ventricular  fibrillation  has  been  a con- 
spicuous hazard  associated  with  the  use  of  hypo- 
thermia.4’  i®’  2®’ 

The  advantage  to  the  patient  with  this  disease  of 
a correct  preoperative  diagnosis  is  obvious.  Only 
thereby  is  he  spared  the  extra  risk,  expense,  and  loss 
of  time  entailed  by  an  initial  exploratory  operation. 
As  we  are  so  often  told,  one  must  think  of  the  pos- 
sibility of  a rare  disease  in  order  to  diagnose  it 


correctly.  This  initial  step  avails  nothing,  however, 
if  we  then  proceed  to  rule  out  our  rarity  on  the 
basis  of  an  inadequate  concept  of  its  clinical  be- 
havior. Reasonable  suspicions  should  be  kept  alive 
and  passed  on  to  those  in  a position  to  perform 
definitive  diagnostic  procedures. 


SUMMARY 


A fatal  case  of  left  atrial  myxoma,  including  hemo- 
dynamic data  and  surgical  and  autopsy  findings,  is 
reported. 

The  pathology,  clinical  features,  diagnosis,  and 
surgical  treatment  of  cardiac  myxoma  are  briefly 
reviewed. 

I wish  to  acknowledge  my  indebtedness  to  Dr.  J.  G. 
Sewell  of  Belton,  who  referred  the  case  reported;  to  Drs. 
A.  F.  Wolfe  and  A.  W.  Sommer  of  Temple,  who  made 
their  clinical  data  and  roentgenograms  available;  to  Drs. 
C.  B.  Chapman  and  H.  E.  Wilson  of  Dallas,  who  allowed 
use  of  their  hemodynamic,  surgical,  and  pathological  find- 
ings; and  to  Dr.  D.  A.  Cooley  of  Houston,  who  permitted 
use  of  material  prior  to  publication. 
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American  Medical  Association,  Dallas  (Clinical  Session),  Dec.  1-4, 
1959.  Dr.  Louis  M.  Orr,  Orlando,  Fla.,  Pres.;  Dr.  F.  J.  L.  Blas- 
ingame.  535  North  Dearborn,  Chicago  10,  Exec.  Vice-Pres. 


Current  Meetings 


November 

Radiological  Society  of  North  America,  Chicago,  Nov.  15-20,  1959- 
Dr.  Lawrence  L.  Robbins,  Boston,  Pres.;  Dr.  Donald  S.  Childs, 
713  E.  Genesee,  Syracuse  2,  N.  Y.,  Secy. 

Southern  Medical  Association,  Atlanta,  Ga.,  Nov.  16-19,  1959-  Dr. 
Milford  O.  Rouse,  Dallas,  Pres.;  Mr.  V.  O.  Foster,  2601  High- 
land Avenue,  Birmingham  5,  Executive  Secy. 

Southwestern  Medical  Association,  Roswell,  N.  Mex.,  Nov.  5-7,  1959- 
Dr.  A.  R.  Clauser,  Albuquerque,  Pres.;  Dr.  M.  D.  Thomas,  1501 
Arizona  St.,  12-D,  El  Paso,  Secy. 

Private  Clinics  and  Hospitals  Association  of  Texas,  Dallas,  Nov. 
28-29,  1959.  Dr.  Jack  S.  Maxfield,  Dallas,  Pres.;  Mr.  J.  J. 
George,  3404  54th  St.,  Lubbock,  Executive  Secy. 

Blackford  Memorial  Cancer  Leaures,  Denison,  Nov.  11,  1959-  Dr. 
R.  G.  Gerard,  509  S.  Mirick,  Denison,  Chm. 


December 

American  Academy  of  Dermatology  and  Syphilology,  Chicago,  Dec. 
5-10,  1959.  Dr.  A.  C.  CipoUaro,  New  York,  Pres.;  Dr.  Robert 
R.  Kierland,  Mayo  Clinic,  Rochester,  Minn.,  Secy. 

Texas  Academy  of  Internal  Medicine,  San  Antonio,  Dec.  4-5,  1959- 
Dr.  Merton  M.  Minter,  San  Antonio,  Pres.;  Dr.  Hugo  T.  Engel- 
hardt,  1216  Main,  Houston,  Secy.  Meetings  restriaed  to  members. 
Texas  Division,  American  Cancer  Society,  Austin,  Dec.  10-12,  1959. 
Dr.  John  A.  Wall,  Houston,  Pres.;  Mr.  Curt  W.  Reimann,  5014 
Bull  Creek  Rd.,  Austin  3,  Executive  Director. 

Texas  Rheumatism  Association,  San  Antonio,  Dec.  4,  1959.  L)r. 
Warren  W.  Moorman,  Fort  Wonh,  Pres.;  Dr.  J.  Morris  Horn, 
3707  Gaston,  Dallas,  Secy. 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  Dec.  3-5. 
1959.  Dr.  M.  H.  Crabb,  Fort  Worth;  Secy.;  Mrs.  Luanna  Reddin, 
1714  Medical  Arts  Bldg.,  Fort  Worth,  Assistant  Secy. 


National  and  Regional 

American  Academy  of  Allergy,  Hollywood-by-the-Sea,  Fla.,  Jan. 
11-13,  I960.  Dr.  Francis  C.  Lowell,  Boston.  Pres.;  Dr.  Joseph 
Noah,  100  N.  Euclid  Ave.,  St.  Louis  8,  Mo.,  Secy. 

American  Academy  of  General  Practice,  Philadelphia,  Match  19-24, 
I960.  Dr.  Fount  Richardson,  Fayetteville,  Ark.,  Pres.;  Mr.  Mac 
F.  Cahal,  Volker  Blvd.  at  Brookside,  Kansas  City  12.  Executive 
Secy. 

American  Academy  of  Ophthalmology  and  Otolaryngology.  Dr.  John 
H.  Dunnington,  New  York,  Pres.;  Dr.  W.  L.  Benedict,  15  Second 
St.  S.W.,  Rochester,  Minn.,  Secy. 

American  Academy  of  Pediatrics,  Atlantic  City,  April  20-22,  I960. 
Dr.  William  W.  Belford,  San  Diego,  Calif.,  Pres.;  Dr.  E.  H. 
Chtistopherson,  1801  Hinman  Ave.,  Evanston,  111.,  Executive  Di- 
rector. 

American  Association  for  Maternal  and  Infant  Health.  Dr.  M.  Edward 
Davis,  Chicago,  Pres.;  Mrs.  Patricia  Dorr.  116  S.  Michigan  Ave., 
Chicago  3,  Executive  Diteaot. 

American  Association  for  Thoracic  Surgery,  Miami  Beach,  May  11- 
13,  I960.  Dr.  William  E.  Adams,  Chicago.  Pres.;  Dr.  Hiram  T. 
Langston,  7730  Corondelet  Ave.,  St.  Louis  5,  Secy. 

American  Association  of  Genito-Urinary  Surgeons,  Dearborn,  Mich., 
May  11-13,  I960.  Dr.  Reed  M.  Nesbitt,  Ann  Arbor,  Mich.,  Pres.; 
Dr.  W.  J.  Engel,  2020  E.  93rd  St.,  Cleveland  6,  Secy. 

American  Association  of  Obstetricians  and  Gynecologists,  Hot  Springs, 
Va.,  Sept.  8-10,  I960.  Dr.  Robert  A.  Ross,  Chapel  Hill,  N.  C., 
Pres.;  Dr.  Clyde  L.  Randall,  216  Summer  St.,  Buffalo  22,  Secy. 
American  Association  of  Plastic  Surgeons,  Milwaukee,  May  17-20, 
I960.  Dr.  Lyndon  A.  Peer,  New  Jersey,  Pres.;  Dr.  Thomas  D. 
Cronin.  6615  Travis  St.,  Houston  25.  Secy. 

American  Cancer  Society,  New  York,  Oct.  26-27,  I960.  Dr.  War- 
ren H.  Cole,  Chicago,  Pres.;  Mr.  Granville  Whittlesey,  521  West 
57th  St.,  New  York  19.  Secy. 

American  College  of  Allergists,  Miami  Beach.  Feb.  28-March  5, 

I960.  Dr.  Cecil  M.  Kohn,  Kansas  City,  Pres.;  Mr.  Eloi  Bauers, 
2160  Rand  Tower,  Minneapolis,  Executive  Vice-Pres. 

American  College  of  Chest  Physicians,  Miami  Beach,  Fla.,  June  8-12, 
1960.  Dr.  Seymour  M.  Farber,  San  Francisco,  Pres.;  Mr.  Murray 
Kornfeld,  112  E.  Chestnut,  Chicago  11,  Executive  Director. 
American  College  of  Gastroenterology,  Philadelphia,  Oct.  23-29, 

I960.  Dr.  Joseph  Shaiken,  Milwaukee.  Pres.;  Mr.  Daniel  Weiss, 
33  West  60th,  New  York  23,  Executive  Director. 

American  College  of  Obstetricians  and  Gynecologists.  Cincinnati, 

April  3-6.  I960.  Dr.  John  I.  Brewer,  Chicago,  Pres.;  Mr.  Donald 
F.  Richardson,  P.  O.  Box  749,  Chicago  90,  Executive  Secy. 
American  College  of  Physicians,  San  Francisco,  April  4-8,  I960.  Dr. 
Howard  P.  Lewis,  Portland,  Ore.,  Pres.;  Mr.  E.  R.  Loveland,  4200 
Pine,  Philadelphia  4,  Secy. 

American  College  of  Radiology,  New  Orleans,  Feb.  3-6,  I960. 

Dr.  Lawrence  Reynolds,  10  Peterboro,  Detroir,  Pres.;  Mr.  W.  C. 
Stronach,  20  N.  Wacker  Dr.,  Chicago  6,  Executive  Director. 
American  College  of  Surgeons.  Dr.  Newell  W.  Philpott,  Montreal, 
Pres.;  Dr.  Michael  L.  Mason,  40  E.  Erie,  Chicago  11,  Secy. 
American  Congress  of  Physical  Medicine  and  Rehabilitation,  Wash- 
ington. D.C.,  Aug.  21-26,  I960.  Dr.  F.  J.  Kottke,  Minneapolis, 
Pres.;  Dorothea  C.  Augustin,  30  N.  Michigan  Ave.,  Chicago  2, 
Executive  Secy. 

American  Dermatological  Association,  Boca  Raton,  April  8-12,  I960. 
Dr.  Marion  B.  Sulzberger,  New  York,  Pres.;  Dr.  Wiley  M.  Sams, 
25  Southeast  2nd  Ave.,  Miami,  Secy. 

American  Gastroenterological  Association,  New  Orleans,  March  31- 
April  2,  I960.  Dr.  H.  Marvin  Pollard,  Ann  Arbor,  Pres.;  Dr. 
Wade  Volwiler,  Secy.,  University  of  Washington  Schcxjl  of  Medi- 
cine. Seattle  5. 

American  Gynecological  Society,  Williamsburg,  Va.,  May  30-June  1, 
I960.  Dr.  Karl  H.  Martzloff,  Portland,  Pres.;  Dr.  A.  A.  Matchet- 
ti,  3800  Reservoir  Rd.  N.W.,  Washington  7,  D.  C.,  Secy. 
American  Heart  Association,  St.  Louis,  Oct.  21-25,  1961.  Dr.  A. 
Carlton  Ernstene,  Cleveland.  Pres.;  Mr.  William  F.  McGlone,  44 
E.  23rd,  New  York  10,  Secy. 

American  Hospital  Association,  San  Francisco,  Aug.  29-Sept.  1,  I960. 
Dr.  Russell  A.  Nelson,  Baltimore,  Md.,  Pres.;  Dr.  Edwin  L. 
Crosby,  18  E.  Division  Street,  Chicago.  Executive  Director. 
American  Laryngological,  Rhinological,  and  Otological  Society,  Miami 
Beach,  March  15-17,  I960.  Dr.  Theodore  E.  Walsh,  St.  Louis, 
Pres.;  Dr.  C.  S.  Nash,  708  Medical  Arts  Bldg.,  Rochester,  N.  Y.. 
Secy. 

American  Neurological  Association,  Boston,  June  13-15,  1959-  Dr. 
Derek  Denny-Brown,  Boston,  Pres.;  Dr.  Melvin  D.  Yahr,  New 
York  Neurological  Instimte,  710  W.  168th  Street,  New  York  32, 
Secy. 

American  Ophthalmological  Society,  Colorado  Springs,  May  16-18, 
I960.  Dr.  A.  B.  Reese,  New  York,  Pres.;  Dr.  M.  C.  Wheeler, 
30  W.  59th,  New  York  19.  Secy. 

American  Orthopaedic  Association,  Hot  Springs,  Va..  May  30-June 
2,  I960.  Dr.  John  Royal  Moore,  Philadelphia,  Pres.;  Dr.  Lee 
Ramsay  Straub,  535  East  70th  St.,  New  York  21,  Secy, 
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American  Pediatric  Society,  Swampscott,  Mass.,  May  5-6,  I960.  Dr. 
Samuel  Z.  Levine,  New  York,  Pres.;  Dr.  A.  C.  McGuinness, 
Room  1036,  2800  Quebec  St.,  N.W.,  Washington  8,  D.  C., 
Secy. 

American  Proctologic  Society,  Houston,  April  25-27,  I960.  Dr. 
H.  R.  Reichman,  Salt  Lake  City,  Pres.;  Dr.  Norman  D.  Nigro, 
10  Peterboro,  Detroit  1,  Secy. 

American  Psychiatric  Association,  Atlantic  City,  N.  J.,  May  9-13, 
I960.  Dr.  William  Malamud,  New  York,  Pres.;  Dr.  C.  H. 
Hardin  Branch,  156  Westminister  Ave.,  Salt  Lake  City,  Secy. 
American  Public  Health  Association,  San  Francisco,  Oct.  31 -Nov.  4, 
I960.  Dr.  Malcolm  H.  Merrill.  Berkeley,  Calif.,  Pres.;  Dr.  Ber- 
wyn F.  Mattison,  1790  Broadway,  New  York  19,  Executive  Secy. 
American  Society  of  Anesthesiologists,  New  York,  Oct.  2-7,  I960. 
Dr.  J.  Earl  Remlinger,  Jr.,  Wilmette,  111.,  Pres.;  Dr.  Robert  L. 
Patterson,  612  Bershire  Drive,  Pittsburgh  15,  Secy. 

American  Society  of  Clinical  Pathologists,  Chicago,  Sept.  24,  I960. 
Dr.  John  J.  Clemmer,  Albany,  Pres.;  Mr.  Claude  E.  Wells,  445 
Lake  Shore  Drive,  Chicago  11.  Executive  Secy. 

American  Surgical  Association,  White  Sulphur  Springs,  W.  Va., 
April  3-6,  I960.  Dr.  Warren  H.  Cole,  Chicago,  Pres.;  Dr.  Wil- 
liam Altemeier,  Cincinnati  General  Hospital,  Cincinnati  29.  Secy. 
American  Urological  Association,  Chicago,  May  16-19.  I960.  Dr. 
William  M.  Coppridge,  Durham,  N.  C.,  Pres.;  Mr.  William  P. 
Didusch,  1120  N.  Charles  St.,  Baltimore  1,  Executive  Secy. 
Association  of  American  Physicians  and  Surgeons,  St.  Louis,  Sept. 
29-Oct.  1,  I960.  Dr.  Louis  Wegryn,  Elizabeth,  N.  J.,  Pres.; 
Mr.  Harry  E.  Northam,  185  N.  Wabashu^  Ave.,  Chicago  1,  Ex- 
ecutive Direaor. 

International  College  of  Surgeons,  U.  S.  Chapter.  Dr.  Edward  L. 
Compere,  Chicago,  Pres.;  Dr.  Ross  T.  Mclntire,  1516  Lake 
Shore  Dr.,  Chicago,  Executive  Director. 

National  Tuberculosis  Association,  Los  Angeles,  May  15-20,  I960. 
Dr.  H.  McLeod  Riggins,  New  York,  Pres.;  Mrs.  Wallace  B. 
White,  651  Marlborough  Rd.,  Brooklyn,  Secy. 

South  Central  Association  of  Blood  Banks,  Albuquerque,  March  or 
April,  I960.  Dr.  John  B.  Alsever,  Phoenix,  Pres.;  L.  Ruth  Guy, 
Ph.D.,  Room  1101,  Stonleigh  Hotel,  Dallas,  Secy. 

Southern  Psychiatric  Association.  Dr.  J.  L.  Knapp,  Dallas,  Pres.;  Dr. 

Richard  Proctor,  Winston-Salem,  N.  C.,  Secy. 

Southern  Surgical  Association,  Hot  Springs,  Va.,  Dec.  8-10,  1959. 
Dr.  George  C.  Finney,  Baltimore,  Pres.;  Dr.  John  D.  Martin,  Jr., 
Emory  University,  Ga.,  Secy. 

Southwest  Allergy  Forum,  Oklahoma  City,  April  2-5,  I960.  Dr. 
Johnny  A.  Blue,  Oklahoma  City,  Pres.;  Dr.  George  L.  Winn, 
Suite  104,  Lister  Medical  Building,  430  Northwest  Twelfth  St., 
Oklahoma  City,  Secy. 

Southwest  Regional  Cancer  Conference.  Dr.  W.  S.  Lorimer,  Jr.,  Fort 
Worth,  Chm.;  Mrs.  Ira  Frances  Ball,  264  W.  11th,  Fort  Worth, 
Secy. 

Southwestern  Society  of  Nuclear  Medicine,  New  Orleans,  March  14- 
15,  I960.  Dr.  Herbert  C.  Allen,  Jr.,  Houston,  Pres.;  Dr.  J.  R. 
M^cfield,  Jr.,  2711  Oak  Lawn  Avenue,  Dallas,  Secy. 

Southwestern  Surgical  Congress,  Las  Vegas,  Nev.,  March  28-31. 
I960.  Fort  Smith,  Ark.,  Dr.  Fred  H.  Krock,  Fort  Smith,  Ark.. 
Pres.;  Mary  O’Leary,  813  Medical  Arts  Bldg.,  Oklahoma  City, 
Exec.  Secy. 

Tri-State  Medical  Assembly.  Dr.  R.  B.  Langford,  Shreveport,  Pres.; 

Dr.  J.  W.  Wilson,  Jr.,  940  Margaret  Place,  Shreveport,  Secy. 
United  States-Mexico  Bordet  Public  Health  Association,  Hermosillo, 
Sonora,  Mex.,  April  4-8,  I960.  Mr.  Frank  J.  Von  Zuben,  Jr., 
Austin,  Pres.;  Dr.  Jorge  Roman,  243  United  States  Court  House, 
El  Paso,  Secy. 


State 

Texas  Academy  of  General  Praaice,  Dallas,  Oa.  3-5,  I960.  Dr.  E. 
Sinks  McLatty,  Galveston,  Pres.;  Mr.  Donald  C.  Jackson,  1905 
N.  Lamar,  Austin,  Executive  Secy. 

Texas  Air-Medics  Association,  Fort  Worth,  April  9-11,  I960.  Dr. 
W.  W.  Sumner,  Fort  Worth,  Pres.;  Dr.  C.  F.  Miller,  P.  O.  Box 
1338,  Waco,  Secy. 

Texas  Association  for  Mental  Health,  Austin,  Feb.  18-20,  I960. 
Paul  Southern,  Ph.D.,  Abilene,  Pres.;  Mr.  John  Lane,  2410  San 
Antonio,  Austin,  Executive  Director. 

Texas  Association  of  Obstetricians  and  Gynecologists,  Austin,  Feb- 
ruary, I960.  Dr.  Maurice  Meynier,  Houston,  Pres.;  Dr.  Hugh  W. 
Savage,  815  Fifth  Ave.,  Fort  Worth,  Secy. 

Texas  Association  of  Public  Health  Physicians,  Fort  Worth,  April 
10.  I960.  Dr.  Fred  K.  Laurentz,  Houston,  Pres.;  Dr.  B.  M. 
Primer,  2708  Rio  Grande,  Austin,  Secy. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Fort  Worth. 
April  10,  I960.  Dr.  L.  M.  Shefts,  San  Antonio,  Pres.;  Dr.  John 
W.  Middleton,  900  Strand,  Galveston,  Secy. 

Texas  Chapter,  American  Pediatric  Society.  April,  I960,  Fort  Worth. 
Dr.  J.  T.  Bennett,  El  Paso,  Pres.;  Dr.  W.  W.  Kelton,  108  West 
30th.  Austin,  Secy. 


Texas  Qub  of  Internists.  Dr.  W.  W.  Bondurant,  Jr.,  San  Antonio, 
Pres.;  Dr.  T.  Haynes  Harvill,  Medical  Arts  Building,  Dallas  1, 
Secy. 

Texas  Dermatological  Society,  Fort  Worth,  April  11,  I960.  Dr.  Ed- 
mund N.  Walsh,  Fort  Worth,  Pres.;  Dr.  D.  Shelton  Blair,  1609 
Medical  Arts  Building,  Dallas,  Secy. 

Texas  Diabetes  Association,  Fort  Worth,  April  10.  I960.  Dr.  Ralph 
Greenlee,  Midland,  Pres.;  Dr.  Warren  W.  Moorman,  901  W. 
Leuda,  Fort  Worth,  Secy. 

Texas  Heart  Association,  Fort  Worth,  April  9-10,  I960.  Dr.  Robert 
E.  Leslie,  El  Campo,  Pres.;  Mr.  Ernest  T.  Guy,  404  Jesse  H. 
Jones  Library  Building,  Houston  25,  Executive  Director. 

Texas  Hospital  Association,  Dallas,  May  10-12,  I960.  Mr.  F.  S. 
Walters,  Jr.,  Amarillo,  Pres.;  Mr.  O.  Ray  Hurst,  2208  Main, 
Dallas,  Executive  Director. 

Texas  Industrial  Medical  Association,  Fort  Worth,  April  10,  I960. 
Dr.  Max  E.  Johnson,  San  Antonio.  Pres.;  Dr.  J.  G.  Burdick, 
P.  O.  Box  472,  Pasadena,  Secy. 

Texas  Neuropsychiatric  Association,  Fort  Worth,  April  10,  I960. 
Dr.  Hamilton  Ford,  Galveston,  Pres.;  Dr.  E.  Ivan  Bruce,  1014 
Strand,  Galveston,  Secy. 

Texas  Ophthalmological  Association,  Fort  Worth,  April  11-12,  I960. 
Dr.  Max  Baldridge,  Texarkana,  Pres.;  Dr.  James  H.  Scruggs,  2223 
Austin  Ave.,  Waco,  Secy. 

Texas  Onhopedic  Association,  Fort  Worth,  April  11,  I960.  Dr. 
David  M.  Cameron,  El  Paso,  Pres.;  Dr.  Margaret  Watkins,  3503 
Fairmount,  Dallas,  Secy. 

Texas  Otolaryngological  Association,  Fort  Worth,  April  12,  I960. 
Dr.  Herbert  H.  Harris,  Houston,  Pres.;  Dr.  Louis  E.  Adin,  3707 
Gaston,  Dallas,  Secy. 

Texas  Pediatric  Society,  October,  I960,  Dallas.  Dr.  Byron  York, 
Houston,  Pres.;  Dr.  C.  E.  Gilmore,  811  Bonham,  Paris,  Secy. 
Texas  Physical  Medicine  and  Rehabilitation  Society,  Fort  Worth, 
April  12,  I960.  Dr.  Edward  M.  Krusen,  Dallas,  Pres.;  Dr.  Oscar 
Selke,  Medical  Professional  Building,  Houston,  Secy. 

Texas  Proaologic  Society,  Dallas,  February,  I960.  Dr.  Alvin  Bald- 
win, Dallas,  Pres.;  Dr.  H.  Gray  Carter,  915  St.  Joseph  St., 
Dallas,  Secy. 

Texas  Public  Health  Association,  Galveston,  Feb.  22-24,  I960.  Mr. 
Tom  Warren,  Austin,  Pres.;  Mr.  Joseph  N.  Murphy,  Jr.,  Box 
4012,  Austin  51,  Executive  Secy. 

Texas  Radiological  Society,  Houston,  January,  I960.  Dr.  Herman 
C.  Sehested,  Fort  Worth,  Pres.;  Dr.  R.  P.  O’Bannon,  1216 
Pennsylvania,  Fort  Worth,  Secy. 

Texas  Society  of  Anesthesiologists,  Fort  Worth,  April  10,  I960.  Dr. 
David  O.  Johnson,  Austin,  Pres.;  Dr.  M.  T.  Jenkins,  Parkland 
Hospital,  Dallas,  Secy. 

Texas  Society  of  Athletic  Team  Physicians,  Fort  Worth,  April  9. 
I960.  Dr.  W.  Harry  Ledbetter,  Wichita  Falls,  Pres.;  Dr.  Jack 
Brannon,  2715  Fannin,  Houston,  Secy. 

Texas  Society  of  Gastroenterologists  and  Proaologists,  Fort  Worth, 
April  10,  I960.  Dr.  Marcel  Patterson,  Galveston,  Pres.;  Dr.  A.  C. 
Broders,  Jr.,  Scott  and  White  Clinic,  Temple,  Secy. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Fort  Worth, 
Dec.  4-5,  1959.  Dr.  James  T.  Robison,  Austin,  Pres.;  Dr.  Edwin 
G.  Grafton,  4319  Oak  Lawn,  Dallas,  Secy. 

Texas  Society  of  Pathologists,  Inc.,  Fort  Worth,  April,  I960.  Dr. 
Jarrett  Williams,  Abilene,  Pres.;  Dr.  Sylvia  Johns,  414  Navarro 
St.,  San  Antonio,  Secy. 

Texas  Society  of  Plastic  Surgeons,  Fort  Worth,  April  9.  I960.  Dr. 
Willard  Schussler,  El  Paso,  Pres.;  Dr.  Raymond  Brauer,  6615 
Travis,  Houston,  Secy. 

Texas  Society  on  Aging.  Dr.  Ernest  W.  Keil,  Temple,  Pres.;  Mrs. 

William  B.  Ruggles,  3701  Stratford,  Dallas,  Secy.-Treas. 

Texas  Surgical  Society,  Fort  Worth,  April  3-5,  I960.  Dr.  Robert 
Wilson  Crosthwait,  Waco,  Pres.;  Dr.  G.  V.  Brindley,  Jr..  Scott 
and  White  Clinic,  Temple,  Secy. 

Texas  Traumatic  Surgical  Society,  Fort  Worth,  April  10,  I960.  Dr. 
W.  D.  Marrs,  Fort  Worth.  Pres.;  Dr.  W.  E.  Crump,  1300  8th 
St.,  Wichita  Falls,  Secy. 

Texas  Tuberculosis  Association,  Abilene,  March,  I960.  Mr.  Zeb 
Rike,  McAllen,  Pres.;  Miss  Pansy  Nichols,  P.  O.  Box  6158,  Aus- 
tin 21,  Executive  Director.  ^ 

Texas  Urological  Society,  Waco,  January  23-24,  I960.  Dr.  William 
Heck,  San  Antonio,  Pres.;  Dr.  Moreton  A.  Magid,  1525  Colcord 
Ave.,  Waco,  Secy. 


District 


First  District  Society.  Dr.  H.  D.  Garrett,  El  Paso.  Pres.;  Dr.  E.  S. 

Crossett,  1501  Arizona  St..  El  Paso.  Secy. 

Second  District  Socity,  Lamesa.  Dr.  Oscar  E.  Rhode,  Colorado  City, 
Pres.;  Dr.  John  H.  Chinn,  Jr.,  Colorado  City,  Secy. 

Third  District  Society,  Lubbock,  I960.  Dr.  Grady  M.  Wallace,  Lub- 
bock, Pres.;  Dr.  H.  Fred  Johnson,  2308  W.  Eighth,  Amarillo, 
Secy. 
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Fourth  District  Society,  San  Angelo,  May  16,  1959-  Dr.  W.  L. 
Smith,  San  Angelo,  Pres.;  Dr.  S.  Braswell  Locker,  1501  11th  St., 
Brownwood,  Secy. 

Fifth  and  Sixth  Distrias  Society,  Corpus  Christi,  July  8-9,  I960. 
Dr.  John  W.  Chriss,  Pres.;  Dr.  James  Gabbard,  1001  Louisiana, 
Corpus  Christi,  Secy. 

Seventh  District  Society.  Dr.  Robert  N.  Snider,  Austin,  Pres.;  Dr. 

Richard  Lucas,  502  W.  13.  Austin,  Secy. 

Eighth  District  Society,  Corpus  Christi,  July  8-9,  I960.  Dr.  M. 
Warren  Hardwick,  Angleton,  Pres.;  Dr.  J.  L.  Coleman,  Box  3346, 
Victoria,  Secy. 

Ninth  District  Society,  Brenham,  March  17,  I960.  Dr.  Haden  E. 
McKay,  Humble,  Pres.;  Dr.  Lyman  C.  Blair,  1212  Rothwell, 
Houston,  Secy. 

Tenth  District  Society.  September,  I960.  Dr.  Albert  L.  Delaney, 
Liberty,  Pres.;  Dr.  Irving  M.  Richman,  3280  Fannin  St.,  Beau- 
mont, Secy. 

Eleventh  District  Society.  Dr.  Ben  Wilson.  Tyler,  Pres.;  Dr.  Phillip 
W.  Taylor.  833  S.  Beckham,  Tyler,  Secy. 

Twelfth  Distria  Society,  Marlin,  January  12,  I960.  Dr.  Paul  H. 
Mitchell,  Corsicana,  Pres.;  Dr.  J.  M.  Brown,  Torbett  Clinic,  Mar- 
lin, Secy. 

Thirteenth  District  Society,  Fort  Worth,  Fall,  I960.  Dr.  Frank  S. 
Browne,  Wichita  Falls,  Pres.;  Dr.  R.  D.  Moreton,  1217  W. 
Cannon,  Fort  Worth,  Secy. 

Fifteenth  Distria  Society.  Dr.  Charles  Wise,  Naples,  Pres.;  Dr. 
George  Bennett,  402  S.  Bolivar,  Marshall,  Secy. 


Clinics 


Dallas  Southern  Clinical  Society,  Dallas,  March  21-23,  I960.  Dr. 
T.  Haynes  Harvill,  Dallas,  Pres.;  Millard  J.  Heath,  433  Medical 
Arts  Bldg.,  Dallas  1,  Executive  Officer. 

International  Medical  Assembly  of  Southwest  Texas,  San  Antonio. 
Jan.  25-27,  I960.  Dr.  Alvin  O.  Severance,  San  Antonio.  Pres.; 
S.  E.  Cockrell,  202  W,  French  Place,  San  Antonio,  Exec.  Secy. 
New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  7-10. 
I960.  Dr.  Ambrose  H.  Storck,  New  Orleans,  Pres.;  Mrs.  Irma 
B.  Sherwood.  430  Tulane  Ave.,  New  Orleans  12,  Executive  Secy. 
North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  Frank 
J.  Lee,  1300  8th,  Wichita  Falls.  Chm. 

Oklahoma  City  Clinical  Society  Conference,  Oklahoma  City,  Oct. 
24-26,  I960.  Dr.  Vernon  D.  Cushing,  Oklahoma  City,  Pres.; 
Miss  Alma  F.  O’Donnell,  503  Medical  Arts  Bldg.,  Oklahoma 
City  2,  Executive  Secy. 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston,  July  18-20, 
I960.  Dr.  C.  Alsworth  Calhoun.  Houston,  Pres.;  Mrs.  W.  H. 
Dahme,  412  Jesse  H.  Jones  Library  Bldg.,  Houston  25.  Exec. 
Secy. 


Board  Examinations 

Texas  State  Board  of  Examiners  in  Basic  Sciences.  Henry  B.  Hardt, 
Ph.D.,  Fort  Worth,  Pres.;  Mrs.  Betty  J.  Anderson.  Chief  Clerk, 
State  Office  Bldg.,  201  E.  14th  St. 


EDUCATION 


Postgraduate  Courses 

Surgery  of  the  Cornea,  New  York,  November  30-Decem- 
ber  4. — A full  time  course  of  5 days’  duration  will  be  held 
on  surgery  of  the  cornea,  November  30-December  4 in 
New  York.  It  is  sponsored  by  the  New  York  University 
Post-Graduate  Medical  School.  The  course  is  designed  to 
offer  thorough  coverage  of  current  concepts  and  practices 
in  the  field  of  corneal  surgery.  Opportunity  is  provided  to 
perform  surgical  procedures  on  animal  eyes.  For  additional 
information,  doctors  may  write  the  Office  of  the  Associate 
Dean,  New  York  University  Post-Graduate  Medical  School, 
550  First  Avenue,  New  York  16. 

Allergy,  New  York,  November  30-December  18. — A full 
time,  3 week  course  will  be  held  on  allergy  from  November 
30  to  December  18  at  New  York  by  the  New  York  Uni- 
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versity-Bellevue  Medical  Center’s  Post-Graduate  Medical 
School.  Morning  sessions  will  be  devoted  to  laboratory  in- 
struction, while  two  afternoons  a week  are  to  be  spent  in 
the  outpatient  allergy  clinic.  Lectures  on  pediatric  allergy, 
skin  allergy,  and  food,  mold,  drug,  and  insect  allergy  will 
be  presented.  For  further  information,  physicians  may  write 
the  Associate  Dean,  New  York  University  Post-Graduate 
Medical  School,  550  First  Avenue,  New  York  16. 

Diseases  of  the  Chest,  Los  Angeles,  December  7-11. — 
The  Council  on  Postgraduate  Medical  Education  of  the 
American  College  of  Chest  Physicians  will  sponsor  a course 
on  diseases  of  the  chest  in  Los  Angeles,  December  7-11. 
The  course  will  offer  the  most  recent  advances  in  the  diag- 
nosis and  treatment  of  chest  diseases — medical  and  surgical. 
Tuition  for  the  course  is  $100,  including  round-table  lunch- 
eon discussions.  For  further  information,  those  interested 
may  write  the  Executive  Director,  American  College  of 
Chest  Physicians,  112  East  Chestnut  Street,  Chicago  11. 

Neuro-Ophthalmology,  New  York,  January  18-22.  A part 
time  course  on  neuro-ophthalmology  is  being  sponsored  by 
rhe  New  York  University  Post-Graduate  Medical  School, 
January  18-22,  in  New  York.  It  will  consist  of  a review  of 
the  anatomy  of  nerve  fibers,  instrumental  and  noninstru- 
mental perimetry,  classification  and  significance  of  field 
defects,  types  of  oculomotor  and  optic  atrophy,  chiasmal 
syndromes,  and  pupillary  reactions.  Those  desiring  further 
information  may  write  the  Office  of  the  Associate  Dean, 
New  York  University  Post-Graduate  Medical  School,  550 
First  Avenue,  New  York  16. 

Diabetes,  Los  Angeles,  January  20-22. — The  American 
Diabetes  Association  is  sponsoring  the  eighth  postgraduate 
course  on  "Diabetics  and  Basic  Metabolic  Problems,”  Janu- 
ary 20-22,  in  Los  Angeles.  The  following  principal  subjects 
will  be  covered  during  the  sessions;  fundamentals  of  di- 
abetes, diagnostic  and  therapeutic  considerations,  clinical 
sessions  in  diabetes  or  diabetes  in  review,  vascular  complica- 
tions of  diabetes,  and  diabetes  on  the  research  frontier. 

The  course  is  open  to  all  doctors.  Fee  for  members  of 
the  association  is  $40  and  for  nonmembers,  $75.  The 
American  Academy  of  General  Practice  will  give  18  hours 
of  category  II  credit  for  the  course.  Additional  data  and 
registration  forms  may  be  secured  from  the  American  Di- 
abetes Association,  1 East  45th  Street,  New  York  17. 


Industrial  Health  Fellowships 

Graduate  fellowships  in  industrial  medicine  are  being 
offered  by  the  University  of  Cincinnati’s  Institute  of  In- 
dustrial Health.  The  institute,  which  is  in  the  College  of 
Medicine,  provides  professional  training  for  graduates  of 
approved  medical  schools  who  have  completed  at  least  1 
year  of  internship. 

The  3 year  program  leading  to  the  degree  of  doctor  of 
industrial  medicine  satisfies  the  requirements  for  certifica- 
tion in  occupational  medicine  by  the  American  Board  of 
Preventive  Medicine.  Intensive  academic  and  clinical  smdy 
in  industrial  medicine  is  undertaken  for  2 years.  A third 
year  is  spent  in  residency  in  an  industrial  medical  depart- 
ment or  some  comparable  organization.  Stipends  for  the 
first  2 years  vary  from  $3,000  to  $4,000. 

Two  other  programs  of  study  are  offered  to  qualified 
applicants.  A 1 year  course  is  available  to  candidates  for 
the  degree  of  master  of  science.  A 3 year  academic  program 
leading  to  the  degree  of  doctor  of  science  is  available  to 
applicants  who  wish  to  teach  and  do  research. 

Requests  for  additional  information  should  be  addressed 
to  the  Secretary,  Institute  of  Industrial  Health,  College  of 
Medicine,  Eden  and  Bethesda  Avenues,  Cincinnati  19,  Ohio. 
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San  Anfonio  Medical  School 
Depends  upon  Voters 

The  University  of  Texas  regents  approved  for  the  site 
of  the  third  Texas  medical  school  170  acres  of  land  in 
San  Antonio  just  off  Fredericksburg  Road  near  the  Oak 
Hills  Country  Club  adjacent  to  the  proposed  new  city- 
county  hospital. 

The  next  step  will  be  for  the  taxpayers  to  vote  on  money 
for  the  new  hospital  in  order  that  the  school  can  be  built. 

The  regents  approved  the  site  for  the  school  upon  the 
recommendations  made  by  a survey  team  of  three  out-of- 
state  doctors.  The  team  recommended  construction  of  a new 
500-bed  city-county  hospital  at  a cost  of  $13,000,000  as  a 
teaching  hospital. 

The  bill  approved  by  the  Legislature  last  spring  stipu- 
lates the  medical  school  must  be  within  a mile  of  a teach- 
ing hospital,  provided  for  and  maintained  without  cost  to 
the  state.  Ruling  out  a downtown  location  near  Robert  B. 
Green  Hospital,  the  team  recommended  the  Oak  Hills  site, 
contingent  upon  a community  commitment  to  build  the 
new  hospital. 

The  team’s  report  presented  at  the  meeting  with  the 
regents  also  includes  the  following: 

1.  Converting  the  present  day  Robert  B.  Green  Hospital 
to  a chronic  hospital  when  a new  city-county  institution 
has  been  opened  at  the  Oak  Hills  site. 

2.  Securing  the  city  and  county  assurance  of  rerouting 
and  scheduling  of  surface  transportation  to  meet  needs  of 
a new  medical  center. 

3.  Starting  medical  classes  with  50  students  with  an 
increase  as  more  teaching  beds  are  added. 

The  survey  also  calls  for  state  expenditures  of  $13,000,- 
000  to  $14,000,000  to  build  the  first  phase  of  the  medical 
school,  and  a minimum  annual  operating  budget  of  $2,- 
000,000  for  4 classes  of  50  medical  students. 

There  is  a move  under  way  by  a faction  opposing  the 
Oak  Hills  area  for  a medical  school  to  seek  urban  renewal 
land  near  the  Robert  B.  Green  Hospital  as  a school  site. 
If  the  land  can  be  obtained,  then  the  regents  will  be  asked 
to  reconsider  their  decision.  If  that  plan  should  become 
reality,  then  it  would  be  more  feasible  of  course  to  put 
the  society’s  new  building  in  the  downtown  locations.  The 
doctors  could  decide  on  one  of  the  three  downtown  loca- 
tions. 


University  of  Texas  Medical  Branch 

Two  members  of  the  University  of  Texas  Medical  Branch 
in  Galveston,  Dr.  James  V ■ Warren  and  Dr.  James  J.  Leon- 
ard, have  received  a grant  of  $20,000  for  the  Maco  Stewart 
Cardiovascular  Research  Laboratory,  and  a supplementary 
grant  of  $16,000  from  the  National  Heart  Association  to 
be  used  over  a period  of  5 years. 

Dr.  Truman  G.  Blocker,  Jr.,  professor  of  plastic  and 
maxillofacial  surgery  at  the  Medical  Branch,  Galveston, 
as  president  presided  at  the  American  Association  for  the 
Surgery  of  Trauma  meeting  at  Bretton  Woods,  N.  H., 
September  22-26.  As  a member  of  the  Steering  Committee, 
Advisory  Panel  on  Medical  Sciences  (Research  and  Engi- 
neering) of  the  American  Society  of  Plastic  and  Recon- 
struction Surgery,  Dr.  Blocker  visited  Patrick  Air  Force 
Base  at  Cape  Canaveral,  Fla.,  October  29-30. 

Dr.  William  J.  McGanity  was  appointed  professor  and 
chairman  of  the  Department  of  Obstetrics  and  Gynecology 
of  the  University  of  Texas  Medical  Branch  in  Galveston, 
effective  January  1,  I960.  He  has  been  visiting  professor 
of  obstetrics  and  gynecology  since  September  1. 


Professor  U.  F.  von  Euler  of  Stockholm  will  be  the  first 
lecturer  for  the  academic  year  1959-1960  at  the  medical 
branch  under  the  auspices  of  the  Harris  and  Eliza  Kempner 
Fund  and  the  Daniel  W.  Kempner  Visiting  Professorship. 
Professor  von  Euler  of  the  Eysiologiska  Instimtion  of  the 
Karolinska  Institute,  Stockholm,  will  be  in  Galveston  from 
November  30  to  December  2. 


Merck  Memorial  Loan  Fund 
Available  to  Interns,  Residents 

A $400,000  George  W.  Merck  Memorial  Loan  Fund  has 
been  established  by  the  Merck  Company  Foundation  to 
assist  interns  and  residents  to  seek  the  best  possible  post- 
graduate training  in  teaching  hospitals  before  entering 
practice.  It  is  estimated  that  60  to  100  young  doctors  will 
benefit  each  year  from  the  fund. 

Graduates  of  the  three  Texas  medical  schools  are  eligible 
for  loans  if  they  take  the  internship  or  residency  at  any  of 
the  48  teaching  hospitals  affiliated  with  the  18  medical 
schools  participating.  The  schools  participating  are  associ- 
ated with  the  following  universities;  Boston,  California, 
Chicago,  Columbia,  Cornell,  Harvard,  Illinois,  Johns  Hop- 
kins, New  York,  Northwestern,  Pennsylvania,  St.  Louis, 
Tufts,  Vanderbilt,  Vermont,  Virginia,  Washington  (St. 
Louis),  and  Yale. 

The  Merck  Company  Foundation  will  allocate  the  $400,- 
000  over  a period  of  8 years,  by  which  time  the  Memorial 
Fund  is  expected  to  become  self-sustaining.  Administration 
of  the  fund  will  be  by  the  deans  of  the  medical  schools, 
who  will  have  complete  freedom  in  the  selection  of  recipi- 
ents, the  amount  of  each  loan,  and  the  term  of  its  repay- 
ment. 

For  further  information,  those  interested  may  write  the 
Merck  Company  Foundation,  John  S.  Edmonston,  Manager 
of  Press  Relations,  Rahway,  N.  J. 


Education-Career  Guidance  Program 

Offered  in  Engineering-Science 

The  Junior  Engineers’  and  Scientists’  Summer  Instimte 
(Jessi),  a 2 week  education-career  guidance  program,  will 
be  held  in  June  at  eight  colleges  and  universities  in  the 
United  States.  It  is  sponsored  by  the  Scientists  of  Tomor- 
row Corporation  and  industries  and  organizations  in  many 
of  the  states,  including  Texas. 

The  instimte  is  for  boys  and  girls  entering  the  eleventh 
or  twelfth  grade  in  September,  I960,  who  have  successfully 
pursued  at  least  three  courses  (by  the  end  of  the  tenth 
grade)  to  four  courses  (by  the  end  of  the  eleventh  grade) 
of  high  school  mathematics  and/or  science. 

JESSI  is  an  effort  to  broaden  the  smdents’  horizons  so 
that  when  decisions  are  made  about  college  program  and 
career  they  are  made  with  intelligence.  In  the  5 daily  hours 
of  classroom  time,  faculty  members  go  over  all  the  pro- 
grams in  engineering  and  science.  The  smdents  are  told 
what  the  courses  encompass,  what  smdy  demands  will  be 
made  by  each,  and  what  courses  should  be  taken  in  the 
final  years  of  high  school  to  be  of  greatest  value. 

The  acmal  cost  of  the  2 week  program  is  about  $120  for 
each  smdent.  Tuition  fee,  however,  is  set  below  $100  for 
those  who  can  pay  it  all  and  is  waived  for  those  with  no 
money.  Financial  support  is  needed  for  scholarships  so 
bright  smdents  without  money  will  not  be  barred. 

Texas  doctors  are  asked  to  encourage  youngsters  inter- 
ested in  science  or  engineering  to  attend  one  of  the  insti- 
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tutes,  which  will  be  held  at  Clemson  Agricultural  College, 
New  Mexico  College  of  Agriculture  and  Mechanical  Arts, 
Brigham  Young  University,  Kansas  State  College,  Montana 
State  College,  North  Dakota  Agricultural  College,  Oregon 
State  College  and  New  York  University. 

Those  desiring  further  information  on  the  institutes  may 
write  Stanley  H.  Shirk,  Executive  Director,  Scientists  of 
Tomorrow,  114  Sylvan  Building,  Portland  1,  Ore. 


DRUG  NOTES 

Renacidin  Used  to  Reduce 
Renal  and  Bladder  Calculi 

Renacidin  (Guardian  Chemical  Corporation)  is  sug- 
gested for  use  in  reducing  the  size  of  ureteral,  renal,  and 
bladder  calculi  the  composition  of  which  is  primarily  cal- 
cium carbonate  and/or  calcium  phosphate.  It  may  be  useful 
also  in  preventing  the  calcification  of  indwelling  catheters 
draining  the  urinary  tract;  in  softening  large  vesical  calculi 
to  assist  in  subsequent  crushing;  in  the  treatment  of  alka- 
line encrusted  cystitis;  in  removing  phosphate  slough  after 
fulguration;  and  in  calcification  of  the  prostatic  fossa  after 
prostatectomy. 

Calculi  of  oxalate-phosphate  composition  dissolve  more 
slowly  than  ones  of  carbonate  phosphate  alone,  but  many  of 
these  become  soft  and  porous  and  can  later  be  crushed. 
Pure  cholesterol  and  uric  acid  or  dense  oxalates  are  rela- 
tively insoluble  in  Renacidin  in  the  strengths  usually  used. 

Renacidin  is  available  in  bottles  of  300  Gm.  The  sterile 
powdered  mixture  is  composed  of  the  lactones,  acids,  acid 


salts,  and  esters  of  gluconic,  citric,  and  malic  acids.  For  use 
it  is  usually  made  up  7 per  cent  to  10  per  cent  in  sterile 
distilled  water.  The  solution  ds  used  by  irrigation  prefer- 
ably by  slow  continuous  drip  of  about  2 to  3 ml.  per 
minute.  The  solution  is  said  to  be  nonirritating  and  non- 
toxic. 

The  action  of  Renacidin  is  that  of  sequestration.  Chem- 
ically sequestration  is  the  property  of  decreasing  the  con- 
centration of  a multivalent  positive  ion  by  its  reaction  with 
a negative  ion  or  a receptive  molecule  to  form  a soluble 
complex  ion.  The  sequestering  action  in  this  case  is  with 
the  calcium  ion.  However,  sequestration  also  may  occur 
with  cupric,  ferrous,  and  ferric  ions  and  others.  Commonly 
used  negative  ions  or  molecules  are  citrate  or  citric  acid, 
glycerin,  and  sucrose. 

Gluconic  acid  is  an  oxidation  product  of  glucose  and 
both  citric  and  malic  acids  occur  in  fruits. 

Quinaglute  (Wynn  Pharmacal  Corp>oration ) is  an  in- 
jectable form  of  quinidine  for  use  in  cardiac  arrhythmias, 
especially  in  instances  where  the  oral  route  is  precluded  or 
when  rapid  therapeutic  effect  must  be  obtained. 

Quinaglute  is  quinidine  gluconate,  0.08  Gm.  per  milli- 
liter along  with  1 per  cent  of  monothioglycerol  as  an  anti- 
oxidant and  .25  per  cent  phenol. 

Intramuscular  and  intravenous  dosage,  contraindications, 
and  side  effects  are  detailed  in  the  comprehensive  literature 
accompanying  each  10  ml.  multiple  dose  vial.  Quinidine 
gluconate  corresponds  to  63-3  per  cent  of  anhydrous  quin- 
idine. Its  advantages  are  said  to  be  greater  solubility  and 
minimal  local  reaction. 

Triopron  or  iothyropropic  acid  (Warner-Chilcott)  is 
an  interesting  drug  which  is  still  under  clinical  investiga- 
tion and  not  yet  available.  It  can  be  thought  of  as  de- 
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aminated  triiodothyronine.  (Cytomel,  Smith,  Kline  and 
French,  is  the  levo-isomer  of  triiodothyronine.)  Triopron 
has  cholesterol  lowering  properties;  it  is  said  to  be  of 
value  in  myxedema,  early  cretinism,  fatigue,  habimal  abor- 
tion, obesity,  and  other  signs  and  symptoms  of  hypothyroid- 
ism. It  has  about  one-tenth  the  calorigenic  activity  of 
thyroxin  and  about  300  times  its  effect  on  the  meta- 
morphosis of  the  tadpole.  Triopron  has  about  one-fourth 
the  antigoitrogenic  activity  of  thyroxin,  whereas  1-triiodo- 
thyronine is  about  eight  times  as  active  as  thyroxin  in  this 
area  and  about  eight  times  as  strong  in  calorigenic  activity. 

Preliminary  data  suggest  that  triiodothyropropionic  acid 
(Triopron)  administered  during  2 or  3 months  can  lower 
elevated  serum  cholesterol  levels  to  near  normal  limits. 
This  is  accomplished  without  a substantial  increase  in  the 
metabolic  rate.  One  patient  receiving  6 mg.  of  the  drug 
daily  for  9 weeks  experienced  a reduction  to  49.9  per  cent 
of  the  pretreatment  level. 

The  dosage  schedule  followed  in  hypercholesterolemia 
is  1 mg.  daily  for  2 weeks.  Then,  depending  on  the  clinical 
response,  the  dose  is  increased  stepwise  by  1 mg.  daily  every 
1 or  2 weeks.  The  average  daily  dose  for  optimum  effect 
on  blood  cholesterol  has  been  3 mg.  In  certain  cases  larger 
doses  were  needed.  Up  to  20  mg.  daily  have  been  given 
without  observing  toxicity. 

The  initial  dose  in  myxedema  and  severe  heart  disease 
should  be  0.5  mg.  daily.  Continuing  therapy  is  needed  to 
maintain  low  cholesterol  levels  since  withdrawal  of  the  drug 
causes  a return  to  pretreatment  levels. 

No  serious  side  effects  or  toxic  reactions  have  been  ob- 
served thus  far  in  the  clinical  trials. 

PeRMITIL  (White  Laboratories)  and  PROLIXIN  (Squibb) 
each  contain  fluphenazine  dihydrochloride.  Literature  dis- 
cussing Permitil  points  out  that  differences  in  the  potency 
of  the  various  phenothiazine  derivatives  are  due  to  chemical 
alterations  of  the  molecule.  Also,  it  says  that  these  pheno- 
thiazines  act  in  varying  degree  on  subcortical  areas  of  the 
brain.  Some  produce  sedation  and  hypnotic  potentiation, 
some  have  side  effects  such  as  constipation  or  blurred  vision, 
and  some  are  antiemetics.  A group  of  these  are  summarized 
in  the  accompanying  formulas. 

Attempts  are  made  through  structural  modification  to 
increase  the  potency  of  an  agent  in  the  hope  that  a smaller 
but  more  effective  dose  will  not  be  accompanied  by  the 
side  effects  that  are  usually  associated  with  the  larger  dose 
of  the  less  potent  drugs.  Permitil  is  claimed  to  permit  the 
lowest  effective  dosage  of  any  antianxiety  agent  (.25  mg. 
twice  daily).  Thus,  dose  related  side  effects  of  other  pheno- 
thiazines  should  occur  less  frequently  or  not  at  all. 

Advantages  claimed  for  Permitil  are  a low  order  of  side 
reactions,  a rapid  onset  of  action  with  long  duration,  and 
alleviation  of  symptoms  of  tension,  anxiety,  and  agitation 
without  depressant  effect.  Permitil  is  aimed  at  the  emotional 
stress  common  in  everyday  office  practice.  The  suggested 
adult  dose  is  one  0.25  mg.  tablet  twice  a day  with  up  to 
two  0.25  mg.  tablets  twice  daily,  using  the  lowest  dose  that 
will  produce  the  desired  clinical  effect.  A maximum  of  2 
mg.  daily  may  be  given  to  patients  with  relatively  severe 
symptoms.  Permitil  is  supplied  as  green  colored  tablets  of 
0.25  mg.  in  bottles  of  50  and  500. 

Prolixin  is  supplied  in  1 mg.,  2.5  mg.,  and  5 mg.  tablets 
in  bottles  of  50  and  500. 

Prolixin  is  aimed  at  the  more  severe  cases,  the  hospital- 
ized psychotic  patients,  institutionalized  senile  patients,  dis- 
charged psychotic  patients  on  maintenance  therapy,  and 
mental  patients  treated  on  an  out-patient  basis. 

The  dose  for  adult  psychotic  patients  is  2.5  mg.  to  10 
mg.  daily,  to  be  adjusted  on  an  individual  basis.  The  dose 


is  increased  until  the  desired  effects  are  obtained  and  then 
reduced  to  maintenance  levels  of  about  1 mg.  to  5 mg. 
daily.  The  dose  may  be  given  all  at  once  or  divided  and 
given  every  12  hours.  It  is  suggested  that  caution  be  used 
with  doses  greater  than  20  mg.  daily. 

The  dose  for  geriatric  patients  is  smaller.  An  initial 
daily  dose  of  1 to  2.5  mg.  is  suggested. 

Contraindications,  as  with  many  other  phenothiazines, 
are  in  comatose  states  resulting  from  central  nervous  system 
depressants.  The  drug  is  to  be  used  with  caution  when  a 
history  of  convulsive  disorders  is  present.  Routine  blood 
counts  should  be  made  and  the  patient  instructed  to  report 
soreness  of  the  gums,  mouth,  and  throat  or  symptoms  of 
upper  respiratory  infection. 

Side  effects  include  jitteriness,  insomnia,  dizziness,  fa- 
tigue, flushing,  perspiration,  polyuria,  edema,  nasal  conges- 
tion, lethargy,  blurring  of  vision,  and  depression.  These 
may  be  eliminated  by  reduction  of  dosage  or  by  withdrawal. 
Hypotension  and  dermatitis  may  occur  in  some  instances. 
Also,  certain  extrapyramidal  symptoms  may  be  observed. 

— Herbert  Schwartz,  M.S.,  Austin. 


MEDICAL  MEETINGS 

Dr.  McLarty  Becomes  President 
Of  Academy  of  General  Practice 

Dr.  E.  Sinks  McLarty  of  Galveston  became  president  of 
the  Texas  Academy  of  General  Practice  during  its  annual 
meeting  held  October  4-7  in  Galveston.  Dr.  Jack  Partain, 
San  Antonio,  was  named  president-elect,  and  Dr.  E.  W. 
Schmidt,  Pecos,  vice-president.  Dr.  Lawrence  W.  Johnson, 
Houston,  was  reelected  treasurer. 

A proposed  amendment  to  the  bylaws  which  would  have 
set  up  a congress  of  delegates  to  govern  the  academy  was 
defeated,  so  that  a general  meeting  of  the  membership  each 
year  will  continue  to  guide  the  organization. 

The  board  of  directors  of  the  academy  voted  to  pursue 
plans  for  participation  in  the  annual  session  of  the  Texas 
Medical  Association  as  many  other  specialty  groups  do.  The 
directors  also  expressed  interest  in  office  space  should  a 
building  for  housing  allied  organizations  ever  be  con- 
structed by  the  Texas  Medical  Association. 

The  Texas  Academy  of  General  Practice  has  set  its  next 
meeting  for  the  Adolphus  Hotel  in  Dallas,  October  3-5, 
1960. 


WMA  Meeting  Shows  Unrest 

Dissatisfaction  with  the  World  Medical  Association’s 
program  and  unrest  within  its  administrative  staff  brought 
two  developments  at  the  WMA’s  thirteenth  general  assem- 
bly at  Montreal,  September  7-12.  The  association  adopted 
a resolution  to  appoint  a committee  to  study  the  WMA’s 
program  and  staffing,  and  to  recommend  ways  to  increase 
the  organization’s  effectiveness.  Resignation  of  Dr.  John 
M.  Bishop,  recently  appointed  deputy  secretary-general,  was 
announced. 

The  two  associations  were  among  groups  hinting  that 
WMA  affairs  and  policies  are  too  greatly  dominated  by  the 
United  States.  At  one  session,  it  was  claimed  that  the  WMA 
is  not  doing  enough  to  improve  medical  care  and  standards 
in  underdeveloped  countries. 
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International  Medical  Assembly 
To  Feature  16  Guest  Speakers 

Sixteen  guest  speakers  in  14  fields  will  be  on  hand  for 
the  twenty-foutth  annual  meeting  of  the  International 
Medical  Assembly  of  Southwest  Texas,  January  25-27,  in 
San  Antonio. 

Among  the  guest  speakers  and  their  topics  will  be  Dr. 
William  Middleton,  Washington,  D.  C,  "Your  Cardiac 
Patient — Some  Physiologic  and  Clinical  Considerations  in 
Prognosis  and  Treatment”;  Dr.  Alexander  S.  Nadas,  Boston, 
"Transposition  of  the  Great  Arteries  in  Infants  and  Chil- 
dren; Clinical  and  Physiologic  Correlations”;  Dr.  Robert 
W.  Buxton,  Baltimore,  "Massive  Gastrointestinal  Bleeding”; 
Dr.  John  M.  Waugh,  Rochester,  Minn.,  "Surgical  Aspects 
of  Pancreatitis”;  Dr.  Leopold  G.  Koss,  New  York,  "Diag- 
nosis of  Cancer  in  Body  Fluids”;  Dr.  Herbert  E.  Schmitz, 
Chicago,  "Management  of  the  Terminal  Cancer  Patient”; 
Dr.  John  D.  Reeves,  Gainesville,  Fla.,  "Clinical  and  Diag- 
nostic Use  of  Radioisotopes”;  Dr.  Harold  Rosen,  Baltimore, 
"Indications  and  Contraindications  for  Hypnosis”;  Dr. 
Laurence  Kinsell,  Oakland,  Calif.,  "Dietary  Polyunsamrated 
Fat  and  Arteriosclerosis”;  and  Dr.  Russell  N.  Dejong,  Ann 
Arbor,  Mich.,  "Intermittent  Cerebrovascular  Insufficiency.” 

Other  speakers  will  be  Col.  Harvey  C.  Slocum,  MC, 
Washington,  D.  C.;  Dr.  Louis  A.  Brunsting,  Rochester, 
Minn.;  Dr.  Bernardo  Sepulveda,  Mexico  City;  Dr.  Louis  G. 
Welt,  Chapel  Hill,  N.  C;  and  Dr.  Wilfred  G.  Bigelow, 
Toronto,  Canada. 

Two  one  day  seminars  will  be  featured  during  the  two 
days  preceding  the  assembly.  On  Samrday,  January  23, 
the  seminar  will  be  entitled,  "Glaucoma,”  with  Dr.  Peter 
G.  Kronfeld,  Chicago,  the  headliner,  and  on  Sunday,  Jan- 
uary 24,  "The  Physician’s  Role  in  the  Diagnosis  and 
Treatment  of  Alcoholism,”  with  Dr.  Marvin  A.  Block, 
Buffalo,  N.  Y.,  the  headliner.  Sponsor  of  the  seminars  is 
the  Postgraduate  School  of  Medicine  of  the  University  of 
Texas. 

In  addition  to  the  scientific  program,  other  activities  will 
include  a hospitality  room  which  will  be  open  from  Sunday 
noon,  January  24,  through  Tuesday  noon,  January  26;  a 
dinner  dance  Monday  evening,  January  25,  which  was 
changed  from  a frontier  party  on  Tuesday  evening  last 
year;  a brunch  and  style  show,  Tuesday  morning,  January 
26;  and  a refreshment  and  friendship  party,  Tuesday  eve- 
ning, January  26,  at  the  San  Antonio  Country  Club,  which 
was  held  on  Monday  evening  last  year.  There  will  be  a 
golf  tournament  and  cocktail  buffet,  Wednesday  afternoon, 
January  27.  There  will  be  a golf  tournament  for  both 
physicians  and  their  wives.  All  physicians  are  invited  to  the 
cocktail  party  whether  or  not  they  play  golf. 

For  additional  information,  those  interested  may  write 
S.  E.  Cockrell,  Executive  Secretary,  Bexar  County  Medical 
Society,  202  West  French  Place,  San  Antonio  12. 


Dr.  Crosthwait  Becomes  President 
Of  Texas  Surgical  Society 

Dr.  Robert  Wilson  Crosthwait  of  Waco  became  president 
of  the  Texas  Surgical  Society  at  its  meeting  held  in  Hous- 
ton, October  4-6.  Other  officers  include  Dr.  Robert  B. 
Homan,  Jr.,  El  Paso,  first  vice-president;  Dr.  Thomas  D. 
Cronin,  Houston,  second  vice-president;  Dr.  G.  Valter 
Brindley,  Jr.,  Temple,  secretary;  Dr.  Robert  L.  Sewell,  Fort 
Worth,  treasurer. 

The  next  meeting  of  the  society  is  planned  for  April  3-5, 
i960,  in  Fort  Worth. 
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Members  of  the  society  who  appeared  on  the  program 
include  Dr.  Raleigh  R.  Ross,  Austin;  Dr.  Willard  C.  Sell- 
man,  Jr.,  Dallas;  Dr.  Robert  S.  Sparkman,  Dallas;  Dr.  J. 
Warner  Duckett,  Dallas;  Dr.  John  L.  Kee,  Dallas;  Dr.  Ed- 
gar J.  Poth,  Galveston;  Dr.  John  B.  Patterson,  Fort  Worth; 
Dr.  Hanes  H.  Brindley,  Temple;  Dr.  Jesse  E.  Thompson, 
Dallas;  Dr.  James  Allen  Chamberlin,  Houston;  Dr.  John  J. 
Hinchey,  San  Antonio;  Dr.  Phillip  L.  Day,  San  Antonio; 
Dr.  Jack  G.  Kerr,  Dallas;  Dr.  Truman  G.  Blocker,  Jr.,  Gal- 
veston; Dr.  Harry  M.  Spence,  Dallas;  and  Dr.  Carl  A. 
Kunath,  San  Angelo. 

Among  the  subjects  discussed  at  the  meeting  were 
"Esophageal  Hernia  in  the  Infant,”  "Identical  Twin  Homo- 
grafting; Case  Report,”  "Lesions  and  Use  of  the  Fibula,” 
"Some  Aspects  of  Pancreatic  Surgery,”  "Surgical  Treatment 
of  Bullous  Emphysema,”  "Massive  Upper  Gastrointestinal 
Bleeding,”  "Treatment  of  Fractures  of  the  Neck  of  the 
Femur,”  "Observations  of  Surgery  in  Russia,”  and  "Pri- 
mary Sclerosing  Cholangitis.” 

Texas  Society  on  Aging 
Sponsors  Conference  in  Dallas 

The  third  annual  meeting  of  the  Texas  Society  on  Aging 
was  staged  October  16-17  in  Dallas. 

Among  the  topics  discussed  were  "Full  Employment  in 
an  Expanding  Economy — Implications  for  Older  People,” 
"Preparation  for  Aging,”  "Housing  for  the  Aged,”  "Recent 
Developments  in  Health  Care  Programs  for  Older  People,” 
"Voluntary  Homes  for  the  Aged,”  and  "What  Lies  Ahead 
for  Texas  This  Coming  Year.” 

Among  the  Texas  physicians  on  the  program  were  Dr. 
Normabelle  Conroy,  San  Antonio;  Dr.  Wendell  D.  Ging- 
rich, Galveston;  Dr.  Elizaberh  Thomason,  Corpus  Christi; 
Dr.  Hall  Shannon,  Dallas;  Dr.  Russell  Deter,  El  Paso;  Dr. 
R.  L.  Smbblefield,  Dallas;  Dr.  Milford  O.  Rouse,  Dallas; 
and  Dr.  Hobart  O.  Deaton,  Fort  Worth. 

New  officers  of  the  society  include  Dr.  Hiram  J.  Fried- 
sam,  Denton,  president-elect;  Dr.  Ozro  T.  Woods,  Dallas, 
vice-president;  and  Mrs.  William  B.  Ruggles,  Dallas,  secre- 
tary-treasurer. Dr.  Ernest  W.'Keil,  Temple,  became  presi- 
dent. 


MEDICOLEGAL  NOTES 

Physicians  Should  Be  Careful 
Referring  Patients  to  Non  M.D/s 

The  practice  of  some  physicians  in  referring  patients  to 
various  individuals,  not  licensed  to  practice  medicine,  for 
varying  specific  phases  of  therapy  such  as  physical  therapy 
and  psychotherapy  has  become  more  frequently  evident 
and  more  a subject  of  inquiry. 

While  no  one  questions  the  need  for  these  persons  in 
performing  their  specialized  functions  in  the  over-all  health 
team,  it  must  not  be  forgotten  that  they,  regardless  of  their 
training  and  experience,  are  not  licensed  to  practice  medi- 
cine. As  a consequence,  certain  legal  restrictions  must  be 
observed  and  complied  with  and  the  physician  must  under- 
stand and  be  aware  of  his  legal  obligations,  responsibilities, 
and  position  when  these  nonlicensed  persons  are  called 
upon  to  aid  the  physician  in  the  care  and  treatment  of  his 
patient. 

I feel  at  this  point  that  it  would  be  helpful  if  we  note 
the  definition  of  the  practice  of  medicine  as  set  forth  in 
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the  Medical  Practice  Act  of  Texas.  Such  provision  is  set 
forth  as  follows: 

Any  person  shall  be  regarded  as  practicing  medi- 
cine within  the  meaning  of  this  law:  (1)  Who  shall 
publicly  profess  to  be  a physician  or  surgeon  and 
shall  diagnose,  treat,  or  offer  to  treat,  any  disease  or 
disorder,  mental  or  physical,  or  any  physical  deform- 
ity or  injury,  by  any  system  or  method,  or  to  effect 
cures  thereof;  (2)  or  who  shall  diagnose,  treat  or 
offer  to  treat  any  disease  or  disorder,  mental  or 
physical  or  any  physical  deformity  or  infury  by  any 
system  or  method  and  to  effect  cures  thereof  and 
charge  therefor,  directly  or  indirectly,  money  or  other 
compensation  . . . (Art.  4510,  V.A.C.S. — emphasis 
supplied ) . 

As  is  readily  apparent,  the  definition  contained  in  the 
Medical  Practice  Act  of  Texas  of  what  constitutes  the  prac- 
tice of  medicine  is  broad  and  without  question,  would  cover 
many  of  the  activities  of  these  nonlicensed  physical  thera- 
pists, psychologists,  laboratories,  and  so  forth  who  are  often 
operating  in  an  ancillary  capacity  with  the  physician.  This, 
of  course,  immediately  raises  the  question  of  how  many  of 
these  nonlicensed  persons  can  continue  their  activities  at 
the  present  time  and  still  not  be  held  to  be  in  violation  of 
the  Medical  Practice  Act  for  the  unauthorized  or  illegal 
practice  of  medicine. 

It  has  long  been  recognized  by  the  courts  that  many 
activities  customarily  performed  by  nonlicensed  individuals 
would  fall  within  the  broad  definitions  of  the  practice  of 
medicine.  As  a result  they  would  be  in  violation  of  the 
law  if  these  activities  were  performed  in  the  absence  of 
supervision  and  direction  by  a physician  licensed  to  prac- 
tice medicine.  So  long,  however,  as  these  activities  consti- 
tuting the  practice  of  medicine  are  performed  under  the 
direction  and  supervision  of  a licensed  physician  who  is,  in 
turn,  both  legally  and  professionally  responsible  for  the 
care  and  treatment  of  the  patient,  no  violation  is  presented. 

It  then  becomes  obvious  that  the  matter  of  prime  consid- 
eration in  determining  whether  or  not  certain  activities  of 
these  nonlicensed  persons  are  in  violation  of  the  law  is 
whether  or  not  their  activities  are  under  the  control,  direc- 
tion, and  supervision  of  a licensed  physician.  If  control, 
direction,  and  supervision  are  asserted  by  the  physician,  no 
legal  implications  for  the  illegal  practice  of  medicine  are 
present.  But,  if  such  control,  direction,  and  supervision  are 
lacking,  the  activities  may  well  be  illegal. 

A unique  situation  is  presented  should  a physician  refer 
a patient  to  a nonlicensed  person,  such  as  a psychologist 
or  physical  therapist,  for  treatment  and  then  relinquish 
control,  direction,  and  supervision  over  the  care,  treatment, 
and  activities  rendered  the  patient  by  such  psychologist  or 
physical  therapist.  Such  a situation  gives  rise  to  two  serious 
legal  implications. 

First,  the  questfon  is  raised  as  to  what  legal  complica- 
tion can  result  from  a licensed  physician  referring  a patient 
to  a nonlicensed  individual  for  treatment  or  care  which 
constitutes  the  practice  of  medicine  and  over  which  the 
physician  exercises  no  control  or  supervision.  Although 
such  a question  to  date  has  never  been  before  our  courts, 
it  is  possible  that  such  action  on  the  part  of  the  physician 
might  well  be  considered  a violation  of  Article  4505  of 
the  Medical  Practice  Act  for  which  a physician  may  have 
his  license  cancelled,  revoked,  or  suspended  by  virtue  of 
the  provisions  of  Article  4506.  To  see  how  these  activities 
could  result  in  a violation  of  the  Medical  Practice  Act,  let 
us  look  at  subsections  5 and  12  of  Article  4505,  which 
set  forth  two  grounds  for  which  a physician  may  have 
his  license  to  practice  medicine  cancelled,  revoked,  or  sus- 
pended : 


( 5 ) The  violation,  or  attempted  violation,  direct  or 
indirect,  of  any  of  the  provisions  of  this  Act,  either 
as  a principal,  accessory,  or  accomplice.  . . . 

(12)  The  impersonation  of  a licensed  practitioner, 
or  permitting,  or  allowing,  another  to  use  his  li- 
cense, or  certificate  to  practice  medicine  in  this 
State,  for  the  purpose  of  treating,  or  offering  to 
treat,  sick,  injured  or  afflicted  human  beings. 

The  referring  of  a patient  as  described  above  could 
easily  be  in  violation  of  subsection  5 in  that  the  referring 
physician  would  be  aiding  or  abetting  in  a violation  of  the 
Medical  Practice  Act  by  knowingly  referring  a patient  for 
medical  treatment  to  one  who  is  not  licensed  to  practice 
medicine.  Also,  this  practice  might  well  be  held  to  be  a 
violation  of  subsection  12  as,  in  effect,  it  would  be  a 
method  (by  referral)  of  allowing  one  not  licensed  to 
practice  medicine  to  use  the  physician’s  license  to  practice 
medicine. 

Aside  from  possible  violations  of  the  Medical  Practice 
Act  and  the  jeopardy  that  such  violations  could  have  upon 
the  physician’s  license  to  practice  medicine,  there  is  also 
a definite  danger  from  a civil  liability  standpoint.  Let  us 
assume,  as  an  example,  a case  in  which  a physician  refers 
a patient  to  a psychologist  or  physical  therapist  for  care 
which  clearly  falls  within  the  definition  of  the  practice  of 
medicine.  The  physician  exercises  no  control  or  supervision 
over  the  activities  of  the  psychologist  or  physical  therapist. 
Subsequently,  through  either  lack  of  knowledge  or  merely 
because  of  negligence  on  the  part  of  the  physical  therapist 
or  psychologist,  the  patient  suffers  an  injury.  "The  patient 
sues  the  referring  physician  for  damages  for  the  injuries  he 
has  suffered. 

In  my  opinion,  there  are  several  grounds  upon  which  a 
patient  may  well  be  able  to  substantiate  the  allegations  of 
negligence  against  the  physician. 

First,  the  patient  might  contend  successfully  that  the 
physician  owed  a legal  obligation  to  refer  him  to  a person 
qualified  to  care  for  him  and  treat  his  condition.  If  this 
necessitated  the  practice  of  medicine  and  the  physician 
referred  the  patient  to  one  not  licensed  to  practice  medicine, 
this  might  well  be  sufficient  grounds  to  prove  the  physician 
had  been  negligent  in  his  selection  of  the  individual  to 
whom  the  patient  should  be  referred.  This  would  be 
espiecially  true  if  the  referring  physician  or  no  other  physi- 
cian exercised  control  and  supervision  over  the  activities 
of  the  psychologist  or  physical  therapist  to  whom  the  pa- 
tient has  been  referred. 

Second,  if  after  referring  the  patient  to  a nonlicensed 
individual,  the  physician  exercises  no  control,  direction,  or 
supervision  over  the  care  and  treatment  of  the  patient  and 
the  patient  suffers  injury  as  a result  of  this  lack  of  care 
on  the  part  of  the  physician,  it  may  well  constitute  suffici- 
ent grounds  for  a malpractice  suit  against  the  physician 
for  "abandonment”  of  the  patient.  It  is  easily  conceivable 
that  the  referring  of  a patient  to  a nonlicensed  person  over 
whom  no  control  or  supervision  is  exercised  for  further 
or  additional  treatment  would  amount  to  "abandoning”  the 
patient  if  the  care  and  treatment  was  of  a medical  nature. 

There  are  serious  hazards  in  the  referring  of  patients  to 
nonlicensed  individuals  from  both  the  standpoint  of  a viola- 
tion of  the  Medical  Practice  Act  and  possible  civil  liability 
should  injury  result  to  the  patient.  Consequently,  I believe 
that  all  physicians  should  be  exceedingly  careful  in  their 
referral  of  patients  to  nonlicensed  persons.  They  should 
do  so  only  when  such  nonlicensed  individuals  are  under 
the  control,  direction,  and  supervision  of  either  the  refer- 
ring physician  or  a physician  licensed  to  practice  medicine 
by  the  Texas  State  Board  of  Medical  Examiners. 

— Philip  R.  Overton,  LL.B.,  Austin. 
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H.  B.  4700  to  Be  Pushed 

Predicts  U.  S.  Chamber  of  Commerce 

The  United  States  Chamber  of  Commerce  and  two  key 
Congressmen,  all  opponents  of  H.  B.  4700  (the  bill  which 
Congressman  Aime  Forand  of  Rhode  Island  introduced), 
recently  issued  separate  warnings  that  an  all  out  effort  will 
be  made  to  get  the  bill  through  Congress  next  year. 

The  chamber  predicted  that  there  will  be  a pK>werful 
attempt  in  the  next  session  of  Congress  to  enact  the  bill, 
which  would  increase  social  security  taxes  to  help  pay  for 
the  cost  of  the  federal  government  providing  surgical  and 
hospital  care  for  social  security  beneficiaries. 

Passage  of  the  legislation  would  mark  "a  major  break- 
through into  the  welfare  state,”  according  to  the  chamber. 
It  "probably  would  lead  to  a compulsory  Federal  program 
providing  complete  medical  care  for  everyone,”  the  chamber 
said.  It  further  commented  that  there  will  be  no  stopping 
of  such  a program  once  it  gets  started. 

The  chamber  called  upon  communities  to  find  orderly 
solutions  to  the  problems  of  aging.  Otherwise,  solutions  will 
be  imposed  from  Washington,  it  reported. 

Similar  warnings  were  voiced  by  Representatives  Richard 
M.  Simpson  of  Pennsylvania  and  Thomas  B.  Curtis  of  Mis- 
souri, key  members  of  the  House  Ways  and  Means  Com- 
mittee where  the  bill  was  put  on  the  shelf  last  session. 

Representative  Curtis  urged  that  the  medical  profession 
and  other  leading  opponents  make  a strong  counter  drive 
in  an  all  out  effort  to  block  passage  of  the  bill  next  session. 
Unless  there  is  such  action,  he  said  that  he  regretfully 
would  have  to  predict  that  legislation  along  the  lines  of 
the  pending  bill  probably  will  be  enacted  in  I960. 

Representative  Simpson  said  that  H.B.  4700  and  similar 
legislation  affecting  the  medical  profession,  "make  it  im- 
perative that  every  doctor  keep  informed  on  legislative  is- 
sues before  Congress.”  He  also  urged  that  physicians  "be- 
come patriotic  political  forces”  by  giving  their  "informed 
viewpoint”  to  lawmakers  at  all  levels  of  government. 

Representative  Simpson  said  that  it  is  imf>ortant  that 
opponents  of  the  Forand  bill  develop  appropriate  alterna- 
tives to  solve  the  health  care  needs  of  the  aged.  He  prom- 
ised to  continue  to  cooperate  with  the  medical  profession 
to  guard  against  the  disastrous  consequences  of  compulsory 
national  health  insurance. 


Of  GENERAL  INTEREST 

Personals 

Dr.  Allen  T.  Stewart  of  Lubbock  is  quoted  at  some 
length  in  the  message  of  the  President  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association  appearing 
in  the  September  issue  of  the  Auxiliary’s  Bulletin.  Mrs. 
Frank  Gastineau  of  Indianapolis  calls  attention  to  a speech 
made  when  Dr.  Stewart  was  President  of  the  Texas  Medical 
Association  in  which  he  asked:  "What  are  doctors  doing 
about  the  things  that  are  happening?”  He  urged  affirmative 
replies  to  these  questions:  "First,  can  we  truthfully  say  we 
are  completely  informed  on  what  is  going  on?  Second,  do 
we  make  our  knowledge  known?  Third,  do  we  act?  Fourth, 
do  we  lead?  Finally,  do  we  help  to  pay  the  freight  for 
collective  action  today?  Do  we  support,  without  grumbling, 
the  programs  of  our  associations  and  profession? 

Dr.  Marc  J.  Musser,  director  of  professional  services  at 
the  Houston  Veterans  Administration  Hospital,  has  been 
appointed  director  of  medical  research  for  the  Veterans 
Administration  in  Washington,  D.  C.  He  will  coordinate 


a nationwide  program  of  some  6,000  individual  and  co- 
operative smdies. 

Several  Texas  physicians  participated  in  the  second  annual 
Texas  conference  on  the  utilization  of  atomic  energy,  held 
at  the  Texas  Agricultural  and  Mechanical  College,  at  Col- 
lege Station,  November  12-13.  Speakers  included  Dr.  H.  G. 
Gerstner,  Department  of  Radiation  Biology,  School  of  Avi- 
ation Medicine,  Randolph  Air  Force  Base,  who  spoke  on 
"Clinical  Effects  of  Ionizing  Radiation,”  and  Dr.  Abel 
Leader,  Houston,  "Experiences  with  Radioisotope  Therapy 
in  Prostatic  Diseases.” 

Dr.  Griff  T.  Ross,  Enterprise,  now  serving  a fellowship 
in  medicine  at  the  Mayo  Foundation  at  Rochester,  Minn., 
was  one  of  three  recipients  of  the  annual  award  of  the 
Alumni  Association  of  the  Mayo  Foundation  at  the  thirty- 
fifth  meeting  of  the  organization  in  Rochester,  October 
8-10.  Dr.  Ross  was  given  the  award  for  "research  and  new 
technics  on  the  isolation  of  individual  cells  of  the  normal 
pimitary  body  to  allow  quantitative  studies  of  these  cells.” 

Participating  in  the  Louisiana  Academy  of  General  Prac- 
tice program  in  Baton  Rouge,  October  20-22,  was  Dr.  Carl 
A.  Nau,  Jr.,  Galveston,  and  Dr.  Vincent  P.  Collins,  Hous- 
ton. 

Dr.  R.  Lee  Clark,  Jr.,  Houston,  was  installed  as  president 
of  the  Alumni  Association  of  the  Mayo  Foundation  for 
Medical  Education  and  Research,  October  8,  in  Rochester, 
Minn.,  at  the  annual  meeting  of  the  association. 

Mrs.  Paul  Kimbro,  the  mother  of  Dr.  R.  ]V.  Kimbro, 
chairman  of  the  Texas  Medical  Association’s  Board  of  Trus- 
tees, died  in  Cleburne,  her  home,  October  18. 

Recent  births  include  a son,  David  Bruce  Engler,  for 
Dr.  Joseph  T.  Engler  and  his  wife,  born  August  28  in 
Houston,  and  a son,  Craig  Allen,  for  Dr.  James  Phillips 
and  his  wife,  born  September  5 in  Grand  Prairie. 


Americans  Becoming  Complacent 
In  Fighting  Tuberculosis 

It’s  been  said  that  some  folks  get  too  much  of  a good 
thing  for  their  own  welfare.  Americans  have  gotten  tuber- 
culosis so  well  controlled,  comparatively  speaking,  that  their 
own  complacency  is  damaging  their  own  welfare,  according 
to  the  Texas  Tuberculosis  Association. 

Compared  to  tuberculosis  conditions  in  the  United  States 
20  years  ago,  we  are  well  off.  However,  tuberculosis  is  still 
a ntimber  1 killer  around  the  globe.  But  in  the  United 
States,  we  have  enough  hospital  beds  to  go  around,  potent 
drugs,  and  well  trained  doctors.  We  know  how  to  protect 
people  from  tuberculosis,  according  to  the  association. 

"But,”  one  might  ask,  "Why  is  there  too  much  tuber- 
culosis for  our  own  good?”  The  answer  is — Americans  are 
no  longer  afraid  of  mberculosis,  say  officials  of  the  associ- 
ation. 

Yet — ^An  American  develops  tuberculosis  each  6 minutes. 

An  American  dies  of  tuberculosis  each  45  minutes. 

An  estimated  400,000  Americans  must  be  under 
medical  attention  the  rest  of  their  lives  because 
of  tuberculosis. 

The  tax  payers  spend  $75,000,000  each  year  in 
tuberculosis  control. 

The  tuberculosis  battle  will  not  be  over  if  Americans 
stop  fighting  the  disease  before  it  is  completely  routed, 
before  they  find  a mberculosis  vaccine,  and  before  they 
find  a drug  which  will  completely  and  safely  kill  the  germ. 

Christmas  seals — and  the  mberculosis  associations  the  seals 
support — raise  funds  to  finance  the  continuing  battle  to 
alert  the  public  to  tuberculosis  facts,  to  provide  research  to 
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Help  Fight  TB 


Use  Christmas  Seals 


combat  the  disease,  and  to  provide  help  for  rehabilitating 
former  patients.  Doctors  are  asked  once  again  to  support 
the  Christmas  seal  campaign  and  help  the  fight  against 
tuberculosis. 


^Correction;  Information  to  Hospitals 


Developments  in  hospital  planning,  financing,  design, 
and  construction  will  be  reported  by  the  American  Hospital 
Association  in  an  abstract  service  available  to  anyone  inter- 
ested at  $10  per  year.  The  new  service  will  provide 
bibliographical  references  and  abstracts  of  pertinent  articles, 
books,  pamphlets,  or  reports  on  index  cards  to  be  distrib- 
uted six  times  a year.  Those  interested  may  write  the 
association  at  840  North  Lake  Shore  Drive,  Chicago  11. 

The  hospital  planning  abstract  service  was  credited  in- 
advertently to  the  American  Medical  Association  in  a story 
appearing  on  page  781  of  the  September  Journal,  which 
also  inferred  that  the  service  is  available  to  only  a limited 
group. 


New  Children's  Hospital 
In  Baylor  Medical  Center 


especially  designed  for  fathers-to-be  where  they  can  watch 
television,  drink  coffee,  and  pace  the  floor. 

Visitors  at  the  open  house  received  a souvenir  book  con-  ' 
raining  a brief  history  of  the  institution  plus  a dedication 
booklet  giving  a factual  photographic  description  of  some 
of  the  outstanding  features  of  the  new  hospital. 

From  a humble  beginning  in  1903,  Baylor  University 
Medical  Center  has  become  the  largest  Baptist  hospital  in 
the  world  and  one  of  the  outstanding  hospitals  in  the  na- 
tion. A group  of  prominent  Dallas  citizens  gathered  at  a 
banquet  in  1903,  when  Dr.  George  W.  Truett,  pastor  of 
the  First  Baptist  Church  in  Dallas,  was  speaker.  He  told 
the  people  present  that  it  was  time  to  begin  the  erection  of 
a great  humanitarian  hospital,  one  to  which  men  of  all 
creeds  and  those  of  none  may  come  with  equal  confidence. 
The  following  year  the  first  spade  of  earth  was  turned  at 
the  building  site  for  the  Texas  Baptist  Memorial  Sanitarium. 


The  new  $4,500,000  Women's  and  Children's  Hos- 
pital of  Baylor  University  Medical  Center  was  dedicated 
October  22  and  the  first  patients  were  admitted  Oc- 
tober 28. 


Dedication  ceremonies  of  the  $4,500,000  Women  and 
Children’s  Hospital,  newest  addition  to  the  facilities  of  the 
Baylor  University  Medical  Center  in  Dallas,  were  held 
October  22. 

Open  house  was  held  October  22  for  Baylor  employees 
and  their  families,  workers  on  the  building  and  their 
families,  members  of  the  woman’s  auxiliary,  voluntary 
workers,  and  smdents.  Trustees  of  the  medical  center  were 
hosts  to  an  open  house  for  members  of  the  medical  staff 
and  their  families  on  October  23.  Also  included  were 
residents  and  interns  and  their  families. 

The  public  had  its  first  glimpse  of  the  new  Women  and 
Children’s  Hospital  October  24-25.  Trustees  of  the  medical 
center  were  hosts  at  an  open  .house  at  which  time  guided 
tours  were  held. 

The  first  new  patients  were  to  be  admitted  to  the  hos- 
pital on  October  28.  On  the  same  date  all  maternity  pa- 
tients and  children  in  Baylor’s  Pediatric  Division  in  the 
former  Maternity  Division  of  Baylor  were  moved  into  the 
new  Women  and  Children’s  Hospital. 

The  new  hospital  contains  196,000  square  feet  and  two 
wings  of  7 stories  each,  plus  a full  basement  and  2 story 
machinery  penthouse.  The  building’s  unusual  features  in- 
clude fingertip  control  of  patient  services,  personal  ward- 
robe space,  Norwegian  rose  marble  columns,  and  music 
in  elevators. 

A bedside  unit  developed  at  Baylor  will  provide  the 
patient  with  multiple  services  at  his  fingertips.  The  service 
panel  permits  the  patient  to  control  television,  select  from 
five  radio  channels,  piped  in  music,  or  chapel  services.  New 
fathers  will  receive  special  attention  in  Dad’s  Den,  a room 


On  April  16,  1959,  at  a meeting  of  the  Board  of  Trus- 
tees of  Baylor  University,  the  name  of  Baylor  University 
Hospital  was  changed  to  Baylor  University  Medical  Center, 
the  fourth  name  change  in  its  history.  Formerly  the  center 
was  named  Baylor  University  Hospital.  The  name  was 
changed  since  it  no  longer  described  the  several  hospitals, 
departments,  and  schools  represented  on  the  Dallas  cam- 
pus. The  medical  center  now  is  composed  of  three  hos- 
pitals: George  W.  Truett  Medical  and  Surgical  Hospital, 
Women  and  Children’s  Hospital,  and  the  Minnie  S.  Veal 
Teaching  and  Research  Hospital.  Originally  the  hospital 
was  named  the  Texas  Baptist  Memorial  Sanitarium.  In 
1920,  the  name  became  the  Baylor  Hospital;  in  1936,  the 
name  was  changed  to  the  Baylor  University  Hospital. 


Third  Set  of  U.  S.  Quints 
Born  in  San  Antonio 

The  third  set  of  quintuplets  ever  born  in  the  United 
States  and  the  first  in  45  years  were  born  to  an  Air  Force 
lieutenant’s  wife,  Mrs.  Charles  G.  Hannan,  at  Lackland 
Air  Force  Base  Hospital  in  San  Antonio,  October  20,  only 
all  to  die  within  the  following  night.  The  couple  are  natives 
of  Taylor. 

The  all  girl  quintuplets  were  the  first  ever  born  in  the 
United  States.  Theirs  was  the  first  multiple  birth  of  five 
diagnosed  beforehand  by  x-ray.  Had  the  Hannan  girls 
lived,  they  would  have  been  the  third  set  of  quintuplets 
in  the  world  to  survive. 
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In  1896,  Elizabeth  Lyon  of  Kevil,  Ky.,  gave  birth  to 
five  boys  who  survived  from  4 to  13  days.  In  1914,  a 
mother  in  Taylorsville,  Ky.,  her  name  unrecorded,  also  had 
five  boys,  all  of  whom  died  within  a few  days. 

Mrs.  Hannan  began  having  contractions  at  11  a.  m.  The 
Hannan  babies  were  delivered  within  a 12  minute  period 
in  assembly  line  fashion  by  a team  of  10  Air  Force  doctors 
and  half  a dozen  nurses.  Heading  the  delivery  team  was 
Lt.  Col.  Charles  E.  Gibbs,  Chief  of  the  Department  of  Ob- 
stetrics and  Gynecology  at  Lackland  Hospital.  The  doctors 
.were  amazed  all  babies  were  born  alive  since  the  mother 
was  only  in  her  twenty-seventh  week  of  pregnancy. 

The  babies  were  designated  as  Baby  A,  B,  C,  D,  and  E. 
Baby  B died  first  at  5 :40  p.m.,  a little  more  than  5 hours 
after  birth;  Baby  A died  30  minutes  later;  Baby  E at  9:25 
p.  m.;  and  Baby  C at  10  p.  m.  The  hardiest  of  the  little 
girls.  Baby  D,  lived  18  hours  and  9 minutes,  dying  at 
6:40  a.m. 

According  to  medical  records,  quintuplets  occur  once 
in  every  41,600,000  births.  Only  48  such  births  have  been 
recorded  in  history.  The  only  other  live  deliveries  of  quints 
were  those  of  the  Dionne  sisters  in  1934  in  Canada  and 
the  Diligenti  quints,  two  boys  and  three  girls,  born  in 
1944  in  Argentina. 

52  Civil  Defense  Hospitals 
Distributed  to  Texas  Cities 

Fifty-two  mobile  civil  defense  hospitals  have  been  placed 
in  storage  around  the  state,  and  an  additional  training 
unit  for  Bexar  County  has  been  approved  by  the  Office  of 
Civil  and  Defense  Mobilization. 

Although  Texas  had  depleted  its  allotment  of  hospitals, 
the  Office  of  Civil  and  Defense  Mobilization  planned  to 
reinstimte  the  hospital  program  on  November  1 when  a 
new  allotment  was  expected  to  be  made.  Requests  for  the 


Locations  of  mobile  civil  defense  hospitals. 


hospitals  are  being  accepted.  The  local  civil  defense  direc- 
tor must  request  the  hospital  and  agree  to  be  responsible 
for  it.  There  is  no  cost  to  the  towns  and  cities  receiving  the 
mobile  hospitals. 

Each  of  the  prepackaged  units  arrives  ready  for  assembly. 
It  can  be  set  up  within  a matter  of  hours  and  has  been 
done  in  practice  sessions  in  55  minutes.  Included  in  each 


hospital  is  equipment  for  200  beds,  three  operating  rooms, 
a diagnosis  room,  a pharmacy,  an  x-ray  room,  a clinical 
laboratory,  a sterilizing  room,  and  a central  supply  room. 

Texas  cities  which  already  have  received  emergency  hos- 
pitals include  Abilene,  Alpine,  Angleton,  Beaumont,  Boerne, 
Brenham,  Brownsville,  Burnet,  Canyon,  Cleburne,  Coleman, 
Conroe,  Dallas,  Denton,  Devine,  El  Campo,  El  Paso,  Flores- 
ville.  Fort  Stockton,  Fredericksburg,  Galveston,  Hamilton, 
Haskell,  Hillsboro,  Hondo,  Houston,  Katy,  Keene,  Kemah, 
Kerrville,  LaGrange,  Lockhart,  Longview,  McKinney,  Mer- 
cedes, Nacogdoches,  New  Braunfels,  Raymondville,  Robs- 
town,  San  Angelo,  Seguin,  Springtown,  Stephenville,  Tem- 
ple, Terrell,  Three  Rivers,  Tyler,  Victoria,  Weatherford, 
West  Columbia,  and  two  units  at  the  Austin  State  Hospital 
in  Austin. 

These  emergency  hospitals  are  especially  important  since 
Texas  has  a larger  number  of  aiming  areas  (potential  en- 
emy bomb  targets)  than  any  other  state  in  the  nation. 
Sixteen  Texas  cities  are  considered  probable  targets  because 
of  industrial  concentration;  14  because  of  nearby  installa- 
tions. 

Holle  Resigns  os  President 
Of  Border  Public  Health  Group 

The  resignation  of  Dr.  Henry  A.  Holle  as  president  of 
the  United  States  Mexico  Border  Public  Health  Association 
was  accepted  by  the  association  upon  his  appointment  as 
medical  director  of  the  United  States  Quarantine  Station 
in  New  York.  Frank  J.  Von  Zuben,  Jr.,  became  president, 
moving  up  from  the  vice-presidency. 

Plans  for  the  next  meeting  to  be  held  in  Hermosillo, 
Onora,  April  4-8,  I960,  are  under  way.  Simultaneous  inter- 
pretation facilities  again  will  be  available  in  all  the  gen- 
eral sessions  and  in  many  of  the  section  meetings,  so  that 
all  attendants  will  be  able  to  follow  the  presentations  and 
discussions  either  in  English  or  Spanish. 

Those  who  would  like  to  contribute  one  or  more  papers 
to  the  program  are  asked  to  write  George  W.  Marx,  Bureau 
of  Sanitation,  Arizona  State  Department  of  Health,  Phoenix, 
Ariz. 


Manual  on  Hospital  Sepsis 
Goes  to  Hospital  Administrators 

A discussion  manual  on  "Hospital  Sepsis:  A Communical 
Disease”  is  now  available.  Designed  to  supplement  a motion 
picture  by  that  title  also  available  for  professional  use 
through  the  support  of  Johnson  and  Johnson,  the  manual 
endeavors  to  deal  with  practical  aspects  of  the  problem  of 
eliminating  hospital  sepsis. 

The  44  page  manual  contains  93  questions  and  answers, 
29  illustrations,  and  basic  reference  material  and  is  in  color. 
A copy  will  be  provided  to  hospital  administrators  with  a 
limited  further  supply  available  on  request. 

The  film  was  prepared  under  auspices  of  the  American 
Medical  Association,  American  College  of  Surgeons,  and 
American  Hospital  Association. 

Inquiries  may  be  addressed  to  Johnson  and  Johnson,  New 
Brunswick,  N.  J. 


If  health  insurance  is  to  survive  as  a free  enterprise,  the 
practice  of  admitting  patients  to  the  hospital  for  diagnostic 
surveys  only  must  be  stopped. 

— Committee  on  Health  Insurance, 
Texas  Medical  Association. 
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I MEMORIAL 

A Brief  History  of  Sutures 

"And  the  Lord  God  caused  a deep  sleep  to  fall  upon 
Adam  and  he  slept.  And  He  took  one  of  his  ribs  and  closed 
up  the  flesh  instead  thereof."  (Genesis  2:21)  And  since 
that  time  "closing  up  the  flesh  thereof”  has  remained  a 
surgical  problem. 

It  is  interesting,  and  amazing,  as  Taylor  states,  that  "we 
still  approximate  tissues  in  the  same  manner  that  they 
were  first  approximated  in  early  medical  history,  using 
for  the  most  part,  the  same  type  suture  and  the  same  knots 
as  our  early  medical  ancestors.”  For  the  use  of  sutures  in 
coapting  wounds  is  described  in  the  oldest  medical  literature 
extant,  and  from  then  until  the  present,  an  extremely  large 
number  and  diversity  of  materials  has  been  used. 

It  is  likely  that  most  animals  and  birds  have  had  their 
tissues  used  as  sutures,  and  the  same  for  plants  and  vines 
that  have  the  capability  of  forming  fibers.  To  enumerate 
them  ail  would  be  a long  and  thankless  task.  However,  the 
environment  has  had  a great  deal  to  do  with  the  use  of 
specific  materials.  Thus,  the  Laplanders  used  reindeer  ten- 
don. In  the  Pacific  Islands,  fibers  of  tapa  were  used. 
Ischigura  reported  in  1873  on  the  use  of  whale  tendon, 
and  Griddlestone  in  Australia  first  used  kangaroo  tendon. 
In  the  early  days  of  Texas,  Dr.  H.  W.  Dudley  described  the 
use  of  jackrabbit  tendon  for  sutures  in  the  transactions  of 
the  Texas  Medical  Society  in  1884.  And  of  course,  human 
beings  furnish  their  own  sutures  as  in  the  fascial  strips 
advised  in  the  1920’s  by  Gallic  for  hernia  repair  and 
advocated  some  50  years  earlier  by  McArthur. 

In  the  Edwin  Smith  Papyrus,  dated  approximately  2000 
B.C.  from  Egypt,  is  the  first  recorded  mention  of  surgical 
sutures.  At  that  time,  not  only  were  wounds  pulled  together 
by  binding  them  with  tape,  but  stitching  the  edges  to- 
gether is  described.  The  exact  material  used  is  not  known. 
However,  the  translater  notes  that  it  was  probably  of  plant 
origin,  and  both  cotton  and  linen  were  known  at  that  time. 
It  was  probably  the  former  that  was  used. 

Medical  writings  from  two  other  civilizations  existing  at 
approximately  that  same  time,  namely,  the  Babylonian  and 
Chinese,  do  not  mention  the  use  of  sutures  although  it  is 
likely  that  suturing  was  known  in  Babylonia  since  trade 
between  that  country  and  Egypt  existed  and  other  surgical 
procedures  were  carried  out  as  mentioned  in  the  code  of 
Hammurabi. 

Grecian  medicine  owed  its  beginnings  to  ancient  Egypt, 
and  in  the  books  of  Hippocrates  we  find  other  materials 
used  as  sutures.  Cotton  was  available  to  them  at  that  time 
and  while  it  is  not  specifically  mentioned  as  a suture  ma- 
terial, such  use  probably  did  occur.  Specifically  mentioned 
is  the  use  of  wool  sutures  in  the  ligation  of  hemorrhoids. 
Also  in  the  field  of  proctology,  horsehair  as  a seton  in 
the  treatment  of  fistula  was  used.  Because  of  its  stiffness, 
coupled  with  pliability,  it  could  be  inserted  through  a 
fismlous  tract  and  brought  up  through  the  anus.  Incision 
of  the  tract  was  then  carried  out  or  the  overlying  bridge 
of  the  skin  was  divided  by  progressively  tightening  the 
suture.  Sutures  of  linen  and  gold  wire  also  are  mentioned 
for  approximating  the  teeth  in  fractures  of  the  mandible. 
Gold  was  preferred,  as  it  is  at  the  present  time,  because 
of  its  stability  while  in  the  oral  cavity  and  lack  of  reaction 
around  it. 


In  India  at  this  same  time,  the  fifth  century  B.C.,  surgi- 
cal procedures  were  being  accomplished  and  sutures  were 
used  though  the  material  is  not  certain. 

By  the  time  Galen’s  era  had  been  reached,  surgical  prac- 
tice had  progressed  to  the  point  where  varied  operative 
procedures  were  being  performed,  and  with  them  new 
sutures  and  techniques  came  into  being.  Operations  on  the 
thyroid,  suturing  of  tendon  and  nerve  injuries,  and  sumre 
of  intestinal  wounds  were  described  by  Galen  and  his  con- 
temporaries, Celsus  and  Archigenes.  For  the  first  time  silk 
is  described  as  a suture  material.  Silk,  of  course,  originated 
in  the  Far  East  and  was  brought  to  the  western  world  in 
the  third  or  fourth  century  B.C.  Because  of  its  relative 
scarcity,  it  was  not  used  in  great  quantities  as  suture  ma- 
terial, for  it  was  all  imported.  The  cultivation  of  silk  worms 
and  manufacture  of  silk  was  not  accomplished  in  the  west- 
ern world  until  the  sixth  century  A.D.  Galen  also  described 
for  the  first  time  the  use  of  catgut  as  a suture  material. 
Its  name,  which  was  derived  at  that  time,  came  from  the 
use  of  violin  strings  as  sutures.  These  violin  strings  were 
made  of  gut,  and  it  was  the  smaller  sizes  which  were 
desirable.  These  particular  strings  were  used  on  small 
violins  called  kits,  and  this  material,  originally  kit  gut,  was 
later  interpreted  as  catgut. 

Rhazes,  an  Arabian  physician  of  900  A.D.,  also  describes 
the  use  of  catgut,  but  his  source  was  slightly  different. 
Just  as  violins  are  more  or  less  indigenous  to  Italy,  so  was 
the  harp  to  Arabia,  and  there  it  was  harp  strings  which 
were  used.  The  material  was  obtained  at  that  time,  as  now, 
from  the  intestinal  tract  of  sheep,  but  it  is  doubted  that  its 
absorbable  properties  were  realized  or  desired  at  the  time. 
It  was  common  knowledge  that  foreign  materials,  including 
sutures,  which  were  left  in  wounds  would  be  extruded,  but 
this  was  the  accepted  practice  of  the  day. 

Pare  and  others  in  the  sixteenth  century  still  were  using 
these  same  sutures  and  mention  also  is  made  of  iron,  lead, 
and  silver  threads.  Silver  and  gold  as  suture  materials 
remain  much  as  they  were  throughout  the  past.  Since  they 
are  capable  of  being  drawn  into  a rather  fine  wire  with 
relative  ease,  their  use  has  not  changed  appreciably.  The 
use  of  silver  by  Simms  in  the  repair  of  vesicovaginal  fistula 
and  by  Halstead  are  well  known.  Shortly  after  1800,  with 
the  development  of  steel,  iron  sutures  were  no  longer  used, 
and  when  the  alloy  known  as  stainless  steel  was  introduced 
around  1920,  this  became  the  ferrous  sumre  of  choice. 
Tantalum,  which  was  discovered  as  a metal  in  1803,  was 
in  very  short  supply  until  the  present  century,  and  it  was 
only  during  World  War  II  that  its  use  as  a suture  material 
came  into  being. 

Early  in  the  nineteenth  cenmry,  Sir  Astley  Cooper  in 
England  first  appreciated  the  property  of  absorbability  of 
catgut.  He  utilized  it  experimentally  as  a buried  sumre 
leaving  the  ends  short  and  discovered,  on  reexploring  the 
wounds,  the  suture  material  had  disappeared  leaving  only 
scar  tissue  there.  Even  though  the  wounds  were  not  sterile, 
the  sutures  were  not  extruded  as  they  had  always  been 
previously.  In  I860,  Lord  Lister  in  England  was  practicing 
his  antiseptic  system  of  surgery  and  began  the  "carboliza- 
tion”  of  both  catgut  and  silk.  Thus,  they  were  the  first 
sterile  sutures  used.  Shortly  after  this,  all  sumre  materials 
were  sterilized  though  techniques  for  accomplishing  this 
have  been  improved  appreciably.  Chromicization  of  catgut 
was  carried  out  late  in  the  nineteenth  cenmry. 

In  the  fourth  decade  of  the  present  century,  plastic  ma- 
terials, including  nylon,  were  developed,  and  the  use  of 
nylon  as  a suture  material  first  came  into  the  literamre  in 
1940.  Since  that  time,  it  and  numerous  other  synthetic 
suture  materials  have  been  used  widely  though  the  others 
have  largely  dropped  by  the  wayside.  Thus,  our  armamen- 
tarium is  complete,  and  despite  worldwide  research,  ^as 
Taylor  states,  "we  have  added  little  to  their  (the  ancient) 
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methods  with  the  exception  of  sterile  techniques.  Will  the 
fumre  develop  a method  of  better  holding  tissues  together 
while  they  repair  than  the  one  tl»at  antiquity  has  passed 
down  to  us?  Or  will  we  continue  to  sew  and  tie  knots, 
hoping  that  eventually  the  perfect  suture  will  be  devel- 
oped?” 
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prints. 


Book  Notes 

Pneumoencephalogrophy 

/ 

E.  Graeme  Robertson,  M.D.,  Honorary  Neurologist,  Royal 
Melbourne  Hospital;  Consultant  Neurologist  to  the  Ministry 
of  Health,  Tasmania.  482  pages.  J14.50.  Springfield,  111., 
Charles  C Thomas,  1957. 

Within  the  space  of  less  than  500  pages  the  author 
presents  a well  documented  and  illustrated  text  encompass- 
ing the  entire  field  of  pneumoencephalography.  The  first 
third  of  the  book  is  devoted  to  consideration  of  technique 
and  normal  anatomy  of  intracranial  structures  demonstrated 
via  air  study.  Liberally  illustrated  with  plates  and  line 
drawings,  the  book  could  be  criticized  for  the  lack  of  more 
definite  labeling  on  some  of  the  illustrations.  The  text  it- 
self is  presented  with  unusual  clarity.  The  balance  of  the 
text  describes  the  use  of  air  smdy  in  all  varieties  of  intra- 
cranial pathology. 

The  text  is  to  be  highly  recommended  as  a source  book 
of  interest  particularly  to  radiologists,  neurologists,  and 
neurosurgeons. 

— Ralph  A.  Munslow,  M.D.,  San  Antonio. 

Childbearing  Before  and  After  35 

Adrien  Bleyer,  M.D.,  Associate  Professor  Emeritus  of  Clin- 
ical Pediatrics,  Washington  University  School  of  Medicine,  St. 
Louis.  Introduction  by  Richard  L.  Jenkins,  M.D.,  Director, 
Psychiatric  Evaluation  Project,  United  States  Veterans  Admin- 
istration, Washington,  D.  C.  Commentary  by  Douglas  P. 
Murphy,  M.D.,  Associate  Professor  of  Obstetrics  and  Gyne- 
cology, Gynecean  Hospital  Institute,  University  of  Pennsylvania, 
Philadelphia.  119  pages.  $2.95.  New  York,  Washington, 
Chicago,  and  Hollywood,  Vantage  Press,  1958. 

Only  one-third  of  the  babies  are  born  to  mothers  beyond 
30  years  of  age,  but  this  group  contributes  two-thirds  of 
our  defectives.  The  author  advises  completion  of  the  family 
before  the  mother  is  this  age  whenever  possible  (the  age 
of  the  father  is  unimportant),  and  completion  before  35 
years  of  age  whenever  social,  financial,  and  other  circum- 
stances make  earlier  completion  impossible. 

He  proves  his  contention  with  statistics  from  mongoloids 
and  achondroplastics,  but  he  also  considers  heart  defects, 
prematurity,  stillborns,  large  babies,  miscarriages,  hyperten- 
sion, fibroids,  diabetes,  placenta  previa,  toxemias,  obesity, 
and  the  increased  incidence  of  cesarean  sections  in  this  age 
group. 

The  research  required  to  compile  and  analyze  the  statistics 
and  charts  must  have  been  enormous.  The  bibliography,  in 
the  form  of  footnotes,  is  adequate. 

The  book  should  be  useful  to  marriage  councilors,  re- 
searchers, planned  parenthood  organizations,  and  anyone 
who  must  advise  regarding  future  pregnancies  in  women 
over  35  years  of  age  following  the  birth  of  an  abnormal 
child. 

The  risk  of  abnormality  in  ages  beyond  35,  though  great- 
er than  in  the  ages  under  30,  is  still  small,  and  it  is 
fortunate,  indeed,  that  the  author  does  not  advise  against 
pregnancy  in  these  women  who  have  not  completed  their 
family. 

— ^Walter  E.  McRee,  M.D.,  Port  Arthur. 

Essentials  of  Therapeutic  Nutrition 

Solomon  Garb,  M.D.,  Associate  Professor  of  Pharmacology, 
Albany  Medical  College.  147  pages.  $2.  New  York,  Springer 
Publishing  Company,  Inc.,  1958. 
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Atomic  Medicine 

Charles  F.  Behrens,  M.D..  F.A.C.R.,  Rear  Admiral,  MC, 
U.  S.  N.  ( ret. ) ; Roenrgenologist,  Yater  Clinic,  Washington, 
D.  C.;  Formerly:  Director,  Atomic  Defense  Division,  Bureau 
of  Medicine  and  Surgery,  Navy  Department;  Commanding 
Officer,  Navy  Medical  Research  Institute,  National  Naval 
Medical  Center,  Bethesda,  Md.  ed.  3.  705  pages.  $15.  Balti- 
more, Williams  and  Wilkins  Company,  1959- 

This  third  edition  shows  a steady  growth  and  improve- 
ment so  characteristic  of  progress  in  the  world  in  which 
we  live  in  that  by  the  time  one  completes  a study  of  almost 
any  aspect  of  atomic  medicine  something  new  has  appeared. 
The  discussion  of  hazards  and  protection  is  well  presented 
and  will  be  read  profitably  by  anyone  interested  in  this 
particular  field  of  radioactive  endeavor. 

The  section  devoted  to  physics  is  good,  but  one  feels  it 
might  be  well  to  enlarge  upon  it  somewhat.  The  effects 
of  ionizing  radiation  both  clinically  and  biologically  are 
portrayed  effectively,  and  the  medical  uses  of  radioisotopes 
are  well  presented.  Radioactive  iodine  and  phosphorus, 
which  are  in  more  common  use,  are  covered  in  detail.  One 
of  the  most  valuable  things  about  the  whole  text  is  the 
extensive  references  at  the  end  of  each  chapter,  and  this 
enhances  the  value  of  the  text  enormously. 

This  book  is  filled  with  information  for  radiologists, 
general  practitioners,  and  specialist  groups  of  all  types  who 
wish  to  keep  up  with  the  ever  expanding  events  that  occur 
in  nuclear  medicine. 

One  can  recommend  it  as  excellent  reading  material  for 
any  physician. 

— ^Joe  C.  Rude,  M.D.,  Austin. 


I ORGANIZATION 


American 

^ Medical  Association 


3,500  Expected  to  Attend 
AMA  Clinical  Session 

The  American  Medical  Association’s  thirteenth  clinical 
meeting  December  1-4  in  Dallas,  is  expected  to  draw  ap- 
proximately 3,500  physicians,  mainly  from  the  southern 
and  southwestern  states. 

Planned  in  cooperation  with  the  Dallas  County  Medical 
Society,  the  meeting  is  designed  to  help  the  family  physi- 
cian meet  his  daily  practice  problems.  Dr.  Everett  C.  Fox 
of  Dallas  is  general  chairman  of  the  meeting  while  Dr. 
C.  D.  Bussey  of  Dallas  is  program  chairman. 

Among  the  subjects  to  be  discussed  on  the  scientific 
program  are  soft  tissue  injury;  whiplash  injuries  of  the 
neck;  diabetes;  heart  murmurs  in  children;  new  laboratory 
procedures;  new  resuscitation  techniques;  premarital  and 
marital  counseling;  and  the  problem  child. 

Dr.  Hubertus  Strughold,  professor  of  space  medicine  at 
the  School  of  Aviation  Medicine,  Randolph  Air  Force  Base, 
will  be  the  principal  speaker  at  the  opening  scientific 
session,  December  1.  Dr.  Strughold,  often  called  "the 
father  of  space  medicine,’’  will  discuss  the  role  of  medicine 
in  the  space  age. 


The  winner  of  the  AMA’s  Distinguished  Service  Award 
at  the  Atlantic  City  meeting.  Dr.  Michael  E.  DeBakey, 
chairman  of  the  Department  of  Surgery  at  Baylor  Uni- 
versity College  of  Medicine,  Houston,  will  participate  in  a 
symposium  on  the  surgical  considerations  of  cerebrovascular 
insufficiency  December  1. 

The  scientific  program,  including  lectures,  symp>osiums, 
medical  motion  pictures,  color  television,  and  nearly  100 
scientific  exhibits  will  be  held  in  the  Dallas  Memorial 
Auditorium.  Industrial  exhibits  will  number  251.  Texas 
specialists  will  present  closed  circuit  television  programs 
on  numerous  subjects. 

The  auditorium  also  will  house  the  world’s  largest  health 
fair,  sponsored  by  the  Dallas  County  Medical  Society,  in 
conjunction  with  the  AMA  meeting.  The  fair  will  run  from 
November  27  to  December  7 and  will  be  open  to  the 
public. 

The  fair  will  feature  150  educational  exhibits,  prepared 
by  the  American  Medical  Association,  allied  health  groups, 
and  voluntary  health  organizations.  They  will  be  manned 
by  members  of  the  Dallas  County  Society.  Among  these 
exhibits  will  be  the  prize  winning  exhibit  in  the  medical 
science  division  of  the  National  Science  Fair  won  by  Kay 
Schuele  of  Memphis  when  it  was  held  in  Philadelphia  last 
May.  Miss  Schuele’s  exhibit,  entitled  "Algae,  Food  of  the 
Future,”  shows  how  algae  grow  under  different  conditions 
and  which  species  grow  fastest.  Miss  Schuele  will  be  on 
hand  to  explain  her  exhibit  and  answer  questions.  A mo- 
tion picture  room  will  be  provided  and  selected  films  will 
be  shown  continuously  during  exhibition  hours. 

Another  special  feature  of  the  AMA  meeting  will  be  the 
national  conference  on  the  medical  aspects  of  sports,  to 
be  held  November  30,  the  day  before  the  AMA  clinical 
session  opens.  The  conference,  to  be  held  under  the  auspices 
of  the  AMA’s  Committee  on  the  Medical  Aspects  of 
Sports,  will  be  open  to  athletic  directors,  coaches,  and 
trainers,  as  well  as  interested  physicians. 

This  is  the  first  time  that  the  AMA  has  held  a meeting 
in  Dallas  since  1926  when  the  Association’s  annual  meet- 
ing was  held  there. 

The  AMA  House  of  Delegates,  numbering  208,  will 
meet  throughout  the  week  at  the  Adolphus  Hotel,  the 
meeting  headquarters.  The  first  act  of  the  House  will  be 
to  name  the  General  Practitioner  of  the  Year. 

Included  in  the  entertainment  at  the  session  will  be  the 
Cary  Memorial  Symphony,  courtesy  of  the  family  of  the 
late  Dr.  E.  H.  Cary  of  Dallas,  a former  president  of  the 
AMA. 

Hotel  accommodations  may  be  made  at  the  following  ho- 
tels in  Dallas:  Adolphus,  Baker,  Dallas,  Mayfair,  Melrose, 
Sheraton-Dallas,  Southland,  Statler-Hilton,  Stoneleigh,  Trav- 
is, White  Plaza,  and  Whitmore.  Motel  space  is  available 
at  the  following  motels:  Alamo  Plaza,  Belmont  Motor, 
Dallasite,  Holiday  Inn,  Lido  Motor,  Oaks  Manor,  and 
Town  House.  Applications  for  room  accommodations  may 
be  obtained  by  writing  the  American  Medical  Association, 
Housing  Bureau,  1101  Commerce  Street,  Dallas  2. 


AMA  Delegates 
To  Be  Entertained 

Texas  delegates  will  keep  busy  during  the  American 
Medical  Association  clinical  session  in  Dallas  in  the  south- 
western hospitality  suite  in  Hotel  Adolphus,  which  will  fea- 
ture a buffet  luncheon  for  the  delegates  each  day  from 
11:30  to  2 p.  m.,  sponsored  by  Texas  in  cooperation  with 
Arizona,  Arkansas,  Louisiana,  New  Mexico,  and  Oklahoma. 
Specialty  foods  from  each  state  will  be  served.  Indian  prin- 
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cesses  from  Oklahoma  will  serve  as  hostesses.  The  alter- 
nate delegates  of  the  states  will  be  invited  to  the  luncheon 
on  Thursday. 

During  the  session,  Texas  will  give  a 5 pound  bag  of 
grapefruit  to  the  delegates  from  each  state,  in  addition  to 
a grapefruit  spoon.  Texas  also  will  operate  a juice  bar  at 
the  hospitality  suite  with  freshly  squeezed  orange  and 
grapefruit  juice. 

Texas  will  be  one  of  the  co-sponsors  for  a hospitality 
hour  Wednesday  evening.  After  the  hospitality  hour,  the 
Texas  delegates  will  play  host  to  delegates  and  their  wives 
at  a banquet,  co-sponsored  by  Blue  Cross-Blue  Shield. 
Entertainment  for  the  banquet  will  be  furnished  by  the 
Charles  O.  Finley  Company. 


Woman’s  Auxiliary 


Auxiliary  to  Play  Host 
To  Wives  at  AMA  Meeting 


The  Woman’s  Auxiliaries  to  the  Texas  Medical  Associa- 
tion and  to  the  Dallas  County  Medical  Society  will  be 
hosts  to  the  physicians’  wives  accompanying  their  husbands 
to  the  clinical  session  of  the  American  Medical  Association 
in  Dallas,  December  1-4. 

The  Dallas  County  auxiliary  will  be  especially  proud  of 
this  occasion  since  the  first  medical  woman’s  auxiliary  in 
the  nation  is  said  to  have  been  organized  in  Dallas  in  1917. 

The  special  events  and  attractions  planned  for  visiting 
wives  include  the  health  fair,  sponsored  by  the  Dallas 
County  Medical  Society,  November  28-December  6;  a con- 
cert by  the  Dallas  Symphony  Orchestra  in  the  Memorial 
Auditorium  (complimentary  tickets  will  be  available  at  the 
doctors’  registration  desk),  December  1;  a luncheon  style 
show  by  Neiman  Marcus  at  the  Statler  Hilton  Hotel,  hon- 
oring Dr.  Louis  Orr,  President  of  the  American  Medical 
Association,  and  his  wife,  December  2;  and  a guided  tour 
of  Southland  Center,  December  3. 

Tickets  for  the  events  will  be  available  at  the  informa- 
tion booths.  The  booths  will  be  staffed  by  members  of  the 
Woman’s  Auxiliary  to  the  Dallas  County  Medical  Society 
and  will  be  located  in  the  Dallas  Memorial  Auditorium, 
the  Adolphus  Hotel,  and  the  Statler  Hilton  Hotel.  Com- 
plete details  of  Auxiliary  activities  will  be  available  at  the 
booths. 

The  general  chairman  for  the  Auxiliary  activities  is 
Mrs.  Charles  D.  Bussey;  general  arrangements  chairman, 
Mrs.  Oscar  M.  Marchman,  Jr.;  information  chairman,  Mrs. 
Benjamin  Barzune;  entertainment  chairman,  Mrs.  Walter 
H.  Patton;  and  publicity  chairman,  Mrs.  Maxwell  Thomas. 


Texas 

Medical  Association 


President  Names  Appointees 
To  TMA  Councils,  Committees 

New  appointments  made  on  Texas  Medical  Association 
committees  and  councils  by  Dr.  F.  W.  Yeager,  President, 
are  as  follows: 

Council  on  Annual  Session:  Dr.  Dennis  M.  Voulgaris, 
Wharton,  appointed  July  18,  1959,  to  serve  until  I960 


filling  the  vacancy  created  by  resignation  of  Dr.  E.  D.  Mc- 
Kay, Amarillo,  May  18,  1959. 

Council  on  Medical  Service  and  Insurance:  Dr.  George  B. 
Barnes,  Corpus  Christi,  appointed  July  22,  1959,  to  serve 
until  1961  in  a previously  unfilled  place  on  the  new 
council. 

Committee  on  Public  Health:  Vacancy  (I960)  created  by 
resignation  of  Dr.  James  E.  Ball,  Mt.  Pleasant,  October  10, 
1959. 

Committee  on  Rural  Health:  Dr.  Clifford  R.  Haynes, 
Malakoff,  appointed  September  16,  1959,  to  serve  until 
I960  replacing  Dr.  William  L.  Wilson,  Austin,  who  re- 
signed in  July,  1959. 

Committee  on  Transportation  Safety:  Dr.  Dwight  R. 
Knapp,  Kerrville,  appointed  September  16,  1959,  to  fill  a 
vacancy  created  by  resignation  of  Dr.  J.  C.  Terrell,  Steph- 
enville,  April  30,  1959. 

Committee  on  Blood  Banks:  Dr.  O.  J.  Wollenman,  Jr., 
Fort  Worth,  already  a member,  appointed  chairman  Sep- 
tember 14,  1959.  A vacancy  on  the  committee  (1962) 
created  by  resignation  of  Dr.  E.  E.  Muirhead,  Dallas,  former 
chairman,  August  4,  1959. 

Committee  on  Rehabilitation:  Dr.  Odon  F.  von  Wersso- 
wetz,  Gonzales,  appointed  July  20,  1959,  to  serve  until 
1961,  and  Dr.  Oscar  Selke,  Houston,  appointed  September 
15,  1959,  to  unfilled  positions  on  the  new  committee.  Oth- 
er members  of  the  committee  include  Dr.  C.  W.  Tennison, 
San  Antonio,  chairman;  Dr.  Kermit  W.  Fox,  Austin;  Dr. 
Richard  Woods,  Corpus  Christi;  and  Dr.  Tom  Shindler, 
Houston. 

Committee  on  Association  Insurance  Program:  A vacancy 
for  the  new  committee  exists  with  the  term  expiring  1962. 
Members  of  the  committee  are  Dr.  A.  R.  Hazzard,  Giddings, 
chairman;  Dr.  B.  H.  Denman,  Lufkin;  Dr.  C.  C.  Shotts,  San 
Antonio;  and  Dr.  Braswell  Locker,  Brownwood. 

Committee  on  Professional  Insurance:  Dr.  George  Barnes, 
Corpus  Christi,  (previous  member  of  the  committee),  ap- 
pointed to  the  previously  unfilled  position  of  chairman.  Dr. 
A.  W.  Bronwell,  Lubbock,  appointed  October  17,  1959,  to 
serve  until  1962  in  a previously  unfilled  place  on  the  new 
committee.  Dr.  David  O.  Johnson,  Austin,  appointed  July 
23,  1959,  to  serve  until  1961  to  fill  a vacancy  created  by 
death  of  Dr.  P.  M.  Kuykendall,  Ranger,  May  28,  1959. 

Committee  on  Health  Insurance:  Dr.  Chester  U.  Callan, 
Rotan,  appointed  September  14,  1959,  to  serve  until  I960 
to  fill  a vacancy  created  by  resignation  of  Dr.  Milton 
Spark,  Waco,  July  29,  1959. 

Committee  on  Contract  Medicine:  Dr.  Richard  B.  Johns, 
Abilene,  appointed  September  15,  1959,  to  fill  unappointed 
vacancy  on  committee.  Other  members  of  the  committee  are 
Dr.  J.  Layton  Cochran,  San  Antonio,  chairman;  Dr.  N.  L. 
Barker,  Paris;  Dr.  Jack  Lee,  San  Antonio;  Dr.  E.  Peter 
Garber,  Galveston;  Dr.  Paul  M.  Wheelis,  Brownwood;  Dr. 
H.  W.  Kilpatrick,  III,  Baytown;  Dr.  Homer  V.  Hedges, 
Hico;  and  Dr.  J.  H.  McAlister,  Odessa. 

Advisory  Committee  to  Texas  Tuberculosis  Association: 
Dr.  Elliott  Mendenhall,  Dallas,  appointed  September  16, 
1959,  to  fill  a new  office. 

The  following  changes  have  been  made  in  the  Board  of 
Councilors : 

District  3:  Dr.  William  H.  Gordon,  Lubbock,  appointed 
councilor  September  26,  1959,  to  replace  Dr.  R.  A.  Neblett, 
Canyon,  who  resigned. 

District  4:  Dr.  S.  Braswell  Locker,  Brownwood,  appointed 
vice-councilor  September  26,  1959,  to  replace  Dr.  J.  P. 
Anderson,  Brady,  who  resigned. 
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County  Societies  to  Nominate 
Anson  Jones  Award  Nominees 

The  Texas  Medical  Association  welcomes  any  nomina- 
tions for  the  Anson  Jones  Award,  which  the  Association 
will  give  a newspaper  reporter  in  the  state  for  outstanding 
work  in  reporting  lay  medical  information,  from  the  county 
medical  societies  in  the  state. 

The  award  consists  of  a bronze  plaque  and  a check  for 
$230.  A second  place  award  of  $100  and  a third  for  $50 
also  have  been  added.  The  awards  are  presented  each  year 
at  the  Texas  Medical  Association’s  annual  session. 

Nominations  for  the  award,  which  is  named  in  honor 
of  Dr.  Anson  Jones,  the  last  president  of  the  Republic  of 
Texas,  a journalist,  physician,  and  statesman,  may  be  based 
on  a series  of  articles,  a regular  column,  or  one  particular 
piece  of  reporting.  Members  of  the  Association’s  Council 
on  Public  Relations  and  Public  Service  will  serve  as  judges, 
and  will  announce  the  I960  winner  at  their  regular  Janu- 
ary meeting  in  Austin. 

The  primary  purpose  of  this  award  is  to  show  the 
appreciation  of  the  doctors  of  Texas  for  the  outstanding 
work  which  is  being  done  in  the  lay  medical  reporting 
field.  The  Association  feels  the  award  also  has  done  a 
great  deal  towards  cementing  better  relations  between  the 
press  and  medicine  and  has  encouraged  more  and  better 
medical  reporters. 

Rules  for  entering  the  award  contest  and  general  informa- 
tion about  the  award  can  be  obtained  by  the  county  medical 
societies  by  writing  Dr.  Joe  R.  Donaldson,  Pampa,  chair- 
man of  the  Council  on  Public  Relations  and  Public  Serv- 
ice. Nominations  are  to  be  sent  to  Mr.  C.  Lincoln  Willis- 
ton.  Executive  Secretary,  Texas  Medical  Association,  1801 
North  Lamar  Boulevard,  Austin. 


Conference  on  Physicians  and  Schools 
To  Be  Held  in  Dallas  Next  April 

For  the  first  time  the  Committee  on  School  Health  of 
the  Texas  Medical  Association  is  planning  to  hold  its  bi- 
ennial Conference  on  Physicians  and  Schools  in  Dallas.  It 
is  set  for  next  April  4.  In  previous  years  the  conference 
has  been  held  in  Austin.  It  is  anticipated  that  this  meeting 
subsequently  will  be  held  in  other  areas  of  the  state. 

All  physicians  interested  in  either  schooling  or  youth  and 
school  administrators,  including  superintendents,  principals, 
counselors,  and  other  designated  school  p>ersonnel,  are  in- 
vited to  the  conference.  Approximately  400  are  expected 
to  attend. 

"Emotional  Growth  and  Development  of  the  Child’’  will 
be  the  theme  of  the  meeting.  Cooperating  in  the  presenta- 
tion of  the  program  will  be  the  Dallas  Independent  School 
District.  The  faculty  will  be  authorities,  both  local  and  im- 
ported, on  the  mental  health,  emotional  problems,  and 
adjustment  of  the  growing  child.  Interpretation  of  these 
factors  will  be  brought  to  practical  discussion  regarding 
delinquency,  poor  scholarship,  and  teenage  marriage.  The 
program  will  include  general  assemblies,  a luncheon,  a 
dinner,  and  group  clinics  on  various  phases  of  the  subject. 

A registration  fee  of  $3  will  be  charged  to  cover  ex- 
penses, not  including  luncheon  and  dinner.  The  meeting 
will  be  held  at  the  Sheraton-Dallas  Hotel,  and  ample  rooms 
will  be  available  at  the  hotel  for  the  meeting  and  the 
week  end. 

Arrangements  are  under  the  direction  of  Dr.  Edwin  L. 
Rippy,  member  of  the  Committee  on  School  Health  and 
chairman  of  the  Dallas  school  board. 


Conference  of  County  Officials 
Set  by  TMA  for  January  T6 

The  week  end  of  January  16-17  has  been  set  for  the 
Texas  Medical  Association’s  Conference  of  County  Medical 
Society  Officials  at  the  Association’s  headquarters  building 
in  Austin.  Also  scheduled  for  the  week  end  is  the  orienta- 
tion program  for  new  or  transfer  members  of  the  Associa- 
tion and  the  Executive  Board  meeting. 

A new  feature  in  conjunction  with  the  Texas  Medical 
Association  events  will  be  a scientific  program  sponsored 
jointly  by  the  Travis  County  Medical  Society  and  Lederle 
Laboratories  on  Friday,  January  15,  and  open  to  visiting 
physicians.  (See  County  Society  Section  for  a story  on  this 
program. ) 

Board,  council,  and  committee  meetings  will  be  held 
on  Samrday,  January  16,  with  the  Executive  Board  meeting 
on  Sunday  morning,  January  17.  The  orientation  program 
will  be  all  day  Saturday. 

The  i960  Conference  for  County  Medical  Society  Offi- 
cials will  feature  five  prominent  out-of-state  guest  speakers. 
Invitations  will  be  extended  to  presidents,  presidents-elect, 
secretaries,  legislative  chairmen,  and  delegates  of  all  county 
societies. 

A hospitality  hour  at  the  Driskill  Hotel  will  be  held  the 
evening  of  January  I6  for  all  members  of  the  Association 
and  their  wives  and  guests. 

A number  of  hotels  and  motels  have  set  aside  rooms  for 
members  of  the  Association.  Among  these  are  the  Villa 
Capri  Motor  Hotel,  2360  Interregional  Highway;  Terrace 
Motor  Hotel,  1201  South  Congress;  Commodore  Perry  Ho- 
tel; Stephen  F.  Austin  Hotel;  and  Driskill  Hotel.  Reserva- 
tions may  be  made  by  writing  directly  to  the  hotel  or  motel 
of  choice  or  to  the  Texas  Medical  Association,  1801  North 
Lamar  Boulevard,  Austin. 


^ County  Societies 


Travis  Society  to  Sponsor 
Symposium  January  15 

The  Travis  County  Medical  Society’s  I960  Clinical 
Medicine  and  Surgery  Symposium  will  be  held  in  Austin, 
January  15.  Co-sponsors  will  be  the  Lederle  Laboratories 
Division  of  the  American  Cyanamid  Corporation. 

The  symposium  will  feature  such  specialists  as  Col.  John 
P.  Stapp,  United  States  Air  Force,  speaking  on  "Problems 
of  Manned  Space  Flight”;  Dr.  James  B.  Donaldson,  Laurel, 
Miss.,  "The  Significance  and  Accuracy  of  Laboratory  Re- 
ports”; Dr.  Edmund  L.  Dubois,  Beverly  Hills,  Calif., 
"Diagnosis  and  Treatment  of  Gynecologic  Diseases  in  the 
Adolescent”;  Dr.  Henry  F.  Page,  Philadelphia,  "What 
Medical  Science  is  Doing  About  Aging  and  the  Aged”; 
Dr.  William  H.  Requarth,  Decatur,  111.,  "The  Care  of 
Minor  Farm,  Home,  and  Industrial  Injuries”;  and  Dr. 
Howard  H.  Steel,  Philadelphia,  "The  Prevention  and  Treat- 
ment of  Postoperative  Infections.” 

All  physicians  of  the  Texas  Medical  Association  are  in- 
vited to  attend  the  symposium.  Those  desiring  to  attend 
are  asked  to  notify  Roy  J.  Cates,  Executive  Secretary, 
Travis  County  Medical  Society,  2907-A  Red  River,  Austin, 
in  advance  so  that  necessary  accommodations  can  be  made. 
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County  Society  Briefs 

The  "tissue  bill,”  permitting  an  adult  to  donate  all  or 
part  of  his  body  for  the  advancement  of  medical  science 
and  many  other  laws  passed  in  the  recent  session  of  the 
Texas  Legislature  were  discussed  by  Senator  W.  S.  (Bill) 
Fly  of  Victoria  at  the  October  meeting  of  the  San  Patricio- 
Aransas-Refugio  Counties  Society.  Other  guests  attending 
the  meeting  were  District  Judge  John  H.  Miller,  County 
Judge  William  E.  Nicholas,  and  State  Representative  Harold 
Parish. 


"Tuberculosis — New  Problems  and  Diagnosis”  was  the 
subject  of  Dr.  Lynn  C.  Christianson  when  the  Dallas  Coun- 
ty Society  met  jointly  with  St.  Paul  Hospital  Medical  Staff 
October  13  in  Dallas. 

Potter-Randall  County  Society  met  at  Vol’s  Steak  House, 
Amarillo,  on  September  14.  Speaker  for  the  evening  was 
Dr.  Eugene  C.  St.  Martin  of  Shreveport,  who  spoke  on 
"Urological  Problems  in  Children.” 

Dr.  Margaret  Davis  announced  that  as  of  October  1 an 
additional  $2  fee  would  be  charged  for  cross-matched  blood 
which  is  ordered  by  physicians  and  which  is  returned  to 
the  Potter  County  Memorial  Blood  Bank  unused. 

The  president  read  a letter  from  the  American  Cancer 
Society  which  stated  that  the  organization  has  dressings  and 
equipment  for  cancer  patients  available.  However,  the  cancer 
society  prefers  to  have  the  attending  physician’s  approval 
before  issuing  the  equipment. 

The  first  step  toward  establishing  headquarters  for  the 
Potter-Randall  County  Society  was  taken  when  $1,210  was 
placed  in  a savings  account  at  the  First  Federal  Savings 
and  Loan  Company,  it  was  brought  out.  The  amount 
represented  a $10  per  physician  allotment  taken  from  the 
general  fund  of  the  medical  society  based  upon  the  number 
of  regular  and  provisional  members  who  were  on  the  role 
as  of  last  January  1. 


Pictured  left  to  right  ore  Senator  W.  S.  Fly,  Victoria, 
guest  speaker  at  the  recent  San  Patricio-Aransas-Refugio 
Counties  Medical  Society;  District  Judge  John  Miller, 
Sinton;  Dr.  James  L.  Pierce,  Jr.,  Sinton;  County  Judge 
William  Nicholas,  Sinton;  and  Dr.  John  W.  Tunnell, 
Taft. 

Senator  Fly  told  the  area  audience  that  92  per  cent  of 
state  expenditures  are  devoted  to  education,  welfare,  high- 
ways, and  hospitals.  He  said  that  many  hours  are  spent  by 
the  budget  committees  examining  education,  health,  and 
welfare  programs  to  see  that  waste  is  eliminated  and  that 
benefits  actually  reach  people  for  whom  they  are  intended. 

Senator  Fly,  a native  of  Victoria,  has  served  in  the 
Senate  since  1955.  He  has  been  chairman  of  the  Com- 
mittee on  Finance  of  the  Senate  since  1955.  He  also  previ- 
ously has  been  chairman  of  the  General  Investigating 
Committee,  a member  of  the  Legislative  Budget  Board 
and  Legislative  Audit  Committee,  and  chairman  of  the 
Texas  Tax  Study  Commission.  While  serving  as  a member 
of  the  House  of  Representatives,  he  was  chairman  of  the 
Judiciary  Committee  and  chairman  of  the  Legislative  Re- 
districting Committee,  the  first  time  Texas  was  redistricted 
in  20  years. 

The  Tom  Green-Coke-Crockett-Concho-lrion-Sterling-Sut- 
ton-Schleicher  Counties  Society  met  October  5 in  San  Angelo 
to  hear  Don  M.  Anderson,  assistant  executive  secretary  of 
the  Texas  Medical  Association,  talk  on  the  future  of  doctors 
in  Texas  from  political  as  well  as  socio-economic  view- 
points, emphasizing  the  dependence  of  most  facets  of  medi- 
cine on  the  political  flavor, 

L.  Jean  Subbins,  M.  T.  (ASCP)  BB,  director  of  the 
John  Sealy  Hospital  Blood  Bank,  was  the  guest  speaker 
for  the  Travis  County  Society  October  10  meeting  in  Aus- 
tin. She  discussed  "The  Latest  in  Blood  Banking.”  The 
remainder  of  the  meeting  was  devoted  to  a formal  presen- 
tation of  current  policies  and  plans  of  the  Travis  County 
Medical  Society  Blood  Bank.  Technicians  from  the  various 
hospital  and  private  laboratories  in  Austin  were  invited  to 
attend  the  program  portion  of  the  meeting. 


DR.  CLYDE  O.  WATSON 

Dr.  Clyde  Otis  Watson,  a former  school  teacher  mrned 
physician,  died  in  a Corpus  Christi  hospital  October  6, 
1959. 

The  son  of  George  W.  and  Irene  (Smith)  Watson,  the 
general  practitioner  was  born  in  Clarksburg,  W.  Va., 


DR.  CLYDE  O.  WATSON 
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August  23,  1881.  He  was  a 1904  graduate  of  the  West 
Virginia  Wesleyan  College  at  Buckhannon,  W.  Va.,  and  the 
University  of  Louisville  Medical  Department  at  Louisville, 
Ky.,  in  1908.  He  served  a year’s  internship  in  the  Charles- 
ton General  Hospital  before  going  to  Corpus  Christi  in 
1909,  where  he  practiced  medicine  until  he  injured  his 
ankle  in  April,  1958  Early  in  his  career.  Dr.  Watson  had 
taught  school  at  Paw  Paw,  W.  Va.  He  then  served  as  prin- 
cipal of  the  Williamson  (W.  Va.)  High  School  for  3 years. 
During  his  50  years  of  practice  in  Corpus  Christi,  he  served 
on  the  staff  at  Spohn  Hospital. 

In  1923  he  was  elected  to  the  Corpus  Christi  school  board 
and  held  that  position  until  entering  city  politics  in  1933. 
Dr.  Watson  was  city  commissioner  of  Corpus  Christi  from 
1933  through  1935,  returning  to  office  in  1937.  He  held 
his  commissioner’s  post  until  1944. 

A 30  year  member  of  the  Kiwanis  Club,  Dr.  Watson 
also  belonged  to  the  Chamber  of  Commerce  and  the 
Methodist  Church.  He  also  was  a member  of  the  Nueces 
County  Medical  Society,  the  Texas  Medical  Association,  and 
the  American  Medical  Association. 

Dr.  Watson  is  survived  by  a daughter,  Mrs.  C.  R.  Cun- 
ningham; a granddaughter,  Claudia  Audrey  Cunningham; 
and  a grandson,  Charles  Watson  Cunningham,  all  of  Cor- 
pus Christi. 


DR.  GUiON  A.  LINDSAY 

Dr.  Guion  Alton  Lindsay,  Dallas,  died  September  15, 
1959. 

A surgeon  and  internist.  Dr.  Lindsay  was  educated  at 
Harperville  College  in  Mississippi,  the  University  of  Louis- 
ville at  Louisville,  Ky.,  and  at  the  University  of  the  South 
at  Sewanee,  Tenn.  He  was  graduated  in  1902  from  the 
Memphis  Hospital  Medical  College  at  Memphis.  He  did 
postgraduate  work  at  the  New  York  Polyclinic  Hospital,  the 
Postgraduate  Hospital  in  New  York,  and  the  Mayo  Founda- 
tion at  Rochester,  Minn. 

Dr.  Lindsay  was  born  August  18,  1880,  at  Tuscola,  Miss. 
His  parents  were  Joe  and  Sallie  (McBeth)  Lindsay.  In 
1944  he  married  the  former  Miss  Eunice  McCullough  of 
Dallas.  His  first  wife  died  in  1943. 


Dr.  Lindsay  practiced  at  Lena,  Miss.,  for  14  years  before 
coming  to  Dallas.  He  practiced  at  Dallas  for  more  than  40 
years. 

A member  of  the  Texas  Medical  Association  since  1919, 
Dr.  Lindsay  also  belonged  to  the  Dallas  County  Medical 
Society,  the  American  Medical  Association,  and  the  South- 
ern Medical  Association.  He  was  a Baptist,  a thirty-second 
degree  Mason,  a Shriner  and  belonged  to  Woodmen  of  the 
World. 

Surviving  are  his  wife;  two  sons,  Smythe  H.  Lindsay, 
D.D.,  of  Coral  Gables,  Fla.,  and  Dale  A.  Lindsay  of  Green- 
wich, Conn.;  a daughter,  Mrs.  Andrew  J.  McMaster  of 
Dallas;  two  sisters,  Mrs.  Myrtle  Waller  and  Mrs.  Maude 
L.  Bush,  both  of  Carrollton,  Miss.;  and  five  grandchildren. 


DR.  BERNARD  H.  BAYER 

Former  secretary-treasurer  of  the  Texas  Academy  of 
General  Practice,  Dr.  Bernard  Hyman  Bayer  of  Houston 
died  October  9,  1959,  as  a result  of  heart  disease. 

The  son  of  Max  and  Bessie  (Svedlove)  Bayer,  Dr. 
Bayer  was  born  in  Houston  December  26,  1910.  He  was 
educated  in  Houston  schools,  attending  Rice  Institute  at 
Houston  from  1928  until  1931.  He  was  a 1935  graduate 
of  the  Tulane  University  School  of  Medicine  at  New  Or- 
leans, serving  an  internship  and  residency  at  Jefferson 
Davis  Hospital  in  Houston.  Following  this  he  opened  a 
general  practice  in  Houston  and  remained  there  until  his 
death.  His  years  of  practice  were  intermpted  during  World 
War  II  by  a year’s  service  in  the  United  States  Army 
Medical  Corps.  He  held  the  rank  of  captain  during  his 
period  of  service.  Dr.  Bayer  was  a past  president  and  chief 
of  surgery  at  Heights  Hospital.  He  had  also  been  a former 
instructor  in  urology  at  Baylor  University  College  of  Medi- 
cine and  a local  sutgeon  for  the  Southern  Pacific,  Missouri 
Pacific,  and  Chicago  and  Eastern  Railroads. 

A past  president  of  Phi  Lambda  Kappa  medical  fraternity 
and  past  president,  vice-president,  and  chairman  of  the 
board  of  the  Harris  County  Academy  of  General  Practice, 
Dr.  Bayer  also  belonged  to  the  Harris  County  Medical  So- 
ciety, Texas  Medical  Association,  American  Medical  Asso- 
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ciation,  Southern  Medical  Association,  Post-Graduate  Medi- 
cal Assembly  of  South  Texas,  and  the  Association  of 
American  Physicians  and  Surgeons.  Dr.  Bayer  was  president 
and  general  manager  of  the  Heights  Medical  Building.  He 
was  a member  of  Congregation  Beth  Yeshurun  and  Adath 
Emeth,  the  Lions  Club,  the  Elks  Lodge,  and  the  alumni 
associations  of  Rice  Institute  and  Tulane  University.  His 
interests  during  leisure  time  included  fishing,  golf,  and 
photography. 

Dr.  Bayer  is  survived  by  his  wife,  the  former  Miss  Re- 
becca Miller  of  New  Orleans  (they  were  married  in  1935); 
three  daughters,  Mrs.  Mallory  Kaplan,  Miss  Carol  Lynn 
Bayer,  and  Miss  Harriet  Bayer;  a son,  Robert  M.  Bayer,  all 
of  Houston;  a brother,  Joe  Bayer,  also  of  Houston;  a sister, 
Mrs.  1.  Cotlar  of  New  Orleans;  and  two  grandchildren, 
Brian  Howard  and  Linda  Marcia  Kaplan  of  Houston. 


DR.  FLOYD  S.  FRANKLIN 

Dr.  Floyd  Shock  Franklin,  Dallas,  died  September  9, 
1959,  as  a result  of  gunshot  wounds  received  during  a 
hunting  accident. 

The  son  of  James  Thomas  and  Clara  (Jackson)  Franklin, 
Dr.  Franklin  was  born  October  14,  1904,  at  Waco.  He 
received  his  preliminary  education  in  Fort  Worth  public 
schools,  and  later  was  graduated  from  Texas  Christian 
University  in  Fort  Worth  and  Baylor  University  College  of 
Medicine  at  Dallas.  Following  his  graduation  from  medical 
school  in  1931,  he  served  an  internship  at  Parkland  Hos- 
pital in  Dallas  and  residencies  in  surgery  at  W.  1.  Cook 
Memorial  Hospital  in  Fort  Worth  and  orthopedics  at  New 
York  State  Reconstruction  Hospital  at  West  Haverstraw, 
N.  Y.  While  at  Haverstraw,  Dr.  Franklin  married  the 
former  Miss  Katherine  de  Noyelles. 

Dr.  Franklin  began  his  medical  practice  in  Dallas  in 
1935.  His  work  was  restricted  to  orthopedic  surgery.  From 
1939  until  1943,  he  was  assistant  clinical  professor  of 
orthopedic  surgery  for  Baylor  University  College  of 
Medicine.  Currently,  he  was  assistant  clinical  professor  of 
orthopedic  surgery  at  the  University  of  Texas  Southwestern 
Medical  School. 


DR.  FLOYD  S.  FRANKLIN 


Active  in  medical  and  civic  affairs.  Dr.  Franklin  had 
been  a member  of  the  Texas  Medical  Association  since 
1933.  Since  1936  he  had  held  this  membership  through 
the  Dallas  County  Medical  Society;  prior  to  that  he  had 
belonged  to  the  Association  through  the  Tarrant  County 
Medical  Society.  Dr.  Franklin  also  held  membership  in 
the  American  Medical  Association,  Dallas  Southern  Clinical 
Society,  Texas  Orthopedic  Association,  and  Southwestern 
Surgical  Congress.  Orher  organizations  to  which  he  be- 
longed included  the  Highland  Park  Methodist  Church, 
Rotary  Club,  Phi  Beta  Pi  medical  fraternity,  and  the 
Spring  Valley  Athletic  Club. 

Surviving  Dr.  Franklin  are  his  wife;  two  sons,  John 
Floyd  Franklin  and  David  Franklin;  a daughter,  Martha 
Franklin,  all  of  Dallas;  three  brothers,  James  Franklin  of 
Laredo;  the  Rev.  Barnard  Franklin  of  Kaufman;  and 
George  Franklin  of  Fort  Worth;  and  a sister,  Mrs.  Swan 
Richardson  of  Stephenville. 


DR.  JOHN  W.  TORBETT,  JR. 

Dr.  John  Walter  Torbett,  Jr.,  Beaumont,  died  September 
7,  1959,  at  his  summer  home  at  Gilchrist.  His  death  was 
the  result  of  a heart  attack. 

The  radiologist  was  born  June  2,  1905,  in  Marlin,  the 
son  of  Dr.  and  Mrs.  J.  W.  Torbett,  Sr.  A graduate  of  the 
Baylor  University  College  of  Medicine  at  Houston,  Dr. 
Torbett  previously  had  attended  Texas  Agricultural  and 
Mechanical  College  at  College  Station  and  the  University 
of  Texas  at  Austin.  He  interned  2 years  at  King’s  County 
Hospital  in  Brooklyn,  N.  Y.,  and  was  then  resident  physi- 
cian there  1 year.  He  did  postgraduate  work  for  the  Uni- 
versity of  Iowa  Hospital,  Department  of  Radiology.  Special- 
izing in  internal  medicine.  Dr.  Torbett  began  his  practice 
in  Marlin  in  1933,  continuing  it  until  1939.  In  1943  he 
moved  to  Beaumont;  his  specialty  there  was  radiology. 
During  World  War  II  he  served  as  a captain  with  the 
Army  Medical  Corps. 

Dr.  Torbett  was  recognized  for  his  activities  in  medical 
organizations,  both  at  the  local  and  state  levels.  In  the 
past  he  had  been  secretary  and  president  of  the  Falls  County 
Medical  Society.  His  work  in  the  Texas  Medical  Association 
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included  a term  as  secretary  for  the  Section  on  Public 
Health  and  recognition  through  a certificate  of  merit  which 
he  received  for  the  best  scientific  exhibit  at  one  of  this 
organization’s  annual  sessions.  Dr.  Torbett  also  was  a fellow 
of  the  American  College  of  Physicians,  a member  of  the 
American  Medical  Association,  the  Texas  Radiological  So- 
ciety, the  Jefferson  County  Medical  Society,  and  the  Beau- 
mont Academy  of  Medicine.  He  formerly  had  been  active 
in  the  American  Heart  Association  and  the  Texas  Heart 
Association.  Dr.  Torbett  was  an  Episcopalian  and  belonged 
to  Phi  Chi  medical  fraternity.  Sigma  Chi  social  fraternity, 
the  One  in  One  Hundred  Gun  Club,  the  Chamber  of  Com- 
merce, and  the  National  Rifle  Association.  During  his 
leisure  hours  he  enjoyed  hunting,  fishing,  and  photography. 
He  also  was  an  amateur  gunsmith. 

Dr.  Torbett  and  the  former  Mrs.  Dorthea  Nance  were 
married  in  Waco  on  October  30,  1943.  Surviving  are  his 
wife;  a son,  John  W.  Torbett,  III,  of  Dallas;  one  daughter, 
Karen  Lynne  Torbett  and  one  step-daughter,  Mrs.  Gail 
Nance  Moreman,  both  of  Beaumont;  and  his  mother,  Mrs. 
John  W.  Torbett,  Sr.,  of  Marlin. 


DR.  ROBERT  L.  HARRIS 

Dr.  Robert  Locke  Harris,  Odessa,  died  September  19, 
1959,  as  a result  of  coronary  thrombosis. 

He  had  received  his  preliminary  education  at  Allen 
Academy  at  Bryan,  San  Marcos  Academy  at  San  Marcos,  and 
Peacock  Military  Institute  at  San  Antonio.  He  was  born 
July  9,  1894,  at  Houston,  the  son  of  Dr.  Robert  Dudley 
Harris  and  the  former  Miss  Robbie  Pinckney. 

A 1920  graduate  of  Baylor  University  College  of  Medi- 
cine at  Dallas,  Dr.  Harris  interned  at  Baylor  Hospital  in 
Dallas  and  the  Fifth  Avenue  Hospital  in  New  York.  He 
practiced  in  Fulshear,  Richmond,  Houston,  and  Liberty, 
becoming  company  physician  for  Gulf  Oil  Corporation, 
with  headquarters  in  Houston  and  Fort  Worth.  He  held 
this  position  for  23  years.  He  had  practiced  in  Odessa  for 
the  i>ast  few  years.  Dr.  Harris  spent  3 years  in  Peru  as 
physician  for  a mining  company. 

Dr.  Harris’  medical  members  included  the  Andrews- 
Ector-Midland  Counties  Medical  Society,  the  Texas  Medical 
Association,  and  the  American  Medical  Association.  He  was 
a veteran  of  World  War  I and  belonged  to  the  Methodist 
Church. 

Surviving  are  his  wife,  the  former  Miss  Mazie  Pass  of 
Denton  (they  were  married  in  1941);  two  sons,  Robert 
Parks  Harris  and  Dr.  Lawrence  Dudley  Harris  of  Abilene; 
and  a brother,  Eugene  A.  Harris  of  Houston. 


DR.  DUNCAN  C.  McKEEVER 

Dr.  Duncan  Clark  McKeever,  Houston  orthopedic  sur- 
geon, was  killed  October  13,  1959,  when  he  was  run  into 
as  he  poured  gasoline  into  the  tank  of  his  stalled  car. 

A well  known  medical  leader  both  at  the  local  and  na- 
tional level.  Dr.  McKeever  was  born  September  13,  1905, 
at  Valley  Falls,  Kan.  His  parents  were  George  Vernon  and 
Elizabeth  (Duncan)  McKeever.  His  early  education  was 
received  in  Kansas  City  schools.  He  later  attended  the 
Kansas  City  Junior  College  and  the  University  of  Kansas 
at  Lawrence,  and  was  graduated  in  1929  from  the  Uni- 
versity of  Kansas  Medical  School  at  Kansas  City.  His  gradu- 
ation was  followed  by  an  internship  at  the  United  States 
Naval  Hospital  in  Brooklyn,  N.  Y.,  and  a 3 year  residency 
at  St.  Luke’s  Hospital,  Kansas  City.  He  ended  his  residency 


in  1935,  the  same  year  marrying  the  former  Miss  Dorothy 
Grant  of  Kansas  City,  and  opening  a practice  in  orthopedic 
surgery  in  the  same  city.  He  stayed  in  Kansas  City  until 
1939,  when  he  moved  to  Houston.  He  continued  with  his 
orthopedic  practice  and  at  the  time  of  his  death  was  chief 
of  orthopedics  at  Memorial  Hospital. 

Throughout  his  life.  Dr.  McKeever  was  interested  in 
different  aspects  of  automobile  safety.  He  was  a director  for 
25  years  of  the  Motor  League  of  South  Texas,  serving  also 
as  chairman  of  the  league’s  committee  on  safety  during  that 
time.  Dr.  McKeever  was  recognized  by  the  United  States 
Government  about  2 years  ago  for  having  personally  tested 
a safety  belt  which  is  now  being  used  commercially.  During 
these  tests,  both  Dr.  and  Mrs.  McKeever  were  injured,  Mrs. 
McKeever  more  severely  than  Dr.  McKeever.  Dr.  McKeever 
used  stickers  on  his  stationary  urging  safety  belt  use.  He 
and  his  family  always  used  them. 

Dr.  McKeever  went  into  active  military  duty  in  1940  in 
connection  with  the  Office  of  Procurement  at  Houston,  re- 
maining there  until  1942.  From  there  he  was  sent  to  Long 
Beach,  Calif.,  where  he  was  chief  of  orthopedics  at  the 
United  States  Naval  Hospital.  He  also  saw  duty  in  Hawaii 
and  in  the  Corpus  Christi  Naval  Hospital  and  was  dis- 
charged with  the  rank  of  captain  in  1945  from  the  Naval 
Hospital  at  Bethesda,  Md.,  where  he  had  been  a patient 
for  4 months. 

The  author  of  numerous  articles  dealing  with  orthopedics 
and  a diplomate  of  the  American  Board  of  Orthopedic 
Surgery,  Dr.  McKeever  was  president  of  the  American  Frac- 
ture Association  and  a past  president  of  the  Association  of 
Bone  and  Joint  Surgeons.  He  was  associate  editor  of  Clirt' 
teal  Orthopedics,  a fellow  of  the  American  College  of  Sur- 
geons, and  a member  of  the  Harris  County  Medical  Society, 
the  Texas  Medical  Association,  the  American  Medical  As- 
sociation, the  American  Academy  of  Orthopedic  Surgery, 
and  the  Clinical  Orthopedic  Society.  He  was  an  Elk,  was 
instrumental  in  the  organization  of  the  Texas  Elks  Crippled 
Children’s  Hospital  in  Gonzales  County,  where  he  was  chief 
surgeon,  and  was  an  amateur  radio  operator.  He  enjoyed 
hunting. 

Members  of  the  family  who  survive  include  his  wife; 
three  children.  Grant  Rexford,  Clark  Dickson,  and  John 
Duncan;  and  a sister,  Mrs.  Russell  O.  Settle  of  Springfield, 
Mo. 
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Rebirth  of  a Specialty 

Twenty-five  years  ago  it  was  still  acceptable  for  a physi- 
cian to  drop  out  of  general  praaice  for  18  months  and  then 
reestablish  himself  as  a specialist  in  eye,  ear,  nose,  and 
throat.  Of  course,  this  amount  of  training  was  inadequate, 
but  for  the  knowledge  of  the  specialty  of  that  period,  he 
could  do  acceptable  work  in  his  field.  In  the  passing  interval 
the  branches  of  otolaryngology  and  ophthalmology  have 
established  separate  and  individual  boards,  and  board  require- 
ments for  otolaryngology  are  now  4 years  including  1 year 
of  general  surgery. 

This  dynamic  development  occurred  during  the  time 
the  rest  of  the  profession  was  convinced  that  the  specialty 
was  doomed  by  antibiotics  and  chemotherapy.  The  wonder 
drugs  expanded  the  horizon  of  the  branches  of  medicine  and 
particularly  otolaryngology.  Better  tools  have  been  developed 
for  anesthesia  as  well  as  ready  supply  of  blood  replacement. 
Gone  were  otitic  meningitis,  brain  abscesses,  and  osteomye- 
litis of  the  frontal  bone,  but  quickly  taking  their  place  were 
pharyngeaomies,  wide  field  laryngectomies,  and  neck  dis- 
section for  cancer  of  the  head  and  neck  which  previously 
had  been  doomed  to  palliation  with  irradiation  therapy.  De- 
scribed in  this  Journal  recently  by  Dr.  W.  P.  Anthony,* 
reconstructive  middle  ear  surgery  has  provided  hearing  im- 
provements in  conditions  previously  considered  irreversible. 
The  boy  who  had  no  ear  drum  now  has  good  serviceable 
hearing  and  can  participate  in  water  sports  since  he  has  had 
his  drum  replaced  by  a tympanoplasty.  The  young  woman 
with  otosclerosis  will  not  have  a therapeutic  abortion  be- 

* Anthony,  W.  P.:  Renaissance  in  Otology,  Texas  J.  Med.  55:255-257 
(April)  1959. 
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cause  her  stapes  may  now  be  mobilized  and 
hearing  again  restored  to  normal.  With  devel- 
opment of  the  surgical  approach  to  rhinologic 
problems  on  an  enlightened  basis,  reconstruc- 
tion of  the  external  nasal  pyramid  has  added  to 
the  correction  of  nasal  obstruaion  due  to 
traiuna  with  cosmetic  improvement  as  an  added 
dividend.  The  specialty  is  even  tending  to  sub- 
specialize into  otology,  rhinology,  and  laryngol- 
ogy according  to  the  preferences  of  the  indi- 
vidual since  it  is  difficult  to  be  equally  adept 
at  rehabilitation  of  the  deaf  and  at  radical  head 
and  neck  surgery. 

In  the  meantime  the  trend  in  undergraduate 
teaching  has  deemphasized  the  surgical  special- 
ties to  the  point  where  the  student  may  actually 
have  only  6 hours  of  lectures  to  cover  the  ex- 
tensive field  of  otolaryngology.  In  the  winter 
months  the  patient  load  of  the  general  practi- 
tioner and  the  pediatrician  may  be  as  high  as 
50  per  cent  for  upper  respiratory  complaints. 
They  must  rely  on  the  erroneous  impression 
that  a working  knowledge  of  antibiotic  therapy 
eliminates  the  necessity  for  special  training  in 
this  field.  The  present  day  teaching  in  some 
institutions  discourages  or  even  forbids  myring- 
otomy in  acute  otitis  media  since  there  is  no 
opportunity  to  associate  an  irreversible  conduc- 
tive deafness  with  past  history  of  ear  infections. 
The  vocabulary  has  been  reduced  to  the  point 
where  the  word  "sinus”  covers  all  ailments  of 
the  nose  and  "fungus”  all  sore  ears.  Of  equal 
importance,  the  otologist  continues  to  pick  up 
the  perceptive  deafness  due  to  the  indiscrimi- 
nate use  of  ototoxic  drugs  such  as  streptomycin, 
dihydrostreptomycin,  kanamycin,  and  neomycin. 
It  is  evident  then  that  more  time  must  be 
allotted  to  undergraduate  as  well  as  postgradu- 
ate teaching. 

The  predictable  effect  of  the  prophecies  of 
doom  was  the  swing  of  the  pendulum  to  the 
extreme  negative  side  for  the  younger  men  en- 
tering the  specialty,  but  the  swing  back  has 
been  noticeable  for  the  past  2 years.  Trainees 
are  not  motivated  by  prospects  of  a life  of 
ease  but  by  the  desire  to  occupy  an  important 
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niche  in  the  praaice  of  medicine.  The  demand 
for  otolaryngologists  in  all  parts  of  the  country 
far  exceeds  the  supply.  Income  guarantees  in 
some  instances  are  fantastic.  The  young  man 
may  hang  his  shingle  almost  anywhere  and 
soon  have  more  work  than  his  time  permits. 

— Claude  D.  Winborn,  M.D.,  Chairman, 
Division  of  Otolaryngology, 

University  of  Texas 

Southwestern  Medical  School,  Dallas. 

New  Dues,  Better  Service 

Checks  to  cover  dues  for  the  Texas  Medical 
Association  for  I960  will  bear  a new  set  of 
figures  from  what  has  been  customary  for  a 
decade.  It  will  save  confusion  and  delay  if  each 
physician  will  keep  in  mind  that  state  dues  as 
of  January  1,  I960,  total  $45  instead  of  $50. 
Dues  for  emeritus,  honorary,  inactive,  resident, 
intern,  and  military  memberships  remain  the 
same  as  before. 

In  1948,  existing  dues  of  $35  per  year  were 
increased  $15  to  take  care  of  payments  on  a 
new  headquarters  building.  The  mortgage 
agreement  called  for  payments  on  the  building 
to  run  to  July,  1962.  However,  it  has  been 
possible  to  complete  such  payments  in  1959- 
According  to  the  provisions  of  the  By-Law 
amendment  adopted  in  1948,  the  $15  building 
fund  assessment  was  to  be  withdrawn  when  the 
building  was  clear  of  debt.  In  calling  attention 
to  the  anticipated  end  to  building  payments, 
the  Board  of  Trustees  in  April,  1959,  reminded 
that  taxes  on  the  building  amount  to  $14,700 
per  year,  maintenance  and  operating  costs  to 
$15,000;  that  occasional  remodeling  is  neces- 
sary to  bring  the  building  facilities  in  line  with 
growing  and  changing  services;  and  that  the 
margin  in  operating  funds  in  1958  was  only 
$2,800  with  a number  of  meritorious  requests 
from  Association  committees  having  to  be  de- 
nied because  of  lack  of  adequate  funds  to  per- 
mit additional  projects.  As  a consequence,  the 
House  of  Delegates  voted  amendments  provid- 
ing for  an  end  to  the  $15  building  fund  assess- 
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merit  effeaive  January  1,  I960,  but  for  an 
increase  in  basic  dues  from  $35  to  $45. 

Texas  Medical  Association  dues  are  in  the 
middle  range  among  state  medical  societies  ac- 
cording to  surveys  reported  by  Medical  Eco- 
nomics and  elsewhere.  State  dues  range  from  a 
high  of  $140  in  Utah  and  $100  in  Nevada  to 
$7  in  Maryland  and  $25  in  Ohio,  South  Caro- 
lina, Tennessee,  Virginia,  West  Virginia,  and 
Wyoming.  Twenty-one  state  medical  societies 
are  known  to  have  increased  their  dues  in  the 
past  3 years,  and  Texas  is  the  only  state  known 
to  have  reduced  total  dues  in  recent  years. 

Where  does  the  money  go?  The  Board  of 
Trustees,  in  explaining  the  financial  status  of 
the  Texas  Medical  Association  to  the  House  of 
Delegates  last  spring,  named  the  Texas  State 
Journal  of  Medicine,  the  Memorial  Library,  and 
the  annual  session  as  the  three  services  heading 
the  list  of  expenditures  from  operating  funds. 
The  Journal  now  costs  approximately  $100,000 
annually.  Printing  and  mailing  costs  alone  run 
about  $67,000,  whereas  in  1948  they  totalled 
only  $32,000.  The  Library,  which  has  had  a 
sixfold  increase  in  reference  requests  from 
physicians  during  the  past  10  years,  receives 
about  $38,000  in  the  annual  budget.  The  an- 
nual session,  which  cost  the  Association  a net 
of  only  $11,700  in  1954,  now  costs  about  $30,- 
000 — but  it  attracts  a larger  attendance.  Other 
big  expenditures  which  the  Trustees  considered 
worth  the  money  are  the  field  program  which 
brings  state  officials  and  staff  members  to  the 
county  societies  for  an  exchange  of  views  and 
information  (a  $20,000  annual  expense)  and 
the  Woman’s  Auxiliary  (supported  by  about 
$18,000  from  Association  funds  each  year). 

The  expanding  program  of  services  of  the 
Texas  Medical  Association  in  recent  years  has 
been  made  possible  without  a dues  increase,  the 
Trustees  said,  because  Journal  advertising  reve- 
nue has  doubled  in  5 years,  income  from  rental 
of  annual  session  exhibit  space  has  doubled, 
membership  has  increased  steadily  and  thus 
added  to  income  from  dues,  and  economy  in 
management  has  been  exercised.  It  was  noted. 


however,  that  one-third  of  operating  expenses 
have  come  from  sources  other  than  dues. 

Texas  physicians  have  an  active,  up-to-date 
organization  which  attempts  to  keep  abreast  of 
new  needs  and  new  techniques  while  not  dis- 
carding or  minimizing  tried  and  true  projects 
and  methods.  Informal  observation  of  the 
operation  of  state  medical  societies  elsewhere 
suggests  that  the  Texas  Medical  Association  is 
no  laggard  in  its  field  and  that  members  get 
value  received  for  their  dues. 

The  Trustees  report  financial  affairs  of  the 
Association  to  be  in  sound  condition.  By  free- 
ing some  of  the  building  funds  for  other  ex- 
penses, an  even  better  program  in  the  immedi- 
ate future  can  be  anticipated. 

Action  on  the  Way 

The  first  issue  of  Texas  Medical  Association 
Action,  a four  page  newsletter  emphasizing 
current  items  of  special  interest  to  members  of 
the  Association,  will  be  mailed  to  the  entire 
membership  by  January  1. 

Authorized  by  the  Board  of  Trustees  and 
approved  by  the  House  of  Delegates  for  a year’s 
trial,  TMA  Action  will  be  issued  three  or  four 
times  during  the  year  when  information  needs 
to  be  provided  rapidly  and  in  readily  assimila- 
ble form.  It  will  supplement  the  Texas  State 
Journal  of  Medicine  and  substitute  in  some 
measure  for  the  numerous  individual  special 
mailings  which  have  been  used  in  the  past  to 
disseminate  material  on  Association  confer- 
ences, legislation  of  interest,  and  committee 
projects. 

In  a study  conducted  by  the  Medical  Society 
Executives  Association  respondents  favored  the 
newsletter  as  the  medium  of  communication 
most  effective  in  reaching  organization  mem- 
bers. 

The  new  newsletter  will  add  a personal,  in- 
formal, comparatively  inexpensive  method  of 
communication  to  the  mediums  already  in  use 
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to  help  keep  Texas  physicians  informed.  Effec- 
tive methods  already  in  use  include  three 
meetings  annually  (annual  session,  conference 
for  county  society  officials,  and  conference  on 
public  relations),  orientation  program  for  new 
and  transfer  members,  a visitation  program 
(talks  before  county  societies),  brochures  and 
pamphlets,  exhibits  (five  exhibits  are  now 
available  on  Association  services  and  projects), 
special  letters  of  welcome  to  new  members,  and 
the  Journal. 

Despite  repeated  and  various  efforts  to  in- 
sure a well  informed,  active  membership,  some 
physicians  remain  almost  totally  unaware  of 
the  Texas  Medical  Association’s  programs  and 
services.  Others,  though  perhaps  fairly  well  in- 
formed, are  inclined  to  lose  interest  and  forget 
their  share  in  the  organization  if  they  are  not 
reminded. 

It  is  hoped  that  TMA  Action  will  prove  a 
welcome  addition  on  the  doctor’s  desk.  Com- 
ments and  suggestions  about  it  will  be  welcome. 

"k  Current  Editorial  Comment 

Texas  Physicians  and 
Traffic  Accidents 

In  the  past  10  years  our  population  has  increased 
steadily,  and  so  has  the  volume  of  automobile  traffic 
on  our  highways.  Yet  the  number  of  deaths  from 
traffic  accidents  has  remained  fairly  constant  from 
year  to  year. 

This  suggests  that  society  has  developed  some  re- 
sistance to  traffic  hazards  and  that  we  may  see  even 
more  resistance,  if  we  try  harder.  Try  harder  we 
must,  as  still  nearly  40,000  people  die  yearly  in  this 
country  from  automobile  accidents,  many  more  than 
die  from  any  of  the  major  infectious  diseases.  Fur- 
thermore, except  for  the  very  few  accidents  due  to 
massive  coronary  occlusion,  brain  hemorrhage,  a 
major  structural  breakdown  in  the  car,  a landslide,  or 
an  earthquake,  all  traffic  accidents  are  preventable. 

Guest  editorials  and  current  editorial  comments  are  so- 
licited from  members  of  the  Texas  Medical  Association 
arsd  others  closely  related  to  the  medical  profession  of 
Texas.  Top/ics  should  he  of  general  interest  and  may  per- 
tain to  scientific,  organizational,  socioeconomic,  or  philo- 
sophical subjects  in  the  medical  and  health  field.  Manu- 
scripts should  be  from.  300  to  750  words  in  length. 


Physicians  have  always  been  active  in  public 
health  education  and  legislation.  The  doctors  of  this 
country  realize  they  should  use  their  skill,  judgment, 
and  prestige  in  the  fight  for  traffic  safety.  The  im- 
mediate past  president  of  the  Texas  Medical  Associ- 
ation, Dr.  Howard  O.  Smith,  initiated  a Committee 
on  Transportation  Safety  to  do  such  work  in  Texas. 

When  we  think  about  doctors  and  traffic  accidents, 
we  think  first  of  the  immediate  care  of  the  injured. 
We  can  care  for  them  expertly  only  if  we  keep 
learning  and  relearning  about  the  medical  and  surgi- 
cal aspects  of  trauma.  Therefore,  postgraduate  educa- 
tion will  be  an  important  part  of  this  committee’s 
work. 

We  should  review  the  ambulance  facilities  in  our 
cities.  We  should  make  sure  that  ambulance  drivers 
are  trained  in  first  aid  and  that  the  emergency  serv- 
ices in  our  hospitals  are  adequate.  This  means  more 
than  the  physical  layout  of  the  emergency  room. 
Rural  hospitals  without  residents  or  interns  must 
have  a physician  available  always.  They  need  a staff- 
sponsored  emergency  call  system.  Failure  to  get  a 
doctor  quickly  for  an  accident  victim  sometimes  will 
harm  the  patient;  it  always  will  damage  the  standing 
of  the  medical  profession  in  the  eyes  of  the  public. 

To  make  sure  an  accident  victim  can  get  a doctor 
quickly  is  not  enough.  We  must  be  ready  to  cope 
with  accidents  with  many  casualties.  They  are  not 
rare  in  rural  areas  where  workers  travel  to  and  from 
the  fields  by  the  truckload. 

The  care  of  the  acutely  injured  is  the  surgeon’s 
job;  accident  prevention  lies  largely  in  the  field  of 
medicine.  Endocrinological,  neurological,  cardiovas- 
cular, neuropsychiatric,  ophthalmological,  orthopedic, 
and  other  disorders  may  make  it  unsafe  for  a patient 
to  drive,  either  permanently  or  temporarily.  Some 
diseases  can  be  controlled  so  well  that  a patient  may 
drive  while  under  treatment.  Many  drugs  interfere 
with  safe  driving.  Recent  papers  cover  the  medical 
aspects  of  traffic  accident  prevention  well,  and  all 
doctors  should  read  them  carefully  and  retain  them 
for  reference.^’  ^ Most  patients  will  obey  if  their 
physician  tells  them  not  to  drive,  or  to  drive  only 
under  certain  conditions.  A restriction  of  driving 
cuts  deeply  into  a person’s  life,  however,  and  many 
a patient  will  be  so  unhappy  about  it  that  his  emo- 
tions will  warp  his  judgment;  he  will  "know  better” 
than  his  doctor  and  he  will  drive,  against  medical 
advice. 

When  officers  of  the  Drivers  License  Division  think 
that  a person  cannot  drive  safely  because  of  a physi- 
cal or  mental  impairment,  they  turn  to  a physician. 
Often  the  doctor  may  fear  that  he  will  hurt  his  re- 
lationship with  the  patient  if  he  instructs  the  officers 
not  to  give  him  a license.  He  might  want  to  leave 
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this  decision  to  a colleague  less  close  to  the  patient, 
and  in  areas  where  this  occurs  often,  county  medical 
societies  might  appoint  a board  of  qualified  physi- 
cians to  take  this  responsibility  from  the  shoulders 
of  the  family  physician. 

All  other  traffic  safety  work  falls  under  four  head- 
ings: enactment,  enforcement,  education,  and  engi- 
neering. Not  one  of  these  is  a purely  medical  prob- 
lem, yet  we  have  an  interest  in  all  of  them. 

Many  people  have  worked  for  years  to  increase 
traffic  safety.  In  Texas,  the  Texas  Safety  Association, 
cooperating  with  state  and  other  public  agencies,  has 
led  the  fight.  We  doctors  will  do  well  to  join  hands 
with  those  who  have  worked  in  this  field  for  a long 
time. 

The  following  are  some  of  the  areas  where  we 
need  new  laws. 

1.  Driving  while  under  the  influence  of  alcohol 
is  one  of  the  most  important  causes  of  accidents. 
Heavy  fines  will  deter  people  from  driving  while 
intoxicated.  In  order  to  fine,  the  courts  need  evidence, 
and  a crucial  piece  of  evidence  is  the  alcohol  contents 
of  the  blood.  We  need  a law  establishing  the  legal 
standing  of  blood  alcohol  determinations,  and  we 
need  a law  stating  that  anyone  who  accepts  a license 
automatically  agrees  to  undergo  an  alcohol  test  any 
time  an  officer  requests  it  and  that  he  forfeits  his 
license  if  he  refuses  to  take  the  test;  several  states 
already  have  such  an  "implied  consent  law.” 

2.  We  need  better  drivers’  licensing  laws.  Under 
the  present  law  applicants  for  a driver’s  license  are 
examined  only  the  first  time  they  apply;  thereafter, 
licenses  are  renewed  every  2 years  without  examina- 
tion. Only  persons  who  have  accumulated  violations 
and  persons  reported  for  verifiable  incapacitation 
have  to  undergo  another  examination.  Most  people 
licensed  before  1940  never  underwent  an  examina- 
tion, and  they,  too,  get  a new  license  every  2 years, 
without  examination.  Visual  acuity  deteriorates  with 
age;  so  do  alertness,  judgment,  and  other  mental  and 
physical  prerequisites  for  safe  driving.  Age  brings 
degenerative  changes  which  predispose  to  sudden  ill- 
ness. Thus,  drivers’  licensing  would  be  a much  more 
effective  safety  measure  than  it  is  now  if  drivers, 
especially  the  elderly,  were  reexamined  at  regular 
intervals.  If  the  examiner  finds  serious  deficiencies, 
he  should  withhold  the  license  and  ask  that  a physi- 
cian evaluate  the  applicant. 

3.  We  need  traffic  courts  especially  equipped  to 
handle  traffic  cases  speedily  and  fairly,  staffed  by 
judges  with  legal  training.  At  the  present  time,  minor 
violations  are  handled  by  justices  of  the  peace  and 
by  corporation  court  judges,  many  of  whom  have  no 
legal  training. 


4.  Often  we  cannot  tell  from  examination  results 
alone  whether  we  can  trust  a person  to  do  a responsi- 
ble job  safely  and  well.  We  need  proof  of  formal 
training  to  evaluate  his  capabilities.  The  most  prac- 
tical way  to  make  sure  our  young  people  receive 
formal  drivers’  education  is  to  teach  driving  in 
school.  We  need  universal  tax-supported  drivers’ 
education  in  all  public  schools. 

Why  do  we  have  to  fight  for  these  steps?  Because 
people  resent  regulation;  they  dislike  courts  and  fines, 
and  they  refuse  to  see  that  stricter  laws  would  bene- 
fit them;  also,  because  all  of  this  will  cost  money, 
and  nobody  enjoys  paying  taxes.  Yet,  there  is  no 
price  for  lives  and  suffering.  We  must  take  these 
steps  if  we  want  to  reduce  the  danger  of  travelling 
in  automobiles. 

"Engineering’  applies  to  highways  and  to  auto- 
mobiles. We  have,  by  and  large,  better  highways  in 
Texas  than  in  most  other  states. 

Until  Congress  makes  laws  to  make  cars  safer  we 
will  have  to  rely  on  the  buying  public  to  demand 
new  safety  feamres.  There  is  overwhelming  evidence 
that  many,  many  injuries  due  to  automobile  crashes 
could  be  mitigated  were  cars  designed  for  greater 
safety.  They  should  have  seat  belts,  padded  dash- 
boards, safety  locks  on  doors,  energy  absorbing  front 
ends,  and  safety  steering  wheels.  Of  all  these  features, 
one  stands  out,  because  everybody  can  equip  his  car 
with  it  easily  and  at  little  cost,  and  that  is  the  seat 
belt.  Its  general  use  would  greatly  reduce  the  death 
rate  on  the  highway  and  the  severity  of  nonfatal 
injuries.  Nothing  will  convince  the  public  but  con- 
stant reiteration:  Equip  your  cars  with  seat  belts  for 
all  occupants,  and  train  yourself  and  your  passengers 
to  use  them  always. 

People  have  come  to  accept  traffic  injuries  and 
deaths  as  an  inevitable  by-product  of  modern  living. 
We  must  fight  this  attimde  and  take  action  so  that 
some  will  live  who  now  are  doomed  to  die  on  the 
road. 

I thank  the  members  of  the  Committee  on  Transportation 
Safety  of  Texas  Medical  Association  who  helped  me  prepare 
this  article  by  criticisms  and  suggestions,  and  especially 
Col.  Homer  Garrison,  Jr.,  director,  Texas  Department  of 
Public  Safety,  for  numerous  valuable  criticisms. 
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A CHALLENGE 

December  is  the  time  to  take  inventory  of  your 
county  medical  society.  Only  then  can  each  doctor 
be  listed  as  a contributor  or  a parasite.  Such  an  in- 
ventory can  be  a valuable  tool  if  the  old  and  new 
administrations  will  work  together.  Once  the  weak 
links  are  discovered,  corrective  action  can  be  taken. 

A president  is  enthusiastic  as  he  starts  his  year. 

Too  often,  he  becomes  disillusioned.  The  fault  is 
usually  shared  between  the  president  and  the  society. 

The  president  is  at  fault  when  he  appoints  committees  carelessly.  Each 
committee  chairman  should  be  the  best  man  for  that  particular  job. 
The  president  should  confer  with  the  prospective  chairman,  explain 
what  is  expected,  and  learn  if  he  is  willing  to  do  the  job.  Should  a 
committee  become  inactive,  changes  should  be  made  without  thought 
of  personal  feelings.  The  men  have  been  appointed  to  do  a job  for 
medicine,  not  for  the  president  personally. 

Members  are  at  fault  when  attendance  falls  and  when  they  adopt 
a "let  George  do  it”  attitude.  We  all  have  heard  doctors  say,  "I  don’t 
want  any  office.  Let  the  politicians  run  the  society.  I’ll  just  practice 
medicine.”  That  is  the  parasite  speaking.  He  means  that  he  wants 
others  to  devote  their  time  to  good  society  management  and  to  good 
health  programs  while  he  enjoys  the  benefits  of  their  good  work  in  a 
completely  selfish  manner. 

People  regard  the  TMA  in  the  same  light  as  their  county  medical 
society.  In  your  locale,  you  are  the  TMA.  Criticism  of  medicine  is 
acmally  criticism  of  the  county  society. 

Our  local  societies  have  excellent  leadership  and  able  members. 
Much  can  be  accomplished  if  the  desire  is  present.  The  year  1959  has 
been  good.  Let’s  make  I960  even  better.  You  have  the  challenge — 
what  you  do  with  it  is  strictly  up  to  you. 


Dr.  Yeager 
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The  Heart  in 
Congestive  Failure 

RICHARD  J.  BING,  M.D. 

Detroit,  Michigan 

The  different  symposiums  on  congestive 
heart  failure  published  in  the  literamre  have 
supplied  the  physician  with  a plethora  of  definitions 
for  this  condition.  We  find  here  minus  decompensa- 
tion, specific  dynamic  myocardial  insufficiency; 
there  are  divisions  of  cardiac  insufficiency  with  re- 
spect to  hemodynamic  and  energetico-dynamic  fac- 
tors. In  addition,  the  variety  of  clinical  and  experi- 
mental approaches  to  this  problem  testifies  as  to 
its  complexity.  Much  has  been  written  about  the 
relation  between  filling  pressure  and  ventricular 
work  in  the  isolated  heart.  Metabolic  studies  have 
been  performed  on  the  whole  organism  in  the  hope 
that  they  may  reflect  on  the  metabolic  dismrbances 
in  the  myocardium.  The  redistribution  of  blood 
volume  in  cardiovascular  failure  and  the  relation  of 
lowered  oxygen  tension  within  the  heart  muscle 
fibrils  to  disturbed  myocardial  contractility  have 
been  studied.  In  addition,  much  work  has  been  per- 
formed in  the  observation  of  the  circulatory  dynamics 
of  left  and  right  heart  failure.  Out  of  all  this  has 
come  a multiplicity  of  opinions  which  leaves  only 
one  definite  conclusion:  that  heart  failure  is  a pro- 
tean condition  with  so  many  facets  that  it  may  well 
defy  the  establishment  of  a common  denominator. 

Congestive  heart  failure  may  be  most  simply  de- 
fined as  a dismrbance  in  the  dynamics  of  cardiac 
action  leading  to  deficient  emptying  of  the  heart. 
The  question  arises,  however,  as  to  the  causes  which 
lead  to  increased  residual  volume  of  the  heart,  and 
to  a relative  diminution  in  the  amount  of  blood 
expelled.  One  may  search  for  an  answer  by  smdying 
the  possible  alterations  in  the  metabolic  functions 
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of  the  heart  muscle.  Such  an  investigation  is  based 
on  the  assumption  that  heart  failure  is  connected 
with  alterations  in  the  heart  muscle,  regardless  of 
whether  these  are  primary  or  follow  changes  in 
internal  environment  caused  by  disturbances  else- 
where in  the  organism.  In  all  likelihood,  the  role 
of  the  myocardium  in  congestive  failure  has  many 
facets,  just  as  the  clinical  and  dynamic  feamres 
of  heart  failure  vary  with  the  type  of  disorder  and 
the  mode  of  experimental  production.  However,  in 
general,  myocardial  failure  occurs  either  acutely  or 
chronically;  the  former  is  usually  observed  experi- 
mentally in  the  heart-lung  preparation,  while  the 
latter  is  seen  in  clinical  congestive  failure.  This  dis- 
cussion will  deal  with  these  two  types  of  failure  and 
each  group  will  be  examined  for  evidence  of  dis- 
turbances in  cardiac  metabolism  in  order  to  clarify 
the  role  of  the  myocardium  in  the  production  of 
congestive  failure. 

Metabolism  comprises  only  the  chemical  changes 
in  the  living  cell  by  which  energy  is  provided  for 
vital  processes  and  activities.  Thus,  metabolism  in- 
cludes only  the  production  of  energy.  A discussion 
of  the  disturbances  in  heart  muscle  also  should 
include  processes  of  energy  utilization  because  it  is 
here  that  the  changes  leading  to  myocardial  failure 
may  be  found.  Disturbances  in  energy  production 
may  be  deteaed  by  an  examination  of  the  balance  of 
substrates  across  the  heart  muscle  or  by  a search  for 
defective  action  of  individual  enzymes  in  heart 
muscle.  The  investigation  of  energy  utilization,  on 
the  other  hand,  can  be  carried  out  by  a study  of 
the  contractile  proteins  of  heart  muscle.  This  can 
be  accomplished  on  models  of  contraaile  proteins 
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such  as  actomyosin  threads  or  bands  or  by  a de- 
termination of  the  physical-chemical  properties  of 
actomyosin.  Finally,  the  possibility  must  be  kept  in 
mind  that  the  link  b^jveen  energy  production  and 
utilization  can  be  broken  and  that  as  a consequence 
energy  derived  from  the  intermediary  metabolism 
cannot  be  utilized  in  effective  muscular  contraction. 
Such  a situation  could  exist  if  there  is  a diminution 
in  the  formation  of  high  energy  phosphate,  or  if 
there  is  defective  exchange  of  high  energy  phosphate 
into  excitational  energy.  An  investigation  of  these 
mechanisms  is  difficult  in  a living  structure  because 
of  the  multiplicity  of  the  various  bonds  through 
which  energy  is  shunted  from  substrate  to  substrate 
and  because  the  transformation  of  potential  into 
mechanical  energy  may  be  understood  only  on  the 
basis  of  quantum  mechanics,  which  only  recently  has 
been  applied  in  the  understanding  of  biological 
energy  transformation. 

ACUTE  MYOCARDIAL  FAILURE 

Acute  myocardial  failure  can  be  produced  experi- 
mentally in  the  heart-lung  preparation;  heart  failure 
usually  occurs  spontaneously  2 to  4 hours  after  the 
heart  and  lungs  have  been  separated  from  the  rest 
of  the  organism.  Many  ideas  have  been  proposed  to 
explain  this  specific  failure  of  the  isolated  heart,  but 
there  have  been  no  definite  conclusions.  Heart  fail- 
ure which  one  sees  in  the  isolated  heart  has  some 
mechanical  features  in  common  with  chronic  heart 
failure  as  it  occurs  in  patients  with  congestive  heart 
failure.  In  both  instances  there  is  an  increase  in  the 
enddiastolic  pressure,  dilatation  of  the  heart,  and 
diminution  of  the  stroke  volume.  However,  there  are 
notable  differences.  In  the  first  place,  the  element 
of  hypertrophy  is  missing.  Secondly,  the  oxygen  con- 
sumption of  the  isolated  heart  is  diminished,  while 
that  of  the  failing  heart  in  situ  remains  normal.  The 
main  difference  between  the  acutely  failing  heart  in 
vitro  and  the  heart  in  patients  with  congestive  heart 
failure  lies  in  the  fact  that  in  the  former  both  cardiac 
work  and  oxygen  consumption  are  diminished^;While 
in  the  latter  the  myocardial  oxygen  consumption 
remains  normal. 

What  is  the  cause  for  the  spontaneous  heart  fail- 
ure occurring  in  the  heart-lung  preparation?  Several 
possibilities  exist.  The  first  is  that  it  is  the  result 
of  alterations  of  the  contractile  proteins  of  the  heart. 
Such  studies  have  been  performed  on  the  heart 
muscle  of  individuals  who  succumbed  to  congestive 
heart  failure  and  on  isolated  hearts  with  spontaneous 
failure.  There  is  a diminution  in  the  contractility 
of  actomyosin  obtained  from  failing  human  hearts; 


however,  the  contractility  of  actomyosin  prepared 
from  hearts  failing  in  the  heart-lung  preparation 
remained  unimpaired. 

Therefore,  it  is  likely  that  the  mechanism  of  spon- 
taneous failure  cannot  lie  in  organs  of  energy  utliza- 
tion,  but  must  be  sought  in  mechanisms  connected 
with  energy  production.  Since  the  utilization^  of 
substrates  by  the  isolated  failing  heart  remains  nor- 
mal, one  must  look  for  dismrbances  not  connected 
with  the  extraction  of  substrates  or  the  utilization 
of  metabolites.  A clue  on  the  possible  mechanism 
of  spontaneous  failure  may  be  sought  in  the  work 
of  Rein,  who  showed  that  the  inclusion  of  liver  and 
spleen  in  the  perfusion  circuit  of  a heart-lung  prepa- 
ration increased  myocardial  efficiency.  It  is  not  clear 
from  his  smdies  whether  the  spleen  actually  releases 
a substance  which  is  transformed  by  the  liver  into 
the  active  principle.  However,  it  could  be  established 
here,  confirrriing  the  work  of  others,  that  the  inclu- 
sion of  either  liver  or  spleen  increases  the  myocardial 
efficiency  slightly,  primarily  by  a diminution  in  the 
oxygen  consumption  of  the  heart.  Cardiac  work  is 
not  altered. 

The  question  arose  as  to  the  nature  of  the  active 
principle  or  principles  in  these  organs.  The  likeli- 
hood existed  that  spontaneous  myocardial  failure  in 
the  heart-lung  preparation  results  from  lack  of  a 
catecholamine  in  either  heart  muscle  or  the  perfusion 
fluid;  the  rise  in  myocardial  efficiency  resulting  from 
the  inclusion  of  liver  and  spleen  in  the  perfusion 
circuit  might  then  be  the  consequence  of  partial 
restoration  of  the  depleted  supply  of  these  substances 
by  these  organs.  In  dealing  with  this  problem,  the 
question  arises  first,  which  of  the  catecholamines  is 
the  most  likely  to  exert  these  actions?  The  answer 
lies  in  the  relative  distribution  of  the  three  likely 
catecholamines,  dopamine,  noradrenalin,  and  adrena- 
lin. It  is  known  that  the  spleen  contains  large 
amounts  of  noradrenalin  because  of  its  large  supply 
of  sympathetic  nerve  endings.  There  has  never  been 
any  evidence  for  the  assumption  that  noradrenalin  is 
located  outside  the  nervous  tissue  itself,  nor  is  it 
likely  that  noradrenalin  present  in  the  nerve  trunk 
itself  is  released  under  physiologic  conditions.  How- 
ever, noradrenalin  at  the  nerve  endings  functions  as 
a chemical  transmitter.  There  are  considerable 
amounts  of  noradrenalin  present  in  spleen,  heart, 
ciliary  bodies,  and  liver.  The  noradrenalin  concen- 
tration in  the  lung  is  relatively  low.  The  concentra- 
tion of  noradrenalin  in  these  organs  appears  to  be 
related  to  their  adrenergic  nerve  supply.  Direct  de- 
terminations have  shown  that  arteries  and  veins 
contain  large  quantities  of  noradrenalin.  Moreover, 
the  amounts  found  in  various  layers  of  the  vascular 
wall  bear  a clear  relationship  to  the  vasomotor 
supply.  Veins  also  contain  considerable  amounts  of 
noradrenalin,  illustrating  the  importance  of  veno- 
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motor  nerves.  The  coronary  vessels  are  particularly 
rich  in  noradrenalin. 

In  order  to  prove  that  lack  of  noradrenalin  is  re- 
sponsible for  the  spontaneous  failure  of  the  isolated 
heart,  and  that  addition  of  this  catecholamine  by  the 
spleen  and/or  the  liver  partially  counteraas  this  con- 
dition, it  is  necessary  to  answer  three  questions.  ( 1 ) 
Does  noradrenalin  reproduce  the  effects  of  liver  and 
spleen  on  the  isolated  heart?  Does  it  raise  cardiac 
efficiency  by  lowering  myocardial  oxygen  consump- 
tion without  raising  cardiac  work?  ( 2 ) Are  the 
catecholamines  of  the  spontaneously  failing  heart 
or  the  perfusion  fluid  of  these  hearts  depleted?  (3) 
E>oes  the  addition  of  liver  and  spleen  restore  the 
concentration  of  noradrenalin  in  the  heart  or  the 
perfusion  fluid?  It  is  known  that  the  infusion  of 
relatively  large  amounts  of  catecholamines  diminishes 
the  efficiency  of  the  isolated  heart;  when  catechola- 
mines are  infused  at  any  fixed  cardiac  output,  cardi- 
ac oxygen  consumption  rises  in  association  -with - 
increases  in  blood  pressure  and  heart  rate,  while  the 
external  mechanical  efficiency  of  the  heart  declines. 
The  fall  in  the  percentage  of  oxygen  extracted  by 
the  heart  and  the  ratio  of  cardiac  oxygen  consump- 
tion to  oxygen  availability  and  the  rise  in  coronary 
venous  oxygen  are  all  attributable  to  the  direct  action 
of  the  catecholamines  on  the  coronary  vessels. 

However,  the  simation  is  quite  different  when 
very  small  amounts  of  noradrenalin  or  dopamine  are 
used  in  these  preparations.  This  results  in  an  increase 
in  the  myocardial  efficiency,  because  the  oxygen  con- 
sumption of  the  heart  diminishes  while  cardiac  work 
is  not  altered.  This  confirms  previous  studies  of 
Krayer. 

Is  the  heart  muscle  or  the  perfusion  fluid  in  the 
heart-lung  preparation  depleted  of  noradrenalin?  It 
has  been  mentioned  previously  that  the  heart  con- 
tains appreciable  quantities  of  noradrenalin.  Experi- 
ments were  performed  in  which  the  noradrenalin 
content  of  hearts  rapidly  removed  from  the  animal 
was  compared  to  that  of  the  heart  maintained  in  the 
heart-lung  preparation  for  at  least  1 hour.  There  is 
no  appreciable  difference  between  the  two  prepara- 
tions. This  finding  illustrates  that  the  presence  of 
noradrenalin  in  the  isolated  heart  does  not  prevent 
the  development  of  spontaneous  failure.  This  be- 
comes particularly  clear  when  the  concentration  of 
noradrenalin  in  heart  muscle  is  increased  by  the 
addition  of  dopa  to  the  perfusion  fluid.  It  already  has 
been  shown  by  Euler  that  infusion  of  dopa  into 
animals  leads  to  considerable  increase  in  the  concen- 
tration of  noradrenalin  of  the  heart  as  well  as  that 
of  other  organs.  Even  after  the  positive  inotropic 
effect  of  the  conversion  products  of  dopa  ( dopamine, 
noradrenalin,  and  adrenalin)  has  disappeared  and  the 
performance  curve  of  the  heart  again  shows  the 


presence  of  failure,  the  concentration  of  noradrenalin 
in  heart  muscle  remains  elevated.  Apparently  "stored 
noradrenalin”  does  not  affect  myocardial  contractil- 
ity; similar  to  acetylcholine,  it  may  be  inactivated  by 
special  binding  to  proteins  and  only  the  nerve  im- 
pulse can  establish  the  link  between  the  amine  and 
the  effector  organ.  Recent  information  indicates  that 
the  catecholamine  content  in  the  perfusion  fluid  of 
a heart-lung  preparation  is  diminished.  One  may  con- 
clude therefore  that  the  spontaneous  failure  of  the 
isolated  heart  results  from  deficiencies  of  catechola- 
mines in  the  perfusion  fluid  and  that  the  amine 
content  of  the  denervated  heart  is  ineffective  in  pre- 
venting the  development  of  failure. 

Acute  myocardial  failure  also  can  be  observed  in 
vivo,  for  example,  in  myocardial  infarction  and 
hemorrhagic  shock.  In  the  latter  condition,  observa- 
tions on  the  effective  atrial  pressure,  ventricular  vol- 
ume changes,  and  intraventricular  pressures  have 
demonstrated  that  the  deterioration  of  myocardial 
expulsive  power  contributes  to  progressive  circulatory 
-failure,  and  that  myocardial  depression  brings  about 
the  development  of  circulatory  failure  when  transfu- 
sions are  given  after  the  development  of  an  ir- 
reversible state  (the  normovolemic  phase).  In  addi- 
tion, the  coronary  flow  diminishes  during  both  the 
oligemic  and  normovolemic  phase  of  hemorrhagic 
shock.  These  dynamic  alterations  result  in  definite 
dismrbances  in  general  metabolism,  in  which  the 
heart  is  also  involved.  There  is  evidence  of  general- 
ized systemic  glycolysis,  but  the  myocardial  extraction 
of  lactate  is  increased,  indicating  that  the  enzymatic 
pathways  through  which  lactate  is  channeled  are  not 
interfered  with  by  the  myocardial  ischemia.  The 
concentrations  of  pyruvate  in  coronary  vein  blood 
are  increased  above  those  of  arterial  blood  (negative 
myocardial  pyruvate  balance),  and  the  myocardial 
extraction  and  usage  of  glucose  are  diminished. 

Myocardial  infarction  also  leads  to  acute  myo- 
cardial failure  if  the  uninvolved  portion  of  the  myo- 
cardium fails  to  compensate  for  the  loss  of  contractile 
power  of  the  ischemic  muscle.  Under  these  circum- 
stances, there  is  a decrease  in  stroke  volume  and  a 
compensatory  increase  in  peripheral  resistance.  In 
experimental  myocardial  infarction  the  coronary  flow 
and  the  myocardial  oxygen  usage  are  also  diminished. 
Metabolic  changes  suggest  that  these  dynamic  altera- 
tions are  accompanied  by  partial  glycolysis  in  heart 
muscle.  Pyruvate  and  lactate  concentrations  in  cor- 
onary vein  blood  frequently  exceed  those  in  arterial 
blood.  Myocardial  glycolysis  is  also  present  in  the 
arrested  and  fibrillating  perfused  heart.  There  is  some 
evidence,  therefore,  that  acute  myocardial  failure, 
whatever  its  origin,  is  accompanied  by  disturbances 
in  the  metabolism  of  the  heart  muscle.  This  dismrb- 
ance  in  energy  production  conceivably  may  lead  to 
diminished  expulsive  power  of  the  heart  and  to 
progressive  circulatory  failure. 
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CHRONIC  MYOCARDIAL  FAILURE 

Qironic  myocardial  failure  is  difficult  to  reproduce 
in  the  experimental  animal,  and  results  obtained  in 
dogs  with  "chronic  failure”  may  not  be  entirely 
applicable  to  man.  It  is  now  possible  to  smdy  the 
extraction  of  substrates  by  the  human  heart  with  the 
help  of  coronary  sinus  catheterization.  Using  this 
technique,  it  can  be  demonstrated  that  the  myocardial 
usage  of  oxygen,  glucose,  pyruvate,  lactate,  fatty 
acids,  amino  acids,  and  ketones  is  not  different  in 
patients  with  congestive  heart  failure,  in  individuals 
with  compensated  heart  disease,  and  in  those  without 
evidence  of  heart  disease.  Values  for  the  respiratory 
quotient  are  also  identical  in  these  groups.  Since  the 
mechanical  work  performed  by  the  heart  is  usually 
decreased  (except  in  high  output  failure),  the  failing 
heart  appears  to  be  deficient  in  its  ability  to  utilize 
energy  for  effeaive  muscular  contraaion.  Further 
support  for  this  conclusion  has  come  from  smdies 
on  the  contractility  of  actomyosin  prepared  from  nor- 
mal and  failing  human  heart  muscle.  The  study  of 
contractile  proteins  prepared  from  human  hearts  was 
made  possible  by  the  finding  that  the  time  interval 
(2  to  6 hours)  between  the  death  of  the  patient 
and  the  preparation  of  actomyosin  does  not  affect 
the  shortening  of  the  actomyosin  bands.  It  is  found 
that  the  contractility  of  actomyosin  bands  prepared 
from  failing  human  hearts  is  considerably  less  than 
that  of  patients  with  no  clinical  evidence  of  conges- 
tive failure.  This  furnishes  additional  evidence  that 
in  chronic  clinical  heart  failure,  the  diminution  in 
cardiac  reserve  results  from  disturbances  in  the  con- 
tractile elements  of  the  myocardium. 

The  exaa  nature  of  this  dismrbance  is  as  yet 
uncertain.  The  pathologist  is  unable  to  find  specific 
changes  in  heart  muscle  of  patients  who  died  in  con- 
gestive failure.  In  dogs  with  chronic  heart  failure 
some  differences  in  the  protein  composition  in  heart 
muscle  have  been  found  (Benson).  Among  these 
differences  was  a decrease  in  concentration  of  acto- 
myosin, diminished  viscosity  per  unit  of  actomyosin, 
and  decreased  viscosity  response  to  the  addition  of 
adenosine  triphosphate.  These  changes  can  be  ascribed 
to  alterations  in  the  organization  of  actomyosin,  more 
specifically,  to  the  presence  of  myosin  imcombined 
with  actin.  It  has  been  observed  also  that  heart  failure 
in  dogs  leads  to  marked  changes  in  the  physical- 
chemical  properties  of  myosin  consistent  with  a siz- 
able increase  in  molecular  weight  (Olson).  The  me- 
chanical factors  leading  to  diminished  contractility 
of  actomyosin  prepared  from  failing  human  hearts 
are  also  obscure.  Heart  failure,  whether  acute  or 
chronic,  is  accompanied  by  an  increase  in  intraven- 
tricular initial  tension  and  initial  length.  These  in 
turn  result  from  deficient  emptying  of  the  ventricle 
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during  systole  and  the  consequent  increase  in  the 
volume  of  residual  blood  retained.  It  seems  possible, 
therefore,  that  a gradual  increase  in  stretch  of  the 
myocardial  fibers  may  be  responsible  for  the  altera- 
tions in  contractile  proteins  which  lead  to  diminished 
contractility.  All  efforts,  however,  to  diminish  the 
contractility  of  aaomyosin  bands  by  distention  of  the 
ventricle  of  dogs’  hearts  with  balloons  to  pressures 
exceeding  180  mm.  of  mercury  for  4 hours  have  been 
unsuccessful.  It  is  possible  that  the  changes  in  acto- 
myosin can  be  produced  only  when  the  "stretch” 
persists  over  a period  of  months  or  years. 

VOLUME  RECEPTORS 

The  discussion  has  dealt  with  a multiplicity  of 
faaors  which  can  lead  to  myocardial  failure.  It  re- 
mains to  be  seen  how  this  disturbance  in  the  heart 
muscle  can  manifest  itself  in  the  general  signs  of 
heart  failure,  of  which  edema  accompanied  by  sodi- 
um retention  is  the  most  important.  One  therefore 
must  search  for  a conneaion  relating  the  disturbances 
in  the  heart  muscle  with  both  the  posterior  pituitary 
and  the  renal  tubules.  Within  recent  years,  the  work 
of  Gauer  and  his  co-workers  has  furnished  important 
clues  as  to  these  relationships. 

It  has  been  known  for  a long  time  that  changes 
in  blood  volume  can  be  accompanied  by  changes  in 
urine  flow.  Small  diminutions  in  plasma  volume  not 
sufficient  to  cause  a detectable  rise  in  blood  pressure 
can  lead  to  oliguria.  On  the  other  hand,  small  trans- 
fusions of  plasma  or  whole  blood  lead  to  diuresis. 
These  effects  suggest  a reflex  arch,  with  a receptor 
organ,  and  an  afferent  and  efferent  reflex  arch. 
Where  are  the  receptors  located?  According  to 
Aviado  and  Whitteridge  and  others,  the  thoracic 
vessels  are  amply  supplied  with  receptors.  If  they  play 
any  role  in  perceiving  changes  in  volume  and  trans- 
mitting them  to  the  central  nervous  system,  then 
changes  in  "central”  blood  volume  should  lead  to 
alterations  in  urine  flow.  Working  first  on  dogs, 
Gauer  and  his  co-workers  produced  negative  and 
positive  pressure  breathing  and  studied  the  effect 
on  urine  flow.  They  found  that  after  a control  period 
of  constant  urine  flow,  application  of  negative  pres- 
sure breathing  produced  an  increase  in  urine  excre- 
tion of  between  100  and  200  per  cent.  After  cessa- 
tion of  the  negative  pressure,  the  urine  flow  returned 
gradually  to  control  levels.  In  contrast,  positive  pres- 
sure breathing  diminished  mine  flow.  The  diuresis 
produced  by  negative  pressure  breathing  is  delayed; 
while  central  venous  pressure  heart  rate  and  respira- 
tion changed  immediately  with  the  onset  and  usually 
stayed  constant  for  the  period  of  negative  pressure 
breathing,  urine  excretions  increased  only  a little  in 
the  first  10  minutes,  then  rose  faster  and  finally 
leveled  off  to  a maximum  after  30  to  50  minutes. 
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Human  subjeas,  like  anesthetized  animals,  also 
show  an  increased  urine  flow  in  response  to  contin- 
ued negative  pressure  breathing.  Sieker  studied  the 
renal  excretion  of  water,  sodium,  and  potassium, 
urinary  pH,  and  the  endogenous  creatine  clearances 
during  negative  pressure  breathing.  Continuous  nega- 
tive pressure  breathing  was  associated  in  man  with  a 
water  diuresis.  Neither  urine  pH  nor  sodium  and 
potassium  excretion  changed.  The  same  mechanism 
posmlated  in  the  animal  experiments  (distention  of 
the  vascular  regions  in  the  thorax,  which  possess 
stretch  receptors)  was  assumed  to  be  operating  in 
man.  In  addition,  the  role  of  the  antidiuretic  hormone 
was  strongly  suggested  from  these  studies  because 
the  electrolyte  excretion  remained  constant  and  the 
onset  and  cessation  of  the  diuresis  were  gradual. 

The  question  of  the  exact  location  of  these  recep- 
tors remained  to  be  answered.  It  appeared  likely 
that  they  are  located  in  the  thorax.  Thus,  they  may 
be  present  in  the  right  heart,  the  pulmonary  artery, 
the  pulmonary  veins,  and  the  left  atrium  or  left 
ventricle.  Experiments  were  performed  by  Gauer  and 
co-workers  in  which  stepwise  engorgement  of  the 
intrathoracic  vascular  bed  was  produced.  The  pul- 
monary arterioles  were  obstructed  by  injection  of 
plastic  spheres  into  the  pulmonary  artery.  This  pro- 
cedure, although  leading  to  an  increase  in  pulmonary 
artery  pressure,  was  without  effect  on  the  urine  flow. 
Obstruction  of  the  pulmonary  veins  by  snares  placed 
around  the  pulmonary  veins  close  to  their  entrance 
into  the  left  atrium  was  equally  without  effect.  In 
contrast,  obstructive  distention  of  the  left  atrium  by 
a balloon  led  to  a delayed  increase  in  urine  flow. 
Apparently,  stimulation  of  the  receptor  simated  in 
the  left  atrial  wall  led  to  afferent  impulses  in  the 
vagus  nerve.  It  was  therefore  suggested  by  Gauer 
and  his  co-workers  that  the  left  atrial  receptor  net- 
work plays  an  important  part  in  the  volume  sensitive 
mechanism  postulated. 

Why  is  water  retention  present  in  congestive  heart 
failure  when,  under  these  conditions,  the  left  atrium 
is  distended?  One  may  assume  with  McLean  that 
edema  is  a problem  in  physiological  regulation  and 
represents  a perversion  of  the  normal  regulatory 
mechanism  of  volume.  The  assumption  that  a cir- 
culatory reflex  mediated  through  stretch  receptors 
may  change  its  sensitivity  and  eventaully  result  in  a 
perversion  of  its  normal  function  has  been  proved 
for  other  receptors  such  as  the  carotid  sinus  reflex. 
Apparently  the  state  of  contraction  or  the  sympa- 
thetic tone  of  the  vascular  walls  which  carry  vaso- 
sensitive  elements  determines  their  mode  of  action. 
Since  it  is  generally  believed  that  vascular  tone  is 
increased  in  congestive  failure,  one  may  consider  that 
the  sensitivity  of  the  volume  regulatory  mechanism 


is  decreased  leading  to  fluid  retention  in  spite  of 
congestion. 

What  are  the  causes  and  mechanism  of  sodium 
retention  in  congestive  heart  failure?  It  should  be 
mentioned  that  there  are  many  causes  involved  in 
causing  the  kidney  to  retain  sodium.  There  is  the 
possibility  of  diminished  glomerular  filtration  rate, 
the  more  likely  possibility  of  increased  tubular  re- 
absorption of  sodium,  and  increased  secretion  of 
adrenal  steroids.  Cuffing  of  the  extremities,  tilting 
of  the  head  up  position,  and  minor  degrees  of  hypo- 
tension have  a similar  effect,  whereas  increases  in 
blood  volume  and  extracellular  fluid  produced  in  the 
recumbent  position  increase  excretion  of  sodium  by 
the  kidney. 

What  are  the  mechanisms  by  which  these  re- 
sponses are  mediated?  In  this  connection,  aldosterone 
has  received  widespread  interest.  It  has  been  known 
that  in  many  clinical  syndromes  manifested  by  sodi- 
um retention  and  edema,  the  urinary  excretion  of 
aldosterone  is  markedly  elevated.  This  is  the  case  in 
congestive  heart  failure,  cirrhosis,  and  nephrosis. 
Merrill  has  pointed  out  that  the  action  of  aldo- 
sterone, like  that  of  other  adrenal  steroids,  depends 
upon  the  physiologic  simation  in  which  it  acts.  Thus, 
aldosterone  administered  to  a patient  with  adrenal 
insufficiency  causes  marked  sodium  retention  and 
excretion  of  potassium.  However,  in  the  individual 
with  normal  adrenals,  potassium  loss  may  be  marked 
but  there  is  little  sodium  retention.  In  many  in- 
stances, there  is  lack  of  correlation  between  the  uri- 
nary excretion  of  aldosterone  and  sodium  excretion. 
For  example,  in  congestive  heart  failure,  the  admin- 
istration of  adrenal  steroids  may  cause  sodium  diu- 
resis which  could  not  be  correlated  with  the  corres- 
ponding decrease  in  excretion  of  aldosterone 
(Merrill). 

Definitive  knowledge  therefore  is  quite  scanty 
concerning  the  direct  stimulus  to  sodium  retention. 
Assuming  that  nature  does  everything  in  the  most 
direct  way,  one  may  assume  that  the  main  faaor 
which  governs  sodium  excretion  is  the  volume  of 
body  fluids.  According  to  Merrill,  current  evidence 
suggests  that  this  is  indeed  the  mechanism  which 
controls  aldosterone  secretion  by  the  adrenal  cortex. 
The  changes  appear  to  be  independent  of  the  serum 
sodium  concentration  as  evidenced  by  the  fact  that 
aldosterone  excretion  falls  when  in  a salt  depleted 
subject  body  fluids  are  expanded  without  addition 
of  sodium.  In  the  human,  increased  caval  pressure 
produced  by  a balloon  in  the  cava  or  by  abdominal 
compression  has  been  shown  to  result  in  increased 
sodium  retention  although  aldosterone  secretion  was 
not  measured.  Whether  this  is  mediated  by  renal 
nerves  is  as  yet  not  clear.  From  similar  experiments 
performed  on  the  dog,  the  conclusion  has  been 
reached  that  aldosterone  excretion  and  sodium  re- 
tention may  be  a funaion  of  the  volume  of  body 
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fluids  acting  through  changes  in  venous  pressure  and 
venous  tone.  Congestive  heart  failure  is  accompanied 
by  an  increase  in  these  parameters.  Whether  this  is 
the  only  stimulus  influencing  aldosterone  excretion 
and  sodium  retention  remains  to  be  seen. 
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Women  Weigh  Less  Now; 

Men  Tend  to  Be  Heavier 

Women  weigh  distinctly  less  than  a generation  ago,  while 
men  tend  to  be  heavier,  according  to  a smdy  published  by 
the  Society  of  Acmaries  entitled,  "1959  Build  and  Blood 
Pressure  Smdy.” 

The  study,  said  to  be  the  largest  statistical  investigation 
undertaken  in  the  health  field,  will  change  the  weight 
tables  now  in  general  use,  which  were  based  on  an  actuarial 
smdy  of  30  years  ago.  According  to  the  society’s  findings, 
the  weights  of  women  in  their  twenties  average  at  least  5 
pounds  less  than  three  or  four  decades  ago.  Men  weigh 
about  3 pounds  heavier. 

Variations  in  mortality  and  morbidity  according  to  build 
were  studied  in  nearly  5,000,000  persons  covering  20  years’ 
experience.  Marked  underweight  is  much  less  serious  now 
than  formerly,  but  excess  mortality  associated  with  over- 
weight remains  high.  Men  with  weights  20  pounds  above 
average  incur  a penalty  of  about  10  per  cent  higher  mor- 
tality, while  weights  50  pounds  above  average  are  associated 
with  an  excess  mortality  of  up  to  50  or  75  per  cent. 
Worrien  are  able  to  stand  added  weight  better  than  men. 
In  both  sexes  the  lowest  mortality  at  ages  over  30  is 
found  among  those  15  to  20  pounds  below  average  weight. 
Main  causes  of  death  among  overweights  showed  marked 
increased  mortality  first  in  diabetes  and  certain  digestive 
diseases  as  weight  increased.  With  further  additions  to 
weight,  death  rates  from  heart  disease  rose  sharply. 

The  acmarial  smdy  also  showed  increased  blood  pressure 
to  be  a danger  signal. 
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Atherosclerosis 

Some  Present  Day  Concepts  and 
Some  Attempts  at  Control 
Of  Hypercholesterolemia 

GEORGE  R.  HERRMANN,  M.D. 

Galveston,  Texas 

CORONARY  atherosclerosis  is  the  grim  reaper 
whose  scythe  hangs  as  the  sword  of  Damocles 
by  a hair  over  our  heads.  It  is  the  silent  headsman 
who  waits  year  out,  year  in,  as  the  fates  spin;  Clotho 
draws  life’s  threads,  for  Lachesis  to  twist  and  Atropos 
to  sever.  It  is  the  captain  of  the  men  of  death,  the 
swift  executioner  of  the  great  and  the  small,  the 
cynical  cavalier  of  deeds  well  done,  glories  won  or 
to  be  won,  the  fury  Tisiphone  of  the  prematurely 
vulnerable  and  sinful,  but  not  the  inevitable  Nemesis 
of  naturally  aging  man. 

I have  used  the  characters  of  Greek  and  Roman 
mythology  to  emphasize  how  much  is  in  the  hands 
of  the  gods,  the  fates,  and  the  furies.  Heredity  plays 
a significant  role  in  our  destiny,  and  chronic,  emo- 
tional, or  tension  states  are  probably  additive.  The 
foibles  of  man  are  now  thought  to  contribute  so 
much  that  the  coronary  catastrophe  no  longer  can 
be  ascribed  to  the  overextending  of  a man’s  laudable 
virtuous  acts  and  must  be  attributed  to  his  indiscre- 
tions. 

"Atherosclerosis  is  near  to  the  heart  of  every  man 
and  eventually  every  woman  too,”  and  along  with 
hyperpiesia  is  the  great  challenge  of  modern  medi- 
cine. Atherosclerosis  has  been  the  subject  of  a tre- 
mendous amount  of  research,  and  a mass  of  literamre 
of  experimental  and  clinical  data,  much  of  which  is 
contradictory,  has  been  accumulated.  Most  of  the 
problems  have  not  yet  been  solved.  It  now  seems  to 
be  high  time  to  take  stock  to  determine  what  has 
been  established,  in  what  directions  we  are  justified 
in  proceeding  with  some  hope  of  success,  and  what 
we  may  accomplish. 

There  is  at  the  present  time  no  specific  blood 
chemical  or  lipid  tolerance  test  for  the  early  detec- 
tion of  atherosclerosis.  We  must  rely  upon  some  diag- 
nostic combination  such  as  (1)  a bad  family  history 
for  arterial  disease,  (2)  a dietary  history  of  indis- 
cretions, (3)  visible  changes  in  the  lumens  of  the 
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retinal  arteries,  and  (4)  elevated  total  blood  lipid, 
cholesterol,  phospholipids,  and  beta  lipoproteins.  On 
the  basis  of  the  presence  of  all  of  these,  we  may 
justly  infer  that  atherosclerosis  probably  has  begun 
and  that  the  major  arteries  have  been  or  in  time  will 
be  involved  at  buffeted  areas  such  as  bifurcations  in 
the  coronaries  or  cerebral  arteries. 

Within  the  past  few  years,  statistical  scientists, 
therapeutic  nihilists,  have  blasted  some  of  our  most 
cherished  clinical  hopes,  and  we  may  no  longer  as- 
suage our  patients  who  have  had  an  attack  of  coro- 
nary thrombosis  that  they  are  victims  of  overambi- 
tion, overconscientiousness,  overwork,  long  hours, 
chronic  tension  states,  worry,  and  shock.  We  must 
now  reproach  our  atherosclerotic  patients  for  a poor 
choice  of  their  ancestors  and  for  overindulgence  in 
rich  foods,  tobacco,  leisure,  and  physical  laziness — 
in  other  words,  gluttony  and  indolence.  It  is  no  long- 
er considered  good  medication  to  prescribe  brandy, 
and  all  coronary  vasodilators  are  declared  to  be  of 
doubtful  value  and  all  dmgs  are  useless  except  for 
the  psychotherapy  value.  The  nihilists  insist  that 
when  the  diagnosis  can  be  made,  it  is  already  too 
late  for  the  dietary  restrictions  of  fat,  as  it  is  for  the 
choice  of  our  ancestors.  In  this  state  of  confusion, 
we  must  walk  backward  into  the  future,  review  the 
history  of  the  subject,  and  retrace  the  halting  steps 
of  the  progress  of  our  knowledge  of  atherosclerosis. 

HISTORICAL 

We  have  learned  that  atherosclerosis  was  present 
in  ancient  peoples,  and  unquestionable  evidence  of 
the  disease  has  been  demonstrated  in  the  Egyptian 
mummies  of  the  earliest  dynasties.  Atherosclerosis 
apparently  was  considered  as  an  inevitable  part  of 
the  aging  process,  and  little  attention  was  paid  to  it 
until  the  nineteenth  century,  when  the  pathologist 

Dr.  George  R.  Herrmann,  di- 
rector of  the  Cardiovascular 
Research  Laboratory  at  the 
University  of  Texas  Medical 
Branch,  presented  this  address 
at  the  First  Medical  Congress 
of  the  University  of  Puebla, 
Mexica,  on  July  15,  1958,  and 
at  the  Texas  Heart  Association 
in  San  Antonio  on  April  1 8, 
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Although  the  pathogenesis  of  atherosclerosis  has  not  been 
established,  data  on  the  blood  lipid  levels  of  more  than  500 
patients  suggest  that  decholesterolizing  procedures  are  worth 
while.  Restriction  of  animal,  dairy,  and  hydrogenated  fats 
and  substitution  of  poly  unsaturated  fatty  acids  is  practical. 
Niacin  in  massive  doses,  phenyl  ethyl  acetoamide,  and  di- 
ethanolamine also  show  promise. 
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Rokitansky^^  reported  his  concept  that  atheromatous 
plaques  were  the  result  of  the  laying  down  upon  the 
intima  of  substances  from  the  blood.  Virchow^^  dif- 
fered sharply  with  this  idea  and  described  two  types 
of  lipid  dismrbances  as  fatty  degeneration,  which 
he  considered  a cellular  metabolic  disorder,  and  fatty 
infiltration,  which  he  attributed  to  a disturbance  in 
the  transport  of  the  lipids.  Triglyceride  globules  in 
the  cells  were  considered  evidence  of  metabolic  dis- 
turbances while  degenerating  phagocytes  and  deposi- 
tions of  lipids  in  the  interstitial  tissues  indicated 
abnormal  transport.  Anitschkow^  produced  atherom- 
atous-like lesions  in  rabbits  by  cholesterol  feeding. 
Much  chemical  study  of  atheromatous  lesions  was 
carried  out  in  the  early  part  of  the  twentieth  cenmry 
by  experimental  pathologists. 

Leary^®’  renewed  interest  in  cholesterosis  by 
demonstrating  histiocytes  laden  with  lipids  and  cho- 
lesterol crystals  passing  through  the  intima  possibly 
attracted  by  chemotaxis.  In  the  last  decade  and  a 
half,  atherosclerosis  has  rapidly  assumed  an  impor- 
tant place  in  modern  experimental  and  clinical  in- 
vestigation. Yamagiwa  and  Adachi^®  found  a natural 
atherosclerosis  in  chickens.  Fox®  noted  the  namral 
atherosclerosis  in  birds.  Domestic  animals,  like  rab- 
bits, were  found  susceptible®  to  the  production  of 
lesions  by  cholesterol  feeding  similar  to  but  not 
exacdy  the  same  as  human  atheromatous  plaques. 
Steiner®®  was  successful  in  producing  atheromatosis 
in  dogs  with  fat  feedings  only  after  the  thyroid  had 
been  depressed  greatly  with  thiouracil.  Rinehart®® 
produced  atheromatosis  in  pyridoxine  deficient  mon- 
keys by  the  feeding  of  cholesterol  and  a high  fat 
diet.  It  was  not  until  very  recently,  1955,  that 
Hartroft  and  Thomas®  succeeded  in  producing  ath- 
eromatosis that  resulted  in  myocardial  infarction  in 
rats  that  had  been  fed  thiouracil  along  with  excessive 
amounts  of  butter,  bacon,  and  cholesterol.  Werthes- 
sen®^  demonstrated  lipid  metabolism  in  the  calf’s 
aorta  and  found  that  the  aorta  of  the  baboon,  like 
that  of  man,  does  not  synthesize  lipids,  as  do  the 
aortas  of  all  animals  below  the  primates. 

FACTORS  IN  ATHEROGENESIS 

Probable  contributory  factors  in  atherosclerosis 
also  have  been  established  by  extensive  clinical 
studies  and  in  clinical  and  hormonal  investigations. 
Inherited  endocrine  metabolism  may  play  an  impor- 
tant role.  It  seems  that  some  families  have  a vascular 
protoplasm  abnormality  or  enzyme  systems  in  the 
arterial  walls  that  have  an  avidity  for  or  an  abnor- 
mal ability  to  produce  abnormal  lipids  locally  in  the 
subintima.  There  occur  familial  tendencies  to  general 
lipid  metabolism  disorders  through  abnormal  hor- 
monal effects  from  the  pituitary,  thyroid,  pancreas, 
or  ovaries  resulting  in  hyperlipemia  or  hypercholes- 
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terolemia.^^  Cholesterol,  which  is  insoluble,  and  beta 
lipoproteins,  which  are  only  slightly  more  soluble, 
are  usually  increased.  The  more  soluble  alpha  lipo- 
proteins may  be  decreased.  The  less  soluble  large 
chylomicrons,  beta  lipoprotein  molecules,  and  those 
of  the  higher  flotation  rates  Sf  70-100  are  consid- 
ered to  be  atherogenic. 

HISTOPATHOGENESIS 

Lipid  laden  endotheliocytes,  histiocytes,  or  phago- 
cytes may  be  increased  and  may  penetrate  the  intima 
and  break  down  in  the  subintimal  tissues.^’  The 
fibroblastic  elements  in  the  arterial  wall  of  some  pa- 
tients may  have,  according  to  some  recent  experi- 
ments, unusual  avidity  for  samrated  fats.  Thrombo- 
philia may  give  rise  to  intimal  plaques. 

The  permeability  of  the  intima  may  well  be  an 
important  factor,  since  permeability  is  increased  by 
anoxia  incident  to  vasa  vasoral  mural  ischemia. 
Chemotaxis  may  play  a role.  The  augmented  fluctu- 
ating blood  pressure  or  turbulence  of  hypertension 
may  mechanically  implement  the  penetration  of  the 
intima  in  the  affected  areas  by  serum  albumin  lipids, 
triglycerides,  chylomicrons,  and  histiocytes  laden  with 
cholesterol.  Local  lipids  may  result  from  the  break- 
down of  thrombi  or  of  the  red  cells  under  the  intima, 
depositing  insoluble  cholesterol  in  sim,  which  the 
enxyme  and  transport  system,  through  the  mural 
lymphatic  mechanism,  seemingly  cannot  remove.  The 
accumulation  of  these  results  in  the  formation  of  the 
nidus  of  the  atheromatous  plaque.  This  histogenesis 
of  the  subintimal  atheromatous  plaque  by  the  infil- 
tration of  lipids  at  the  point  of  increased  perme- 
ability from  turbulence  seems  logical,  but  is  prob- 
ably an  oversimplification. 

In  the  very  earliest  lesions,  the  lipids  are  in  the 
same  ratio  that  they  are  in  the  serum  plasma;  but 
the  most  soluble  ones  seem  to  be  metabolized  locally 
or  transported  and  the  highly  insoluble  cholesterol 
persists  and  increases  in  relative  amoimt,  resulting 
in  the  slow  growth  of  the  plaque  by  small  incre- 
ments. At  first,  it  seems  as  though  nature  has  pro- 
duced a cushion  of  the  turbulent  blood  flow  against 
the  buffeting.  There  is,  however,  in  these  same  areas, 
evidence  of  some  cellular  infiltration,  local  cell  de- 
generation, and  production  of  mucoproteins  and  acid 
polysaccharides;  later,  necrobiosis,  collagen  deteriora- 
tion, and  proliferation  of  fibroblasts;  and  still  later, 
calcium  deposition. 

Intramural  hemorrhage  may  result  in  a rapid  in- 
crease in  the  size  of  the  plaque,  and  this  may  cause 
sudden  occlusion  of  the  lumen  of  the  artery.  The 
bulging  plaque  may  split  the  intima;  then  the  rough- 
ened area  may  gather  fibrin  and  produce  a local 


thrombus,  or  the  extrusion  of  pultaceous  grumous 
material  and  rhromboplastic  substances  from  the 
plaque  may  result  in  local  intravital  clotting  and 
thrombotic  occlusion.  A high  content  of  plasma  lip- 
ids seems  to  cause  some  sludging  of  the  blood,  which 
increases  the  tendency  to  thrombosis  and  inhibition 
of  the  fibrinolysins. 

CLINICAL  INVESTIGATIVE  APPROACH 

The  natural  history  of  atherosclerosis  must  be 
documented.  In  this  the  practitioner  may  contribute 
a great  deal  of  valuable  information.  A physician 
established  in  a community  that  is  more  or  less 
stable  is  in  a position  to  learn  much  about  this  dis- 
ease. Unfortunately  many  communities  in  this  coun- 
try have  a somewhat  floating  population.  We  must 
hope  for  more  stabilization  of  our  people  in  the 
future  in  smaller  self  sufficient  towns.  We  may 
have  had  to  depend  too  much  upon  practitioners  in 
other  countries  who  follow  their  patients  and  their 
families  from  the  cradle  to  the  grave.  There  are, 
however,  certain  well  organized  long  term  athero- 
sclerotic smdies  in  the  United  States  such  as  the 
Framingham  study  and  the  Armed  Forces  records, 
especially  the  observations  of  personnel  in  the  Air 
Force  Medical  Corps  over  the  years,  which  will  yield 
valuable  information  as  time  goes  on.  Industry,  busi- 
ness, and  insurance  company  data,  as  well  as  com- 
munity reports,  may  be  helpful  in  accumulating  in- 
formation as  to  how  much  emotional  stresses  or  oc- 
cupational strains  or  chronic  tension  states  contribute 
to  coronary  artery  disease.  Smdies  of  the  incidence 
of  atherosclerosis  in  isolated  groups  such  as  those 
living  under  stress  as  contrasted  to  those  who  are 
serene,  tranquil,  impermrbable,  and  composed,  or 
those  living  a sedentary  life  as  compared  with  those 
who  are  very  active  in  athletics  or  taking  regular 
exercises  are  important.  In  order  to  get  more  satis- 
factory information,  it  seems  that  we  should  include 
repeated  total  blood  cholesterol  determinations  as  a 
part  of  the  smdy  of  every  patient  over  the  age  of  30 
years. 

In  those  in  whom  a hypercholesterolemia  has  been 
established,  we  should  observe  the  effect  on  the  pa- 
tient and  on  his  blood  lipid  levels  of  ( 1 ) no  restric- 
tions and  no  therapy,  (2)  decreased  ingestion  of 
animal  fats,  (3)  phytosterol  blocking  the  absorption 
of  fats,  (4)  estrogenic  conversion,  (5)  increasing 
the  oxidation  by  nicotinic  acid  or  vitamin  B2,  vita- 
min A,  pyridoxine,  or  vitamin  Be,  and/or  (6)  sub- 
stimtion  of  the  unsamrated  fatty  acid,  and  ( 7 ) 
attempting  to  inhibit  the  synthesis  of  endogenous 
cholesterol  in  the  liver.  We  should  note  whether 
these  patients  with  therapeutically  lowered  choles- 
terol levels  have  fewer  symptoms  and  signs  or  less 
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evidence  of  atheromatous  disease  than  do  the  con- 
trols. 


DECHOLESTEROLIZATION 

Decholesterolizing  procedures  in  man  have  been 
questioned  as  to  validity  and  as  to  value  when  ac- 
complished. It  has  been  pointed  out  that  there  is 
no  justification  as  yet  for  a mass  population  change 
in  the  American  diet  or  way  of  living  in  order  to 
lower  the  high  blood  cholesterol  levels.  In  spite  of 
many  studies,  there  is  no  absolute  proof  that  the 
lowering  of  the  blood  cholesterol  will  have  any  salu- 
tary effea  in  atheromatosis  in  man.  There  is  no  reli- 
able evidence  in  man  that  there  has  resulted  preven- 
tion of  increase  in  size  of  atheromatous  plaques  or 
rupture  of  atheromatous  plaques  that  previously  had 
formed.  However,  most  patients  get  symptomatic  re- 
lief on  dietary  fat  restriction,  and  anginal  attacks  are 
ameliorated. 

Diet. — Vital  statistics  and  insurance  company  data 
have  given  evidence  of  increased  prevalence  of  de- 
generative heart  and  artery  disease  in  the  overweight 
or  in  the  obese  patient.  It  is  therefore  considered 
justifiable  to  prescribe  the  reduction  of  excessive 
body  weight  by  a low  fat  and  low  calory  diet  and 
the  maintenance  of  the  ideal  weight  by  increased 
exercise  of  walking  V2  mile  three  times  a day.  The 
caloric  value  of  the  diet  may  be  lowered  by  reducing 
the  fat  content  to  25  to  30  per  cent  of  the  total 
calories.  Furthermore,  substitution  of  unsaturated 
fatty  acids  for  two-thirds  of  the  low  (25  to  30  per 
cent)  fat  calories  of  a 1,500  to  2,000  total  calory 
diet  is  in  order  certainly  in  patients  who  have  an 
established  or  extreme  hypercholesterolemia.^^  A 
positive  family  history  of  coronary  or  cerebral  arterial 
disease  with  or  without  some  hypertension  is  reason 
enough  alone  for  restriaing  the  fats  of  animal  and 
dairy  origin  in  the  diet.  The  substimtion  of  vegetable 
oils,  as  corn  oil  or  soya  oil  made  up  chiefly  of  the 
essential  poly  unsaturated  fatty  acids  for  at  least  20 
per  cent  of  the  restricted  fat  calories  ( 30  per  cent  of 
the  total  calories)  is  considered  good  and  rewarding 
practice. 

Drugs. — In  addition  to  the  reduction  of  the  exo- 
genous intake  of  animal  fats  in  the  diet,  the  use  of 
the  phytosteroids  such  as  Cyteliin  to  block  the  absorp- 
tion from  the  intestinal  canal  of  the  exogenous  and 
also  the  reabsorption  of  the  endogenous  cholesterol 
that  is  present  in  the  bile  has  reduced  blood  lipid  lev- 
els slightly.  The  increased  oxidation  of  lipids  with 
massive  doses  of  nicotinic  acid  if  tolerated  seems  to 
be  a practical  therapeutic  method,  using  the  slowly 
released  niacin  preparation  to  prevent  side  effects. 

It  has  been  demonstrated  that  when  the  exogenous 


intake  of  fats  and  the  plasma  lipids  are  decreased, 
the  endogenous  synthesis  may  be  increased.  There- 
fore one  may  attempt  depression  of  the  endogenous 
synthesis  by  phenyl  ethyl  acetoamide  or  alpha  phenyl 
butyramide  or  diethanolamine.  There  may  be  ac- 
complished a decrease  of  the  total,  but  particularly 
the  beta  lipoprotein  fractions  by  the  use  of  natural 
estrogens  such  as  Estinyl  or  Premarin  and  synthetic 
chlorotrianisine  such  as  MER  13  and  29.  It  would 
seem  desirable  to  reduce  the  high  ratio  of  beta  to 
alpha  lipoproteins.  This  result  is  not  of  established 
value.  The  side  effects,  gynecomastia  and  impotence, 
which  are  not  acceptable  to  many  men,  may  be  mini- 
mized by  low  dosage  and  by  the  use  of  synthetic 
nonfeminizing  sex  hormones. 

TEXAS  STUDIES 

My  early  studies  were  of  the  blood  cholesterol 
and  blood  lipid  levels  in  health  and  in  various  dis- 
eases. I have  been  so  impressed  that  I have  had  blood 
lipid  studies  done  routinely  on  every  private  patient 
entrusted  to  me  during  the  last  several  years.  This 
report  is  on  the  data  from  these  patients.  My  first 
report^®’  was  based  on  observations  made  for  the 
most  part  on  charity  ward  and  clinic  patients.  Simi- 
lar data  have  been  supplied  from  many  clinics 
throughout  the  world.  Evidence  seems  to  be  suffici- 
ent to  justify  the  contention  that  elevated  blood 
cholesterol,  hyperlipemia,  and  high  beta  lipoproteins 
play  a prominent  role  in  atheromatosis.  Animal  ex- 
periments that  I have  carried  out,  as  many  others 
have,  seem  to  substantiate  this  opinion.  The  data  to 
be  reported  herewith  seem  to  be  in  agreement. 

High  blood  lipid  levels  have  been  shown  to  be 
susceptible  to  various  therapeutic  procedures,  and  an 
attack  on  this  aspect  of  the  problem  seems  to  be  our 
most  rational  approach.  However,  I have  never  felt 
that  the  elevated  cholesterol,  lipids,  and  fats  consti- 
tute the  only  problem,  nor  that  the  pathological 
processes  would  be  entirely  removed  by  returning 
the  lipids  to  normal  levels.  All  the  possible  contribut- 
ing factors  of  atheromatosis  must  be  considered  and 
investigated,  and  if  any  are  present,  treatment  should 
be  directed  toward  them. 

However,  the  dismrbed  fat  metabolism  has  seemed 
to  me  to  be  a prominent  significant  factor  and  the 
most  rational,  most  responsive,  and  most  easily  meas- 
urable by  clinical  means.  I have  undertaken  such 
studies  and  have  advocated  the  sharp  restriction  of 
the  intake  of  animal  fats  and  dairy  fats.  The  reduc- 
tion of  the  total  caloric  intake,  of  body  weight, 
and  of  the  blood  cholesterol  levels  has  yielded  salu- 
tary effects,  possibly  psychotherapeutic,  in  that  there 
has  resulted  in  most  patients  a feeling  of  well  being. 
Most  of  my  patients  follow  the  diet  in  principle; 
to  some,  of  course,  a prescribed  diet  is  primarily  a 
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conversation  piece.  The  patient  must  be  strong 
willed,  almost  a fanatic,  dedicated  unswervingly  to 
observe  the  extremely  sharp  restrictions,  year  in  and 
year  out.  In  such  some  harm  may  result  from  imbal- 
ances or  inadequacies  especially  if  supplemental  vita- 
min A intake  is  neglected,  and  an  undesirable  nu- 
tritional disorder  may  be  added.  The  great  question 
is  whether  or  not  atheromatosis  in  general  is  amen- 
able to  the  lowering  of  blood  cholesrerol.  Most  of 
the  patients  referred  to  me  in  the  last  few  years  had 
been  placed  on  restriction  of  their  dietary  fat  intake, 
but  in  most  of  them  hypercholesterolemia  persisted. 

SUMMARIZED  DATA  OF  PRESENT  STUDY 

These  data  were  obtained  from  slightly  more  than 
500  private  patients  referred  by  their  physicians  for 
smdy  because  of  cardiovascular  complaints.  Many 
had  been  observing  some  restriction  of  the  animal 
and  dairy  fats  in  their  diet.  The  blood  lipid  frac- 
tions, total  cholesterol,  organic  phosphorus,  phos- 


pholipids, and  the  alpha  and  beta  lipoproteins  have 
been  determined.  In  this  series  (fig.  1)  there 
were;  106  patients,  72  males  (averaging  43  years) 
and  34  females  (averaging  45  years),  who  presented 
no  clinical  evidence  of  heart  disease  and  served  as 
controls,  along  with  14  patients,  8 males  (26  years) 
and  6 females  (35  years),  with  congenital  heart 
disease  and  19  patients,  11  males  (32  years)  and  8 
females  (30  years),  with  rheumatic  heart  disease, 
praaically  all  of  whom  were  in  the  preatheromatous 
age  groups.  The  patients  with  rheumatic  heart  disease 
had  somewhat  elevated  blood  lipid  levels  as  did  also 
47  hypertensives,  28  males  (51  years)  and  19  females 
(49  years),  who  had  shown  no  signs  of  heart  disease 
or  even  suggestive  evidence  of  aortitis.  The  20  old- 
sters, 16  males  (66  years)  and  4 females  (65  years), 
who  showed  clinical  evidence  of  cerebral  arterial  dis- 
ease primarily,  had  only  moderately  elevated  blood 
total  cholesterol  and  phospholipid  levels  and  high 
beta  lipoprotein  levels. 

In  a group  of  74  parients  with  signs  of  aortitis, 
45  males  (average  57  years)  and  29  females  (59 
years),  without  or  with  hypertension,  abnormally 
high  mean  values  for  cholesterol,  phospholipids,  and 


Classification  and 
Number  of  Cases 


CONTROL 
NO  H.D. 
106 


CONGENITAL  RHEUMATIC 
H.  D.  H.  D. 

14  19 


HYPERT. 
s H.  D. 

47 


CEREBRAL  ATHER.  AORT.  ATHER.  AORT.  C.  A.  D.  cA.A. 

SCLEROSIS  s&c  HYPERT.  c DIFF.  C.A.D.  A.P.  andM,  1. 


20 


74 


37 


177 
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beta  lipoproteins  were  recorded.  A group  of  37  more 
who  presented  signs  of  aortitis  and  additional  elec- 
trocardiographic evidence  of  diffuse  coronary  artery 
disease,  of  whom  there  were  18  males  (59  years) 
and  19  females  (53  years),  showed  still  higher  blood 
lipid  levels. 

The  177  patients,  149  males  averaging  54  years 
and  28  females  averaging  59  years,  who  presented 
clinical  evidence  of  coronary  artery  disease  with 
angina  pectoris  and/or  myocardial  infarction  showed 
the  very  highest  levels  of  total  cholesterol  and  beta 
lipoproteins.  The  5 to  1 ratio  of  men  to  women  is 
rather  greater  than  usual,  probably  due  to  the  fact 
that  the  men  as  responsible  heads  of  families  seek 
relief  and  advice  more  often  than  do  women.  All  of 
these  data  are  set  down  in  table  1. 


DISCUSSION 

The  total  cholesterol  esters,  organic  phosphorus, 
phospholipid  fractions,  and  alpha  and  beta  lipopro- 
teins were  determined.  In  this  series  of  500  patients, 
personally  followed,  there  seems  to  be  correlation 
between  the  presence  of  evidence  of  atheromatous 
disease  of  various  grades  and  the  levels  of  the  blood 
lipids.  Rheumatic  heart  disease  patients  and  hyper- 
tensives with  no  signs  of  heart  disease  had  rather 
high  levels  of  cholesterol  and  phospholipids.  Those 
with  cerebral  sclerosis  primarily  showed  less  high 
levels  than  those  with  atheromatous  disease  of  other 
arteries.  Practically  all  of  my  patients  who  presented 
signs  of  coronary  artery  or  ischemic  heart  disease  had 
very  high  blood  cholesterol  levels.  The  few  excep- 
tions with  normal  or  only  slightly  elevated  choles- 
terol levels  had  high  (76  per  cent  plus)  beta  lipo- 
proteins and  less  than  24  per  cent  alpha  lipoproteins. 

In  spite  of  the  total  absence  of  any  proof  that 
lowering  of  levels  of  blood  cholesterol,  phospholip- 
ids, and  beta  lipoproteins  has  any  definite  beneficial 
effect  on  atheromatous  lesions,  nevertheless,  steps 
to  this  end,  I believe,  are  for  the  time  being  amply 
justified.  Therapeutic  efforts  have  been  directed  to- 
ward reducing  the  hypercholesterolemia. 


The  blood  lipid  pattern  changes  have  been  deter- 
mined in  about  50  long  term  (1  to  3 month)  studies 
of  patients  on  low  animal  and  dairy  fat  diets.  They 
range  from  conspicuous  lowering  in  only  a few  pa- 
tients who  were  fanatical  dieters  to  no  changes  in 
many  of  the  patients.  A tabulation  of  the  data  re- 
corded is  presented  in  table  2 and  will  be  discussed. 

The  first  approach  was  naturally  a sharp  reduction 
in  the  patient’s  dietary  intake  of  animal  fats.  The 
effects  of  low  animal  and  low  dairy  far  diets  on  pa- 
tients were  noted.  A decrease  in  the  total  blood 
cholesterol  and  fractions  was  found  in  a large  per- 
centage of  the  very  cooperative  patients  who  had 
carried  out  the  restrictions  religiously,  especially  in 
those  who  had  lost  weight.  However,  few  patients 
persistently  adhered  closely  to  the  30  per  cent  fat 
calories  diet.  There  were  some  patients  in  whom  the 
low  fat  diet  alone  had  produced  little  or  no  lowering 
of  total  plasma  lipids  nor  of  the  more  atherogenic 
fraction.  Some  considered  the  diet  prescription  a 
sheet  to  talk  about,  giving  it  lip  service  only.  It  was 
evident  in  several  patients  that  the  total  serum  lipids 
and  fractions  could  be  reduced  by  a very  sharp  re- 
striction in  the  intake  of  animal  fats  and  avoidance 
of  dairy  fats  and  replacement  of  two-thirds  of  the 
allotted  30  per  cent  fat  calories  with  unsaturated 
fatty  acids,  but  the  restrictions  were  distasteful  to 
some,  difficult  to  carry  out,  and  occasionally  appar- 
ently not  rewarding.^®’ 

The  second  attack,  it  was  thought,  might  well  be 
directed  toward  improving  the  liver  metabolism  of 
fats.  In  these  patients,  I prescribed  along  with  the 
dietary  restriaion,  the  addition  of  choline,  methi- 
onine, inositol,  vitamin  A,  vitamin  E,  vitamin  Bo  or 
pyridoxine,  and  vitamin  B12.  On  this  regimen,  there 
usually  were  further  slight  reductions  in  the  blood 
fat  levels,  but  the  changes  were  apparently  not  sta- 
tistically significant.  The  patients  felt  better,  espe- 
cially those  who  had  lost  some  weight.  The  improve- 
ment was  probably  for  the  most  part  a psychothera- 
peutic effect. 

Phytosterols  were  suggested  for  reduction  of  the 
blood  lipids  by  prevention  of  the  absorption  of  cho- 
lesterol. Phytosterols  which  are  less  metabolizable 


Table  1. — Blood  Lipid  Levels  in  Persons  with  No  Heart  Disease,  with  Heart  Disease,  and  with  Atheromatosis. 


Diagnosis 

, No. 

Total 

Patients \ 

Male /'Female 

Av.  Age 
(Yr.) 

Cholesterol 
(mg. /1 00  cc. ) 

Phospholipids 
(mg./ 100  cc. ) 

Beta  Lipoproteins 
(%) 

No  heart  disease 

106 

72/34 

46 

236 

283 

85 

Congenital  heart  disease 

14 

8/6 

26 

223 

215 

64 

Rheumatic  heart  disease 

19 

11/6 

31 

254 

242 

74 

Hypertension  without  heart  disease.  . 

47 

28/19 

51 

271 

246 

83 

Cerebral  vascular  disease 

20 

16/4 

66 

307 

267 

56 

Atheromatous  aortitis 

74 

49/29 

58 

311 

274 

82 

Coronary  artery  disease,  diffuse 

Coronary  artery  disease,  angina 

37 

18/20 

56 

339 

293 

87 

pectoris,  and  myocardial  infarction 

177 

149/28 

57 

339 

283 

89 
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were  found  to  compete  with  the  animal  sterols  and 
block  absorption.  Sitosterol  had  to  be  given  in  double 
tablespoonful  doses,  to  1 hour  before  each  meal. 
Sitosterols  were  introduced  under  the  trade  name  of 
Cytellin,  and  this  product  was  administered  to  7 of 
my  patients.  They  took  the  preparation  in  full  ounce 
doses  1 hour  before  meals  for  an  average  of  84  days. 
In  these  patients,  Cytellin  was  found  to  reduce  the 
total  lipid  levels  10  to  20  per  cent,  but  the  average 
reduction  was  1 3 per  cent  ( table  2 ) . Other  drugs 
that  change  the  intestinal  conditions  or  flora  such  as 
neomycin  have  been  found  to  be  more  effective. 

Estrogens  have  been  found  to  reduce  the  most 
atherogenic  fractions  of  lipids.  It  has  been  noted 
repeatedly  that  up  to  the  age  of  50  years,  men  have 
higher  levels  of  serum  lipids  than  do  women  of  the 
same  age,  but  as  women  approach  and  pass  the 
menopause,  they  show  steady  increase  in  the  serum 
lipid  levels  and  reach  or  supersede  those  of  men 
after  the  age  of  50.  It  also  has  been  noted  that  men 
up  to  the  age  of  50  have  higher  levels  of  beta  lipo- 
proteins making  up  more  than  75  per  cent  of  the 
total  with  alpha  lipoproteins  less  than  25  per  cent. 
In  some  atheromatous  coronary  occlusion  cases  the 
beta  lipoprotein  level  has  amounted  to  80  to  90  per 
cent  or  more  of  the  total.  Estrogenic  substances, 
especially  estradiol,  Estinyl,  and  Premarin,  have  been 
found  to  lower  the  beta  lipoprotein  percentages  to 
normal  in  animals,  and  somewhat  similar  results  have 
been  observed  in  some  men.  The  amount  of  estro- 
genic hormone  necessary,  however,  was  such  that 
some  side  effects  as  feminization,  especially  gyneco- 
mastia and  loss  of  libido  and  potentia,  developed  in 
men.  The  breast  lesions  have  been  reported  to  pro- 
gress to  malignant  tumor  formation. 

Biochemists  have  spent  much  time  and  energy  in 
the  attempt  to  produce  a nonfeminizing  female  sex 
hormone.  I was  supplied  with  a synthetic  chlorotri- 
anisine,  MER  13  and  29,  which  I used  in  9 smdies, 
each,  MER  13  for  an  average  of  83  days  and 
MER  29  for  35  days.  There  resulted  after  MER  13, 
in  doses  of  250  mg.,  an  average  reduction  of  14  per 
cent  in  total  cholesterol,  14  per  cent  in  the  phospho- 
lipids, and  3.5  per  cent  in  the  beta  lipoproteins. 
These  changes  again  were  not  significant  enough  to 
warrant  a large  scale  production  of  this  preparation 


for  general  use.  However,  MER  29  in  doses  of  250 
mg.  three  times  a day  was  used  in  9 patients  for  30 
to  40  days  and  produced  15  to  40  per  cent  (average 
25  per  cent)  reduction  in  total  cholesterol  but  little 
change  in  phospholipids  and  4 per  cent  reduction 
in  beta  lipoproteins. 

Unsaturated  and  essential  fatty  acids  as  in  corn  oil 
were  found  to  be  much  less  atherogenic  than  the 
mixmres  of  solid  samrated  fats  as  lard,  suet,  and 
hydrogenated  oils.^^  My  miscrediting  of  the  effects 
of  corn  oil  to  methionine,  choline,  and  inositol  in 
experimental  hypercholesterolemia  was  realized  when 
evidence  was  gradually  accumulated  that  poly  un- 
saturated fatty  acids  such  as  essential  double  bonded 
linoleic,  linolenic,  and  arachnidonic  acids  of  corn 
or  fish  oils  have  reduced  serum  cholesterol  levels. 
There  has  been  reported  support  for  this  concept  by 
many  investigators.  In  our  studies  at  Galveston  we 
had  placed  in  our  low  fat  diets,  corn  oil  and  soya 
oil  from  the  beginning  to  supplant  saturated  hydro- 
genated solid  animal,  dairy,  and  vegetable  fats  when- 
ever it  was  possible.  In  my  experiences  capsules  of 
unsaturated  fatty  acids  as  mixed  linoleic  sunflower  or 
safflower  oil  merely  added  as  supplements  to  the 
dietary  were  inadequate  and  produced  only  slight 
depressions  of  cholesterol  levels.  It  must  be  admitted 
that  the  dosage  in  these  instances  was  rather  small. 
The  amount  of  unsaturated  fatty  acid  probably  must 
be  about  50  Gm.  per  day  or  20  per  cent  of  the  total 
calories  or  two-thirds  of  the  fat  calories  when  they 
are  30  per  cent  of  the  total. 

In  our  studies  2 or  3 capsules  three  times  a day  of 
Lufa  or  Safferol,  each  one  for  an  average  of  98  days, 
showed  only  a 2 per  cent  lowering  of  the  total  cho- 
lesterol, a 3.5  per  cent  lowering  of  phospholipids, 
but  30  per  cent  change  of  the  significant  beta  lipo- 
protein fractions.  The  U.  S.  Vitamin  Corporation  has 
been  aware  of  this  and  for  several  years  has  been 
submitting  various  unsaturated  fatty  acids  and  mix- 
tures to  us  for  clinical  trial  including  Lufa  and  Saf- 
ferol. Other  pharmaceutical  houses  hurriedly  put  on 
the  market  preparations  of  unsaturated  fatty  acids  of 
the  essential  type  to  be  taken  along  with  the  usual 
meals,  and  these  were  thus  offered  as  supplements 
to  the  diets.  Kinsell,^^  who  first  reported  salutary 
effects  of  unsaturated  fatty  acids,  pointed  out,  how- 
ever, that  it  was  frequently  necessary  completely  to 
replace  for  a time  all  saturated  fats  in  the  diet  by 


Table  2. — Effect  of  Various  Agents  on  Blood  Lipids. 


Agent 

(Trademarked  Name) 

No. 

Cases 

No.  Days 
Therapy 

* r n 

^ % 

Cholesterol 

JL^CLlCitbC  /\1LC1  AllCiapy  ^ 

Phospholipid  Beta  Lipoprotein 

Phytosterol  ( Cytellin ) 

7 

84 

13 

11 

4 

Nonfeminizing  estrogen  (MER  13)  . . 
Unsaturated  fatty  acid 

9 

83 

14 

14 

4 

( Safferol  and  Lufa ) 

12 

98 

4 

3.5 

3 

Niacin  (Nicospan)  

57 

52 

21 

13 

6 

Phenyl  ethyl  acetoamide  (Natol) 

3 

14 

20 

20 

11 

Diethanolamine  (MER  29) 

9 

35 

25 

5 

4 
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unsaturated  fats  and  also  to  replace  considerable  por- 
tion of  the  concentrated  carbohydrate  with  unsatu- 
rated fats  in  order  to  achieve  lowering  the  blood 
lipids  initially.  Soya  margarine  (Mar  Parv)  and  corn 
oil  margarine  (EmDee)  have  been  offered  as  substi- 
mtes.  Once  the  salutary  effect  had  been  produced, 
it  was  frequently  possible  to  liberalize  the  diet  grad- 
ually by  including  slowly  increasing  amounts  of 
samrated  fats.  The  program  for  each  patient  had  to 
be  individualized. 

Nicotinic  acid  has  been  found  to  be  a successful 
method  of  reducing  blood  fat  cholesterol  levels  by 
augmented  oxidation  with  vitamin  B and  A.  Alt- 
schuP’  - had  observed  that  oxidation  of  cholesterol 
reduced  its  atherogenicity  in  experimental  animals. 
Methods  of  oxygenation  were  found  to  decrease 
serum  cholesterol  in  many  patients.  Altschul  pro- 
ceeded to  try  to  enhance  the  oxidative  processes  in 
the  human  body  by  stimulating  the  action  of  the 
respiratory  enzymes.  Nicotinic  acid  or  niacin  was 
chosen  because  it  increased  the  concentration  of 
respiratory  coenzymes  I and  II  in  the  blood  of  hu- 
mans, and  its  use  in  massive  doses  was  encouraged 
by  the  psychiatrists’  administration  of  huge  doses  of 
niacin  without  any  toxic  effects.  Altschul  prescribed 
very  large  doses  of  niacin,  1 Gm.  or  more  for  each 
50  pounds  of  body  weight,  and  noted  a consistent 
lowering  of  blood  cholesterol. 

I have  used  a slowly  released  niacin,  MRD  505, 
506,  507,  and  507A  (Nicospan),  in  0.5  to  1 Gm. 
doses  four  to  eight  times  a day.  I found  niacin  to  be 
ineffective  in  total  doses  of  less  than  2.0  Gm.  per 
day.  It  is  noted  in  table  2 that  in  57  studies,  which 
averaged  52  days  each,  there  was  an  average  drop 
of  21  per  cent  in  total  cholesterol,  13  per  cent  drop 
in  phospholipids,  and  6 per  cent  drop  in  the  beta 
lipoproteins  percentage  of  the  total  lipoproteins.  It 
seems  to  me  that  Nicospan,  which  is  fairly  well 
tolerated  even  in  those  who  have  reactions  to  50  mg. 
of  niacin,  was  most  promising  of  the  decholesterol- 
izing  agents  and  well  worth  continuing.  The  ultimate 
question  has  not  yet  been  answered  as  to  whether 
or  not  the  lowering  of  serum  cholesterol  levels  in 
any  way  influences  favorably  the  course  of  athero- 
sclerosis. However,  the  patients  have  shown  no  signs 
of  hepatic  toxicity  and  feel  distinctly  better  and  are 
often  relieved  of  angina  pectoris  attacks,  which  again 
may  be  a psychotherapeutic  effect. 

PEAA  or  phenyl  ethyl  acetoamide,  400  mg.  three 
times  a day,  for  the  partial  suppression  of  exogenous 
cholesterol  formation  in  the  liver,  by  interference 
with  transmethylation  at  the  mavelonic  acid  stage, 
has  been  used  under  Sodi-Pallares  in  Mexico  by 
Nava,  Comesana,  and  others^®  along  with  nicotinic 
acid,  100  mg.  three  times  a day.  Good  decholester- 
olization  and  no  toxic  effects  were  noted  in  their 


series  in  dogs  and  humans.  I have  used  this  in  only 
3 patients  who  could  not  take  niacin  in  massive 
doses  and  who  seemed  to  be  refractory.  Within  14 
days  I noted  depression  of  total  cholesterol  by  20 
per  cent,  phospholipids  by  20  per  cent  (occasionally 
much  greater  depression  was  noted ) , and  beta  lipo- 
proteins by  11  per  cent.  This  seems  encouraging  and 
warrants  further  careful  smdy  with  observation  as 
to  liver  function  before  and  at  2 week  intervals  dur- 
ing treatment.  MER  29,  which  contains  diethanola- 
mine as  well  as  the  synthetic  estrogen  chlorotriani- 
sine,  similarly  may  depress  endogenous  cholesterol 
production.^^*^ 

The  problem  seems  to  be  much  the  same  as  that 
of  the  modern  therapy  of  hypertension,  the  cause  of 
which  likewise  is  unknown  and  the  exact  mechanism 
of  drug  action  for  which  has  not  been  determined. 
Nevertheless,  there  are  drugs  which  will  reduce  ten- 
sion, and  it  seems  best  now  with  our  knowledge  of 
the  namral  course  of  the  disease  to  reduce  blood 
pressure  and  likewise  hypercholesterolemia  when 
present.  Our  therapeutic  attempts  should  be  directed 
against  any  and  all  possible  contributory  factors. 

There  is,  of  course,  not  yet  justification  for  at- 
tempting to  change  the  dietary  of  the  whole  North 
American  population.  However,  members  of  families 
in  which  there  has  been  a high  incidence  of  prema- 
ture aging  or  atheromatous  coronary  general  or  cere- 
bral vascular  disease  at  an  early  age  and  who  show 
high  blood  lipid  levels  justifiably  may  be  advised  to 
submit  to  restrictions  and  treatment  which  promise 
to  lower  blood  lipids. 

Patients  who  have  suffered  from  angina  pectoris 
or  cerebral  episodes  or  intermittent  claudication  and 
who  are  thus  prematurely  aged  and  who  also  have 
high  blood  lipid  fraction  most  certainly  should  be 
treated  by  measures  to  reduce  hypercholesterolemia 
or  the  high  levels  of  supposedly  atherogenic  lipid 
fractions  in  the  blood  serum. 


SUMMARY 

Some  presently  held  concepts  and  theories  of  the 
causes  of  atherosclerosis  have  been  reviewed  briefly. 
Data  on  the  blood  lipid  levels  of  slighdy  more  than 
500  private  patients  seen  in  consultation  and  person- 
ally examined  seem  to  support  the  thesis  that  hyper- 
lipemia is  an  important  factor  in  atherosclerosis. 

Some  contributory  factors  such  as  heredity,  meso- 
morphism,  chemical  enzymes,  hormones,  anatomy, 
circulatory  turbulence  pressure,  intimal  trauma  or 
injury,  permeability,  penetration  of  serum,  albumin 
and  fibrinogen  and  thrombin  serum  lipids,  hyper- 
cholesterolemia, histiocytes  laden  with  insoluble  cho- 
lesterol crystals  and  fat  globules,  and  local  degenera- 
tive intimal  and  subintimal  factors  have  been  dis- 
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cussed.  Thrombophilia  with  intimal  involvement  may 
be  primary. 

It  is  admitted  that  the  pathogenesis  of  atheroscler- 
osis has  not  been  established;  yet  the  most  probable 
hyperlipemia  factors  are  considered  significant 
enough  to  warrant  attack  by  therapeutic  decholester- 
olizing  procedures,  especially  in  patients  with  clinical 
evidence  of  coronary  or  cerebral  artery  atheromatosis 
as  the  cause  for  ischemia.  There  is  as  yet  no  proof 
in  man  that  lowering  blood  lipids  decreases  ather- 
omatosis; however,  symptoms  are  relieved. 

The  results  of  therapeutic  attempts  have  been 
moderate  with  ( 1 ) decreased  animal  fat  intake  and 
( 2 ) the  blocking  absorption  with  phytosterol  or 
Cytellin  administration,  (3)  the  changing  of  lipo- 
protein patterns  by  natural  female  sex  hormones  or 
synthetic  chlorotriansine  such  as  MER  13  or  29,  and 
(4)  decreasing  of  atherogenic  lipid  levels  by  aug- 
mented unsaturated  fatty  acid  chemical  lipid  metab- 
olism. ( 5 ) The  cholesterol  depressing  effeas  of 
oxidation  by  administration  of  massive  doses  of 
slowly  released  niacin  (Nicospan)  in  patients  have 
been  highly  encouraging  while  (6)  the  suppression 
of  endogenous  liver  cholesterol  formation  with  phen- 
yl ethyl  acetoamide  (Natol)  or  diethanolamine 
(MER  29)  may  prove  exceedingly  advantageous  if 
these  preparations  are  no  more  toxic  than  they  ap- 
pear to  be  at  this  time. 

The  restriction  of  the  intake  of  animal,  dairy,  and 
hydrogenated  fats  and  the  substitution  of  poly  un- 
samrated  fatty  acids  for  at  least  two-thirds  of  the  30 
per  cent  of  calories  allowed  to  fats  is  practical  and 
rational  in  patients  or  potential  patients.  The  thera- 
peutic problem  is  about  the  same  as  is  that  of 
essential  hypertension;  the  cause  and  rate  of  progres- 
sion of  both  are  still  obscure  and  the  exact  machan- 
isms  of  certain  drug  actions  are  still  undetermined. 
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Nurse  Training  Programs  Approved 

As  a result  of  the  examination  held  by  the  State  Board 
of  Vocational  Nurse  Examiners,  October  31  in  Austin,  three 
new  vocational  nurse  training  programs  were  approved, 
bringing  a total  of  105  active  programs  in  Texas. 

The  new  programs  were  approved  at  the  Terry  County 
Hospital,  Brownfield;  Cogdell  School  of  Vocational  Nurs- 
ing, Snyder;  and  the  Hamilton  County  General  Hospital, 
Hamilton. 

At  the  statewide  examination,  637  candidates  passed  and 
were  issued  vocational  nurse  licenses.  There  were  73  ap- 
proved vocational  nurse  training  programs  represented  in 
the  October  examination.  There  were  8 candidates  who 
qualified  through  their  2 years’  training  in  professional 
nurse  programs  rather  than  by  a year’s  vocational  nurse 
training.  At  this  meeting,  17  licentiates  from  other  states 
were  granted  reciprocity  licenses. 

During  the  year  1957-1958,  Texas  graduated  1,236  vo- 
cational nurses,  according  to  a recent  report  from  the 
National  League  for  Nursing.  This  is  the  greatest  number 
of  practical  nurses  trained  by  any  of  the  states,  and  is  10 
per  cent  of  the  national  total.  Since  the  inception  of  the 
vocational  nurse  law  in  1951,  a total  of  21,260  licenses 
have  been  issued. 

The  next  state  board  examination  will  be  held  in  two 
sections — March  25  and  26  in  Austin.  Deadline  for  sub- 
mitting applications  for  this  examination  is  midnight, 
February  23.  Inquiries  concerning  applications  may  be 
addressed  to  the  State  of  Texas  Board  of  Vocational  Nurse 
Examiners,  1008  State  Office  Building,  Austin  1. 
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DOS  SANTOS  and  his  associates'^  developed  the 
technique  of  translumbar  aortic  puncture  and 
were  the  first  to  perform  abdominal  aortography 
(1929).  Aortic  puncture  was  done  using  local  anes- 
thesia, but  because  of  pain  produced  by  the  irritat- 
ing contrast  substance  then  available  (sodium  iodide 
and  Abrodil),  general  anesthesia  was  induced 
during  the  injection.  By  1931  more  than  400  exam- 
inations had  been  performed,  and  dos  Santos  and  his 
groups®  published  a book  describing  their  experience 
and  showing  a number  of  conditions,  mainly  urologi- 
cal, that  were  susceptible  to  diagnosis  by  this  rela- 
tively innocuous  procedure. 

Despite  this  extensive  pioneer  work,  lumbar  aor- 
tography received  little  attention  in  this  country  until 
Doss  and  his  associates  of  Fort  Worth  and  Nelson^“ 
of  Seattle  made  preliminary  reports  describing  their 
personal  experience.  It  is  fitting  to  recall  that  Doss, 
Thomas,  and  Bond®  presented  their  original  paper 
before  the  annual  meeting  of  the  Texas  Medical 
Association  17  years  ago.  Although  both  reports 
were  enthusiastic  concerning  the  possibilities  of  the 
procedure  and  both  found  it  essentially  safe,  it  still 
received  little  attention  until  about  1947,  when  Wag- 
ner and  others-®  reported  on  a sizable  series  of  exam- 
inations without  mortality  or  significant  morbidity. 
Since  then,  the  increasing  number  of  reports  in  the 
medical  literature  indicates  its  widespread  use. 

Castellanos  and  Pereiras®  found  in  1940  that  the 
lower  abdominal  aorta  could  be  visualized  by  inject- 
ing contrast  substance  retrograde  through  a cannula 
inserted  into  the  femoral  artery  similar  to  the  method 
they  used  in  the  thoracic  aorta.  A year  later  Farinas^ 
described  a similar  approach  except  that  he  inserted 
a ureteral  catheter  in  a retrograde  fashion  through 
the  cannula  inserted  into  the  femoral  artery.  The 
catheter  could  be  threaded  into  the  abdominal  aorta, 
and  injection  could  be  made  at  any  preselected  level. 
Farinas  called  his  procedure  "selective  arteriography.” 
Goodwin  and  others  used  a similar  approach  except 
that  they  exposed  the  femoral  artery  and  used  a 
somewhat  larger  Cournand  intracardiac  catheter.  Oth- 
ers including  Pearl  and  others  (cited  by  Bierman  and 
others)  have  approached  the  aorta  from  above  using 
the  carotid,  brachial,  or  radial  artery  and  have  used 
catheters  with  a suitable  fixed  curve. 


Peirce^^  puncmred  the  femoral  artery  and  inserted 
polyethylene  tubing  through  the  cannula  in  a retro- 
grade direction  into  the  abdominal  or  thoracic  aorta. 
Sufficient  quantities  of  contrast  substance  then  could 
be  injected  through  the  tubing  to  produce  a satis- 
factory aortogram.  Hooks  and  others  reported  also 
on  the  use  of  this  procedure.  More  recently  Selding- 
er’^®  and  Odman^®  have  revived  the  use  of  this 
technique  by  developing  larger  more  maneuverable 
radiopaque  catheters  and  have  been  able  in  many 
instances  to  do  true  selective  arteriography  by  cath- 
eterizing  the  major  branches  of  the  abdominal  aorta. 

Robb  and  Steinberg^®  in  their  classical  paper  on 
angiocardiography  reported  that  they  had  deliberately 
used  this  procedure  to  visualize  the  renal  arteries. 
Leigh  and  Rogers  emphasized  its  usefulness,  and 
Porporis  and  others  have  used  radioactive  iodine 
(1-131)  in  tracer  amounts  mixed  with  contrast  sub- 
stance to  determine  the  optimum  time  for  abdominal 
filming. 

TECHNIQUE 

Translumbar  Aortography. — Local  anesthesia  can 
be  used  for  translumbar  aortography  in  most  in- 
stances particularly  if  the  confidence  of  the  patient 
is  obtained  by  explaining  the  procedure  carefully. 
A single  dose  of  400  mg.  of  Miltown  or  Equanil  also 
serves  to  relax  the  patient  and  allay  apprenhension. 
Other  premedication  consists  of  morphine  sulfate 
and  scopalomine  in  the  usual  preoperative  dosages. 
The  radiographic  table  is  covered  with  a radiolucent 
sponge  rubber  mat  which  makes  the  patient’s  posi- 
tion more  comfortable.  Preliminary  films  insure 
proper  exposure  and  provide  evidence  of  a clear 
intestinal  tract.  Following  the  standard  preparation 
of  the  skin,  local  anesthesia  is  carried  by  infiltration 
through  the  muscle  layers  into  the  periosteum  of  the 
vertebral  column.  We  are  convinced  that  the  gen- 
erous use  of  local  anesthesia  is  essential. 


Dr.  Colvin  H.  Agnew  and  his 
co-author  presented  this  paper 
from  the  Department  of  Radi- 
ology at  the  University  of  Texas 
Medical  Branch  for  the  Section 
on  Radiology  at  the  annual 
session  of  the  Texas  Medical 
Association,  April  21,  1959,  in 
San  Antonio. 

Abdominal  aortography  is  a valuable  diagnostic  procedure 
and  indispensable  in  selection  of  patients  for  surgery  because 
of  occlusive  vascular  disease  of  the  abdominal  aorta  and  its 
branches.  Knowledge  of  the  principles  involved  and  strict 
adherence  to  rules  of  technique  as  well  as  appropriate  selec- 
tion of  patients  and  method  permit  abdominal  aortography 
with  relatively  little  risk. 
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The  site  for  introducing  the  needle  as  recom- 
mended by  dos  Santos  is  shown  in  figure  1C.  To 
puncture  the  aorta  above  the  celiac  axis,  the  needle 
is  inserted  at  a 30  degree  angle  from  the  verticle 
just  below  the  last  rib  and  is  angled  so  as  to  approach 
the  aorta  parallel  to  the  twelfth  rib.  It  is  directed 
downward  and  inward  striking  the  vertebral  body. 
The  needle  is  then  withdrawn  slightly  and  the  stylet 
removed,  and  the  tip  of  the  needle  is  redirected 


slightly  laterally  and  advanced  so  that  it  grazes  the 
anterolateral  surface  of  the  vertebral  body.  With  a 
little  practice  one  soon  acquires  a sense  of  resistance 
that  occurs  just  before  the  aorta  is  entered.  This  is 
quite  helpful  because  it  enables  the  examiner  to 
thrust  the  needle  inward  sufficiently  so  that  the  bevel 
does  not  straddle  the  wall  of  the  aorta.  When  the 
needle  enters  the  aorta,  there  is  a prompt  spurting 
of  blood;  but  unless  there  is  a considerable  hyper- 
tension, the  blood  does  not  spurt  more  than  about 
an  inch  beyond  the  hub  of  the  17  gauge  needle. 
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Fig.  1A.  Front  piece  from  the  book  by  dos  Santos  and 
associates  pubfished  in  Paris  in  1931. 

B.  Normal  typical  translumbar  aortogram. 

C.  Traditional  landmarks  for  the  insertion  and  direc- 


tion to  place  the  needle  above  the  origin  of  the  celiac 
axis.  To  enter  below  the  renal  arteries,  the  direction  of 
the  needle  should  be  directed  toward  the  transverse 
processes  of  the  second  lumbar  vertebra. 
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Polyethylene  tubing  is  attached  to  the  needle  and 
both  are  irrigated  at  frequent  intervals  with  a 0.002 
per  cent  heparin  in  isotonic  saline  solution. 

Regardless  of  the  certainty  with  which  the  needle 
is  positioned,  5 cc.  of  contrast  substance  are  injected; 
and  the  initial  film  is  exposed,  rapidly  processed, 
and  viewed.  If  the  needle  appears  not  to  be  clearly 


within  the  aortic  lumen,  it  mast  be  withdrawn  and 
reinserted  at  a new  level.  Although  the  pulsation  of 
arterial  blood  in  the  polyethylene  tubing  is  highly 
suggestive  that  the  needle  tip  is  within  the  aorta  or 
one  of  its  major  branches,  this  evidence  is  unreliable. 
The  length  of  the  bevel  of  most  needles  is  such  that 
part  of  the  opening  may  still  be  within  the  wall  of 
the  aorta  or  may  even  be  outside.  This  is  illustrated 
(fig.  3 A and  E).  Figure  3D  shows  a simultaneous 


Fig.  2A.  The  needle  properly  placed  below  the  renal 
arteries  for  the  investigation  of  aortic  and  peripheral 
occlusive  vascular  disease.  There  is  narrowing  of  the  left 
externa!  iliac  artery. 

B.  The  runoff  into  the  thighs  shows  the  delay  pro- 
duced by  the  diseased  external  iliac  artery. 

C.  The  demonstration  of  an  unsuspected  abdominal 
aortic  aneurysm  by  the  venous  angiocardiographic  tech- 
nique. 


D.  Rather  unusual  dumbbell-shaped  aortic  aneurysm 
arising  below  the  origin  of  the  renal  arteries. 

E.  Complete  occlusion  of  the  right  common  iliac 
artery  with  development  of  substantial  collateral  circula- 
tion. 

F.  This  patient  was  investigated  for  hypertension,  and 
a narrow  stenotic  band  with  a poststenotic  dilatation  is 
demonstrated.  This  was  proved  to  be  due  to  a congenital 
stenosis. 
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injection  of  both  an  artery  and  a vein  in  which  the 
bevel  of  the  needle  apparently  lies  within  both  ves- 
sels. 

Dos  Santos  recommended  that  the  aortic  puncmre 
be  made  at  the  level  of  the  twelfth  thoracic  vertebra. 
This  is  well  away  from  the  large  abdominal  branches 
and  yet  will  provide  a satisfactory  visualization  of 
the  renal  arteries.  However,  if  the  area  of  interest  is 
the  lower  abdominal  aorta  or  the  large  branches  to 
the  thighs  and  legs,  it  may  be  more  desirable  to 
place  the  needle  below  the  renal  arteries.  The  diver- 
sion to  the  kidneys  and  upper  abdominal  viscera  is 
thus  avoided  so  that  more  contrast  substance  will 
reach  the  extremities.  When  the  puncture  is  made 
below  the  renal  arteries,  the  kidneys  and  intestine 
would  be  protected,  and  probably  the  spinal  cord  as 
well,  from  the  effects  of  the  contrast  substance; 


however,  the  risk  of  damage  and  fatal  hemorrhage 
may  be  greater  since  arteriosclerosis  is  much  more 
common  in  the  distal  aorta.  Moreover,  more  fre- 
quently than  one  suspects,  the  aorta  is  completely 
occluded  at  or  just  below  the  renal  arteries,  and  it 
is  impossible  to  pierce  the  aorta.  Therefore,  it  has 
been  our  recent  practice  to  begin  the  examination  by 
placing  the  needle  at  about  the  level  of  the  twelfth 
thoracic  or  first  lumbar  vertebra.  Following  the  in- 
itial film,  the  condition  of  the  lower  abdominal  aorta 
is  determined,  and  also  the  nature  of  the  problem 
which  one  may  encounter  may  be  ascertained  more 
clearly.  We  believe  that  there  is  some  merit  to  the 
suggestion  of  Kincaid  and  Davis^®  that  a second 
puncture  can  be  considered  if  visualization  of  the 
external  iliacs,  femoral  arteries,  and  other  branches 
to  the  legs  is  desired.  We  occasionally  have  resorted 
to  a second  puncture  although  generally  we  try  to 
avoid  this. 


artery  with  simultaneous  injection  of  the  lumbar  artery 
and  hemiazygous  vein  with  perilumbar  extravasation. 
The  lumbar  arteries  are  well  filled  providing  collateral 
circulation  necessitated  by  complete  aortic  occlusion  at 
the  bifurcation. 

E.  The  needle  lies  in  the  orifice  of  the  right  renal 
artery  which  divides  to  supply  a kidney  with  a duplex 
pelvis  and  ureter,  and  there  is  periarterial  injection  of 
contrast  material. 


Fig.  3A.  A satisfactory  aortogram  has  been  produced 
even  though  there  is  para-aortic  contrast  material  and 
the  classic  circumscribed  oval  shadow  of  an  intramural 
injection. 

B.  Intramural  and  para-aortic  injection  leading  to 
hemorrhage  and  hemothorax. 

C.  The  minor  complication  of  inadvertent  injection  of 
the  inferior  vena  cava. 

D.  The  tip  of  the  needle  is  in  the  second  lumber 
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Selective  Visceral  Arteriography. — ^We  prefer  se- 
lective visceral  arteriography  when  we  wish  to  ex- 
amine specific  branches  of  the  abdominal  aorta  or 
when  there  has  been  some  complication  connected 
with  the  performance  of  translumbar  aortography. 
Selective  visceral  arteriography  should  not  be  per- 
formed when  there  is  evidence  of  extensive  arterio- 
sclerosis of  the  lower  abdominal  aorta  or  its  periph- 
eral branches  for  fear  of  dislodging  a plaque  by 
manipulation  of  the  catheter.  We  prefer  to  expose 
the  artery  according  to  a technique  developed  by 
Derrick  and  his  associates.'*  At  first,  we  used  a Leh- 
man type  intracardiac  catheter  with  a preformed 
curve.  More  recently  we  have  had  some  experience 
with  the  catheter  described  by  Odman,*®  and  al- 
though our  experience  has  not  been  extensive,  this 
catheter  certainly  has  definite  advantages. 

Aortography  Using  Venous  Angiocardiography. — 
Occasionally  we  have  used  venous  angiocardiography 
to  advantage  in  cases  of  upper  abdominal  aneurysms 
when  we  regard  the  translumbar  approach  as  danger- 
ous, and  we  are  also  reluctant  to  use  a catheter  with- 
in the  abdominal  aorta.  An  example  is  shown  in 
figure  2C.  The  technique  of  this  procedure  has  been 
widely  described  before.  We  hasten  to  add  that  the 
meticulous  injection  technique  is  necessary  if  one 
is  to  obtain  adequate  concentration  of  the  contrast 
substance  in  the  upper  abdominal  aorta. 

CONTRAST  SUBSTANCE 

The  evolution  of  iodinated  contrast  substance 
since  Cameron’s  preliminary  report^  represents  a fre- 
quently overlooked  technical  development.  We  rarely 
inject  more  than  25  cc.  of  contrast  substance,  and 
earlier  preferred  70  per  cent  Urokon  because  of  its 
high  density  and  low  viscosity.  However,  most  pa- 
tients react  with  considerable  abdominal  distress 
following  the  injection  of  this  substance.  More  re- 
cently we  have  been  using  85  per  cent  Cardiografin 
and  76  per  cent  Renografin,  and  the  discomfort  to 
the  patient  has  been  considerably  reduced.  The  speed 
of  injection  may  vary  according  to  the  portion  of 
the  vascular  system  that  it  is  desired  to  demonstrate. 
Demonstration  of  the  renal  arteries  may  be  done  by 
the  use  of  15  cc.  of  contrast  substance  injected 
promptly.  Visualization  of  the  lower  abdominal  aorta 
and  its  major  branches  may  be  best  effected  by  a 
somewhat  slower  injection  (5  to  7 seconds)  of  25 
cc.  of  76  per  cent  Renografin. 

FILMING  TECHNIQUE 

The  majority  of  our  examinations  are  done  using 
the  translumber  route  in  which  we  use  a single  film 


under  the  abdomen  and  another  film  under  the 
thigh  and  lower  legs.  To  compensate  for  differences 
in  thickness,  we  have  had  considerable  success  using 
Eastman  Royal  Blue  Film  placed  in  the  Bucky  tray 
underneath  the  abdomen  and  Standard  Blue  Brand 
Film  underneath  the  thighs  and  upper  legs.  Another 
technique  that  we  have  explored  to  some  extent  is 
that  of  using  an  additional  portable  machine  to  film 
the  thighs  and  lower  legs  and  making  this  exposure 
some  2 to  3 seconds  after  the  exposure  of  the  abdom- 
inal film.  We  are  still  experimenting  with  other 
techniques  in  an  effort  to  demonstrate  the  entire 
vascular  system  from  the  site  of  aortic  puncture  to 
the  ankles. 

In  the  study  of  renal  circulation  and  also  in  an 
effort  better  to  demonstrate  the  collaterals  formed 
following  obstruction  of  the  abdominal  aorta,  and 
in  nearly  all  cases  of  selective  arteriography,  we  have 
used  the  Sanchez-Perez  or  Schonander  film  changers 
and  exposed  film  at  1 per  second.  In  general,  we 
try  to  adapt  our  filming  to  the  nature  of  the  prob- 
lem we  are  studying. 

INDICATIONS  FOR  AORTOGRAPHY 

Occlusive  Vascular  Disease. — A necessary  prereq- 
uisite for  the  successful  surgical  treatment  of  occlu- 
sive disease  of  the  aorta  and  its  branches  is  a precise 
knowledge  not  only  of  the  location  and  length  of 
the  obstruction,  but  also  the  vascular  system  beyond 
the  obstruction.  Consequently,  occlusive  vascular  dis- 
ease is  an  important  indication  for  aortography.  In 
most  instances,  we  prefer  the  translumbar  route. 
Every  effort  should  be  made  by  the  use  of  delayed 
or  serial  films  to  demonstrate  the  entire  circulation 
from  the  lower  abdominal  aorta  to,  at  least,  the 
midcalf. 

Aneurysms  of  Abdominal  Aorta  and  Its  Branches. 
— By  far  the  most  common  site  of  aneurysm  forma- 
tion is  that  part  of  the  aorta  lying  below  the  renal 
arteries.  Here  the  diagnosis  frequently  can  be  made 
by  the  clinical  examination  and  plain  films  of  the 
abdomen.  Since  techniques  in  the  use  of  grafts  have 
improved  greatly  and  since  most  of  these  aneurysms 
do  not  extend  to  the  level  of  the  renal  arteries,  it  is 
not  essential  that  all  of  these  cases  be  subjected  to 
aortography.  On  the  other  hand,  occasionally  there 
are  small  aneurysms  of  the  branches  of  the  aorta  such 
as  the  renal  arteries,  the  hepatic  artery,  or  the  ex- 
ternal iliac  arteries  which  would  remain  undiagnosed 
unless  one  resorted  to  aortography.  Also  occasionally 
the  aneurysm  lies  partly  in  the  lower  thorax  and 
partly  in  the  abdomen  in  which  case  thoracic  aortog- 
raphy or  intravenous  angiocardiography  would  be  the 
procedure  of  choice. 

Vascular  Malformations. — Arteriovenous  malfor- 
mations are  occasionally  encountered  and  can  be 
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demonstrated  by  aortography.  Recently  we  demon- 
strated an  arteriovenous  communication  between  the 
stump  of  the  right  renal  artery  and  the  inferior 
vena  cava. 

Renal  Abnormalities. — There  is  some  disagreement 
as  to  the  accuracy  of  aortography  in  the  differentia- 
tion of  renal  cysts  from  malignant  tumors.  Evans*’ 
indicated  an  accuracy  of  about  95  per  cent,  whereas 
Nesbitt  implied  less  confidence  and  emphasized  that 
even  following  satisfactory  aortography,  surgical  ex- 
ploration is  resorted  to  in  the  majority  of  cases. 
Consequently,  in  our  hands,  this  differentiation  is 
rarely  an  indication  for  translumbar  aortography. 

Aberrant  vessels  are  easily  seen  by  aortography, 
and  sometimes  these  produce  a partial  obstruction  of 
the  ureter  or  of  the  pelvis  of  the  kidney.  Alteration 
of  the  vascular  pattern  produced  by  renal  infarcts, 
hydronephrosis,  polycystic  disease,  and  horseshoe  and 
hypoplastic  kidneys  are  sufficiently  characteristic  to 
suggest  the  diagnosis.  It  is  rarely  necessary,  however, 
to  use  this  procedure  as  the  diagnosis  often  can  be 
confirmed  by  other  more  easily  performed  proced- 
ures. Selective  renal  arteriography  of  the  kidney  has 
been  of  value  in  the  surgical  management  of  renal 
tuberculosis.® 

Ever  since  the  demonstration  by  Goldblatt  that 
unilateral  renal  ischemia  may  cause  persistent  hyper- 
tension, clinicians  have  been  looking  for  conditions 
which  will  produce  such  an  ischemia  in  humans. 
Abdominal  aortography  is  the  logical  approach  to 
this  problem,  and  recently  we  have  been  impressed 
by  the  quality  of  the  demonstration  of  the  vascular 
bed  that  can  be  obtained  by  selective  renal  arteriog- 
raphy. This  is  demonstrated  in  figures  4D  and  E. 
Considerable  impetus  to  these  smdies  has  been  given 
by  the  findings  of  Poutasse  and  his  associates,  who 
have  found  bilateral  stenosis  of  the  renal  artery  in 
many  cases  associated  with  hypertension.  We  have 
had  2 cases  of  unilateral  renal  artery  narrowing  pro- 
ducing hypertension  relieved  by  vascular  surgery. 
One  is  shown  in  figure  2F. 

Celiac  and  Superior  Mesenteric  Arteriography. — 
Clinicians  have  recognized  a syndrome  characterized 
by  marked  weight  loss  and  emaciation,  inability  to 
eat  normal  sized  meals  without  discomfort,  and  the 
passage  of  stools  containing  excessive  amounts  of 
fat  and  undigested  material.  This  condition  often 
occurs  in  middle  aged  persons  and  has  been  identi- 
fied by  such  terms  as  abdominal  angina  or  abdominal 
claudication.  Neither  term  seems  to  be  satisfactory, 
but  the  implication  is  that  there  is  impairment  of 
blood  flow  to  either  or  both  the  superior  mesenteric 
artery  and  celiac  arteries.  A number  of  such  cases 
have  been  reported  in  the  literamre’*®  in  which  there 
was  a severe  narrowing  of  the  celiac  axis  or  superior 
mesenteric  artery  by  atheromatous  plaques  near  the 


origin  of  these  arteries.  Selective  visceral  arteriog- 
raphy is  a logical  approach  to  the  preoperative  smdy 
and  selection  of  patients  with  this  condition.  Per 
Odman  has  developed  a technique  for  catheteriza- 
tion of  these  branches.  Using  a somewhat  similar 
catheter,  we  have  had  some  success  in  this  connec- 
tion and  have  been  able  already  to  demonstrate 
severe  narrowing  of  the  superior  mesenteric  artery 
in  2 patients.  This  field  is  now  under  active  investi- 
gation. 

Miscellaneous  Conditions.  — The  conditions  that 
may  prove  susceptible  to  some  modification  of  ab- 
dominal aortography  are  liver  metastasis,  carcinoma 
of  the  stomach  and  pancreas,  and  possibly  carcinoma 
of  the  colon. 


HAZARDS  AND  COMPLICATIONS 

Evans  and  his  colleagues®  have  reported  on  2,500 
consecutive  aortographic  studies  without  a death  or 
serious  complication.  However,  within  the  past  5 
years,  sporadic  reports  of  fatalities  began  to  appear 
in  the  literature.  Recently  McAfee^^  has  surveyed  the 
experience  from  numerous  and  representative  insti- 
tutions in  the  United  States  and  found  that  in  13,270 
abdominal  aortograms,  there  were  37  fatalities  or 
a mortality  rate  of  0.28  per  cent.  In  addition,  there 
were  98  serious  nonfatal  complications  (incidence 
0.74  per  cent).  The  over-all  incidence  of  fatal  or 
serious  nonfatal  complications  was  therefore  slightly 
over  1 per  cent.  In  McAfee’s  study,  renal  damage 
was  the  most  important  complication  and  occurred 
in  about  one-third  of  the  fatal  cases.  Renal  damage 
was  distinctly  more  common  in  those  cases  that  re- 
ceived a large  amount  (over  50  cc.)  of  contrast 
substance,  where  the  injection  was  directly  into  the 
renal  artery,  or  in  those  patients  with  high  aortic 
obstruction.  Neurological  dismrbances  consisting  of 
paresthesias  and  various  degrees  of  paralysis  ranging 
from  asthenia  to  complete  paralysis  of  both  lower 
extremities  have  been  observed.  Other  fatalities  and 
severe  reactions  have  occurred  from  a hemorrhage  at 
the  puncture  site  and  interference  with  the  blood 
supply  to  the  intestinal  tract.  Other  causes  of  death 
or  severe  reaction  were  attributed  to  anesthesia. 
Gaylis  and  Laws®  clearly  demonstrated  that  intra- 
mural injeaion  of  isotonic  saline  in  the  aortic  wall 
would  produce  dissection.  This  preceded  shortly  a 
particularly  discouraging  report  from  the  University 
of  Michigan.’*  Here  3 fatalities  were  found  to  have 
been  produced  by  dissection  following  the  intramural 
injection  of  contrast  substance.  These  dissections 
produced  by  the  intramural  injection  may  be  ex- 
pected to  produce  the  gamut  of  signs  and  symptoms 
exhibited  in  spontaneous  dissection. 

A summary  of  complications  observed  at  the  Uni- 
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ABDOMINAL  AORTOGRAPHY— 4gnew  & Cooley— continued 

versity  of  Texas  Medical  Branch  in  about  160  con- 
secutive examinations  is  as  follows: 

1.  One  case  of  periaortic  injection  requiring  im- 
mediate transfusions  and  followed  by  hemothorax  re- 
quiring eventual  decortication  (fig.  3B). 

2.  One  case  of  pneumothorax  which  required  no 
special  treatment  ( fig.  4B  and  C ) . 

3.  Five  cases  of  intramural  injection.  There  is  no 
record  of  adverse  effects  except  in  1 patient  who 
temporarily  stopped  breathing  even  though  there 
was  endotracheal  intubation. 

4.  Six  cases  of  periaortic  injection.  There  was  no 
recorded  adverse  effect  and  no  special  treatment  was 
required. 

5.  Three  cases  in  which  one  of  the  major  branches 
of  the  aorta  was  injected.  No  adverse  effect  was  re- 
corded and  no  treatment  was  required. 


6.  One  case  of  acute  thrombosis  at  the  site  of 
insertion  of  the  catheter  in  the  femoral  artery.  Signs 
and  symptoms  developed  12  hours  following  selective 
visceral  aortography.  The  thrombus  was  removed 
promptly  without  any  disability. 


PROPHYLAXIS 

By  far  the  most  important  prophylactic  measure 
is  to  have  the  procedure  performed  by  those  who  are 
aware  of  the  proper  indications  and  possible  com- 
plications, who  observe  the  most  meticulous  tech- 
nique in  puncture  and  catheterization,  and  who  have 
the  poise  and  judgment  to  discourage  its  ill-advised 
use.  However,  adherence  to  the  following  directives 
will  reduce  the  risk  of  the  procedure.  Evans®  has 
advocated  stricter  rules. 


Fig.  4A.  In  a complete  situs  inversus  the  patient  was 
wisely  approached  from  the  right  side. 

B.  In  a markedly  emphysematous  person,  the  usual 
placement  of  the  needle  pierced  lung,  producing  the 
pneumothorax  demonstrated  in  C. 


D.  Inadvertent  injection  of  the  right  renal  arter/ 
demonstrating  selective  visceral  arteriography  by  the 
translumbar  method. 

E.  Catheter  threaded  into  the  right  renal  artery  dem- 
onstrates the  excellent  anatomic  detail  without  superim- 
posed irrelevant  vessels. 
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ABDOMINAL  AORTOGRAPHY — Agnew  & Cooley — continued 

1.  Several  attempts  to  puncture  the  aorta  at  the 
same  site  should  never  be  undertaken. 

2.  A single  film  should  be  taken  following  the 
injection  of  only  5 cc.  to  determine  accurately  the 
position  of  the  needle.  If  there  is  any  doubt  as  to  the 
location  of  the  needle,  it  should  be  withdrawn  and 
reinserted  at  a different  level. 

3.  The  volume  of  contrast  material  should  be  lim- 
ited to  20  cc.  above  the  renal  arteries.  When  there 
is  a complete  block  of  the  aorta  below  the  renal 
arteries,  advantage  should  be  taken  of  delayed  film- 
ing to  visualize  collateral  circulation  rather  than  in- 
creasing the  amount  of  contrast  substance. 

4.  Tranquilizers  and  local  anesthesia  should  re- 
place general  anesthesia.  It  appears  that  physicians 
are  more  considerate  of  patients  under  these  circum- 
stances and  that  there  is  the  further  advantage  of 
minimizing  the  risk  of  anesthesia. 

5.  Serious  consideration  should  be  given  to  limit- 
ing the  total  amount  of  contrast  material  injected 
during  one  procedure  to  60  cc.  although  we  have 
given  as  much  as  100  cc.  with  repeated  injections. 
It  is  probably  safer  to  repeat  the  procedure  than  to 
employ  larger  amounts  of  contrast  substance. 

6.  Selective  visceral  arteriography  via  the  femoral 
artery  should  not  be  undertaken  in  the  presence  of 
moderately  advanced  femoral  arteriosclerosis.  It  may 
not  be  detected  until  the  artery  is  exposed.  Even  then, 
it  is  probably  safer  to  withdraw  and  use  another 
method. 

7.  All  patients  should  be  observed  in  the  hospital 
for  24  hours  after  examination. 


CONCLUSION 

Abdominal  aortography  is  a valuable  diagnostic 
procedure  and  is  indispensable  to  the  surgical  selec- 
tion of  those  patients  with  occlusive  vascular  disease 
of  the  abdominal  aorta  and  its  branches.  There  are 
no  absolute  contraindications  with  the  possible  ex- 
ception of  hypersensitivity  to  iodine.  It  may  not  be 
necessary  in  the  demonstration  of  abdominal  aneu- 
rysms, bur  it  is  certainly  helpful  in  establishing  the 
limits,  origin,  and  ramifications  of  arteriovenous 
fistulas  and  congenital  malformations  of  the  aorta 
and  its  branches.  Safe  lumbar  aortography  is  influ- 
enced by  knowledge  of  the  principles  involved  and 
is  entirely  dependent  upon  the  strict  rules  of  tech- 
nique. With  the  appropriate  selection  of  patients  and 
method,  abdominal  aortography  can  be  performed 
with  relatively  little  risk. 
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Older  People  Tend  to  Hove 
Low  Protein  Diets,  Soys  VA 

People  over  50  have  a tendency  to  select  diets  low  in 
essential  protein  needed  to  maintain  health  and  vigor. 
Veterans  Administration  research  indicates. 

Older  people  apparently  have  a greater  requirement  for 
the  essential  amino  acids,  protein  constituents  found  largely 
in  eggs,  meat,  and  milk,  than  do  younger  people,  said  Dr. 
Stewart  G.  Tuttle,  spokesman  for  a research  team  at  the 
Los  Angeles  Veterans  Administration  center.  Yet  the  team’s 
study  indicates  people  over  50  tend  to  select  diets  that  are 
low  in  these  essential  amino  acids.  Dr.  Tuttle  said. 

"Our  study  suggests  that  lack  of  the  essential  amino  acids 
may  cause  a nutritional  imbalance  in  older  people  that 
makes  them  more  susceptible  to  development  of  degenera- 
tive diseases  and  speeds  the  aging  process,"  said  Dr.  Tuttle. 
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Surgical 
Emergencies 
In  Pregnancy 

NEWELL  W.  PHILPOTT,  M.D. 

Montreal,  Canada 

Commonplace  surgical  problems  become,  at 
times,  of  alarming  import  when  they  occur 
during  pregnancy.  This  is  of  great  significance  be- 
cause several  authorities  have  shown  that  the  inci- 
dence of  acute  appendicitis,  gallbladder  disease,  and 
other  lesions  of  the  gastrointestinal  tract  is  as  great 
in  the  pregnant  as  in  the  nonpregnant  female  pop- 
ulation.® 

Many  mistakes  have  been  made  in  the  handling  of 
these  conditions  which  required  active  surgical  inter- 
vention during  pregnancy.  The  errors  in  manage- 
ment were  usually  due  to  incomplete  medical  investi- 
gation or  may  be  attributed  to  errors  in  judgment. 
These  deficiencies  not  infrequently  have  been  due 
to  the  fact  that  the  operator  was  a surgeon  who 
lacked  knowledge  of  the  manifestations  of  these 
conditions  during  pregnancy.  Perhaps,  more  fre- 
quently it  has  been  relative  to  the  faa  that  an 
obstetrician  was  in  charge  and  that  he  has  had 
insufficient  experience  in  the  handling  of  those  acute 
surgical  lesions  which  lie  outside  the  realm  of  ordi- 
nary obstetrical  practice. 

These  facts  emphasize  the  importance  of  ade- 
quate training  for  any  surgeon  who  is  permitted  to 
open  the  abdomen.  In  addition,  the  general  surgeon 
and  the  obstetrician  should  be  urged  to  become  more 
familiar  with  the  manifestations  of  general  surgical 
conditions  which  may  be  encountered  in  obstetrical 
practice. 

It  is  my  intention  to  present  findings  of  those 
more  common  surgical  problems  which  are  observed 
in  a large  obstetrical  center.  Extraordinary  entities 
purposely  will  be  omitted.  For  example,  Kobak  and 
Hurwitz  of  the  University  of  Illinois  have  reviewed 
31  cases  of  perforation  of  the  pregnant  uterus  by 
gunshot  wounds.'*  In  Montreal  we  have  no  knowledge 
of  this  type  of  mishap,  and  I shall  refer  only  to  those 
conditions  which  are  seen  with  some  frequency  in 
our  institution. 

Barter  and  Rovner  of  Washington  reported  all 
extrauterine  complications  which  were  treated  by 
operation  in  a 5 year  period.*  There  were  45,720 
deliveries,  and  only  41  patients  had  an  operation  of 
this  nature. 


Mendenhall  reviewed  the  cases  of  acute  appendi- 
citis complicating  pregnancy  which  occurred  in 
Sloane  Hospital,  New  York,  from  1934  to  1957.® 
Only  19  women  manifested  definite  proof  of  acute 
appendicitis.  This  was  an  incidence  of  0.026  per 
cent. 

In  supplementing  a report  of  10  years  ago  by  a 
careful  smdy  of  all  cases  during  the  last  2 years  at 
the  Royal  Victoria  Hospital  I found  a much  higher 
incidence  of  surgical  intervention  during  pregnancy. 
Though  the  number  of  patients  in  the  last  2 years 
is  too  small  to  be  statistically  significant  the  findings 
are  of  sufficient  interest  to  be  presented. 

The  report  of  the  1957-1958  period  involves  7,372 
obstetrical  patients.  There  were  only  2 maternal 
deaths,  and  the  fetal  mortality,  aU  types  included,  was 
2.4  per  cent. 

Included  in  this  total  were  55  patients  who  had 
extraordinary  surgical  procedures  during  pregnancy 

Dr.  Newell  W.  Philpott,  profes- 
r>f  obstetrics  and  gynecol- 
ogy  at  McGill  University  Fac- 
1*1^9  i^hy  of  Medicine,  presented  this 

paper  for  the  Section  on  Ob- 
stetrics  and  Gynecology  at  the 
annual  session  of  the  Texas 
Medical  Association  in  San  An- 
tonio,  April  21,  1959. 

Commonplace  surgical  problems  occurring  during  pregnancy 
may  have  alarming  import  unless  handled  carefully.  Of  7,372 
obstetrical  patients,  55  required  extraordinary  surgical  pro- 
cedures during  pregnancy  or  at  delivery.  The  general  surgeon 
and  the  obstetrician  should  become  familiar  with  manifesta- 
tions of  conditions  which  complicate  pregnancy  but  are  not 
encountered  frequently  in  ordinary  practice. 

or  at  the  time  of  delivery.  In  this  select  group  no 
mothers  were  lost,  but  the  fetal  deaths  were  9- 

There  has  been  an  exclusion  of  aU  types  of  un- 
complicated cesarean  sections.  Other  deletions  are 
conditions  such  as  tubal  pregnancies  and  the  various 
procedures  for  incomplete  and  inevitable  abortion. 
However  it  should  be  stated  that  our  gynecological 
service  admitted  4,953  individuals  in  this  1957-1958 
period.  There  were  41  tubal  pregnancies  and  870 
various  forms  of  abortion,  an  incidence  of  18  per 
cent  of  the  total  gynecological  admissions.  No  mor- 
tality occurred  in  this  group. 

The  55  patients  who  experienced  extraordinary 
surgical  procedures  should  be  presented  in  detail.  For 
the  sake  of  brevity  they  have  been  grouped  as  fol- 
lows: (1)  extragenital  abdominal  lesions,  (2)  sur- 
gical conditions  occurring  in  the  abdomen  and  as- 
sociated with  the  genital  tract,  and  ( 3 ) other  less 
common  types  of  surgical  procedures  which  occurred 
during  pregnancy. 
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PREGNANCY  EMERGENCIES  — Phil  pott  — continued 

EXTRAGENITAL  ABDOMINAL  LESIONS 

Acute  appendicitis  which  occurs  during  pregnancy 
is  of  established  interest.  The  experience  of  any 
hospital  service  relative  to  acute  appendicitis  is  neces- 
sarily limited  by  the  infrequent  association  of  the 
two  conditions.  Most  authors  agree  that  pregnancy 
does  not  predispose  to  appendicitis;  it  would  appear 
that  appendicitis  and  pregnancy  may  coexist  with 
little  alteration  of  either  condition. 

During  the  last  2 years  a laparotomy  was  per- 
formed on  18  individuals  with  the  preoperative  diag- 
nosis being  of  an  extragenital  nature.  It  is  interesting 
to  note  that  in  12  instances  the  preoperative  diag- 
nosis was  definite  or  probable  acute  appendicitis 
complicating  pregnancy.  The  final  diagnosis  showed 
acute  appendicitis  in  5 patients,  questionable  chronic 
appendicitis  in  2,  volvulus  with  obstruction  in  1 
instance;  twice  degenerated  fibroids  were  the  cause 
of  the  acute  symptoms;  on  1 occasion  there  was  a 
twisted  right  sided  ovarian  cyst;  and  no  pathological 
lesion  was  found  in  1 patient. 

Table  1. — Laparotomy  for  Extragenital  Lesions  During 
Pregnancy,  1957-1958 

Lesion  No. 

Appendicitis  7 

Acute 5 

Chronic  t . 2 

Cholelithiasis  : . . > 3 

No  lesion  found 1 

Bands  of  adhesions 1 

Volvulus  & obstruction 1 

Neoplasm  of  sigmoid 1 

Total 14 

Table  1 lists  the  diagnoses  for  the  extragenital 
lesions.  It  should  be  noted  that  there  were  3 cases 
of  cholecystectomy,  all  performed  between  the  third 
and  sixth  months  of  pregnancy.  The  other  surgical 
conditions  were  treated  at  various  stages  of  the  preg- 
nancy. 

ASSOCIATED  GENITAL  LESIONS 

Two  conditions  which  are  primarily  gynecological 
and  which  frequently  complicate  pregnancy  are 
uterine  f ibromyomas  and  ovarian  cysts  ( table  2 ) . 
Management  of  these  conditions  plays  an  important 
role  in  the  eventual  result. 

In  a previous  study  our  records  showed  that  fibro- 
myomas  of  the  uterus  occurred  much  more  frequent- 
ly than  unilateral  and  bilateral  ovarian  cysts.*^  In 
15,949  obstetrical  cases  there  were  211  f ibromyomas 
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complicating  pregnancy  and  24  unilateral  or  bilateral 
ovarian  cysts  in  the  series. 

The  method  of  treatment  for  the  obstetrical  patient 
with  fibroids  varies  considerably  from  thar  used  when 
an  ovarian  cyst  is  the  complicating  factor.  When 
fibroids  are  present,  management  should  be  of  an 
expectant  nature.  Progress  of  a normal  pregnancy 
and  delivery  should  not  be  made  abnormal  by 
some  meddlesome  obsretrician.  Only  when  rhe  pa- 

Table  2. — Laparotomy  for  Genital  Conditions  During 
Pregnancy,  1957-1958. 


Condition  No. 

Twisted  ovarian  cyst 4 

Myomectomy 5 

Surgery  and  Cesarean  Section 

Removal  of  ovarian  cyst 2 

Hysterectomy  (fibroids)  4 

Myomectomy 6 

Abdominal  pregnancy  1 


Total  22 


tient  experiences  repeated  attacks  of  acute  pain, 
vomiting,  or  fever  should  myomectomy  be  consid- 
ered during  the  pregnancy.  Adequate  sedation  and 
bed  rest  are  invaluable  for  the  relief  of  pain  and  the 
prevention  of  subsequent  attacks.  At  our  hospital  we 
believe  that  repeated  doses  of  morphine  or  some 
similar  drug  are  most  efficacious.  We  do  not  ad- 
minister progesterone  or  estrogens  as  a routine  meas- 
ure because  there  is  rarely  a deficiency  found  in  this 
type  of  case. 

Delivery  per  vaginum  may  be  carried  out  in  the 
presence  of  fibroids  provided  there  is  no  obstruc- 
tion offered  the  fetus  in  the  birth  canal.  Because  of 
the  possibility  of  degeneration  in  the  postpartum 
involuting  period,  removal  of  larger  fibroids  should 
be  considered  and  such  removal  can  be  accomplished 
toward  term  by  means  of  a cesarean  operation. 

Our  treatment  of  211  obstetrical  patients  with 
fibroids  was  as  follows:  cesarean  section  with  hyster- 
ectomy was  performed  in  29  cases;  myomectomy 
with  cesarean  section  in  24  cases;  myomectomy  dur- 
ing pregnancy  in  16  cases;  and  delivery  per  vaginum 
in  156  cases. 

If  a myomectomy  is  indicated  during  the  preg- 
nancy, most  authorities  agree  that  whenever  it  is 
possible  it  should  be  performed  after  the  ninetieth 
day  of  pregnancy.  The  uterus  is  less  irritable  and 
placental  function  is  well  established  by  this  time. 
We  follow  the  rule  that  a cesarean  section  should  be 
the  method  of  delivery  following  those  cases  of  myo- 
mectomy in  which  the  fibroids  are  intramural.  When 
they  are  situated  subserous  or  are  pedunculated, 
delivery  per  vaginum  is  recommended. 
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PREGNANCY  EMERGENCIES  — Phil  pot  t — continued 

One  may  ask  if  it  is  necessary  to  do  a cesarean 
section  at  any  time  following  myomectomy.  Acci- 
dents do  occur.  One  of  our  patients  had  a myomec- 
tomy for  intramural  fibroids.  Three  years  later  when 
the  patient  was  8 months  pregnant  she  was  seized 
with  a sudden  sharp  pain  which  was  followed  by 
profound  shock.  A cesarean  operation  was  performed 
2 hours  later  at  which  time  a rupture  of  the  old  scar 
5 cm.  in  length  was  found  accompanied  by  massive 
intra-abdominal  hemorrhage,  and  the  baby  was  de- 
livered dead.  Fortunately  the  mother  survived. 

When  there  is  an  ovarian  cyst  of  any  appreciable 
size — 6 cm.  in  diameter  or  larger — and  the  patient 
has  an  intrauterine  pregnancy,  she  should  be  treated 
somewhat  differently.  Complications  are  prone  to 
occur  due  to  twists  in  the  pedicle  with  consequent 
impairment  of  circulation  in  the  predelivery  or  post- 
delivery state.  Obstruction  to  labor  is  not  infrequent. 
Some  authors  suggest  removal  of  all  ovarian  cysts 
at  around  12  weeks  of  pregnancy.  We  agree  that  if 
there  is  a suggestion  of  any  such  complication,  op- 
eration is  indicated.  Of  the  24  cases  which  were 
diagnosed  during  the  5 year  period  12  patients  came 
to  operation  at  some  time  during  the  pregnancy. 

It  is  essential  to  diagnose  these  cases  in  early 
pregnancy  because  they  are  difficult  to  detect  in  later 
months.  They  may  be  inaccurately  diagnosed  as 
fibroids  of  the  uterus.  By  pelvic  examination  in  the 
first  3 months  of  pregnancy  an  accurate  diagnosis 
usually  can  be  made.  Roentgen  examination  is  an 
aid  in  this  type  of  case  because  approximately  50 
per  cent  of  cysts  which  occur  in  pregnancy  are  der- 
moid in  origin,  and  they  usually  contain  radiopaque 
material. 

There  were  4 persons  in  whose  cases  both  ovaries 
were  removed  because  of  the  presence  of  large  bi- 
lateral dermoid  cysts.  Two  of  these  patients  were 
operated  upon  before  90  days’  gestation.  Most  cer- 
tainly it  is  important  that  these  patients  be  given 
sedation  during  the  preoperative  and  postoperative 
period. 

In  addition,  if  there  is  any  indication  that  the 
corpus  luteum  has  been  removed  along  with  the 
cyst,  these  patients  are  benefited  by  large  doses  of 
progesterone  and  estrogenic  substances.  We  prefer 
the  intramuscular  administration  of  progesterone  in 
amounts  not  less  than  50  mg.  per  day.  This  may  be 
used  in  conjunction  with  the  oral  administration  of 
diethylstilbestrol. 

Dangers  of  abortion  after  90  days  of  pregnancy 
are  not  great.  The  placental  function  is  well  estab- 
lished and  progesterone  production  is  carried  on  by 
the  placenta.^ 


The  other  more  unusual  surgical  conditions  are 
noted  in  table  3. 

Table  3. — Other  Conditions  Requiring  Surgery  During 
Pregnancy,  1957-1958. 


Condition  No. 


Bartholin  cysts  5 

Removal  of  renal  calculi 3 

Major  orthopedic  surgery 3 

Radical  mastectomy  2 

Removal  of  breast  nodule 2 

Heart  surgery  2 

Simple  mastectomy  1 

Excision  of  cancer  of  labia 1 


Total  19 


Suffice  it  to  remark  that  aU  these  various  condi- 
tions were  treated  with  definite  benefit  to  the  moth- 
ers though  there  was  added  risk  to  the  fetal  outcome. 

It  should  be  noted  that  one  abdominal  pregnancy 
is  included  in  the  list.  This  case  may  be  of  sufficient 
interest  to  describe  in  detail. 


CASE  REPORT 

Mrs.  V.,  aged  37,  had  been  married  14  years.  There 
had  been  extensive  sterility  investigation  and  various  thera- 
peutic measures.  Hospitalized  on  three  occasions  during 
pregnancy  for  severe  abdominal  cramps,  backache,  and 
weakness,  she  was  treated  with  large  doses  of  progesterone 
and  sedatives.  A septate  type  of  uterus  was  considered  pos- 
sible, with  two  separate  masses  being  palpated  in  the 
abdomen.  It  was  decided  to  contemplate  a cesarean  delivery. 

Last  admission  occurred  6 weeks  before  term  with  the 
patient  having  suspected  labor  pains  and  a showing  of 
blood.  She  received  more  progesterone  and  repeated  seda- 
tion. Three  days  later  there  was  profuse  uterine  bleeding 
followed  by  the  passing  of  a decidual  cast.  One  day  later 
a laparotomy  was  performed  and  an  abdominal  pregnancy 
was  found.  The  sac  and  placenta  were  attached  to  the 
omentum,  transverse  colon,  several  loops  of  ileum,  and  the 
parietal  peritoneum  of  the  pouch  of  Douglas.  A live  baby 
of  2,160  Gm.  was  delivered.  Even  with  extreme  care  some 
maternal  sinuses  were  torn  and  devastating  hemorrhage 
occurred.  The  cord  was  cut  short  and  the  placenta  was  left 
intact  in  the  abdominal  cavity.  The  abdomen  was  closed 
with  no  drain  being  used.  Profound  shock  was  treated  with 
14  pints  of  blood  over  a 48  hour  period. 

The  fetal  sac  filled  with  blood  and  bowel  obstruction 
symptoms  were  marked  for  22  days;  this  necessitated  a 
Levin  tube  and  careful  electrolyte  control.  A posterior 
colpotomy  and  drainage  of  2,000  cc.  of  purulent  bloody 
fluid  were  performed.  This  was  followed  immediately  by 
marked  improvement  for  3 weeks. 

Two  days  after  the  patient’s  figured  due  date  (January 
24,  1959)  there  was  separation  of  several  cotyledons  of 
placenta;  repeated  severe  hemorrhages  from  the  colpotomy 
wound  occurred  over  the  next  8 days.  This  was  controlled 
by  tight  packing  and  the  liberal  use  of  whole  blood. 

Three  months  following  delivery  the  mother  and  baby 
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are  progressing  favorably.  It  should  be  stated  that  49  pints 
of  blood  were  used  during  the  total  postpartum  period. 


SUMMARY 

Various  conditions  requiring  active  surgical  inter- 
vention may  occur  during  pregnancy.  These  should 
be  treated  when  definitely  diagnosed.  The  general 
surgeon  and  the  obstetrician  should  be  stimulated  to 
become  more  familiar  with  the  manifestations  of 
those  conditions  which  complicate  pregnancy  but 
which  are  not  encountered  frequently  in  ordinar}' 
practice. 
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Less  Premedical  Training 
Recommended  by  Physicians 

How  medical  education  looks  today  both  to  medical  stu- 
dents and  practicing  physicians  was  the  theme  of  the  nation- 
wide survey  reported  in  the  November  issue  of  Patterns  of 
Disease,  a publication  distributed  by  Parke,  Davis  and  Com- 
pany. The  survey  was  conducted  among  9,862  medical  stu- 
dents representing  51  of  the  nation’s  84  medical  schools 
and  5,065  physicians. 

A major  point  of  student-physician  disagreement  con- 
cerned premedical  preparation  for  medical  school.  Practical- 
ly ail  of  the  students  received  undergraduate  degrees,  with 
only  11  per  cent  having  no  degree.  Approximately  80  per 
cent  of  the  medical  students  felt  their  premedical  education 
to  be  valuable  preparation  for  medical  school,  giving  as 
their  major  reason  background  broadened  in  nonscientific 
areas.  Close  to  half  of  the  physicians,  on  the  other  hand, 
felt  that  a 4 year  premedical  education  was  not  necessary 
for  medical  studies.  Most  frequently  cited  reason  was  a 
"shorter  period  would  be  adequate.” 

However,  both  students  and  physicians  favored  more 
emphasis  on  liberal  arts  than  on  science.  Close  to  85  per 
cent  of  the  students  had  majored  in  science,  but  only  about 
20  per  cent  said  that  they  would  now  recommend  heavy 
science  programs.  About  40  per  cent  of  the  physicians  felt 
that  premedical  education  should  stress  liberal  arts,  with 
approximately  30  per  cent  preferring  basic  sciences. 

956 


Elective  Induction 
Of  Labor 

J.  L,  JACKSON,  M.D. 

Wichita  Falls,  Texas 

OR  MANY  YEARS  midwives,  physicians,  and 
later  obstetricians  have  adhered  to  the  axiom 
of  "leave  her  alone  long  enough  and  she  will  deliver 
her  baby  herself.”  With  the  removal  of  the  majority 
of  the  natural  hazards  to  the  parturient  by  modern 
scientific  obstetrics,  the  patient  and  physician  have 
turned  their  attention  to  the  alleviation  of  discomforts 
endured  by  the  expectant  mother.  Much  attention  has 
been  given  to  sedatives  and  anesthesia  during  labor, 
but  little  has  been  done  to  aid  the  awkward  and 
uncomfortable  patient  in  the  latter  weeks  of  gesta- 
tion. More  recently,  the  pharmaceutical  companies 
have  turned  their  attention  to  a large  list  of  sedative 
drugs  and  are  urging  their  use  to  promote  sleep  and 
relieve  the  discomfort  during  the  waning  days  of 
pregnancy. 

Induction  of  labor  has  long  been  reserved  for  the 
severe  toxemia,  hypertension,  or  other  complications 
of  pregnancy.  Disagreement  continues  in  professional 
circles  regarding  the  early  induction  of  labor  for  the 
Rh  sensitized  patient.  For  many  years,  labor  has  been 
induced  by  the  use  of  castor  oil,  quinine,  enemas, 
and  their  various  combinations.  Already  belonging 
to  antiquity  is  the  Voorhees  bag.  In  more  recent 
years,  various  Pituitrin  products  have  been  employed 
to  induce  labor.  More  recently,  Pirocin  has  been  em- 
ployed intravenously,  with  the  results  ranging  from 
glowing  success  in  all  cases  to  outright  condemnation 
of  the  whole  procedure.  Surely  time  will  bring  the 
results  of  Pituitrin  induced  labor  to  a reasonable 
level  and  add  it  to  our  growing  armamentarium  of 
useful  and  accepted  procedures. 

This  paper  deals  with  a simple  and  extremely  easy 
procedure  for  the  induction  of  labor.  For  many 
years,  obstetricians  have  employed  the  simple  rupture 
of  membranes  as  treatment  for  eclampsia  and  pre- 
eclampsia.  Many  patients,  so  treated,  were  found  to 
go  immediately  into  labor  and  to  deliver  in  a rela- 
tively short  time. 

Several  years  ago,  I became  interested  in  attempts 
to  determine  the  relationship  of  the  cervix  to  the 
expected  interval  before  the  onset  of  labor.  Very  cau- 
tiously, and  with  exceptional  care  for  as  nearly  an 
aseptic  technique  as  possible,  I began  routinely  to 
make  pelvic  examinations  on  each  patient  as  she 
visited  the  office  during  the  last  2 or  3 weeks  of 
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pregnanq^.  Over  a period  of  time,  I found  that  I 
could  become  fairly  accurate  in  my  predictions  as  to 
the  onset  of  labor.  Somewhere,  I acquired  the  now 
commonly  used  term,  "ripe  cervix.” 

From  this  cautious  beginning,  a more  brazen  at- 
titude was  taken  until  today;  every  patient  is  exam- 
ined vaginally  at  each  office  visit,  beginning  3 weeks 
prior  to  the  expected  date  of  confinement.  No  special 
techniques  are  employed.  The  surgically  clean,  but 
nonsterile  glove,  employed  in  any  vaginal  examina- 
tion, is  utilized  along  with  an  ordinary  surgical  lub- 
ricant. As  the  statistics  point  out,  no  interuterine 
infections  have  resulted. 


RIPE  CERVIX 

The  "ripe  cervix”  is  difficult  to  describe.  The 
usual  relationship  of  the  lower  uterine  segment  to 
the  cervix  is  altered,  so  that  the  internal  os  becomes 
obliterated  and  the  cervical  canal  is  shortened.  The 
external  os  becomes  slightly  dilated,  and  the  remain- 
ing cervix  is  softened  and  becomes  distensible.  The 


Dr.  J.  L.  Jackson  of  Wichita 
Falls  presented  this  paper  at 
the  Texas  Medical  Association's 
1 959  annual  session  before  the 
Section  on  Obstetrics  and  Gyne- 
cology, April  20  in  San  Antonio. 

Elective  induction  of  labor  by  simple  rupture  of  the  mem- 
branes for  a patient  with  a ripe  cervix  is  a safe  procedure, 
well  accepted  by  patients.  It  eliminates  some  of  the  discom- 
forts of  the  latter  days  of  pregnancy  and  shortens  the  length 
of  labor. 

ability  accurately  to  recognize  the  ripe  cervix  is  not 
easy.  Attempts  to  teach  the  technique  to  resident 
physicians  have  been  disappointing. 

As  the  expected  date  of  confinement  approaches, 
the  head  becomes  fixed  lower  in  the  pelvis,  and  the 
cervix  becomes  progressively  shorter.  As  the  cervix 
shortens  to  the  point  where  it  is  almost  flush  with 
the  lower  uterine  segment,  it  becomes  extremely  soft. 
The  os  begins  to  open  and  would  permit  the  intro- 
duction of  a finger  of  the  examining  hand.  There 
is  no  constant  relationship  between  the  expected  date 
of  confinement  and  the  time  of  the  ripening  of  the 
cervix.  However,  in  most  cases,  the  cervix  will  be 
ripe  about  7 to  10  days  before  the  expected  date  of 
confinement.  By  this  time,  the  patient  is  complaining 
of  constant  pressure,  extreme  frequency  of  urination. 


difficult  walking,  inability  to  sleep,  and  in  a con- 
tinuing state  of  discomfort.  These  would  be  described 
simply  as  the  discomforts  expected  in  the  latter  part 
of  pregnancy,  and  it  would  be  expected  that  labor 
would  ensue  in  a few  days.  Loss  of  sleep  is  common, 
and  the  fatigue  which  results  produces  anything  but 
a relaxed  patient,  well  prepared  for  labor. 

When  it  has  been  determined  that  the  cervix  is 
ripe,  the  patient  is  so  advised  and  surgical  induction 
of  labor  is  offered  to  her.  She  then  is  admitted  to 
the  hospital  and  prepared  in  the  usual  manner.  A 
sterile  vaginal  examination  is  made,  using  pHisoHex 
as  a lubricant.  With  two  fingers  of  the  examining 
hand  in  the  vagina,  the  cervical  os  is  felt.  One  finger 
is  inserted  into  the  cervix  and  the  membranes  are 
gently  stripped  from  the  lower  uterine  segment. 
This  usually  increases  the  amount  of  the  forewater. 
The  second  finger  is  introduced  into  the  cervix,  if 
possible,  and  a long  Allis  hemostat  is  inserted  be- 
tween the  fingers.  A slight  twisting  motion  will 
rupture  the  bag  and  allow  the  drainage  of  the  fore- 
water. One  or  both  fingers  are  then  introduced  into 
the  rent  into  the  amniotic  sac,  enlarging  it  suffici- 
ently to  allow  free  escape  of  the  amniotic  fluid.  Care 
is  exercised  to  allow  the  fluid  to  escape  slowly  as 
possible  and  to  prevent  the  displacement  of  the 
head.  A uterine  contraction  usually  follows  in  30  to 
60  seconds,  and  the  hand  is  then  withdrawn.  The 
fetal  heart  sounds  are  carefully  noted  and  the  patient 
is  instructed  to  remain  in  bed.  The  average  patient 
will  begin  active  contractions  within  15  to  45  min- 
utes, and  labor  will  ensue  at  a moderately  rapid  pace. 
More  experience  has  suggested  that  the  riper  the 
cervix,  the  more  quickly  is  the  onset  of  labor. 


EVALUATION  OF  PROCEDURE 

From  my  private  practice,  1,418  cases  have  been 
reviewed.  Of  these,  249  cases  have  been  eliminated 
for  the  following  reasons:  98  cesarean  sections;  24 
unable  to  determine  the  length  of  labor  (it  is  noted 
that  these  occurred  during  the  early  years,  when 
records  were  not  as  accurately  kept  as  they  are  today)  ; 
41  breech  presentations;  9 sets  of  twins;  1 eclampsia; 
39  premature  labors  (resulting  in  the  delivery  of  very 
small  infants,  some  of  which  were  previable ) ; 1 
prolapsed  arm;  1 large  meningocele;  1 cervical  dys- 
tocia ( due  to  a previous  surgical  procedure ) ; 1 
transverse  lie;  and  15  prolonged  labors  due  to  small 
pelves. 

A total  of  743  normal  labors  in  patients  with 
cephalic  presentations  were  used  as  a control  series. 
Approximately  410  cases  constitute  the  series  of 
elective  inductions  of  labor.  Sixteen  cases  where 
elective  induction  of  labor  was  instituted  have  been 
eliminated  for  the  following  causes:  2 inductions 
performed  for  toxemia,  upon  cervices  that  were  not 
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considered  ripe  by  the  usual  definition;  6 cases  in 
which  intravenous  Pitocin  was  employed;  2 cases  of 
prolonged  labor,  due  to  a platypelloid  pelvis;  3 cases 
of  prolonged  labor,  due  to  a small  pelvis;  1 case  of 
amnionitis  ( present  at  the  time  of  induction ) ; and 
2 cases  of  primary  inertia. 

The  1 case  of  amnionitis  is  not  easily  explained. 
The  patient  was  selected  for  an  elective  induction 
of  labor  and  admitted  to  the  hospital.  When  the 
membranes  were  ruptured,  there  was  a foul  odor  to 
the  amniotic  fluid.  The  subsequent  labor  was  some- 
what prolonged,  but  fortunately,  a viable  fetus  re- 
sulted, and  there  were  no  further  maternal  compli- 
cations. The  2 cases  of  dystocia  must  be  considered 
failures  of  the  elective  induction  of  labor  procedure. 
One  was  on  a physician’s  wife,  who  gave  a history 
of  previous  prolonged  labors.  The  membranes  were 
ruptured  in  the  usual  manner  and  labor  did  not 
ensue.  Delivery  was  finally  accomplished  after  vari- 
ous Pituitrin  procedures  and  a rather  prolonged  labor. 
The  other  case  is  an  outright  failure  of  the  proced- 
ure. In  that,  the  patient  had  had  a previous  cauteriza- 
tion of  the  cervix  which  was  believed  not  to  have 
altered  the  cervix,  and  the  cervix  was  considered  ripe 
at  the  time  of  induction.  However,  after  the  rupture 
of  membranes,  labor  did  not  ensue  and  delivery  was 
not  accomplished  for  more  than  24  hours. 

Table  1. — Average  Time  in  Labor  for  Spontaneous  and 
Induced  Labors. 

r — Noninduction — \ / Induction \ 


Year 

Cases 

Av.  Time 
(hr.:min. ) 

Cases 

Av.  Time 
(hr.  :min.) 

1951 

17 

7:47 

1952 

120 

8:20 

60 

4:03 

1953 

139 

8:32 

63 

4:32 

1954 

127 

9:47 

48 

5:37 

1955 

121 

9:32 

61 

4:49 

1956 

62 

9:49 

69 

4:57 

1957 

76 

9:58 

54 

5:15 

1958 

83 

10:15 

55 

5:58 

Total 

745 

9:19 

410 

4:59 

Table 

2. — Percentage  Distribution  of  Time  in 
Spontaneous  and  Induced  Labors. 

Labor  for 

Noninduction 

Induction 

Hr.  in  Labor 

No. 

% 

No. 

% 

< 

2 

55 

l.(>\ 

51 

133 

2 - 

3 

50 

1 ( 

^ 31 

72 

18( 

3- 

4 

54 

75  ( 

74 

19( 

4- 

5 

68 

9.4; 

64 

12) 

5- 

6 

74 

10  \ 

35 

6- 

7 

65 

9 ( 

> 55 

38 

9/ 

7 - 

8 

37 

5 ( 

20 

8- 

9 

42 

6 ) 

12 

3) 

9- 

10 

38 

5.2 

• 

9 

2 

10- 

20 

209 

29 

35 

9 

20- 

30 

53 

7.3 

0 

0 

Table  1 shows  the  average  length  of  time  in  labor 
for  743  normal  deliveries,  with  a spontaneous  onset 
of  labor.  The  time  in  labor  was  determined  as  that 
interval  of  time  elapsing  between  the  onset  of  regular 
contractions  and  the  end  of  the  second  stage  of 
labor.  It  will  be  noted  that  this  series  is  taken  from 
deliveries  from  1951  through  1958.  All  prolonged 
labors  have  been  excluded  as  noted  in  table  1.  The 
average  length  of  time  in  labor  was  9 hours  and  19 
minutes.  The  table  also  shows  the  evaluation  of  410 
electively  induced  labors,  between  the  years  1952  and 
1958.  The  time  in  labor,  for  these  electively  induced 
labors,  was  that  time  from  the  artificial  rupmre  of 
the  membranes  to  the  completion  of  the  second 
stage  of  labor.  This  eliminates  any  margin  of  error 
due  to  the  lag  in  time  between  the  rupture  of  the 
membrane  and  the  time  of  the  onset  of  labor,  which 
might  be  difficult  to  determine.  The  average  time 
for  these  410  induced  labors  was  4 minutes  59  sec- 
onds. It  is  interesting  to  note  that  after  eliminating 
all  abnormal  labors,  the  electively  induced  patient 
was  in  labor  approxi^nately  one-half  the  time  of  the 
patient  whose  labor  was  of  a spontaneous  onset. 

Further  evaluation  of  the  length  of  time  in  labor 
(table  2)  reveals  that  in  the  induction  group,  31  per 
cent  of  the  patients  had  delivered  within  3 hours 
after  the  rupture  of  the  membranes.  In  the  control 
series,  it  was  5 hours  before  31  per  cent  of  the 
patients  had  delivered.  By  the  end  of  5 hours,  62 
per  cent  of  the  induced  group  had  delivered.  By  the 
end  of  8 hours  only  55  per  cent  of  the  noninduced 
group  had  delivered  whereas  84  per  cent  of  the 
induced  group  had  been  delivered  within  this  period 
of  time.  Only  9 per  cent  of  the  induced  patients  took 
more  than  10  hours  to  deliver  whereas  in  the  non- 
induced group,  36  per  cent  of  the  patients  failed  to 
deliver  within  the  first  10  hours  of  labor. 

Since  delivery  procedure  might  conceivably  alter 
these  figures,  the  types  of  delivery  for  each  seaion 
is  evaluated  and  noted  in  table  3.  Of  the  743  con- 
trol cases,  112  were  delivered  spontaneously  and  631 
by  elective  low  forceps.  Thus,  it  is  noted  that  ap- 
proximately 85  per  cent  of  the  control  series  was 
delivered  by  elective  low  forceps.  In  the  electively 
induced  group  of  410,  28  were  delivered  spontan- 
eously and  362  by  elective  low  forceps.  This  consti- 
mtes  95  per  cent  of  this  series  and  might  conceivably 
somewhat  alter  the  average  length  of  time  in  labor, 
but  not  to  a great  degree.  In  accumulating  these  fig- 

Table  3. — Types  of  Delivery  for  Spontaneous  and  Induced 
Labors. 

Saddle 

Low  General  Block 
Total  Spontaneous  Forceps  Anesthetic  Anesthetic 

Nonin- 
duction 743  112  631  221  522 

Induction  410  28  382  61  349 
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ures,  it  was  noted  that  the  majority  of  the  spontaneous 
deliveries  occurred  earlier  in  practice  and  were  namr- 
ally  found  in  a higher  degree  of  multiparity.  In  the 
control  group,  221  were  delivered  under  general 
anesthesia  and  552  under  saddle  block  anesthesia. 
This  does  not  compare  quite  so  favorably  with  6l 
general  anesthetics  and  349  saddle  blocks  of  the  410 
electively  induced  labors.  Again  in  compiling  these 
statistics,  it  was  noted  that  a saddle  block  anesthesia 
was  used  much  more  frequently  in  recent  years. 

No  figures  are  shown  as  to  parity  of  these  patients. 
However,  the  majority  of  the  patients  are  relatively 
low  parity,  as  usually  noted  in  the  private  obstetrical 
practice.  It  is  thought  that  the  spread  between  primi- 
para  and  multipara  was  approximately  equal  between 
the  two  groups. 

Infant  morbidity  figures  are  not  readily  available 
for  either  of  these  groups.  However,  I am  unable  to 
recall  any  serious  morbidities  that  might  in  any  way 
be  considered  the  result  of  the  elective  induction  of 
labor.  As  noted  earlier,  premature  infants  have  been 
excluded  from  this  series.  After  the  elimination  of 
congenital  abnormalities,  only  4 infant  mortalities 
are  recorded  for  the  two  series.  Three  infant  mor- 
talities occurred  in  the  control  series,  1 of  which 
was  eliminated  because  of  a breech  position  which 
resulted  in  a stillborn  infant.  A second  patient  was 
delivered  by  emergency  mid  forceps  in  1952,  after 
severe  fetal  distress  was  noted.  The  cord  was  found 
wrapped  tightly  around  the  neck  five  times  and  the 
infant  could  not  be  revived.  The  third  case  involved 
an  Rh  sensitized  mother  who  had  an  erythroblastotic 
baby.  The  child  survived  exchange  transfusion,  only 
to  succumb  to  the  disease  in  approximately  6 weeks. 
Only  1 case  in  the  electively  induced  labors  resulted 
in  an  infant  mortality.  The  infant  was  delivered 
after  an  uncomplicated  labor  which  was  within  the 
limits  of  the  averages  for  the  induction  of  labor.  The 
child  was  somewhat  sluggish  at  the  time  of  delivery, 
but  its  cry  was  considered  good  and  it  was  placed  in 
the  nursery.  Approximately  6 hours  later,  the  child 
became  cyanotic  and  the  pediatrician  in  charge  of 
the  case  made  a diagnosis  of  congenital  heart  disease. 
In  approximately  48  hours,  the  infant  succumbed, 
and  the  postmortum  examination  revealed  congenital 
atelectasis,  with  poorly  expanded  lungs,  bilaterally, 
and  increased  amount  of  fibrin  tissue  with  the  un- 
expanded  portions  of  the  lung.  Although  it  is  con- 
ceivable that  this  mortality  might  in  some  way  be 
connected  with  induction  of  labor,  I believe  after 
seeing  similar  cases  under  other  circumstances  that 
it  is  unjust  to  attribute  this  infant  mortality  to  the 
induction  of  labor. 

It  has  long  been  the  opinion  of  the  laity  that  in- 
duction of  labor  resulted  in  a longer  labor  than  if 
labor  was  allowed  to  start  spontaneously.  It  also  has 


been  long  noted  by  the  laity  that  a dry  labor  was  a 
longer  and  more  difficult  labor.  It  has  been  necessary 
to  overcome  these  attitudes  as  elective  induction  of 
labor  has  been  "sold”  to  the  patient  and  her  family. 
With  its  beginning  use,  elective  induction  was  used 
more  for  convenience  of  patient,  physician,  and  hos- 
pital. However,  the  longer  the  procedure  was  em- 
ployed, the  more  obvious  it  became  that  the  average 
length  of  time  in  labor  was  decreased  by  the  elective 
induction  of  labor.  The  only  conclusion  which  can 
be  drawn  is  that  in  years  past  induction  of  labor  has 
been  employed  primarily  upon  the  complicated  case 
and,  therefore,  the  prolonged  labor  might  be  antici- 
pated. Certainly  it  is  without  foundation  that  the  loss 
of  amniotic  fluid  results  in  a prolonged  and  "dry” 
labor. 

Explanations  of  these  results  have  not  been  entirely 
obvious,  but  some  definite  conclusions  have  been 
noted.  For  a long  time  it  has  been  believed  that  the 
anxious,  upset  patient  was  in  labor  longer  than  her 
calm  sister.  It,  therefore,  has  been  concluded  that  the 
patient  who  has  been  allowed  to  enter  the  hospital 
at  an  appointed  time  in  a calm  state  and  given  an 
adequate  amount  of  time  to  arrange  her  household, 
locate  her  husband,  and  wait  calmly  for  a short  period 
of  time  before  the  onset  of  labor  is  in  a much  better 
mental  state  than  the  patient  who  suddenly  finds 
herself  in  labor  with  a household  to  be  disposed  of, 
a husband  to  be  found,  and  perhaps  an  unnecessarily 
rushed  trip  to  the  hospital.  In  observing  these  in- 
duced patients  in  labor,  it  has  been  my  opinion 
that  the  patients  do  not  ask  for  sedation  quite  as  early 
as  their  sisters  who  have  experienced  a spontaneous 
onset  of  labor.  Cervical  dilatation  is  more  rapid,  less 
pain  is  noted,  and  the  patient,  therefore,  is  ready  for 
delivery  after  a short  interval  of  time. 

In  relation  to  table  2 there  is  some  additional  in- 
formation which  is  interesting  to  note.  There  is  no 
reason  to  explain  the  increasing  average  of  time  in 
labor  for  the  control  series  unless  it  might  be  a more 
accurate  evaluation  of  the  time  in  labor  due  to  an 
increased  interest  on  the  part  of  the  nursing  person- 
nel to  determine  accurately  the  time  in  labor  as  this 
smdy  has  progressed.  It  is  thought  that  the  slight 
increase  in  time  in  labor  in  the  induced  series  is  due 
to  my  eagerness  to  utilize  the  procedure  and,  there- 
fore, it  has  been  employed  where  the  cervix  is  not 
quite  as  ripe  as  in  the  early  days  of  the  series. 

CONCLUSIONS 

From  the  review  of  these  1,418  cases  taken  from 
private  practice,  it  is  concluded  that: 

1.  Elective  induction  of  labor  by  simple  rupture 
of  the  membranes  is  a simple  and  safe  procedure. 

2.  The  evaluation  of  the  ripe  cervix  is  considered 
extremely  important. 
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3.  Elective  induction  of  labor  is  not  applicable 
to  100  per  cent  of  the  cases,  but  as  skill  with  its  use 
increases,  it  can  be  applied  to  approximately  50  per 
cent  of  the  patients  approaching  expected  date  of 
confinement. 

4.  There  is  no  apparent  increased  infant  morbidity 
or  mortality. 

5.  This  is  a procedure  which  has  gained  wide 
acceptance  by  patients  because  of  the  relief  of  the 
disturbing  discomforts  of  the  latter  days  of  preg- 
nancy. It  is  particularly  well  accepted  by  the  multi- 
parous patient,  who  finds  that  planned  labor  is  less 
disturbing  to  her  household  than  the  spontaneous 
onset  of  labor  at  an  inopportune  time. 

6.  It  adds  convenience  to  the  obstetrician  and  to 
the  hospital  by  allowing  induction  of  labor  at  an 
optional  time. 

7.  It  shortens  the  time  in  labor. 

It  may  be  said  that  elective  induction  of  labor  by 
simple  rupture  of  the  membranes  for  a patient  with 
a ripe  cervix  is  a completely  safe  procedure,  well 
accepted  by  the  patient.  It  eliminates  some  of  the 
discomforts  of  the  latter  days  of  pregnancy  by  termi- 
nating the  pregnancy  at  a time  when  its  continuation 
does  not  produce  beneficial  effects  for  the  mother 
or  the  infant.  Elective  induction  of  labor  upon  a 
patient  with  a ripe  cervix  actually  shortens  the 
length  of  time  in  labor,  thereby  decreasing  the 
amount  of  trauma  to  the  baby  and  discomfort  to  the 
mother. 

I Dr.  Jackson,  1314  Ninth  Street,  Wichita  Falls. 

ABSTRACT  OF  DISCUSSION 

Dr.  E.  T.  Coates,  San  Antonio;  Dr.  Jackson  is  to  be 
congratulated  on  his  paper  on  this  still  controversial  sub- 
ject. His  emphasis  on  the  "ripe  cervix”  is  well  taken.  The 
evaluation  of  the  ripe  cervix  is  of  the  utmost  importance, 
and  one  will  find  that  any  adverse  experiences  in  the 
induction  of  labor  are  usually  due  to  a misinterpretation 
of  this  one  factor.  One  cannot  rely  on  a rectal  examination. 

The  point  of  not  using  any  oxytocics  is  interesting,  be- 
cause in  our  inductions  we  have  found  that  frequently  the 
cervix  which  appears  to  be  "ripe”  will  become  firm  and 
even  re-form  under  the  stimulation  of  oxytocics. 

The  one  drawback  to  elective  induction  is  that  the  physi- 
cian must  accept  a certain  amount  of  additional  responsi- 
bility even  though  any  adverse  happening  might  have 
occurred  in  a spontaneous  labor.  Another  situation  that  one 
has  to  guard  against  is  the  patient  who  is  so  desirous  of 
having  her  labor  induced  that  she  brings  pressure  to  bear 
on  the  obstetrician  to  induce  labor  before  the  findings  are 
favorable,  especially  in  instances  in  which  labor  has  not 
occurred  by  the  time  of  the  expected  date  of  confinement. 
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Cervical  Cytology 
In  a Clinic  Practice 
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The  detection  of  carcinoma  of  the  cervix 
has  undergone  considerable  change  since  Papa- 
nicolaou and  Trout^  put  cervical  cytology  on  a sound 
basis  in  1943.  Twenty  years  ago  a clinician  felt  for- 
tunate to  find  carcinoma  of  the  cervix  limited  to 
stage  I.  If  cervical  cytology  is  included  in  the  annual 
examination  of  cancer  free  women,  invasive  carci- 
noma of  the  cervix  may  be  prevented. 

Each  of  us  has  a responsibility  in  cancer  deteaion. 
A history,  physical,  and  pelvic  examination  with 
visualization  of  the  cervix  is  no  longer  an  adequate 
means  in  ruling  out  carcinoma  of  the  cervix.  In 
the  past,  with  the  exception  of  those  coming  to  the 
gynecological  department,  Papanicolaou  smears  were 
not  done  routinely  on  all  new  patients  coming  to 
our  clinic.  We  now  plan  for  them  to  be  routine  on 
all  new  patients  in  the  medical,  surgical,  obstetrical, 
and  gynecological  departments. 


METHOD 

Various  collection  techniques  are  designed  to  ob- 
tain cells  exfoliated  from  the  lining  of  the  repro- 
ductive tract.  In  the  current  smdy,  material  for  cyto- 
logic examination  was  obtained  from  women  who 
had  not  douched  in  the  previous  24  hours.  An  un- 
lubricated speculum  was  inserted,  and  material  was 
obtained  by  aspiration  of  the  posterior  fornix  and  by 
scraping  the  squamocolumnar  junction.  This  ma- 
terial was  smeared  on  slides  and  imrqediately  im- 
mersed in  equal  parts  of  95  per  cent  ethyl  alcohol 
and  ether.  The  slides  were  stained  by  a modification 
of  the  Papanicolaou  method.  The  slides  were  read  by 
pathologists  in  practice  in  our  community.  The  usual 
cytological  criteria  for  determining  malignancy  were 
applied. 

Recent  studies  by  Berg  and  Bader  have  shown 
that  the  cervical  mucous  plug  contains  most  of  the 
exfoliated  cancer  cells.  Cells  from  the  squamocolum- 
nar junction  are  necessary  for  a high  degree  of  ac- 
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curacy  in  the  diagnosis  of  early  carcinoma  of  the 
cervix.  Smears  taken  from  only  the  posterior  fornix 
result  in  a higher  number  of  false  negatives.  A 
greater  number  of  false  negatives  also  will  result 
when  smears  are  taken  from  the  external  cervical  os 
after  the  mucous  plug  has  been  removed. 

In  the  future,  two  tools  will  be  used  by  us : ( 1 ) a 
cotton  swab  for  deeper  penetration  of  the  cervical 
canal  (90  per  cent  of  cervical  carcinomas  spread  up- 
wards toward  the  uterine  cavity  rather  than  out  to 
the  portio ) ; ( 2 ) an  Ayre  type  spatula  to  scrape  the 
squamocolumnar  junction. 

RESULTS 

During  the  3 years  1956  through  1958,  a total  of 
1,565  smears  were  made.  Three  carcinomas  of  the 
cervix  were  found  during  this  interval;  2 were  carci- 
noma in  sim,  and  the  third  was  a stage  I squamous 
cell  carcinoma  of  the  cervix.  These  3 carcinomas 
made  the  detection  rate  1.9  carcinomas  per  1,000 
smears.  The  2 carcinomas  in  situ  were  in  patients 
without  any  symptoms  referable  to  the  pelvis.  The 
invasive  lesion  was  in  a postmenopausal  woman  who 
had  had  some  spotting  for  several  months.  The 
cervix  in  this  case  was  described  as  having  an  erosion 
on  the  anterior  and  posterior  lips.  The  cervices  of  the 
patients  with  in  situ  lesions  showed  lacerations  and 
erosions  about  the  external  os.  Thus,  all  cervices  in 
this  series  showed  abnormalities,  although  only  in  the 
invasive  lesion  were  any  symptoms  present. 

There  were  6 smears  reported  as  positive  for  can- 
cer cells  in  which  the  diagnosis  of  cancer  was  not 
made.  Follow-up  on  1 patient  was  not  obtained. 
Atypical  hyperplasia  of  the  cervical  epithelium  was 
the  pathological  diagnosis  in  3 of  the  remaining  5 
cases.  One  case  showed  endometrial  hyperplasia,  and 
the  remaining  1 showed  extensive  chronic  inflamma- 

Dr.  W.  T.  Kable,  Jr.,  and  his 
co-authors,  physicians  at  the 
Wichita  Falls  Clinic-Hospital 
(Dr.  Kable)  and  Bethania  Hos- 
pital (co-authors),  presented 
this  paper  for  the  Section  on 
Obstetrics  and  Gynecology  at 
the  Texas  Medical  Association 
annual  session,  April  21,  1959, 
in  San  Antonio. 

A history  and  physical  and  pelvic  examination  with  visual- 
ization of  the  cervix  is  no  longer  adequate  to  rule  out  car- 
cinoma of  the  cervix.  Cytological  examination  is  a practical 
technique  routinely  in  the  detection  of  cancer.  In  a 3 year 
period  1,565  smears  were  made,  with  3 carcinomas  of  the 
cervix  being  found.  Additional  atypicol  epithelial  changes 
reflecting  lesions  needing  treatment  were  recognized. 


tion.  Thus,  even  though  these  patients  did  not  pre- 
sent carcinoma,  they  did  present  lesions  that  needed 
treatment. 

False  negative  smears  were  present  in  2 cases.  The 
first  was  obtained  preoperatively  in  a 31  year  old 
para-76016,  who  underwent  an  anterior  and  posterior 
repair  with  amputation  of  the  cervix.  The  excised 
portion  of  the  cervix  showed  a small  circumscribed 
area  of  carcinoma  in  sim  at  the  squamocolumnar 
junction.  In  this  instance  the  smears  were  made  in 
a proper  manner  and,  when  reviewed  in  retrospect 
following  the  remrn  of  the  pathological  diagnosis, 
still  did  not  show  any  mmor  cells.  The  second  patient 
had  had  punch  biopsies  of  the  cervix  elsewhere  and 
was  referred  here  because  carcinoma  of  the  cervix 
could  not  be  mled  out  on  the  biopsy  material.  The 
smear  was  negative,  but,  because  of  the  history,  a 
sharp  cone  of  the  cervix  was  done  which  showed 
carcinoma  in  sim.  Both  patients  were  treated  by 
total  abdominal  hysterectomy,  taking  a large  cuff  of 
the  vaginal  wall  about  the  cervix. 

Carcinoma  of  the  cervix,  according  to  Younge,^ 
attacks  about  2 per  cent  of  the  female  population 
past  30  years  of  age,  killing  over  50  per  cent  of 
those  in  whom  the  diagnosis  is  made.  Approximately 
90  per  cent  of  these  lesions  are  in  the  endocervical 
canal,  and  about  the  same  proportion  show  abnor- 
mality of  the  cervix  proper. 

In  this  series  1 carcinoma  of  the  cervix  was  found 
on  every  521  smears.  The  annual  report  of  the  Meyer 
Memorial  Hospital®  showed  the  incidence  of  recog- 
nizable cancer  in  patients  past  30  years  of  age  to  be 
1 case  in  every  625  patients  examined. 

The  number  of  carcinomas  in  situ  of  the  cervix 
found  was  1.27  per  1,000  smears.  According  to 
Stern,®  3 per  1,000  smears  is  to  be  expeaed  sta- 
tistically in  the  general  population  at  large.  Ullery 
and  others^  reporting  on  37,540  smears  found  2.79 
carcinomas  in  situ  of  the  cervix  per  1,000  smears. 
Younge^  reported  Erickson  as  finding  in  108,000 
cases  3.6  carcinomas  in  situ  per  1,000  smears  and 
in  the  second  screening  2.2  per  1,000  smears.  We 
believe  that  our  rate,  which  is  lower  than  that  gen- 
erally reported,  is,  in  a large  part,  due  to  the  small 
number  of  cases.  Our  series  also  includes  a group  of 
patients  under  30  years  of  age,  and  a portion  repre- 
sents repeat  smears  on  the  same  patients. 

The  false  positives  were  due  in  3 instances  to 
atypical  hyperplasia  of  the  cervical  epithelium.  Path- 
ologists agree  that  atypical  hyperplasia  of  cervical 
epithelium  is  the  lesion  which  is  most  difficult  to 
distinguish  from  carcinoma  in  situ  by  cytological 
methods.  Soule®  in  65,571  primary  cervical  smears 
reported  a false  suspicious  rate  of  2.4  per  1,000 
smears.  Reagan  and  others®  found  in  following  65 
cases  of  atypical  hyperplasia  of  the  cervix  from  IV^ 
to  4 years  that  the  lesion  regressed  in  35  instances 
and  persisted  in  20.  The  diagnosis  of  carcinoma  in 
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situ  of  the  cervix  was  made  in  9 of  these  cases,  and 
1 later  proved  to  have  an  invasive  carcinoma  of  the 
cervix.  (These  statistics  would  indicate  that  atypical 
hyperplasia  is  not  always  an  innocuous  lesion.) 

Clinically  speaking,  the  false  negative  smears  pre- 
sent the  major  problem.  The  technique,  however, 
tends  to  give  a higher  ratio  of  false  positives.  Occa- 
sionally, false  negative  smears  occur,  due  to  mistaken 
judgment  of  the  observer  reading  the  smear,  faulty 
collection  techniques,  and  to  the  faa  that  on  rare 
occasions  malignant  tumors  do  not  exfoliate  tumor 
cells.  Berg  and  Bader^  in  assessing  the  value  of  cytol- 
ogy in  cancer  detection  found  the  laboratory  error  is 
about  10  per  cent  in  laboratories  of  moderate  ex- 
perience. When  this  error  is  interpreted  from  the 
standpoint  of  the  increased  mortality  from  these 
errors,  it  is  of  note  that  if  repeat  smears  are  taken 
yearly,  by  the  end  of  3 years  only  1 case  in  1,000 
would  have  been  missed  by  cervical  cytology  alone. 
At  the  end  of  5 years  the  error  rare  of  1 per 
100,000  cases  is  far  less  than  the  1 missed  case  in 
the  whole  country  every  year.  The  error  decreases 
with  repeat  examinations;  thus,  the  only  women 
who  need  to  fear  cancer  are  those  whose  cancers 
are  so  atypical  that  they  will  escape  detection  in  10 
or  more  smears.  This  is  reassuring  to  all  physicians 
who  routinely  screen  for  carcinoma  of  the  cervix 
using  the  Papanicolaou  technique.  It  indicates  that, 
with  ordinary  care,  the  false  negatives,  being  so  few, 
will  not  interfere  with  the  value  of  the  procedure. 

CONCLUSIONS 

Cervical  cytology  is  a definite  aid  in  the  detection 
of  early  carcinoma  of  the  cervix.  All  physicians  can 
achieve  satisfactory  results  in  early  detection  of  car- 
cinoma of  the  cervix  by  including  cervical  cytology 
as  a part  of  the  annual  examination  of  their  female 
patients. 
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Clarification  of  the 
Doctor  - Patient 
Relationship 
As  a Goal  in  Brief 
Psychotherapy 

EUGENE  A.  HARGROVE,  M.D. 

Raleigh,  North  Carolimi 

The  purpose  of  this  paper  is  to  describe  a 
method  of  teaching  psychotherapy  to  fourth  year 
medical  students  at  the  University  of  North  Carolina 
School  of  Medicine  during  their  clerkships  in  the 
psychiatric  and  general  clinics.  The  faculty  at  the 
university  attempted  to  formulate  a treatment  meth- 
od which  was  brief,  goal  limited,  and  oriented  but 
which  utilized  fundamentals  of  the  psychotherapeutic 
process,  such  as,  emotional  abreaction,  insight,  and 
transference.  Our  aim,  however,  was  not  to  teach 
psychotherapy  as  a special  medical  technique  con- 
cerned chiefly  with  the  neuroses  and  psychoses,  but 
rather  to  direct  attention  to  the  known  fundamentals 
of  the  doctor-patient  relationship  which  have  uni- 
versal application  in  the  practice  of  medicine. 

As  a working  definition  of  psychotherapy  we  took 
the  simple  forthright  one  of  Romano’s®  rhat,  "Psy- 
chotherapy is  the  utilization  of  psychologic  measures 
in  the  treatment  of  sick  people.”  Electing  to  con- 
centrate on  the  doctor-patient  relationship  did  focus 
on  transference  manifestations,  but  this  also  allowed 
for  a certain  degree  of  abreaction  in  regard  to  both 
current  and  past  history  and  some  insight  into  the 
origin  and  nature  of  the  illness  as  it  stemmed  from 
the  patient’s  maladaptive  interpersonal  reactions. 

The  therapeutic  process  was  based  on  the  follow- 
ing assumptions:  (1)  the  patient’s  difficulties  in 
relating  to  key  figures  in  his  present  environment 
stem  from  limited  stereotyped  interpersonal  patterns; 
( 2 ) these  limited  interpersonal  patterns  produce 
frustration  and  lead  to  the  secondary  symptoms  of 
anxiety,  hysteria,  obsessions,  and  others;  and  (3)  the 
patient  will  repeat  with  the  therapist  these  previously 
developed  stereotyped  interpersonal  patterns  regard- 
less of  their  appropriateness. 

The  therapeutic  process,  arbitrarily  limited  to  a 
maximum  of  25  interviews,  consisted  of  two  steps: 

( 1 ) observation,  description,  and  classification  of 
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the  characteristic  interpersonal  pattern  which  devel- 
oped between  the  patient  and  the  therapist,  and  (2) 
clarification  of  this  relationship. 

In  essence  the  student  physician  was  to  work  with 
a patient  with  the  primary  goal  of  observing,  analyz- 
ing, and  clarifying  the  interpersonal  relation  as  it 
developed  between  him  and  the  patient.  Thus,  the 
compulsion  to  repeat  with  the  physician  previously 
developed  interpersonal  patterns  was  to  be  the  basic 
concept  in  teaching  and  understanding  the  doctor- 
patient  relationship. 

To  apply  this  concept  clinically  it  became  neces- 
sary to  pay  particular  attention  to  the  following  three 
components  of  the  doctor-patient  relationship:  the 
behavior  of  the  patient,  the  attitude  of  the  physician, 
and  the  reciprocal  relationship  which  developed. 

VERBAL  AND  NONVERBAL  BEHAVIOR 

To  teach  the  students  to  observe  and  describe  the 
overt,  public  behavior  of  a patient  became  no  easy 
task.  They  tended  to  accept  verbal  communication  at 
face  value.  The  shades  and  nuances  of  affective  be- 
havior and  nonverbal  communication  were  especial- 
ly elusive  and  seemed  beyond  the  ken  of  the  majority 
of  our  students  initially.  That  the  monosyllabic  ges- 
ture of  the  hitchhiker,  for  example,  could  convey 
affect  such  as  arrogance,  indecision,  boredom,  plead- 
ing, or  confidence  stretched  their  credulity. 

The  student  needed  to  be  aware  that  the  verbal 
and  nonverbal  components  of  the  patient’s  behavior 
do  not  have  to,  and  frequently  do  not,  denote  agree- 
ment with  each  other.  Observe  the  patient  who 
pounds  on  the  desk  with  his  fists  while  he  vocifer- 
ously declares  he  is  not  angry.  However,  the  pound- 
ing fist  of  the  angry  patient  is  mechanically  identical 
with  the  pounding  fist  of  the  patient  who  enthusi- 
astically endorses  a point  of  agreement.  In  each  case 
it  has  a different  meaning.  This  meaning  is  more 
properly  termed  affect.  It  is  this  affective  element 
of  nonverbal  language  that  tends  to  pull  response 
from  another  in  interpersonal  relationships.  In  other 
words,  one  reacts  to  a gesture  according  to  the 
affect  accompanying  its  transmission  rather  than  to 
the  sign  itself.  Kerdman  and  Peek®  have  pointed 
out  that  gestures  and  facial  expressions  frequently 
reveal  unconscious  responses  and  reactions  while,  in 
contrast,  verbal  language  is  used  to  express  conscious 
defensive  operations. 

The  students  gradually  began  to  take  cognizance 
of  not  only  the  verbal,  but  also  nonverbal  and  affec- 
tive aspects  of  behavior.  Gestures,  acts  of  walking 
and  other  movements,  display  of  material  things,  in- 
cluding clothes,  took  on  a new  significance  in  the 
evaluation  of  the  patient’s  total  behavior.  Thus,  an- 
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A method  of  teaching  psychotherapy  to  medical  students 
is  aimed  at  the  doctor-patient  relationship  rather  than 
neuroses  and  psychoses.  The  student  is  taught  to  work  with 
o patient  with  the  primary  goal  of  observing,  onafyzing,  and 
clarifying  the  interpersonal  relation  as  it  develops  between 
him  and  the  patient. 

Other  dimension  was  added  to  the  descriptive  be- 
havior. 

The  following  example  was  taken  from  the  proto- 
col of  a student.  The  woman  could  be  a patient  in 
almost  any  doctor’s  waiting  room: 

She  is  dressed  rather  elaborately  with  a low  neckline, 
which  she  keeps  fingering  and  pulling.  She  wears  a tight 
skirt  which  she  repeatedly  smooths  across  her  knees.  She 
looks  interesting  sitting  there,  but  she  is  really  more  suit- 
ably dressed  for  a date  than  for  a visit  to  a busy  doctor’s 
office.  As  she  waits  she  swings  her  leg  in  a slow,  rhythmic, 
provocative  manner  watching  all  the  men  in  the  waiting 
room.  She  greets  the  doctor  in  an  overgracious,  even  co- 
quettish, manner.  She  walks  into  his  office  with  swinging 
hips  and  almost  immediately  begins  to  tell  her  history 
in  a dramatic,  extravagant  way,  her  speech  filled  with 
hyperboles.  As  she  talks  she  continues  to  finger  her  clothes 
in  a suggestive  manner. 

I believe  this  is  more  helpful  than  saying,  "The 
patient  is  a 28  year  old,  well  proportioned,  white 
female.”  What  is  this  patient’s  nonverbal  affective 
behavior  communicating  to  the  doctor?  On  the  sur- 
face this  looks  like  a sexual  invitation. 

Or  as  another  example  described  by  a student, 
observe  a man  who  sits  meekly  and  quietly  in  the 
doctor’s  office: 

He  is  unusually  polite,  modest,  and  self-effacing  in  his 
contact  with  the  doctor.  He  shakes  hands  limply,  blushes 
easily,  smiles  hesitantly,  rarely  looks  at  the  doctor  and  yes 
sirs  and  no  sirs  him  throughout  the  interview.  His  move- 
ments are  halting,  indecisive,  and  sometimes  awkward.  He 
looks  furtively  about  the  room  for  an  unobtrusive  place 
to  sit.  His  difficulties  are  mentioned  apologetically  with 
downcast  or  baleful  eyes;  rising  inflections  in  his  sentences 
make  each  a tremulous  question  or  appeal.  He  is  attentive 
to  the  doctor  and  sits  in  childlike  adulation  at  his  feet, 
hanging  on  eveiy  word  and  making  certain  he  responds 
with  what  he  thinks  the  doctor  wants  to  hear.  Every  state- 
ment is  offered  in  a tentative  way,  and  any  indication  the 
doctor  is  impatient  causes  him  to  retract  or  qualify.  He 
parries  with  self-effacement,  submissiveness,  and  docility. 
He  leans  forward  in  anticipation  although  his  body  appears 
to  have  little  vitality  or  tone.  His  head  bends  forward  or 
draws  in.  His  hands  make  small  confined  movements  as 
though  staging  the  patient.  His  laugh  is  flat,  somewhat 
hesitant,  and  easily  shut  off.  He  is  silent  frequently,  at- 
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tempting  to  encourage  the  physician  to  direct  the  situation 
while  he  nods  in  grateful  acknowledgement  of  the  physi- 
cian’s omnipotence. 

What  is  this  patient  communicating  to  the  doctor? 
His  pattern  appears  to  be  one  of  servitude  and 
respect. 

CLASSIFICATION  OF  RELATIONSHIPS 

Once  the  patient’s  behavior  was  described  an  at- 
tempt was  made  to  classify  it.  SlavsonJ  Courts,^  and 
others  have  proposed  classificatory  systems  for  the 
types  of  relationship  people  tend  to  establish. 

Initially  in  teaching  students  we  used  Colby’s^ 
classification  of  transference  wherein  the  patient 
seeks  in  the  doctor  one  of  five  relations:  a giver  of 
affeaion,  a powerful  authority,  an  ideal  model,  a 
rival,  or  a favorite  child.  Eventually  we  came  to  use 
a classification  of  interpersonal  behavior  formulated 
by  Leary^  which  described  the  overt,  public  behavior 
of  the  patient,  but  in  addition  described  feelings 
most  likely  to  be  provoked  in  others  by  the  patient’s 
behavior.  In  Leary’s  scheme  interpersonal  behavior 
was  classified  into  16  mechanisms  or  reflexes 
(fig.  1). 

Leary  has  emphasized  the  surprising  ease  with 
which  human  beings  can  get  others  to  respond  in  a 
uniform  and  repetitive  way.  The  more  severely  ill 
the  patient  the  more  limited  becomes  the  interper- 
sonal techniques;  he  may  have  abandoned  all  except 
one  to  which  others  react  in  a consistent  way.  Com- 
petitive-exploitive behavior  may  provoke  distrust 
and  inferiority.  Managerial-autocratic  behavior  fre- 
quently provokes  obedience  and  respect.  Docile- 
dependent  behavior  leads  to  advice  and  help.  Skep- 
tical-distrustful behavior  provokes  punishment  and 
rejection.  Modest  self-effacing  behavior  evokes  arro- 
gance and  leadership,  whereas  blunt-aggressive  be- 
havior provokes  hostility  and  resistance. 

We  utilized  this  classification  of  interpersonal  be- 
havior for  two  reasons:  it  was  useful  in  classifying 
transference  reactions  and  it  introduced  the  doctor’s 
response  to  the  patient.  Strictly  speaking,  Leary’s 
classification  was  not  of  transference  phenomena;  it 
dealt  with  adaptive  as  well  as  pathologic  behavior 
patterns.  However,  the  rigid  interpersonal  reflex 
categories  were  similar  to  attitudes  which  patients 
transferred  to  their  doctors.  Another  interesting  as- 
pect of  this  classification  scheme,  although  not 
explicitly  stated  as  a part  of  it,  was  the  similarity  of 
the  several  interpersonal  categories  to  the  phases  of 
relationship  through  which  humans  pass  during  their 
growth  and  development.  These  are  dependent,  ag- 
gressive, competitive,  and  responsible,  or  in  terms  of 
psychoanalytic  nomenclature,  oral,  anal,  phallic,  and 
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genital.  To  be  specific  in  regard  to  Leary’s  diagram, 
if  we  start  at  one  point  on  the  outer  circle  we  find 
dependent  relationships  which  lead  next  to  aggres- 
sive then  to  competitive  and  finally  to  cooperative 
responsible  interpersonal  behavior. 

Although  Leary’s  classification  appropriately  em- 
phasized the  doctor’s  response  to  the  patient,  we  did 
not  consider  these  necessarily  as  counter-transference 
manifestations,  but  rather  the  natural  expected  re- 
sponse drawn  from  the  doctor  by  the  patient’s  spe- 
cific behavior.  For  example:  dependent  behavior 
evokes  help  and  advice.  It  is  well  and  good  to  expect 
the  student  physician  to  be  relatively  free  of  serious 
emotional  problems,  to  teach  him  that  his  attitude 
should  generate  confidence  and  understanding  and 
that  his  response  must  be  sensitive,  flexible,  emphatic, 
but  objective.  However,  the  doctor  has  his  own  feel- 
ings and  reacts  to  different  patients  in  various  ways: 
to  one  with  irritation,  to  another  with  interest,  to  a 
third  with  distrust,  and  so  on.  His  reactions  may 
give  a valuable  clue  as  to  what  type  of  relationship 
the  patient  is  developing.  It  becomes  necessary  for  a 
doctor  to  observe  his  own  reactions  to  the  patient’s 
conduct  not  only  to  understand  the  patient,  but  also 
to  minimize  counter-responses  and  behavior  which 
interfere  with  treatment  by  creating  distrust,  com- 
petition, docility,  or  undue  dependence  in  the  patient. 

We  think  that  many  untoward  reactions,  such  as 
inflexibility,  over-identification,  undue  authoritarian- 
ism, withdrawal,  arrogance,  and  rejection,  which  the 
student  doctor  shows  in  relationship  with  the  pa- 
tient come  about  not  necessarily  from  personality 
deficits  of  the  student  physician,  but  from  his  lack 
of  understanding  of  the  reciprocal  nature  of  the 
doctor-patient  relationship. 

In  order  to  illustrate  this  reciprocal  relationship 
let  us  return  to  the  modest  self-effacing  patient  we 
discussed  earlier  and  try  to  understand  what  he  is 
communicating  to  the  doctor  and  the  doctor’s  re- 
sponse. This  weak,  timid,  limp  handshake  says, 
"Treat  me. gently;  lead  me  by  the  hand  just  as  you 
would  a lost  child.’’  His  attire  says,  "I  have  dressed 
so  as  not  to  attract  attention.”  The  hesitant  apolo- 
getic manner  in  which  he  talks  about  his  particular 
problem  tells  the  doctor  to  note  how  much  difficulty 
he  has  in  doing  things  for  himself;  he  must  regret- 
fully ask  for  help  and  advice.  These  actions  ail  tend 
to  evoke  in  the  physician  a desire  to  help,  advise,  or 
lead  the  patient  out  of  his  difficulties.  The  entire 
overt  behavior  telegraphs  the  message,  "I  am  weak, 
you  are  strong,  help  me.”  A problem  arises  when  the 
doctor’s  response  interferes  with  treatment  by  rein- 
forcing the  docility  or  undue  dependence. 

To  aid  us  in  teaching  the  components  of  the 
doctor-patient  relationship,  particularly  the  inter- 
action, we  counted  heavily  on  clinical  material  with 
considerable  supervision.  Frequently  one  instructor 
interviewed  the  patient  behind  the  one  way  screen 
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Fig.  1.  Classification  of  interpersonal  behavior  into  16 
mechanisms  or  reflexes.  Each  of  the  16  interpersonal 
variables  is  illustrated  by  sample  behaviors.  The  inner 
circle  names  adaptive  reflexes,  such  as  manage.  Pro- 
ceeding outward,  the  next  ring  indicates  the  type  of 
behavior  that  this  interpersonal  reflex  tends  to  "pull" 
from  the  other  one;  thus  the  person  who  uses  the  reflex 
A tends  to  call  up  in  others  obedience.  These  findings 
involve  two-way  interpersonal  phenomena — what  the 
subject  does  and  what  the  other  does  in  return — and  are 

while  another  instructor  conducted  a running  com- 
mentary of  the  process.  In  addition  we  used  a series 
of  short  films  based  on  actual  clinical  interviews, 
although  the  filming  itself  was  staged.  These  films 
illustrating  several  reactions  which  patients  manifest, 
such  as  dependency,  aggression,  hostility,  and  compe- 
tition, were  not  used  as  cinematographic  theses  but 
as  illustrative  points  in  discussion  groups.  Each  film 
sequence  had  two  parts — the  first  part  illustrated 
how  an  inexperienced  therapist  conducted  the  inter- 
view and  the  second,  hopefully,  how  a more  experi- 
enced rherapist  would  react  to  the  same  patient.  The 


therefore  less  reliable  than  the  other  interpersonal  cate- 
gories presented  in  the  inner  and  outer  rings.  The  next 
circle  illustrates  extreme  or  rigid  reflexes,  such  as  dom- 
inates. The  perimeter  of  the  circle  is  divided  into  eight 
general  categories  employed  in  interpersonal  diagnosis. 
Each  of  these  general  categories  has  a moderate 
(adaptive)  and  an  extreme  (pathological)  intensity,  such 
as  managerial-autocratic.  (After  Leary,  T.:  Theory  and 
Measurement  Methodology  of  Interpersonal  Communica- 
tion, Psychiatry  18:147-161  [May]  1955.) 

value  of  these  films  was  in  focusing  on  the  reciprocal 
relationship  and  the  lively  discussions  provoked. 

CLARIFYING  RELATIONSHIP 

At  this  point  in  our  teaching  we  hoped  the  student 
had  become  familiar  with  the  components  of  the 
doctor-patient  relationship,  that  is,  the  patient’s  per- 
sonality pattern,  the  doctor’s  attitude,  and  the  inter- 
action. We  mrned  our  attention  at  long  last  to  the 
treatment  process,  which  hinges  on  the  simple  prin- 
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ciple  of  clarifying  the  kind  of  relationship  that  the 
patient  establishes  with  the  doctor. 

As  an  example  let  us  consider  a case  described  in 
one  of  the  student’s  protocols. 

The  patient  was  a 21  year  old  engaged  woman,  a senior 
at  the  university,  whose  chief  complaint  was  anxiety.  Her 
symptoms  had  developed  when  her  fiance,  in  anger,  had 
suggested  delaying  the  marriage  because  she  was  making 
so  many  pre  and  post  marriage  plans  without  consulting 
him.  She  was  a pretty  woman,  extremely  alert  and  attentive 
in  her  manner,  immediately  making  the  student  physician 
feel  that  he  was  dealing  with  a sharp,  sophisticated,  busi- 
ness woman.  She  wore  a shoulder  bag  which  was  large  and 
which  she  manipulated  in  a manner  reminiscent  of  a port- 
folio. She  was  conversant  with  current  notions  about 
psychiatric  treatment  and  began  to  describe  her  story  in 
terms  of  seemingly  lifelong  conflict  with  her  mother  and 
sister  and  great  admiration  for  her  father,  a wealthy,  suc- 
cessful businessman.  Many  of  the  characteristics  she  de- 
scribed in  her  father  were  reflected  in  her  behavior.  She 
described  her  mother  and  sister  as  weak-willed  and  de- 
pendent. She  soon  provided  behavior  in  the  doctor-patient 
relationship  which  was  characteristic  of  her  relationship 
with  men.  At  the  beginning  of  the  fourth  interview  the 
patient  entered  the  student  doctor’s  office,  sat  in  the  doc- 
tor’s chair  behind  the  desk,  plopped  her  shoulder  bag  on 
the  desk,  broke  out  a cigarette,  lit  it,  settled  back  with  a 
few  puffs  and  began  the  interview  with  the  remark,  "Now 
where  did  we  leave  off  last  time?” 

The  patient  had  repeated  with  the  doctor  the  man- 
agerial behavior  which  had  led  to  her  interpersonal 
difficulties  and  anxiety  with  her  fiance.  Her  behavior 
with  the  doctor  was  uncritically  pointed  out  to  her, 
to  which  information  she  reacted  with  considerable 
surprise.  Her  dominating,  managerial  behavior  was 
repeatedly  but  sympathetically  pointed  out  to  her  as 
it  continued  to  occur  in  relationship  with  the  doctor 
and  its  appropriateness  with  him  questioned.  In  15 
interviews,  her  interpersonal  relations  improved  and 
her  anxiety  was  reduced  significantly. 

Time  and  again,  however,  during  therapy  the  stu- 
dents responded  with  what  we  deemed  less  than  con- 
structive attitudes.  Responses  occurred  which  rein- 
forced competition,  distrust,  docility,  or  undue  de- 
pendence. Take,  for  example,  a docile  dependent 
young  man  for  whom  the  smdent  therapist  volun- 
teered to  hand  carry  a note  of  excuse  across  campus. 

EVALUATION 

I wish  I could  report  that  this  treatment  method 
has  proved  smash  ingly  successful.  There  have  been 
some  spectacular  results  noted  clinically  and  on  pro- 
jective tests.  We  often  were  pleased  with  the  con- 
structive modifications  of  crippled  interpersonal  re- 
actions following  treatment.  However,  as  might  be 
expected,  the  patients  who  were  more  severely  re- 
gressed in  their  interpersonal  relations,  that  is,  the 
dependent,  the  distrustful,  the  skeptical,  the  aggres- 


sive, were  more  difficult  to  work  with  and  the 
therapist’s  response  to  these  less  constructive.  The 
less  interpersonally  regressed  patients,  such  as  the 
rivalrous  ones,  responded  more  quickly  and  easily. 

We  have  increasingly  realized  something  we  al- 
ready kriew,  that  active  participation  on  the  part  of 
the  doctor  in  a brief  dynamic  therapy  calls  for  con- 
siderable skill — more  than  most  fourth  year  medical 
smdents  can  muster. 

We  have  not,  however,  abandoned  this  method 
in  teaching  the  students,  mainly  because  it  has 
offered  a focus  on  important  components  in  the 
doctor-patient  relationship.  Understanding  the  recip- 
rocal nature  of  the  relationship  has  led  to  a more 
objective,  understanding  attimde  in  the  student.  This 
we  believe  in  itself,  without  active  intervention,  is 
a powerful  therapeutic  tool. 

We  are  all  aware  that  as  the  student  progresses 
and  matures  in  his  education  changes  occur  in  his 
attitude  toward  the  patient  as  well  as  himself.  Some 
of  these  changes  have  been  documented  in  a socio- 
logic study  of  the  student  physician  by  Merton  and 
others.®  A kind  of  objective  interest  without  detach- 
ment and  a willingness  to  help  in  spite  of  problems 
is  perhaps  an  optimal  type  of  relationship.  Students 
who  are  best  equipped  to  meet  the  technical  demands 
of  the  physician’s  role  are  also  those  who  find  it 
least  difficult  to  meet  its  attitudinal  requirements. 
If  the  student  is  able  to  work  with  technical  facility 
in  the  doctor-patient  relationship,  he  is  much  more 
objective  and  helpful  in  his  attitude  toward  patients 
whether  they  be  anxious,  angry,  overconcerned,  hos- 
tile, querulous,  demanding,  or  just  plain  cooperative. 

We  believe  this  particular  method  of  teaching  psy- 
chotherapy has  provided  us  a catalyst  for  the  normally 
developing  constructive  attitudes  which  the  smdent 
comes  to  hold  toward  himself  and  the  patient. 

However,  any  evaluation  of  teaching  methods  must 
take  into  consideration  intellectual  accomplishments, 
attimdinal  factors,  and  motivational  forces.  This 
complex  task  in  regard  to  our  method  we  have  only 
begun. 
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Management 
Of  Early  Hyper- 
adrenocorticism 

R.  V.  FORD,  M.D.  and 
R.  C.  OVERTON,  M.D. 

Houston,  Texas 

The  average  practitioner  sees  many  patients 
with  early  hyperadrenocorticism.  They  present 
themselves  to  the  practitioner  with  the  condition 
masquerading  under  various  and  bizarre  complaints. 
They  may  be  obese,  hypertensive,  mildly  diabetic, 
hirsute,  oligomenorrheic,  edematous  without  any 
other  explanation,  complaining  of  low  back  pain,  or 
emotionally  unstable. 

Many  of  these  patients  will  be  labeled  as  neurotic. 
It  is  our  purpose  to  emphasize  the  necessity  to  diag- 
nose abnormal  adrenal  cortical  funaion  at  an  early 
stage  and  to  recommend  early  therapy  for  these  pa- 
tients. The  diagnosis  is  established  by  the  determina- 
tion of  the  adrenal  steroid  excretion  in  these  patients 
before  and  after  stimulation  by  adrenocorticotrophic 
hormone.  If  they  are  found  to  be  abnormal  and  the 
studies  are  repeatedly  abnormal,  the  clinician  must 
consider  the  relief  of  this  syndrome  by  total  adrenal- 
ectomy. 

We  postulate  that  hyperadrenocorticism  is  a cycli- 
cal disease  which  rarely  is  self-limited.  Most  com- 
monly it  is  progressive.  The  degree  of  willingness  to 
subject  the  patient  to  this  rather  drastic  procedure 
of  adrenalectomy  is  proportional  to  the  knowledge  of 
the  clinician  regarding  the  prognosis  of  untreated 
hyperadrenocorticism.  It  is  a fairly  general  opinion 
that  this  disease  is  not  totally  benign.^  To  illustrate 
this  approach  to  the  management  of  early  hyper- 
adrenocorticism, data  are  presented  concerning  16 
such  patients  who  have  been  observed  over  the  past 
2 years. 

MATERIALS  AND  METHODS 

Vital  statistics  of  the  first  16  patients  are  presented 
in  table  1.  There  were  1 male  and  15  female  pa- 
tients. The  general  symptomatology  of  hyperadreno- 
corticism constituted  the  primary  surgical  indication 
in  9 of  these  patients;  severe  intractible  hypertension 
was  the  primary  indication  in  6 patients  and  incapaci- 
tating masculinization  with  mild  hyperadrenocorti- 
cism in  1 patient.  These  patients  had  received  therapy 


including  diet,  psychotherapy,  and  diuretic  agents  as 
well  as  the  usual  antihypertensive  measures. 

The  crucial  diagnosis  in  these  patients  was  made 
by  observation  of  the  24  hour  excretion  in  the  urine 
of  17  ketosteroids  and  17  ketogenic  steroids  (pri- 
marily glucocorticoids).  They  were  analyzed  by  the 
Norymberski  technique.^’  ® Twenty-four  hour  urine 
collections  were  obtained  prior  to  and  following  two 
injections  (at  12  hour  intervals)  of  corticotrophin 
zinc,  80  units,  intramuscularly.  These  studies  were 
repeated  at  30  to  60  day  intervals  until  it  was  deter- 
mined that  the  patient  was  in  an  advancing  or  per- 
sistent state  of  hyperadrenocorticism.  The  criteria  for 
total  adrenaleaomy  in  this  initial  group  of  patients 
have  been  (1)  an  increase  in  the  excretion  of  17- 
ketogenic  steroid  to  at  least  a three-fold  extent  fol- 
lowing ACTH  stimulation  contemporaneous  with  an 
absolute  increase  of  50  mg.  per  24  hours,  and  (2) 
a persistent  or  advancing  clinical  syndrome  in  spite 
of  adequate  medical  management. 


RESULTS 

The  transabdominal  approach  was  selected  for  the 
removal  of  both  adrenal  glands  permitting  an  ade- 
quate abdominal  exploration  for  coexisting  diseases. 
Hydrocortisone  was  not  used  as  a preoperative  prime 
contrary  to  previous  recommendations  in  the  liter- 
ature.^’ ® At  the  beginning  of  the  procedure, 
through  a separate  intravenous  injection,  100  mg.  of 
hydrocortisone  in  1,000  cc.  of  5 per  cent  glucose  in 
normal  saline  solution  was  started  at  a slow  rate. 
Thus,  in  the  usual  case,  after  both  adrenals  have 
been  removed,  the  patient  has  received  approxi- 
mately 20  to  40  mg.  of  hydrocortisone.  Blood  re- 
placement varied  from  none  in  those  cases  in  which 
blood  loss  was  minimal  to  a maximum  of  4 units. 
Although  the  blood  replacement  in  the  usual  case  was 
relatively  small,  it  is  exceedingly  important  that  one 
attempt  to  be  accurate  with  this  replacement  since  a 
deficit  at  this  point  greatly  complicates  further  post- 
operative management. 

fDr.  R.  V.  Ford  and  his  co-author 
offer  this  paper  from  the  De- 
partments of  Medicine,  Pharma- 
cology, and  Surgery,  Baylor 
University  College  of  Medicine, 
and  the  Methodist  Hospital. 

Diagnosis  of  hyperadrenocorticism  at  an  early  stage  when 
it  is  largely  functional  is  important.  This  condition  commonly 
is  progressive  and  not  entirely  benign.  Treatment  by  total 
adrenalectomy  is  simple  and  has  proved  of  distinct  benefit  to 
16  patients  followed  for  periods  of  6 to  30  months. 
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Accurate  and  repeated  observations  of  the  vital 
signs  together  with  the  hourly  urinary  output  pro- 
vide the  indices  for  the  subsequent  amounts  of  sup- 
portive medications  needed  (table  2).  Maintenance 
of  normotensive  blood  pressure  levels  and  an  ade- 
quate urine  output  are  the  principal  goals.  Vasopres- 
sor agents  are  not  necessary  and  probably  are  contra- 
indicated as  these  patients  can  and  will  maintain  an 
adequate  blood  pressure  if  hydrocortisone  and  mod- 
erate amounts  of  salt  are  administered. 

The  requirement  for  hydrocortisone  postoperative- 
ly  is  somewhat  less  in  this  group  of  patients  than  the 
surgical  literamre  would  indicate.^’  ® During  the 
first  24  hours  including  surgery  the  average  hydro- 
cortisone requirement  has  been  200  mg.  intravenous- 
ly ( constant  slow  infusion ) . Occasionally,  more  than 
9 Gm.  of  sodium  chloride  is  necessary,  particularly, 
if  the  patient  has  been  on  a severe  diuretic  regimen 
preoperatively.  The  volatile  temperature  response  of 
these  patients  often  affords  an  index  as  to  the  neces- 
sity for  a more  rapid  administration  of  hydrocorti- 
sone. The  presence  of  a persistent  tachycardia  in  the 
immediate  postoperative  period  is  a good  indication 
that  the  patient  is  either  hypovolemic  or  deficient 
in  hydrocortisone  replacement.  Repeated  determina- 
tion of  the  hematocrit  level  and  of  serum  and  urine 
electrolytes  has  not  been  of  practical  help  in  the 

Table  1. — Preoperative  Findings  in  16  Patients  with 
Functional  Adrenal  Hypercorticism. 

Significant  Symptomatology 
Hyper- 

Age  (yr. ) Sex  adreno-  Hyper-  Mascu- 

Average  Range  Male  Female  corticism  tension  linizing 

35  18-53  1 15  9 6 1 


Table  2. — Indices  to  Immediate  Postoperative  Problems 
Following  Total  Bilateral  Adrenalectomy. 

Primary  Primary 

Hydrocortisone  NaCl 

Indices  Deficiency  Deficiency  Hypovolemia 

Blood  pressure  marked  decrease  decrease  decrease 

Pulse  rate  increase  no  change  marked  increase 

Urine  flow  decrease  decrease  decrease 

Temperature  increase  no  change  no  change 


Table  3. — Postoperative  Management  of  Total 
Adrenalectomy. 


Day 

Hydrocortisone 
mg.  Route 

NaCl 

Gm.  Route 

Water 

Liters  Route 

Operative 

200 

l.V. 

9 

l.V. 

3 

I.V. 

1 

150 

I.V. 

9 

I.V. 

3 

I.V. 

2 

100 

l.V. 

9 

I.V. 

2 

I.V. 

100 

P.O. 

1 

P.O. 

/ — 

Regular  Diet- 

^ 

3 

120 

P.O. 

0 

P.O. 

2 

P.O. 

4 

60 

P.O. 

9 

P.O. 

3 

P.O. 

5-10 

40 

P.O. 

9 

P.O. 

3 

P.O. 

management  of  these  cases.  The  usual  postoperative 
salt  and  hydrocortisone  therapy  is  presented  in  table 

3. 

The  mortality  in  this  series  of  16  cases  has  been 
0 and  the  morbidity  has  been  minimum.  This  has 
been  true  despite  the  fact  that  many  of  these  patients 
presented  severe  hypertensive  cardiovascular  prob- 
lems preoperatively.  It  is  thought  that  the  simple 
management  of  these  problems  has  been  possible 
since  the  diagnosis  has  been  made  early  and  defini- 
tive therapy  has  been  carried  out  before  irreversible 
physiological  changes  occur. 

Preoperative  and  postoperative  photographs  (fig. 
1-4)  nicely  demonstrate  typical  examples  character- 
izing the  two  broad  groups  of  the  series,  namely, 
general  hypercorticism  and  hypertension  with  as- 
sociated adrenal  hyper-responsiveness.  Of  the  general 
symptoms  relieved  by  adrenalectomy,  weakness,  emo- 
tional instability,  menstrual  irregularities,  edema, 


Fig.  la.  Preoperative  photograph  of  a 28  year  old 
woman  with  early  hyperadrenocorticism. 

b.  Photograph  of  the  same  woman,  3 months  follow- 
ing total  adrenalectomy. 


Fig.  2a.  Preoperative  photograph  of  a 43  year  old 
woman  with  mild  hyperadrenocorticism  and  premalignant 
hypertension. 

b.  Six  weeks  postoperatively. 
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and  hirsutism  would  be  significant — more  than  90 
per  cent  improvement. 

The  important  objective  data  presenting  clinical 
improvement  are  summarized  in  table  4.  The  pre- 
operative excretion  of  17-ketogenic  steroid  was  ele- 


Fig.  3a.  Preoperative  photograph  of  a 37  year  old 
woman  with  severe  hypertension  and  Cushing's  syn- 
drome. 

b.  Six  weeks  postoperatively. 


Fig.  4a.  Preoperative  photograph  of  a 32  year  old 
woman  with  mild  hypertension,  oligomenorrhea,  weak- 
ness, back  pain,  and  hypoglycemia. 

b.  Body  configuration  demonstrating  central  obesity, 
striae,  plethora,  and  hirsutism. 

c.  Six  weeks  postoperatively. 
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vated  and  demonstrated  an  abnormal  increase  fol- 
lowing ACTH  injeaion.  The  absence  of  adrenal  tis- 
sue following  surgery  is  proven  by  the  failure  to 
respond  to  ACTH.  The  preoperative  blood  pressure 
averaged  170/110  mm.  of  mercury  while  the  post- 
operative blood  pressure  was  120/80.  The  reduaion 
of  blood  pressure  as  well  as  alterations  in  the  metab- 
olism of  salt  and  water  following  adrenalectomy  has 
been  extremely  beneficial  to  the  group  of  patients 
presenting  problems  involving  the  cardiovascular 
system.  The  body  weight  in  the  preoperative  state 
averaged  204  and  in  the  postoperative  state  at  the 
end  of  3 months  averaged  171  pounds.  This  is  not 
to  imply  that  total  adrenalectomy  is  feasible  therapy 
for  obesity  but  merely  to  indicate  that  obesity  is  one 
of  the  problems  of  hyperadrenocorticism  which  can 
be  controlled  by  the  procedure  in  most  instances. 

The  patient  who  was  operated  on  primarily  for 
masculinizing  tendencies  with  abnormal  menstrual 
periods  and  gross  enlargement  of  the  clitoris  has 
experienced  a return  of  the  menstrual  cycle  to  nor- 
mal and  a 50  per  cent  reduction  in  the  size  of  the 
clitoris  in  less  than  3 months.  It  may  be  of  additional 
interest  that  the  patient  with  the  greatest  degree  of 
17-ketogenic  steroid  (and  not  17-ketosteroid)  ex- 
cretion following  ACTH  presented  the  operative 
findings  of  Stein-Leventhal  ovary.  Nevertheless,  this 
patient  was  also  subjected  to  a total  adrenalectomy. 
She  has  demonstrated  a return  to  normal  in  body 
weight  and  body  contour,  marked  decrease  in  hir- 
sutism, and  establishment  of  normal  menstrual  peri- 
ods. The  average  hospital  stay  for  the  group  was  9 
days.  At  the  end  of  3 months  the  average  dose  of 
oral  hydrocortisone  required  for  maintenance  was  7 
mg.  per  day. 

Table  4. — Preoperative  Values  of  17 -Ketogenic  Steroids 
and  the  Changes  in  Blood  Pressure  and  Body  Weight 
3 Months  Following  Total  Adrenalectomy. 

17-Ketogenic  Steroids 
(mg./ 24  hr.) 

Preoperatively  Body  Weight  Blood  Pressure 


Patient 

Before 

ACTH 

After 

ACTH 

(Ib.) 

Preop.  Postop. 

(cm. 

Preop. 

Hg.) 

Postop. 

1 

16 

84 

157 

133 

15/11 

10/6 

2 

19 

124 

167 

136 

12/9 

11/8 

3 

22 

129 

158 

121 

15/10 

11/7 

4 

30 

192 

178 

135 

19/11 

12/8 

5 

42 

140 

226 

200 

15/10 

12/8 

6 

44 

202 

300 

269 

18/12 

15/10 

7 

32 

100 

301 

253 

20/12 

15/10 

8 

59 

123 

190 

150 

18/12 

12/8 

9 

39 

113 

no 

104 

11/8 

11/8 

10 

30 

140 

241 

190 

17/11 

13/8 

11 

34 

228 

180 

174 

20/12 

15/10 

12 

115 

309 

180 

130 

16/10 

11/8 

13 

39 

151 

203 

178 

16/11 

12/8 

14 

26 

221 

220 

167 

25/14 

11/6 

15 

36 

106 

220 

181 

15/7 

11/8 

16 

11 

184 

230 

210 

20/13 

12/8 

Av. 

37 

159 

204 

171 

17/11 

12/8 
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DISCUSSION 

The  purpose  of  this  paper  is  to  present  a plea 
for  the  early  diagnosis  of  hyperadrenocorticism,  Cush- 
ing’s syndrome.  This  demands  an  alertness  on  the 
part  of  the  practitioner  to  smdy  patients  presenting 
the  following  predominant  problems:  (1)  obesity, 
(2)  functional  hypoglycemia,  (3)  diabetes,  (4)  hy- 
pertension, (5)  emotional  instability  or  overt  psy- 
chiatric disturbances,  (6)  osteoporosis,  (7)  oligo- 
menorrhea, (8)  masculinization  with  hirsutism  and 
so  forth,  and  (9)  edema  without  obvious  explana- 
tion. 

Many  of  these  patients  should  receive  the  benefit 
of  an  assessment  of  adrenal  cortical  function.  This 
has  been  fairly  well  simplified  by  the  availability  of 
laboratory  techniques  for  the  estimation  of  adrenal 
steroids.  We  have  elected  to  analyze  the  17-keto- 
steroids  and  17-ketogenic  steroids  by  the  Norym- 
berski  technique.®  We  also  have  explored  the  levels 
of  plasma  hydrocortisone  in  these  patients.  Many 
patients  with  early  hyperadrenocorticism  demonstrate 
normal  excretion  of  these  steroids  in  the  control  24 
hour  urine,  but  after  stimulation  with  adrenocortico- 
trophic  hormone  ( corticotrophin  zinc,  80  units  twice 
over  a 12  hour  period  followed  by  a second  24  hour 
urine  test)  many  patients  will  demonstrate  an  exag- 
gerated response.  We  have  elected  the  criteria  of  at 
least  a three-fold  increase  in  the  ketogenic  steroid 
excretion  compared  to  control  or  at  least  an  absolute 
increase  of  50  mg.  per  24  hours.  The  plasma  hydro- 
cortisone level  may  be  an  additional  corroborative 
laboratory  technique,  and  our  normal  values  for  this 
are  25  gamma  per  100  cc.  of  blood  in  the  control 
state  and  45  gamma  per  100  cc.  of  blood  after  stim- 
ulation with  ACTH.  It  is  to  be  emphasized  that 
these  smdies  should  be  repeated  at  30  to  60  day 
intervals. 

When  the  responsiveness  is  seen  to  be  consistent 
or  more  marked  and  when  the  patient  continues  to 
present  the  clinical  syndrome,  consideration  should 
be  given  for  surgical  relief  of  this  condition.  At  the 
present  time  we  believe  that  the  radical  procedure 
of  total  adrenalectomy  is  the  procedure  of  choice. 
This  is  a new  concept  which  has  been  made  prac- 
tical by  the  availability  of  satisfactory  replacement 
therapy  in  the  form  of  hydrocortisone.  It  is  to  be 
emphasized  that  the  dose  of  orally  administered 
hydrocortisone  is  quite  low  for  these  patients. 

The  long  term  management  of  these  patients  may 
present  a challenge  to  the  clinician  and  may  be  one 
of  the  factors  which  would  detract  him  from  recom- 
mending definitive  therapy  for  the  condition.  The 
patients  must  be  made  aware  of  the  necessity  to 
take  oral  hydrocortisone  for  rhe  rest  of  their  lives 
(usually),  and  they  must  be  educated  as  to  the 
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increased  requirements  of  hydrocortisone  during 
periods  of  stress,  such  as  infections  and  emotional 
upsets. 

However,  the  results  of  this  study  indicate  that 
the  procedure  for  the  removal  of  the  adrenal  glands 
is  simple,  the  postoperative  convalescence  is  rapid, 
and  the  subjective  and  objeaive  benefits  following 
this  procedure  are  gratifying. 

It  is  impossible  to  discuss  this  problem  without 
expressing  a definite  need  for  a chemotherapeutic 
agent  which  will  accomplish  the  same  result  as  total 
adrenalectomy  for  these  patients.  This  need  is  felt 
even  more  in  those  patients  who  present  borderline 
states  of  hyperadrenocorticism.  Pharmacologic  re- 
search is  making  progress  slowly  in  this  direction. 


CONCLUSIONS 


Sixteen  patients  have  been  observed  and  treated 
for  functional  hyperadrenocorticism  by  total  adre- 
nalectomy. They  have  been  followed  for  periods  of  6 
to  30  months  and  have  received  distinct  benefit 
from  this  procedure.  These  patients  have  been  treated 
at  a stage  of  their  disease  which  may  be  considered 
to  be  of  a functional  namre.  Emphasis  on  the  ease 
and  simplicity  of  this  form  of  management  is  pre- 
sented. We  also  wish  to  emphasize  the  importance 
of  early  diagnosis. 
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Texas  Dermatological  Society,  Fort  Worth,  April  11,  I960.  Dr.  Ed- 
mund N.  Walsh,  Fort  Worth.  Pres.;  Dr.  D.  Shelton  Blair.  1609 
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Texas  Proaologic  Society,  Dallas,  February,  I960.  Dr.  Alvin  Bald- 
win, Dallas,  Pres.;  Dr.  H.  Gray  Carter,  915  St.  Joseph  St., 
Dallas,  Secy. 

Texas  Public  Health  Association,  Galveston,  Feb.  22-24,  I960.  Mr. 
Tom  Warren,  Austin,  Pres.;  Mr.  Joseph  N.  Murphy,  Jr.,  Box 
4012,  Austin  51,  Executive  Secy. 

Texas  Society  of  Anesthesiologists,  Fort  Worth,  April  10,  I960.  Dr. 
David  O.  Johnson,  Austin,  Pres.;  Dr.  M.  T.  Jenkins,  Parkland 
Hospital,  Dallas,  Secy. 

Texas  Society  of  Athletic  Team  Physicians,  Fort  Worth,  April  9. 
I960.  Dr.  W.  Harry  Ledbetter,  Wichita  Falls,  Pres.;  Dr.  Jack 
Brannon,  2715  Fannin,  Houston,  Secy. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  Fort  Worth, 
April  10,  I960.  Dr.  Marcel  Patterson,  Galveston,  Pres.;  Dr.  A.  C. 
Broders,  Jr.,  Scott  and  White  Clinic,  Temple,  Secy. 

Texas  Society  of  Pathologists,  Inc.,  Fort  Worth,  April,  I960.  Dr. 
Jarrett  Williams,  Abilene,  Pres.;  Dr.  Sylvia  Johns,  414  Navarro 
St.,  San  Antonio,  Secy. 

Texas  Society  of  Plastic  Surgeons,  Fort  Worth,  April  9,  I960.  Dr. 
Willard  Schussler,  El  Paso,  Pres.;  Dr.  Raymond  Brauer,  6615 
Travis,  Houston,  Secy. 

Texas  Sociay  on  Aging.  Dr.  Ernest  W.  Keil,  Temple,  Pres.;  Mrs. 

William  B.  Ruggles,  3701  Stratford,  Dallas,  Secy.-Treas. 

Texas  Surgical  Society,  Fort  Worth,  April  3-5,  I960.  Dr.  Robert 
Wilson  Crosthwait,  Waco,  Pres.;  Dr.  G.  V.  Brindley,  Jr.,  Scott 
and  White  Clinic,  Temple,  Secy. 

Texas  Traumatic  Surgical  Sociay,  Fort  Worth,  April  10,  I960.  Dr. 
W.  D.  Marrs,  Fort  Worth,  Pres.;  Dr.  W.  E.  Crump,  1300  8th 
St.,  Wichita  Falls,  Secy. 

Texas  Tuberculosis  Association,  Abilene,  Match,  I960.  Mr.  Zeb 
Rike,  McAllen,  Pres.;  Miss  Pansy  Nichols,  P.  O.  Box  6158,  Aus- 
tin 21,  Executive  Director. 


District 


First  District  Sociay.  Dr.  H.  D.  Garrett,  El  Paso,  Pres.;  Dr.  E.  S. 

Crossett,  1501  Arizona  St.,  El  Paso,  Secy. 

Saond  District  Socity,  Lamesa.  Dr.  Oscar  E.  Rhode,  Colorado  City, 
Pres.;  Dr.  John  H.  Chinn,  Jr.,  Colorado  City,  Secy. 

Third  Distria  Society,  Lubbock,  I960.  Dr.  Grady  M.  Wallace,  Lub- 
bock, Pres.;  Dr.  H.  Fred  Johnson,  2308  W.  Eighth,  Amarillo, 
Secy. 

Fourth  District  Society,  San  Angelo,  May  16,  1959-  Dr.  W.  L. 
Smith,  San  Angelo,  Pres.;  Dr.  S.  Braswell  Locker,  1501  11th  St., 
Brownwood,  Secy. 

Fifth  and  Sixth  Disttias  Society,  Corpus  Christi,  July  8-9,  I960. 
Dr.  John  W.  Chriss,  Pres.;  Dr.  James  Gabbard,  1001  Louisiana, 
Corpus  Christi,  Secy. 

Seventh  Distria  Society.  Dr.  Robert  N.  Snider,  Austin,  Pres.;  Dr. 

Richard  Lucas,  502  W.  13,  Austin,  Secy. 

Eighth  District  Sociay,  Corpus  Christi,  July  8-9,  I960.  Dr.  M. 
Warren  Hardwick,  Angleton,  Pres.;  Dr.  J.  L.  Coleman,  Box  3346, 
Victoria,  Secy. 

Ninth  Distria  Society,  Brenham,  March  17,  I960.  Dr.  Haden  E. 
McKay,  Humble,  Pres.;  Dr.  Lyman  C.  Blair,  1212  Rothwell, 
Houston,  Secy. 
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Tenth  District  Society,  September,  I960.  Dr.  J.  W.  McCall,  Jr., 
Beaumont,  Pres.;  Dr.  Irving  M.  Richman,  3280  Fannin  St.,  Beau- 
mont, Secy. 

Eleventh  District  Society.  Dr.  Ben  Wilson,  Tyler,  Pres.;  Dr.  Phillip 
W.  Taylor,  833  S.  Beckham,  Tyler,  Secy. 

Thirteenth  District  Society,  Fort  Worth,  Fall,  I960.  Dr.  Frank  S. 
Browne.  Wichita  Falls,  Pres.;  Dr.  R.  D.  Moreton,  1217  W. 
Cannon,  Fort  Worth,  Secy. 

Fifteenth  Distria  Society.  Dr.  Charles  Wise,  Naples,  Pres.;  Dr. 
George  Bennett,  402  S.  Bolivar,  Marshall,  Secy. 


Clinics 


Dallas  Southern  Clinical  Society  Conference,  Dalals,  March  21-23, 
I960.  Dr.  T.  Taynes  Harvill,  Dallas,  Pres.;  Millard  J.  Heath,  433 
Medical  Arts  Bldg.,  Dallas  1,  Executive  Officer. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans.  March  7-10, 
1960.  Dr.  Ambrose  H.  Storck,  New  Orleans,  Pres.;  Mrs.  Irma 
B.  Sherwood.  430  Tulane  Ave.,  New  Orleans  12,  Executive  Secy. 
North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  Frank 
J.  Lee,  1300  8th.  Wichita  Falls,  Chm. 

Oklahoma  City  Clinical  Society  Conference,  Oklahoma  City,  Oct. 
24-26,  I960.  Dr.  Vernon  D.  Cushing,  Oklahoma  City,  Pres.; 
Miss  Alma  F.  O’Donnell,  503  Medical  Arts  Bldg.,  Oklahoma 
City  2,  Executive  Secy. 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston,  July  18-20, 
I960.  Dr.  C.  Alsworth  Calhoun,  Houston,  Pres.;  Mrs.  W.  H. 
Dahme,  412  Jesse  H.  Jones  Library  Bldg.,  Houston  25.  Exec. 
Secy. 


Board  Examinations 

Texas  State  Board  of  Examiners  in  Basic  Sciences.  Henry  B.  Hardt, 
Ph.D.,  Fort  Worth,  Pres.;  Mrs.  Betty  J.  Anderson,  Chief  Clerk, 
State  Office  Bldg.,  201  E.  14th  St. 


MEDICOLEGAL  NOTES 

Dispensing  "Legend"  Drugs  Properly 
Calls  for  Knowledge  of  Patient 

A recent  case*  concerning  a physician  who  was  prose- 
cuted for  violating  provisions  of  the  Food,  Drug  and  Cos- 
metic Act  which  prohibit  the  dispensing  of  certain  po- 
tentially harmful  drugs  without  a prescription  undoubtedly 
will  be  of  interest  to  the  physicians  of  Texas  because  of  its 
potentially  far-reaching  effects.  The  case  was  decided  by 
the  United  States  Court  of  Appeals,  Fifth  Circuit. 

The  facts  in  the  case  disclosed  that  the  physician  in- 
volved on  three  separate  occasions  had  sold  to  two  federal 
agents,  whom  the  physician  supposed  to  be  truck  drivers, 
quantities  of  dextro-amphetamine  hydrochloride  tablets. 
The  testimony  in  the  case  further  disclosed  that  prior  to 
dispensing  these  drugs  the  physician 

. . . had  not  prepared  or  given  them  any  prescrip- 
tion and  had  not  physically  examined  either  of  them, 
or  "prescribed”  a dosage  or  otherwise  attempted  to 
acquaint  himself  with  either  the  physical  condition 
or  needs  of  either  man  . . . ( emphasis  supplied ) . 

The  jury  in  this  case  returned  a verdict  convicting  the 
physician  of  the  offense  with  which  he  had  been  charged, 
and  upon  appeal  such  conviction  was  affirmed.  In  affirming 
the  trial  court’s  decision  the  appellate  court  quoted  language 
from  another  case  similar  in  facts.  Such  language  is  quoted 
as  follows; 

...  If  I came  to  you  for  treatment  and  you,  in  your 
medical  capacity  examine  me,  and  after  examination 


* Brown  v.  United  States  (250  F.  2d  745). 


determine  that  certain  barbiturates  would  be  bene- 
ficial to  me,  then  you  have  a right  to  write  a pre- 
scription to  me,  and  then  I have  a right  to  get 
them  and  use  them,  but  not  otherwise  . . . 

The  Food,  Drug,  and  Cosmetic  Act  passed  by  Congress 
several  years  ago  regulates  the  handling,  sale,  and  dispens- 
ing of  certain  drugs  which  are  potentially  harmful  or  dan- 
gerous unless  used  properly.  These  are  the  "legend”  drugs 
which  bear  the  label:  "Caution;  Federal  law  prohibits  dis- 
pensing except  upon  prescription.” 

The  decision  in  this  case  is  important  in  that  it  is  the 
first  case  to  reach  the  appellate  courts  in  which  a physician 
had  been  charged  with  improperly  dispensing  this  type  of 
drug.  Of  even  more  interest  to  the  physicians  of  Texas  are 
certain  comments  by  the  court  dealing  with  the  issue  of  why 
this  dispensing  by  the  physician  was  in  violation  of  this  act. 

There  was  no  question  or  issue  raised  as  to  the  physi- 
cian’s right  to  dispense  these  drugs  to  his  patients — this 
was  conceded.  The  main  issue  in  this  case  was  based  upon 
the  fact  that  the  physician  had  not  physically  examined  the 
patient  or  attempted  to  acquaint  himself  with  the  patient’s 
condition  or  needs. 

As  a result  of  the  holding  in  this  case,  physicians  should 
be  aware  that  the  dispensing  of  "legend  drugs”  to  a person 
without  either  examining  the  patient,  attempting  to  ac- 
quaint himself  with  the  patient’s  condition  and  needs,  or 
being  aware  of  the  patient’s  condition  as  a result  of  past 
treatment  of  the  patient  may  well  constimte  a violation  of 
the  Food,  Drug,  and  Cosmetic  Act. 

— Philip  R.  Overton,  LL.B.,  Austin. 


EDUCATION 

Texas  Postgraduate  School 
To  Sponsor  Five  Courses 

The  University  of  Texas  Postgraduate  School  of  Medi- 
cine is  sponsoring  postgraduate  courses  on  various  subjects 
during  the  months  of  January  and  February  to  be  held  at 
the  Texas  Medical  Center  in  Houston. 

The  following  courses  will  be  offered:  "Physical  and 
Medical  Aspects  of  Radioisotope  Use,”  January  4-29;  "In- 
ternal Medicine,”  January  5-May  17;  "Clinical  Psychiatry,” 
January  26-May  3 (the  course  will  be  held  each  Tuesday 
evening,  January  26-May  3 and  each  Thursday  evening, 
January  28-May  5);  "Radiological  Physics,”  February  1- 
March  25;  and  "Gastroenterology,”  February  25-27. 

For  further  information  concerning  the  courses,  those 
interested  may  write  the  University  of  Texas  Postgraduate 
School  of  Medicine,  Texas  Medical  Center,  Houston  25. 

Postgraduate  Courses 

Respiro  Cardiac  Resuscitation,  New  York,  February  4-5. 
— The  National  Resuscitation  Society  will  present  an  in- 
tensive week  end  course  in  respiro  cardiac  resuscitation 
under  the  sponsorship  of  the  American  College  of  Cardiol- 
ogy. Matriculation  fee  is  $75.  For  additional  information, 
those  interested  may  write  to  the  Secretary,  National  Re- 
suscitation Society,  Inc.,  2 East  63  Street,  New  York  21. 

Rhinology,  Chicago,  February  10-13. — A seminar  in  "Re- 
constructive Surgery  of  the  Nasal  Septum  and  External 
Nasal  Pyramid”  will  be  held  in  New  Orleans,  February  10- 
13,  under  the  auspices  of  the  Department  of  Otolaryngol- 
ogy, Louisiana  State  University  Medical  School,  and  the 
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Charity  Hospital.  The  American  Rhinologic  Society  will 
cooperate  in  the  presentation.  For  further  information, 
those  interested  may  write  to  Dr.  Robert  M.  Hansen,  1735 
North  Wheeler  Avenue,  Portland  12,  Oregon. 

Pediatrics,  Galveston,  February  11-13. — ^The  University 
of  Texas  Medical  Branch  will  present  a postgraduate  course 
in  pediatrics  in  Galveston,  February  11-13.  The  postgradu- 
ate course  has  a 15  hour  credit  rating  for  members  of  the 
Texas  Academy  of  General  Practice.  Tuition  fee  is  $15. 

Guest  speakers  are  as  follows:  Dr.  Arild  E.  Hansen, 
Oakland,  Calif.;  Dr.  J.  Roswell  Gallagher,  Boston;  Dr.  Jack 
Metcoff,  Chicago;  Dr.  Virginia  Apgar,  New  York;  and  Dr. 
Alex  Steigman,  Louisville,  Ky.  Those  desiring  further  infor- 
mation may  write  Dr.  Arr  Nell  Boelsche,  Assistant  Profes- 
sor of  Pediatrics,  University  of  Texas  Medical  Branch,  Gal- 
veston. 

Mass  Casualties,  San  Antonio,  February  15-19. — A course 
in  the  management  of  mass  casualties  will  be  offered  to 
civilian  physicians  by  the  Army  Medical  Center  at  Fort  Sam 
Houston,  San  Antonio,  February  15-19.  There  is  only  one 
space  available  in  the  quota  set  up  for  the  course.  Those 
interested  may  write  the  AMA  Council  on  National  De- 
fense, 535  North  Dearborn,  Chicago  10,  which  set  the 
quota  for  the  course. 


Baylor  Medical  School  Announces 
Taub  Award  in  Psoriasis 

The  annual  Mr.  and  Mrs.  J.  M.  Taub  International 
Memorial  Award  for  Psoriasis  Research  of  $1,000  will  be 
offered  this  year  by  the  Department  of  Dermatology  at 
Baylor  University  College  of  Medicine,  Houston.  It  was 
established  in  1957  by  Carol  and  Henry  Taub  in  honor  of 
their  grandparents. 

The  award  is  designed  for  the  individual  or  group  who 
has  done  the  "most  outstanding  investigative  work”  in  the 
field  of  psoriasis.  Results  of  the  research  must  have  been 
presented  before  a dermatological  medical  society  or  pub- 
lished in  one  of  the  recognized  medical  journals  during 
the  calendar  year. 

The  name  of  any  applicant  for  the  award,  together  with 
supporting  data,  should  be  submitted  for  consideration  by 
December  31  to  Dr.  John  M.  Knox,  Department  of  Der- 
matology, Baylor  University  College  of  Medicine,  Houston 
25. 


M.  D.  Anderson  Staff 
Receives  Cancer  Grants 

The  National  Cancer  Institute  of  the  United  States  Pub- 
lic Health  Service  has  announced  recently  the  award  of 
eight  research  grants  to  staff  members  of  the  University  of 
Texas  M.  D.  Anderson  Hospital  and  Tumor  Instimte  in 
Houston.  The  grants  total  $140,758. 

Among  those  receiving  the  grants  were  Daniel  Billen, 
microbiologist,  who  received  $14,381  for  an  investigation 
of  the  potentialities  of  hemic  cells  in  irradiated  mice,  and 
L.  Dmochowski,  virologist,  A.  C.  Griffin,  biochemist,  and 
R.  B.  Hurlbert,  assistant  biochemist,  who  received  $17,538 
for  purification  of  the  mammary  tumor-induction  agent  in 
mice. 

Others  include  V.  M.  Doctor,  associate  biochemist,  and 
C.  C.  Shullenberger,  R.  S.  Nelson,  and  D.  E.  Bergsagel, 
associate  internists,  who  received  $7,112  for  studies  of  the 
metabolism  of  vitamin  B12  in  relation  to  cancer;  F.  L. 
Haas,  biologist,  who  received  $31,428  for  training  of 
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graduate  students  in  research  on  the  biology  of  growth 
processes;  Dr.  Haas  and  David  E.  Anderson,  associate  biol- 
ogist, who  received  $14,490  for  investigation  of  the  gen- 
etic aspects  of  bovine  ocular  carcinoma;  Bruno  Jirgensons, 
biochemist,  who  received  $9,472  for  studies  to  characterize 
plasma  and  urinary  proteins;  Dr.  William  O.  Russell, 
pathologist,  who  received  $29,814  for  histochemical  re- 
search in  community  cancer  diagnosis;  and  Dr.  Russell  and 
Dr.  Felix  Rutledge,  gynecologist,  who  received  $16,523 
for  investigation  of  the  effects  of  irradiation  on  cervical 
carcinoma  and  normal  vaginal  cells  (cytologic  and  histo- 
chemical studies  of  exfoliated  cells). 


DRUG  NOTES 

Drug  from  Fig  Tr@e 
Suggested  for  Burns 

DEBRICIN  (Johnson  & Johnson)  is  a lyophilized  protein 
splitting  enzyme  derived  from  a variety  of  the  fig  tree. 
Ficus  Protease.  It  is  under  clinical  investigation  and  not 
available  at  this  writing.  The  agent,  which  is  specific  in 
its  activity,  lyses  denatured  collagen,  but  does  not  affect 
partially  denamred  nor  living  tissue.  Debricin  is  sug- 
gested as  an  excellent  agent  for  the  debridement  of  deep 
second  and  third  degree  burns  or  in  other  conditions  where 
it  is  necessary  to  remove  devitalized  tissue  without  affect- 
ing the  intact  areas. 

It  is  said  to  exert  a marked  but  highly  selective  action 
on  fibrin  and  denamred  elastin  and  collagen  substrates. 
It  readily  cleans  a wound  of  necrotic  tissue  and  liquefies 
thick  exudate.  Debricin  is  suggested  in  the  treatment  of 
burns,  ulcerative  lesions,  wound  infections,  and  infected 
sinus  tracts  and  may  be  of  possible  use  in  empyema. 

Debricin  is  said  to  be  essentially  without  local  and 
systemic  toxicity  even  when  applied  to  large  injured  areas. 
It  has  produced  irritation  and  even  corneal  perforation  in 
the  eyes  of  rabbits  when  the  pure  powder  was  dusted  into 
the  eye.  However,  prompt  irrigation  greatly  reduced  the 
irritation  and  permanent  damage  was  avoided. 

The  new  drug  cannot  be  given  intravenously,  intraperi- 
toneally,  intramuscularly,  or  subcutaneously.  Orally  it  is 
nontoxic  and  topically  shows  no  local  irritation  nor  sys- 
temic toxicity. 

The  dmg  is  a tan  stable  powder  that  has  been  precipi- 
tated from  the  sap  of  the  fig  tree,  purified  by  dialysis, 
lyophilized,  and  sterilized.  It  probably  will  be  available  as 
a sterile  packet  of  the  dry  material  to  be  reconstimted  into 
a sterile  buffered  vegetable  gum  or  suspended  in  the  sterile 
buffered  base  diluted  with  saline  solution. 

Debricin  is  inactivated  by  quaternary  ammonium  salts, 
hexachlorophene,  soaps,  and  oxidizing  agents.  Generally 
the  function  of  the  tetracylines  is  impaired,  and  they  also 
impair  the  activity  of  the  enzyme.  Neomycin,  bacitracin, 
chloramphenicol,  and  penicillin  are  compatible.  Topical 
antibiotics,  simultaneously,  however,  are  not  recommended 
at  this  time.  It  is  said  that  the  cleansing  action  of  Debricin 
is  faster  than  Varidase  (Lederle)  and  Trypsin  (Parenzyme 
— National,  Tryptar — Armour) . 

Micridium  (phenacridane  chloride,  Johnson  & Johnson) 
has  had  clinical  trial  against  a number  of  antibiotic  resist- 
ant staphylococci.  The  compound  is  said  to  be  bacterio- 
static in  extremely  high  dilution  against  both  gram-positive 
and  gram-negative  organisms.  The  compound  is  yellow  in 
color  and  water  soluble  and  forms  a stable  solution.  It  can 
be  buffered  conveniently  to  a pH  of  6.5.  The  material 
also  inhibits  the  growth  of  certain  fungi.  Significantly,  a 
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1:10,000  concentration  kills  Pseudomonas  aeruginosa  in 
15  minutes  or  less. 

Basically  the  substance  is  a derivative  of  the  antiseptic 
dye  acridine.  It  is  related  faintly  to  quinacrine  (Atabrine 
— Winthrop)  and  to  the  cationic  agents  or  surface  active 
agents  such  as  the  quaternary  ammonium  compounds. 
Thus,  the  compound  is  similar  in  its  type  of  action  to  ben- 
zalkonium  chloride  (Zephiran — ^Winthrop)  and  benze- 
thonium  chloride  ( Phemerol — Parke-Davis ) . 

A theory  has  been  postulated  that  the  acridine  dyes 
function  by  being  quaternized  in  vivo  to  quaternary  am- 
monium compounds.  Here  in  this  compound  is  the  pro- 
posed quaternary  compound  already  prepared.  This  is  true 
also  in  the  case  of  acriflavine. 

The  material  is  suggested  for  use  in  the  topical  treatment 
of  superficial  bacterial  infections.  Company  literature  also 
claims  a low  order  of  toxicity. 

The  Upjohn  Company  is  working  on  two  new  antibi- 
otics: Fervenulin,  which  may  be  useful  as  an  antitricho- 
monal  drug,  and  Streptozotocin,  which  appears  to  be 
relatively  wide  range. 

Fervenulin  has  been  isolated  from  a California  soil 
sample  and  is  the  produa  of  an  actinomycete.  The  com- 
pound has  been  active  against  at  least  23  types  of  bacteria 
and  inhibitory  toward  16  different  types  of  fungi.  In 
hamsters  and  mice  50  per  cent  cures  have  been  obtained 
against  trichomonas  infection. 

Streptozotocin  is  said  to  have  good  antibacterial  activity 
against  micrococci,  diplococci,  enterococci,  Pasteurella,  Sal- 
monella, and  Proteus.  It  has  no  cross-resistance  with  10  of 
the  common,  commercially  available  antibiotics. 

VONTIL  (Smith  Kline  and  French)  is  an  antiemetic, 
still  under  investigation  and  not  yet  available.  The  new 
substances  is  a phenothiazine  derivative,  closely  related  to 
Compazine  and  Stelazine  (Smith  Kline  and  French).  Von- 
til  differs  from  Compazine  in  that  a dimethyl  sulfonamide 
group  replaces  the  halogen  of  the  Compazine  phenothia- 
zine nucleus.  It  replaces  -CFa  in  the  same  position  of 
Stelazine. 

The  drug  may  be  of  use  in  nausea  and  vomiting  caused 
by  toxicosis,  drugs,  malignant  neoplasms,  infections,  post- 
operative states,  pregnancy,  and  motion  sickness.  Good  to 
excellent  relief  has  been  obtained  in  about  86  per  cent  of 
the  patients. 

It  is  said  that  Vontil  may  be  the  most  potent  antiemetic 
yet  tested;  also  that  effective  doses  give  a minimum  of  side 
reactions.  The  most  common  side  effect  was  mild  sedation 
in  about  10  to  12  per  cent  of  the  patients.  Other  side 
effects  were  stimulation,  tachycardia,  hypotension,  tremors, 
facial  spasm,  muscular  weakness,  and  gastrointestinal  upset. 
These  occurred  in  less  than  3 per  cent  of  the  patients. 

In  hexobarbital  potentiation  Vontil  was  about  one- 
twentieth  the  potency  of  Thorazine  and  about  one-third  the 
potency  of  Compazine.  The  adult  oral  dose  is  about  0.25 
mg.  to  1.0  mg.,  three  or  four  times  a day  depending  on 
the  severity  of  the  case.  The  dose  needed  will  seldom  be 
over  3.0  mg.  in  24  hours.  Intramuscular  injections  of  0.25 
mg.  to  0.5  mg.  may  be  given  3 or  4 times  a day.  A second 
injection  may  be  given  within  an  hour  following  initial 
administration  if  needed;  subsequent  doses  should  not  be 
given  more  frequently  than  once  every  4 to  6 hours. 

The  drug  may  be  given  intravenously  if  diluted  with  5 
per  cent  glucose  or  normal  saline  solution.  The  dose  will 
be  about  0.5  mg.,  to  be  repeated  if  necessary.  The  dose 
may  be  injected  into  the  tubing  of  an  intravenous  drip 
apparams  near  the  point  of  venipuncmre. 

The  dosage  for  children  orally  is  based  on  about  0.01 
mg.  per  5 pounds  of  body  weight  and  may  be  repeated 
three  or  four  times  a day.  Rertally,  suppositories  of  0.2  mg. 
may  be  cut  in  half  for  children  of  20  to  25  pounds,  to 


be  given  every  6 hours.  Parenterally,  for  children  the  dose 
should  be  cut  to  about  0.005  mg.  for  each  5 pounds  of 
body  weight,  every  6 hours  if  needed.  Oral  administration 
should  be  resumed  as  soon  as  possible.  Intravenous  admin- 
istration is  not  recommended  for  children  at  this  time. 
The  adult  dose  forms  available  probably  will  be  tablets  of 
0.25  mg.  and  0.5  mg.,  ampules  of  1 cc.  containing  0.5  mg., 
and  suppositories  of  0.8  mg.  and  1.0  mg.  For  children, 
pediatric  drops  of  0.01  mg.  per  drop,  ampules;  2 cc.  with 
0.5  mg.  per  milliliter,  and  suppositories  of  0.2  mg.  and  0.4 
mg.  strength. 

For  more  complete  information  as  to  dosage,  contraindi- 
cations, and  side  effects  the  company  literamre  may  be 
consulted  when  the  product  becomes  available. 

Schering  Corporation  recently  announced  a 20  per  cent 
reduction  in  its  price  for  its  new  antifungal  antibiotic, 
Fulvicin. 

— Herbert  Schwartz,  M.S.,  Austin. 


MEDICAL  MEETINGS 

Cancer  Symposium  to  Be  Held 
February  25-27  in  Houston 

"Cell  Physiology  of  Neoplasia”  will  be  the  subject  of  the 
fourteenth  annual  Symposium  on  Fundamental  Cancer  Re- 
search which  will  be  held  February  25-27  in  Houston  at 
the  University  of  Txeas  M.  D.  Anderson  Hospital  and 
Tumor  Institute. 

Co-sponsors  of  the  symposium  include  the  University  of 
Texas  Postgraduate  School  of  Medicine,  the  American 
Cancer  Society,  Texas  Division,  and  the  Texas  State  De- 
partment of  Health. 

Among  the  topics  to  be  presented  will  be  fundamental 
aspects  of  genetics  in  carcinogenesis,  gene  interaction  in 
neoplastic  growth,  genetic  basis  of  cell  resistance,  and 
heredity  and  human  cancer. 

A social  hour  and  dinner  will  be  held  Friday,  February 
27.  For  advance  registration  materials  and  further  informa- 
tion, doctors  may  write  the  Symposium  Chairman,  Univer- 
sity of  Texas  M.  D.  Anderson  Hospital,  Texas  Medical 
Center,  Houston  25.  All  physicians  are  welcome  to  attend. 


Urological  Society 
To  Meet  in  Woco 

A meeting  of  the  Texas  Urological  Society  will  be  held 
January  23-24  in  Waco.  It  is  open  to  all  interested  physi- 
cians. 

Four  guest  speakers  will  highlight  the  program.  They 
include  Dr.  O.  S.  Culp,  Rochester,  Minn.,  who  will  speak 
on  "Heminephro-Ureterectomy;  A Comparison  of  One 
Stage  and  Two  Stage  Operations,”  and  "Cryptorchism : 
Experiences  During  the  Past  9 Years”;  Dr.  Samuel  L. 
Raines,  Memphis,  Tenn.,  "Urethritis  in  the  Female,”  and 
"Trauma  of  the  Urinary  Tract”;  Dr.  T.  Leon  Howard, 
Denver,  "Renal  Vicissimdes”;  and  Dr.  John  R.  Derrick, 
"Vascular  Variations  in  Renal  Hypertension.” 

Dinner  and  dancing  will  be  held  at  the  Ridgewood 
Country  Club,  Saturday  evening,  January  23. 

Dr.  M.  A.  Magid,  Waco,  is  serving  as  program  chairman 
for  the  meeting.  Those  interested  in  attending  are  asked 
to  notify  Dr.  Magid  at  1525  Colcord  in  Waco. 
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Texas  Radiological  Society 
To  Meet  in  Houston 

The  forty-seventh  annual  meeting  of  the  Texas  Radiologi- 
cal Society  will  be  held  January  22-23  at  the  Shamrock- 
Hilton  Hotel  in  Houston.  All  physicians  are  welcome  to 
attend. 

Guest  speakers  will  be  Dr.  John  A.  Evans,  professor  of 
radiology,  Cornell  Medical  College,  New  York;  Dr.  Bernard 
S.  Wolf,  chief  radiologist,  Mt.  Sinai  Hospital,  New  York; 
Dr.  Theodore  P.  Eberhard,  radiologist,  St.  Joseph  Mercy 
Hospital,  Ann  Arbor,  Mich.;  Dr.  Stanley  M.  Wyman,  pro- 
fessor of  radiology.  Harvard  Medical  School,  Boston;  Dr. 
Bernard  S.  Epstein,  chief  radiologist.  Long  Island  Jewish 
Hospital,  New  Hyde  Park,  N.Y. 

Among  the  subjects  to  be  on  the  program  are  nephro- 
tomography in  the  differentiation  of  renal  cyst  and  tumor, 
small  hiatal  hernia,  problems  in  the  management  of  cancer 
of  the  breast,  peri-ureteral  fibrosis,  radiographic  diagnosis 
of  pituitary  adenomas  with  special  reference  to  body  section 
examinations,  carcinoma  of  the  pancreas,  some  unusual 
radiographic  features,  segmental  colitis,  the  treatment  of 
carcinomas  of  the  skin,  dissecting  aneurysm  of  the  thoracic 
aorta,  myelographic  changes  associated  with  painful  condi- 
tions of  the  cervical  and  lumbar  spine  other  than  herniated 
disks,  web  and  weblike  lesions  of  the  esophagus,  benign 
tumors  of  the  colon,  and  considerations  in  the  radiation  of 
benign  conditions. 

There  will  be  a cocktail  party  and  annual  banquet  the 
evening  of  January  22.  A coffee  and  dutch  treat  luncheon 
are  being  planned  for  the  ladies. 

Registration  fee  for  nonmembers  of  the  society  is  $20 
and  for  radiological  residents  and  military  personnel,  $5. 
For  further  information,  doctors  may  write  Dr.  R.  P. 
O’Bannon,  650  Fifth  Avenue,  Fort  Worth. 


San  Antonio  Readies  Program 

With  17  guest  speakers,  technical  exhibits,  a dinner 
dance,  friendship  party,  and  ladies’  entertainment,  the 
International  Medical  Assembly  of  Southwest  Texas  is 
ready  to  get  under  way  with  its  annual  program  January 
25-27  in  San  Antonio.  Immediately  preceding  will  be  two 
one-day  seminars  sponsored  by  the  San  Antonio  Division 
of  the  Post  Graduate  School  of  Medicine  of  the  University 
of  Texas. 

A registration  fee  of  $20  (which  may  be  sent  in  advance 
to  the  Assembly,  202  W.  French  Place,  San  Antonio)  will 
cover  all  activities. 

Fields  of  practice  and  speakers  among  the  guests  are  the 
following;  anesthesiology.  Dr.  Harvey  G Slocum,  Washing- 
ton, D.C.;  dermatology.  Dr.  Louis  A.  Brunsting,  Rochester, 
Minn.;  endocrinology.  Dr.  Laurance  W.  Kinsell,  Oakland, 
Calif.;  gastroenterology.  Dr.  Bernardo  Sepulveda,  Mexico, 
D.F.;  internal  medicine,  Drs.  William  S.  Middleton,  Wash- 
ington, D.C.,  and  Louis  G.  Welt,  Chapel  Hill,  N.C;  neu- 
rology, Dr.  Russell  N.  De  Jong,  Ann  Arbor,  Mich.;  oph- 
thalmology, Dr.  Peter  C.  Kronfeld,  Chicago;  obstetrics- 
gynecology,  Dr.  Herbert  E.  Schmitz,  Chicago;  pathology. 
Dr.  Leopold  G.  Koss,  New  York. 

Also  included  are  pediatrics.  Dr.  Alexander  S.  Nadas, 
Boston;  psychiatry.  Dr.  Harold  Rosen,  Baltimore;  radiology. 
Dr.  John  D.  Reeves,  Gainesville,  Fla.;  surgery,  Drs.  Wiley 
F.  Barker,  Los  Angeles;  Wilfred  G.  Bigelow,  Toronto,  Can- 
ada; Robert  W.  Buxton,  Baltimore;  and  John  M.  Waugh, 
Rochester,  Minn. 


Seminar  on  Glaucoma  Set 
January  23  in  San  Antonio 

A seminar  on  glaucoma  will  be  presented  by  the  Uni- 
versity of  Texas  Postgraduate  School  of  Medicine,  San 
Antonio  Division,  January  23,  in  the  Robert  B.  Green 
Memorial  Hospital,  San  Antonio.  The  seminar  will  precede 
the  International  Medical  Assembly  of  Southwest  Texas, 
January  25-27  in  San  Antonio. 

Among  the  topics  to  be  discussed  at  the  symposium  are 
the  following:  "The  Pathology  and  Physiology  of  Glau- 
comas”; "The  Office  Diagnosis  of  the  Primary  Glaucomas”; 
"Combination  of  Simple  and  Angle-Closure  Glaucoma”; 
"Practical  Value  of  Tonography”;  "The  Surgical  Treatment 
of  Congenital  Glaucoma:  Current  Techniques”;  and  "A 
Critical  Comparison  of  Corneo- Sclerotomy  and  Iris  Inclu- 
sion Operations.” 

Faculty  members  of  the  postgraduate  school  to  participate 
on  the  program  will  be  Major  General  Elbert  DeCoursey, 
director.  Southwest  Foundation  for  Research  and  Education, 
San  Antonio;  Dr.  Wendell  Gingrich,  associate  professor  of 
ophthalmology.  University  of  Texas  Medical  Branch,  Gal- 
veston; Dr.  Peter  C.  Kronfeld,  professor  of  ophthalmology, 
University  of  Illinois,  Chicago;  Dr.  James  L.  Mims,  Jr., 
clinical  lecturer  in  ophthalmology,  San  Antonio  Division, 
University  of  Texas  Postgraduate  School  of  Medicine,  San 
Antonio;  and  Dr.  Gaynelle  Robertson,  professor  of  ophthal- 
mology, University  of  Texas  Medical  Branch,  Galveston. 

All  interested  physicians  are  invited  to  attend;  tuition  is 
$15.  For  additional  information  concerning  the  symposium, 
doctors  may  write  to  Dr.  Herman  S.  Wigodsky,  director 
of  the  San  Antonio  Division,  University  of  Texas  Postgrad- 
uate School  of  Medicine,  San  Antonio. 


Texas  Pharmacy  Low 
Reviewed  in  Austin 

Forty-nine  doctors,  pharmacists,  executive  secretaries, 
nurses,  lawyers,  wholesalers,  manufacturers,  hospital  repre- 
sentatives, and  teachers  of  pharmacy  met  in  Austin  to  study 
the  Texas  Dangerous  Drug  Law  and  the  Amended  Texas 
Pharmacy  Law,  November  13. 

Pat  Bailey  of  Austin,  assistant  general  counsel  for  the 
Texas  Medical  Association,  reviewed  the  laws.  A question 
and  answer  period  followed,  conducted  by  Mr.  Bailey.  The 
various  representatives  were  to  report  the  information  to 
their  respective  organizations. 

The  Texas  Pharmaceutical  Association  was  host  at  a 
buffet  dinner  preceding  the  program. 


Texas  Physicians  Participat'e 
In  Miami  Dermatological  Meet 

Several  Texas  doctors  are  participating  in  the  interna- 
tional symposium  on  "Griseofulvin  and  Dermatomycoses,” 
October  26-27,  at  Miami,  sponsored  by  the  University  of 
Miami’s  Department  of  Medicine,  Division  of  Dermatology. 

These  physicians  include  Dr.  John  Ferguson,  Fort  Sam 
Houston;  Dr.  John  M.  Knox,  Houston;  Dr.  C.  H.  Mc- 
Cuistion,  Austin;  Dr.  J.  Fred  Mullins,  Galveston;  Dr.  J. 
Lewis  Pipkin,  San  Antonio;  and  Dr.  George  Prazak,  Fort 
Sam  Houston. 
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OF  GENERAL  INTEREST 

Personals 

Dr.  Robert  D.  Moreton  of  Fort  Worth  has  been  named 
to  a special  ad  hoc  advisory  committee  to  the  American 
Cancer  Society.  Dr.  Moreton  represents  the  American  Col- 
lege of  Radiology  on  this  committee,  which  is  made  up 
of  representatives  of  professional  societies  to  advise  the 
American  Cancer  Society  on  planning  and  implementing  the 
society’s  educational  program. 

Dr.  Al.  H.  Crabb,  Fort  Worth,  secretary  of  the  Texas 
State  Board  of  Medical  Examiners,  was  elected  to  a second 
term  as  a member  at  large  of  the  National  Board  of  Medi- 
cal Examiners. 

Dr.  Hugo  T.  Engelhardt  of  Houston  has  been  appointed 
by  the  American  Diabetes  Association  as  governor  of  Texas 
for  the  organization  for  a 3 year  term. 

Dr.  ].  B.  Heath,  Madisonville,  was  reelected  one  of  the 
University  of  Texas  Dads’  Association  vice-presidents,  No- 
vember 7,  in  Austin  at  the  twelfth  annual  Dads’  Day 
celebration.  Dr.  C.  M.  Phillips,  Levelland,  completed  his 
term  as  president  at  this  time. 

The  Downtown  Harlingen  Kiwanis  Club  recently  hon- 
ored Dr.  Thomas  J.  LaMotte,  Harlingen,  for  donating  his 
time  free  of  charge  in  performing  tonsillectomies  on  needy 
children.  During  the  past  3 years,  he  has  performed  50  of 
these  operations. 

The  following  El  Paso  doctors  have  had  births  in  their 
families:  A girl  for  Dr.  and  Mrs.  John  L.  Lukowski,  born 
October  2;  a boy  for  Dr.  and  Mrs.  Irvin  J.  Goldfarb,  born 
October  3;  and  a girl  for  Dr.  and  Mrs.  Francisco  Licon, 
born  November  6. 

Dr.  W.  Compere  Basom,  El  Paso,  spoke  at  the  annual 
meeting  of  the  American  Fracture  Association,  November 
1-3  in  New  Orleans,  as  well  as  presiding  at  a noon  lunch- 
eon and  moderating  a morning  session. 


Board  of  Obstetrics  and  Gynecology 
To  Hold  Examinations  in  January 

The  American  Board  of  Obstetrics  and  Gynecology  part  I 
examinations  will  be  held  in  various  parts  of  the  United 
States  and  Canada  on  January  16,  I960. 

Candidates  notified  of  their  eligibility  to  participate  in 
part  I must  submit  their  case  abstracts  within  30  days  of 
notification  of  eligibility.  No  candidate  may  take  the  writ- 
ten examination  unless  the  case  abstracts  have  been  received 
in  the  office  of  the  secretary. 

Current  bulletins  outlining  present  requirements  may  be 
obtained  by  writing  to  the  secretary’s  office;  Dr;  Robert  L. 
Faulkner,  American  Board  of  Obstetrics  and  Gynecology, 
2105  Adelbert  Road,  Cleveland  6,  Ohio. 


Chest  Physicians  Announce  Contest 

Undergraduate  medical  students  are  encouraged  to  enter 
the  I960  Essay  Contest  of  the  American  College  of  Chest 
Physicians  by  submitting  manuscripts  on  any  subject  relat- 
ing to  the  diagnosis  or  treatment  of  chest  diseases  (heart 
or  lungs)  by  April  1,  I960. 

Three  Baylor  University  College  of  Medicine  students 
were  second  place  winners  in  the  1959  competition.  L.  O. 


Baum,  J.  A.  Murray,  and  N.  H.  Oldham  brought  the  second 
prize  to  Houston  with  a paper  entitled  "Evaluation  of  Lung 
Volumes  and  Intrapulmonary  Gas  Mixing  in  Diseased  and 
Normal  Children.” 

Three  cash  awards  are  given  to  winners  by  the  college. 
First  prize  is  $500;  second  prize,  $300;  and  third  prize, 
$200.  Since  the  contests  were  initiated  in  1950,  the  Com- 
mittee on  College  Essay  has  distributed  $6,600  to  students 
writing  the  award-winning  essays. 

Copies  of  the  details  of  the  contest  are  being  sent  to 
deans  of  medical  schools  throughout  the  world,  and  presi- 
dents of  medical  fraternities  and  sororities.  For  further  in- 
formation, those  interested  may  write  the  American  College 
of  Chest  Physicians,  112  East  Chestnut  Street,  Chicago  11, 
111. 


Physicians'  Status 
With  Selective  Service 

All  hospitals  and  schools  utilizing  residents  should  be 
aware  of  the  fact  that  the  physicians  concerned  may  be 
ordered  for  military  service  during  residency  training  if  a 
call  for  physicians  is  placed  upon  Selective  Service,  ac- 
cording to  Col.  Morris  S.  Schwartz,  state  director  for  Se- 
lective Service. 

Current  Selective  Service  directives  inform  ( 1 ) that  a 
physician  should  not  be  placed  in  Class  Il-A  to  complete 
residency  training  unless  in  the  opinion  of  the  local  board 
his  services  are  absolutely  essential  to  the  operation  of 
the  hospital  or  he  is  a participant  in  a residency  training 
program  of  the  Armed  Forces  or  Public  Healrh  Service,  and 
(2)  that  all  other  physicians  who  are  nor  veterans  may  be 
ordered  to  report  for  induction  if  a call  for  physicians  is 
placed  upon  the  Selective  Service  System  during  their 
residency  training. 

For  further  information  on  the  Selective  Service  program, 
doctors  may  write  to  Colonel  Schwartz,  Selective  Service 
System,  304  East  Fifth  Street,  Austin  14. 


Direcfors  of  Cancer  Institutes 
Form  New  Organization 

The  directors  of  cancer  research  institutes  in  America 
have  formed  an  organization,  the  Association  of  Cancer  In- 
stitute Direaors,  for  the  purpose  of  exchanging  informa- 
tion among  the  various  instimtes. 

The  organization  is  composed  of  the  senior  scientific 
executives  of  those  institutions  and  autonomous  divisions 
and  departments  whose  principal  activities  are  concerned 
with  the  study  of  malignant  disease  and  the  treatment  of 
cancer  patients.  Dr.  R.  Lee  Clark,  Jr.,  Houston,  director 
and  surgeon-in-chief.  University  of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute,  was  elected  secretary-treasurer 
of  the  organization. 

The  association  has  been  designed  to  support  investiga- 
tions of  the  causes,  nature,  treatment,  and  prevention  of 
malignant  diseases;  to  encourage  the  exchange  of  ideas, 
information,  personnel,  and  special  facilities  between  groups 
with  predominant  interests  in  cancer;  to  foster  educational 
opportunities  in  the  biomedical  sciences;  to  provide  guid- 
ance to  private  and  civil  organizations  concerning  cancer 
research,  education,  and  the  care  of  cancer  patients;  and  to 
expedite  the  dissemination  of  information  by  the  meeting 
together  of  the  scientific  executive  officers  of  cancer  insti- 
tutes. 
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Poison  Control  Centers 
Located  in  Eight  Cities 

Poison  control  centers  in  eight  cities  in  Texas  now  are 
offering  poison  information  service.  The  centers  are  located 
in  Abilene,  Austin,  Corpus  Christi,  Dallas,  Fort  Worth,  Gal- 
veston, Houston,  and  Tyler. 

The  poison  information  facilities  are  available  to  all 
physicians  and  personnel  of  hospitals,  emergency  rooms,  and 
allied  medical  sciences. 

Criteria  for  a functional  poison  control  center  include 
supervision  of  services  24  hours  a day  by  a physician. 


availability  of  informational  services  for  responses  by  a 
center’s  physician  to  inquiries  by  physicians  only  and 
treatment  at  the  center  for  patients  who  come  or  are 
brought  in,  an  adequate  reference  library  for  immediate 
study  on  toxic  materials  usually  causing  poisoning,  a cen- 
ter with  all  emergency  drugs,  and  a signature  and  submis- 
sion to  the  State  Department  of  Health  of  information  and 
agreement  concerning  the  control  center. 

Those  desiring  further  information  may  write  to  Direc- 
tor of  the  Division  of  Occupational  Health,  State  of  Texas 
Department  of  Health,  Austin. 

The  addresses  and  phone  numbers  of  the  Texas  poison 
control  centers  follow: 


Abilene 


Austin 


Corpus  Christi 


Dallas 


Fort  Worth 

Galveston 


Hendrick  Hospital  Emergency  Room, 

Fifth  Floor 

Brackenridge  Hospital, 

Emergency  Room, 

I4th  and  Sabine  Streets 

Memorial  Hospital, 

Medical  Library, 

2606  Hospital 

Parkland  Memorial  Hospital 
Poison  Information  Center 
Emergency  Operating  Room 

W.  I.  Cook  Memorial  Hospital  for  Children, 
1212  West  Lancaster  Avenue 

Galveston  Poison  Control 


Houston 


Tyler 


Gulf  Coast  Poison  Information  Center, 
Middle  Building, 

Wolff  Memorial  Home, 

1300  Kenwood 

East  Texas  Poison  Control  Center; 

2817  Fry 

Medical  Center  Hospital  Emergency  Room 
4l6V^  North  Bois  d’Arc 


ORchard  4-3551 
ORchard  4-8635 

GReenwood  8-8571, 
Extension  220, 
Extension  240 

TUlip  4-2411 


L Akeside  6-7611, 
Extension  402 
Extension  425 

EDison  6-5521, 
Extension  64 

SOuthfield  5-5541, 
Extension  596  or 
"Poison  Information" 

JAckson  6-3731 


LYric  3-0531 
LYric  4-9361 
LYric  4-6651, 
Extension  44 


Gulf  of  Mexico,  Saif  Mines  Said 
Safe  for  Dumping  Afom  Waste 

Texas’  greatest  salt  mines,  as  well  as  the  Gulf  of  Mexico, 
may  some  day  become  safe  dumping  grounds  for  radioactive 
waste,  experts  told  the  Texas  Committee  on  Atomic  Energy 
at  the  October  2 meeting  of  the  committee  held  in  Dallas. 

"It  all  boils  down,’’  said  Dr.  Warren  K.  Sinclair  of 
the  M.  D.  Anderson  Hospital  and  Tumor  Institute,  Hous- 
ton, "to  public  opinion  and  fear  outweighing  logic  and 
findings.” 

"Thousands  of  curies  are  safely  being  disposed  of  off 
New  England,  and  the  amount  of  waste  being  dumped  is 
not  sufficient  to  cause  any  harm  as  far  as  science  now 
knows,”  he  said. 

He  added  that  the  public  bugaboo  of  the  horrors  of 
radiation  strike  the  politician  so  that  he  is  almost  forced 
to  overlook  facts. 

Texas  salt  mines  might  become  burial  vaults  for  these 
otherwise  dangerous  materials,  according  to  W.  B.  Heroy  of 
the  Geotechnical  Corporation  in  Dallas  and  a member  of 
the  committees  smdying  the  disposal  problem. 

Charles  R.  Borden  of  the  State  Health  Department  added 


the  following  comment  of  caution  concerning  the  dumping: 
"We  don’t  mean  to  say  unlimited  dumping  is  safe.  But  in 
these  low  level  amounts  and  carefully  regulated  by  the 
proper  authorities  we  can  see  no  impending  dangers.” 


Society  of  Nuclear  Medicine 
To  Publish  Quarterly  Journal 

The  Society  of  Nuclear  Medicine  has  announced  the 
forthcoming  publication  of  its  official  organ.  The  Journal 
of  Nuclear  Medicine.  The  first  quarterly  issue  will  appear 
during  the  month  of  January,  I960. 

Editor  of  the  journal  will  be  Dr.  George  E Thoma  of 
St.  Louis.  The  editorial  content  of  the  publication  will  be 
directed  towards  those  members  of  the  medical  and  allied 
professions  who  are  interested  in  the  diagnostic  and  thera- 
peutic application  of  radioisotopes  and  in  human  radiobiol- 
ogy. Annual  subscription  rate  is  $10. 

Additional  information  concerning  the  journal  may  be 
obtained  by  writing  the  editor  at  Southwest  Medical  Center, 
3915  Watson  Road,  St.  Louis  9. 
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Tuberculosis  and  Public  Health 

The  notification  to  the  local  health  authority  that  a 
case  of  communicable  disease  exists  within  the  particular 
jurisdiction  is  the  first  step  toward  control.  The  reporting 
of  cases  of  mberculosis  by  physicians  in  Texas  has  been 
required  through  stamtory  regulation  for  almost  a half 
century.  The  number  of  cases  of  mberculosis  has  not  varied 
markedly  in  the  past  25  years,  varying  between  2,500  and 
3,500  cases  per  year.  This  type  of  reporting  of  mberculosis 
occurred  even  when  the  annual  deaths  from  mberculosis 
in  the  state  exceeded  the  reported  cases  by  almost  two  to 
one. 

When  a physician  reports  a case  and  the  immediate 
problem  of  treatment  and  hospitalization  has  been  com- 
pleted, an  important  step  is  to  determine  the  source  of 
the  patient’s  infection.  This  can  be  a difficult  or  a simple 
matter  in  some  cases.  In  general,  the  local  health  depart- 
ment can  he  of  great  assistance  in  interviewing  and  col- 
lecting the  contacts  of  the  patient  for  smdy.  In  the  contact 
examination,  another  important  feamre  can  be  locating  those 
people  who  have  been  infected  by  the  reported  case.  With 
a somewhat  limited  reduction  in  the  mberculosis  problem, 
this  epidemiological  approach  and  smdy  of  cases  is  taking 
on  more  significance  and  probably  will  become  the  back- 
bone of  fumre  control  programs.  If  the  reported  case  is  of 
an  infectious  character,  it  provides  the  physician  or  local 
health  department  with  information  so  that  proper  protec- 
tion can  be  provided  contacts  if  protection  is  needed.  Fre- 
quently, circumstances  are  such  that  infectious  cases  cannot 
be  removed  from  the  environment  immediately,  and  for  the 
protection  of  children  especially,  early  precautions  are  man- 
datory. 

Tuberculosis  patients  are  notorious  for  moving  from  one 
area  to  another,  changing  physicians,  and  neglecting  to  take 
treatment.  When  a case  has  been  reported  to  the  health 
department,  the  mechanism  is  available  for  providing  con- 
tinuity of  supervision  through  the  health  dep>artment  nurs- 
ing staff  for  home  visiting  and  conferences  directed  toward 
getting  the  patient  under  medical  supervision  if  it  is  needed 
by  the  patient.  Unless  physicians,  clinics,  and  hospitals  re- 
port the  cases  of  mberculosis,  there  is  no  way  of  determin- 
ing the  frequency  of  the  disease  and  the  magnitude  of  the 
problem.  Without  this  information,  it  is  impossible  to 
plan  for  an  adequate  control  program.  Where  physicians 
do  an  excellent  job  of  reporting,  then  the  information  can 
be  used  to  determine  the  efficiency  of  the  control  program. 
In  other  words,  it  provides  a definite  yardstick  of  measure- 
ment because  it  can  be  evaluated  against  similar  countries 
and  states. 

In  reporting  cases  of  mberculosis,  the  physician  will  have 
the  assistance  of  the  health  department  in  maintaining 
supervision  and  treatment  of  the  individual  cases.  It  is  to 
the  patient’s  advantage  that  the  case  be  reported;  then  he 
can  be  assured  of  better  treatment.  It  is  helpful  to  the 
community  so  that  proper  protection  of  its  citizens  can  be 
maintained.  An  adequate  and  complete  control  program 
can  be  initiated  only  through  the  reporting  of  the  disease. 

— ^Committee  on  Tuberculosis, 
Texas  Medical  Association. 


I MEMORIAL 

Great  Men  of  Padua 

Upon  examining  the  history  of  the  world  it  is  inter- 
esting that  each  historian  has  written  that  he  was  living 
in  the  "golden  age’’  of  the  universe. 

Professor  Breasted,  the  Egyptologist,  thinks  that  the 
twenty-ninth  century  before  Christ  was  the  greatest.  This 
was  the  time  that  Djoser  or  Neter-khet,  first  king  of  the 
third  dynasty,  was  buried  under  an  enormous  pyramid  of 
masonry,  nearly  400  feet  square  and  over  250  feet  high. 
Under  the  pyramid  Djoser’s  builders  excavated  a shaft  80 
feet  deep,  with  a granite  lined  burial  chamber  at  the 
bottom.  The  granite  was  brought  by  river  from  Aswan, 
nearly  700  miles  away.  This  was  the  first  pyramid  and 
the  oldest  large  stone  building  in  the  world. 

Thus,  out  of  the  ocean  of  oblivion  man  had  emerged  in 
a highly  civilized  state  on  the  banks  of  the  Nile.  How  was 
this  miracle  achieved,  for  everything  before  had  been  built 
of  mud  and  wood?  The  answer  probably  is  that,  as  at 
other  crises  in  human  history,  the  hour  brought  forth  the 
man.  From  the  mists  of  legend  and  fragmentary  history 
which  surround  this  remote  epoch,  one  figure  looms  up; 
we  know  his  name — Imhotep  (he  who  comes  in  peace). 

Twenty-five  centuries  after  Imhotep’s  death,  the  historian 
Manetho  transmitted  to  us  one  scrap  of  information:  "In 
Djoser’s  reign  lived  Imhotep  who  because  of  his  medical 
skill  had  the  reputation  of  Aesculapius  and  was  the  inventor 
of  the  art  of  building  in  hewn  stone.  He  also  paid  atten- 
tion to  writing.”  Imhotep  was  deified,  and  many  bronze 
Starnes  of  him  exist  today  along  with  the  great  step  pyra- 
mid which  he  built. 

Dr.  Paul  Shorey  thinks  that  the  fifth  century  before 
Christ  was  the  greatest.  This  was,  of  course,  the  time  of 
Hippocrates,  who  gave  us  the  first  scientific  approach  to 
medicine  along  with  the  "Oath”  which  has  held  our  group 
together  down  to  the  present  time.  This  was  indeed  a 
great  cenmry. 

Dr.  J.  J.  Walsh  puts  none  above  the  thirteenth  cenmry 
A.  D.,  and  many  in  whom  the  spirit  of  the  renaissance 
has  entered  contend  that  the  palm  and  the  laurel  go  to 
the  "quattrcxento.”  There  are  reasons  for  choosing  almost 
any  other  century,  but  this  will  give  an  idea  of  how  some 
people  feel. 

The  great  Sir  William  Osier  writing  in  1901  said,  "For 
countless  generations  the  prophets  and  kings  of  humanity 
have  desired  to  see  the  things  which  men  have  seen,  and 
to  hear  the  things  which  men  have  heard  in  the  course  of 
the  wonderful  nineteenth  cenmry.  To  us  in  the  medical 
profession,  who  deal  with  this  unit,  and  measure  progress 
by  the  law  of  the  greatest  happiness  to  the  greatest  number, 
to  us  whose  work  is  with  the  sick  and  suffering,  the  great 
boon  of  this  wonderful  cenmry,  with  which  no  other  can 
be  compared,  is  the  fact  that  the  leaves  of  the  tree  of 
science  have  been  for  the  healing  of  the  nations.”  I wonder 
what  Sir  William  would  write  in  1959- 

To  my  mind,  the  greatest  cenmry  for  the  healing  arts 
is  the  sixteenth  century  A.  D.  and  centers  around  a group 
of  medical  men  at  "Fair  Padua,  Nursery  of  the  Arts.”  The 
beginning  of  the  sixteenth  cenmry  (just  after  the  discovery 
of  America  by  Columbus  and  when  Leonardo  da  Vinci  was 
creating  his  masterpieces)  is  heralded  at  Padua  by  the  pro- 
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fessor  of  medicine  Peter  of  Abano,  the  Great  Conciliator. 
He  is  the  first  in  a line  of  distinguished  physicians  con- 
nected with  the  great  school  of  Padua.  He  is  known  as  "the 
Conciliator”  from  his  attempt  to  reconcile  the  diverse 
views  of  philosophy  and  medicine.  He  had  an  extraordinary 
reputation  as  a practitioner  and  author.  The  early  editions 
of  his  texts  are  among  the  most  superb  works  ever  printed. 

The  second  in  line  of  these  great  physicians  was  Andreas 
Vesalius  of  Brussels.  This  professor  of  anatomy  at  Padua 
in  his  book,  "The  Fabric  of  the  Human  Body,”  published 
in  1543,  gave  us  the  first  scientific  anatomy  and  the 
greatest  medical  book  ever  printed.  This  book  has  been 
literally  "thumbed  to  death”  by  use  during  the  cenmries, 
and  good  copies  are  hard  to  come  by  these  days.  But  it 
still  remains  a scientific  masterpiece  and  with  its  beautiful 
woodcuts  a thing  of  aesthetic  beauty.  It  was,  of  course, 
Andreas  Vesalius  that  broke  away  from  the  15  century  old 
fallacies  of  Galen. 

I would  say  in  defense  of  possible  progressive  thinkers 
of  that  time  that  science  was  considered  by  the  church  holy 
so  that  if  people  broke  away  from  the  old  line  of  scientific 
thought,  they  were  in  danger  of  being  labeled  heretics, 
which  meant  burning  at  the  stake.  Galileo,  a contemporary 
professor  at  Padua,  "got  scorched  a little”  for  feeling  that 
the  earth  revolved  around  the  sun.  The  reason  that  Padua 
was  such  a great  university  was  the  fact  that  it  consisted  of 
a group  of  free  thinking  students  working  with  a liberal 
minded  faculty  that  was  not  harassed  by  the  church.  Such 
is  of  what  great  discoveries  are  made.  It  is  sad  that  poor 
Vesalius  became  so  disgusted  with  his  critics  following  the 
publication  of  his  book  that  when  still  a young  man,  he 
left  the  university,  went  to  Spain  to  become  court  physician 
to  Charles  V,  and  disappeared  into  oblivion.  He  died  when 
shipwrecked  onto  the  Greek  island  of  Zante  in  1564. 

The  successor  to  the  chair  of  anatomy  at  Padua  follow- 
ing Vesalius  was  the  great  Realdo  Columbus,  who  very 
clearly  and  independently  described  the  lesser  or  pulmonic 
circulation.  He  showed  that  the  blood  passes  from  the  right 
ventricle  into  the  pulmonary  artery  and  through  the  lungs 
into  the  pulmonary  vein  and,  thence,  into  the  left  auricle. 
He  was  preceded  in  this  discovery  by  Michael  Servetus, 
who  was  burned  at  the  stake  in  Geneva  for  his  heretical 
feelings  about  the  Holy  Trinity,  but  the  fact  remains  that 
Columbus  preceded  Harvey  by  at  least  60  years.  Following 
Columbus  in  the  chair  of  anatomy  at  Padua  was  another 
famous  man,  Gabriele  Falloppio,  who  did  not  make  as 
shattering  discoveries  as  his  predecessors  but  certainly  left 
his  name  on  one  of  the  most  important  organs  in  the 
human  body. 

Following  Falloppio  was  Fabricius  ab  Aquapendente,  the 
teacher  of  William  Harvey.  This  man  had  the  discovery  of 
the  circulation  within  his  grasp  but  was  blind  to  what  he 
saw.  He  taught  Harvey  about  the  valves  in  the  veins  (which 
Harvey  later  told  Boyle  was  what  made  him  discover  the 
circulation  of  the  blood ) . Fabricius  was  truly  a worthy 
follower  assuming  the  professorate  in  1565.  He  was  pro- 
fessor of  anatomy  at  Padua  for  a long  time,  and  in  the 
thirtieth  year  of  his  teaching,  after  asking  the  board  of  the 
University  many  times  for  the  money  to  build  an  anatom- 
ical amphitheater,  he  disgustedly  built  at  his  own  expense 
the  beautiful  but  small  anatomical  theater  which  still  exists 
in  the  University  buildings  at  Padua. 

Harvey  came  to  Padua  about  1598  and  was  taught 
anatomy  by  Fabricius.  He  went  back  to  England  in  1602. 
Harvey’s  stemma  can  still  be  seen  on  the  walls  of  the 
university.  Harvey,  with  the  training  of  the  best  anatomist 
of  his  day,  went  back  to  London  to  perform  the  greatest 
piece  of  experimental  deductive  reasoning  that  the  world 
has  ever  known.  Sir  Thomas  Browne,  who  had  the  highest 
veneration  for  Harvey,  wrote  ".  . . his  piece,  De  Circul. 


Sang.,  which  discovery  I prefer  to  that  of  Christopher 
Columbus.” 

Harvey’s  little  treatise  is  the  second  greatest  medical 
book  ever  printed  and  for  which  he  suffered  great  criticism 
from  his  colleagues.  The  experimental  method  belongs  to 
Harvey  and  not  to  John  Hunter. 

The  sixteenth  century  A.  D.  represents  a flowering  of 
truth,  beginning  with  a small  group  of  liberal  minded 
students  thought  of  as  progressive,  nurtured  by  a tolerant 
faculty,  and  blossoming  into  the  greatest  discoveries  the 
history  of  medicine  has  ever  known.  This  was  truly  a 
remarkable  cenmry. 

— William  M.  Crawford,  M.D.,  Fort  Worth. 
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Spinal  Cord  Compression 

I.  M.  Tarlov,  M.D..  Professor  of  Neurology  and  Neurosur- 
gery, New  York  Medical  College,  New  York.  147  pages. 
S7.50.  Springfield,  111.,  Charles  C Thomas  Publisher,  1957. 

This  book,  written  by  a neurosurgeon  with  much  experi- 
ence in  experimental  work,  is  divided  into  three  main  sec- 
tions, all  dealing  directly  or  indirectly  with  spinal  cord  and 
cauda  equina  compression. 

The  first  section  is  concerned  with  a study  made  on  dogs 
in  which  compression  of  the  spinal  cord  and  cauda  equina 
is  produced  by  inserting  a balloon  into  the  extradural  space. 
The  study  goes  on  to  describe  the  effects  of  the  compression 
and  the  changes  correlated  with  histopathology  of  the 
spinal  cord.  The  second  section  deals  with  spinal  paralysis 
in  man  caused  by  trauma  and/or  tumor,  giving  symptoms, 
therapy,  and  the  prognosis.  The  third  section  is  devoted 
to  the  management  of  patients  who  have  acute  transverse 
lesions  of  the  spinal  cord  as  a result  of  trauma. 


The  author  draws  a conclusion  to  the  effect  that  com- 
pression of  spinal  vessels  does  not  play  an  important  and 
significant  role  in  the  pathogenesis  of  acute  transverse 
lesions  of  the  spinal  cord  which  may  develop  in  patients 
with  mmors.  He  concludes  that  a cord  injury  always  results 
from  the  compression  of  the  cord  substances  and  ignores 
the  fact  that  patients  with  metastatic  carcinoma  or  lymph- 
omatous  mmors  of  the  spine  may  develop  acute  transverse 
myelitis  without  any  evidence  of  compression  of  the  cord 
as  determined  by  myelography,  operation,  or  necropsy. 

This  book  will  be  of  particular  interest  to  neurologists 
and  neurosurgeons.  The  general  surgeon,  who  may  be  re- 
sponsible for  the  care  of  such  patients,  will  gain  much 
information  from  the  section  devoted  to  the  management 
of  acute  traumatic  lesions  of  the  spinal  cord. 


//Principles  of  Ophthalmoscopy 

John  K.  Erbaugh,  M.D.,  Norristown  State  Hospital,  Nor- 
Mstown,  Pa.  69  pages.  S5.50.  Springfield,  111.,  Charles  C 
Thomas  Publisher,  1958. 

This  concise  book  is  an  excellent  monograph  on  the 
intelligent  use  of  the  ophthalmoscope  in  examination  of 
the  ocular  media.  The  basic  elementary  principles  of  exam- 
ining the  disk,  its  margins,  its  color,  and  the  recognition 
of  physiological  depression  are  well  presented  for  the  un- 
initiated such  as  myself.  The  recognition  of  partial  atrophy 
and  of  atrophy  due  to  glaucoma  and  after  papillitis  are  all 
well  presented  and  discussed. 

Of  considetable  interest  to  me  were  the  sections  on  reti- 
nopathies due  to  hypertension,  veinous  occlusion,  and 
anemia.  Those  in  which  organic  vascular  disease  was  a 
faaor,  such  as  choroidal  sclerosis,  macular  degeneration,  and 
diabetic  lesions,  were  all  not  only  well  discussed,  but  also 
well  illustrated  with  appropriate  diagrams  of  excellent 
quality  and  beautiful  color  photographs  of  fundal  changes 
in  the  various  pathological  lesions  presented.  Those  who 
are  not  too  skilled  in  the  use  of  the  ophthalmoscope  are 
advised  to  read  carefully  the  appendix  to  learn  the  method 
of  handling  the  ophthalmoscope  in  doing  a careful  and 
systematic  examination  of  the  eye  grounds  and  intervening 
media.  One  cannot  help  but  improve  his  technique  of 
examination  if  these  basic  principles  are  adhered  to. 

This  little  booklet  is  a valuable  addition  for  all  of  those 
of  us  who  use  the  ophthalmoscope,  but  who  ha^'e  not  had 
any  formal  training  in  its  use.  It  can  be  covered  readily 
in  an  evening,  and  one  has  no  hesitancy  in  recommending 
it. 

— Joe  C.  Rude,  M.D.,  Austin. 


/^'Neurological  Basis  of  Behavior 


G.  E.  W.  WoLSTENHOLME  and  Cecilia  M.  O'Connor. 

400  pages.  S9-  Boston,  Little,  Brown  and  Company,  1958. 

This  symposium  on  the  interrelations  of  neural  and  be- 
havioral mechanisms  was  arranged  to  mark  the  centenary 
of  the  birth  of  Sherrington.  Professor  G.  W.  Harris  organ- 
ized the  symposium  and  took  the  chair.  The  United  States 
was  represented  by  nine  of  its  prominent  scholars.  The 
material  discussed  ranged  from  microphysiology  of  neuroses 
to  phenomena  of  behavior  and  psychology.  The  discussions 
are  faithfully  reported  and  passed  on  to  a wider  audience 
in  this  book. 


^^Diag 


nostic  Laboratory  Hematology 


George  E.  Cartwright,  M.D.,  Professor  of  Medicine,  Col- 
lege of  Medicine,  University  of  Utah,  Salt  Lake  City.  ed.  2. 
250  pages.  S6.75.  New  York  and  London,  Grune  and  Strat- 
ton, 1958. 
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Texas 

Medical  Association 


TMA  Conference  January  16 
To  Feature  5 Guests 


Five  prominent  guest  speakers  will  spark  the  annual 
Texas  Medical  Association’s  Conference  of  County  Medical 
Society  Officials,  January  16,  at  the  headquarters  building 
in  Austin. 

Although  the  program  is  aimed  toward  county  medical 
society  presidents,  secretaries,  executive  secretaries,  delegates, 
and  legislative  chairmen,  all  members  of  the  Association 
are  invited  to  attend  the  one-day  conference. 

New  and  transfer  members  of  the  Association  will  have 
an  opportunity  to  attend  an  Orientation  Program,  which 
will  be  held  in  conjunction  with  the  conference,  and  most 
Association  councils  and  committees  will  meet  also  during 
the  week  end  in  Austin.  The  meeting  of  the  Association’s 
Executive  Board  will  be  held  January  17. 

All  Association  members  and  their  wives  are  invited  to 
be  the  guests  of  the  Association  at  a luncheon  January  16 
and  at  a hospitality  hour  that  evening  at  the  Driskill  Hotel. 

Physicians  also  are  invited  to  attend  a scientific  sympo- 
sium sponsored  January  15  by  Travis  County  Medical  So- 
ciety and  Lederle  Laboratories  (see  story  in  county  society 
section ) . 


County  Officials'  Conference 

The  President  of  the  Texas  Medical  Association,  Dr. 
F.  'W.  Yeager,  Corpus  Christi,  will  present  the  keynote 
address  at  the  beginning  of  the  county  officials’  conference 
at  10:15  a.m.  He  will  speak  on  ”1960 — A Year  of  Great 
Responsibility.”  The  program  follows: 


Morning  Program:  10:35  a.m. 

The  Stairs  of  Your  Concepts.  Dr.  Marvin  Vance,  Austin, 
is  in  his  eleventh  year  as  pastor  of  the  First  Methodist 
Church  of  Austin.  In  addition  to  his  many  responsibilities 
of  his  membership  of  more  than  3,000,  he  does  a great 
deal  of  speaking  at  the  annual  meetings  of  professional, 
business,  and  trade  organizations.  The  Austin  minister  is  a 
board  member  for  a number  of  civic  organizations,  and 
recently  was  appointed  by  Governor  Price  Daniel  to  the 
Texas  Board  of  Corrections,  which  directs  the  work  of  the 
entire  Texas  Prison  System. 

Tax  Considerations,  the  American  Thrift  Assembly,  and 
the  Physician.  Dr.  F.  Joseph  Donohue,  Washington,  D.  C, 
is  chairman  of  the  board  of  directors  of  the  American 
Thrift  Assembly. 

Today  and  Tomorrow.  Allan  B.  Kline,  Western  Springs, 
111.,  is  past  president,  American  Farm  Bureau  Federation 
and  1958  recipient.  United  States  Chamber  of  Commerce 
Great  Living  Americans  Award.  He  has  served  also  as 
president  of  the  Iowa  Farm  Bureau  Federation  and  the 
International  Federation  of  Agriculmral  Producers.  He  has 
been  abroad  many  times  representing  the  Farm  Bureau 
and  the  United  States  government. 

Afternoon  Session:  2 p.m. 

Let’s  Return  Politics  to  the  People.  John  McKee,  Dallas, 
is  regional  civic  and  governmental  affairs  manager  for  Ford 
Motor  Company.  He  has  been  president  of  the  Texas  Scot- 
tish Rite  Hospital  for  Crippled  Children,  state  chairman 
for  the  Texas  Public  Schools  Week,  president  of  the  Dallas 
Crime  Commission,  director  of  the  Texas  Bureau  for  Eco- 
nomic Understanding,  and  chairman  of  the  Dallas  County, 
United  Cerebral  Palsy  Association. 

Panel:  Achieving  Greater  Understanding  of  Health  Care 
Costs.  Dr.  Russell  L.  Deter,  El  Paso,  who  will  moderate 
the  panel,  is  chairman  of  the  Texas  Medical  Association’s 
Committee  on  Voluntary  Health  Insurance.  Panelists  will 
include  Dr.  Arthur  Kemp  of  Chicago,  director  of  the  De- 
partment of  Medical  Economics  Research,  American  Medi- 
cal Association;  G.  Frederick  Roll  of  Philadelphia,  director 
of  public  relations.  Smith  Kline  and  French  Laboratories; 
and  W.  P.  Earngey,  Jr.  of  Fort  Worth,  immediate  past 
president  of  the  Texas  Hospital  Association. 

The  Eighty-Sixth  Congress  and  the  Forand  Bill.  Repre- 
sentative Bruce  Alger  of  Dallas  is  a member  of  the  United 
States  House  of  Representatives.  He  has  served  in  the  House 
since  1954,  being  the  first  Republican  to  represent  Dallas 
County.  He  served  first  as  a member  of  the  Committee  on 
Public  Works,  and  in  1956  was  named  to  the  Interstate  and 
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Foreign  Commerce  Committee.  In  1959,  he  was  elevated 
to  the  Ways  and  Means  Committee,  centering  his  efforts 
around  the  Hoover  Commission  recommendations,  fiscal 
responsibility,  and  efforts  to  trim  the  size  and  scope  of 
federal  government. 


Orientation  Program 

The  ninth  Orientation  Program  for  new  and  transfer 
members  of  the  Association  will  be  held  January  16.  Pre- 
siding will  be  Dr.  James  D.  Murphy,  Dallas,  Vice-Speaker, 
House  of  Delegates,  and  Dr.  Barton  E.  Park,  Dallas,  Vice- 
President,  Texas  Medical  Association. 

Morning  Session:  9 a.m. 

Welcome:  Objectives  of  Orientation  Program.  Dr.  Travis 
Smith,  Abilene,  Vice-Chairman,  Board  of  Councilors. 

The  Texas  Medical  Association;  An  Accounting  of  Stew- 
ardship; What  Happens  to  Your  Dues?  Dr.  Troy  A.  Shafer, 
Harlingen,  member.  Board  of  Trustees. 

Public  Relations  and  Socio-Economic  Considerations  in 
the  Practice  of  Medicine.  C.  Lincoln  Williston,  Austin, 
Executive  Secretary,  Texas  Medical  Association. 

I960 — A Year  of  Great  Responsibility.  Dr.  F.  W.  Yea- 
ger, Corpus  Christi,  President,  Texas  Medical  Association. 

The  Stairs  of  Your  Concepts.  Dr.  Marvin  Vance,  Austin, 
Pastor,  First  Methodist  Church. 

Tax  Considerations,  the  American  Thrift  Assembly,  and 
the  Physician.  F.  Joseph  Donohue,  Washington,  D.  C., 
Chairman,  Board  of  Directors,  American  Thrift  Assembly. 

Today  and  Tomorrow.  Allan  B.  Kline,  Western  Springs, 
111.,  Past  President,  American  Farm  Bureau  Federation  and 
1958  Recipient,  United  States  Chamber  of  Commerce  Great 
Living  Americans  Award. 

Aft’ernoon  Session:  1:15  p.m. 

Medical  Ethics  Considerations  in  the  Practice  of  Medicine. 
Dr.  C.  E.  Oswalt,  Jr.,  Fort  Stockton,  Chairman,  Board  of 
Councilors,  Texas  Medical  Association. 

Medical  Etiquette;  Obligations  of  the  Physician  to  Col- 
leagues and  to  the  Profession.  Dr.  R.  Mayo  Tenery,  Waxa- 
hachie.  Councilor,  District  14,  Texas  Medical  Association. 

Let’s  Return  Politics  to  the  People.  Dr.  John  McKee  of 
Dallas,  Regional  Civic  and  Governmental  Affairs  Manager, 
Ford  Motor  Company. 

Serving  the  Doctors  of  Texas.  Donald  M.  Anderson,  Aus- 
tin, Assistant  Executive  Secretary,  Texas  Medical  Association. 

Workmen’s  Compensation  Laws;  Charges,  Obligations 
and  the  Law.  Smith  Pettigrew,  Dallas,  Medical  Coordinator, 
Texas  Employers’  Insurance  Association. 

Legal  Aspects  of  Medical  Practice;  Malpractice — How  to 
Avoid  It.  Philip  R.  Overton,  Austin,  General  Counsel, 
Texas  Medical  Association. 

The  Eighty-Sixth  Congress  and  the  Eorand  Bill.  Repre- 
sentative Bruce  Alger,  Dallas,  United  States  House  of 
Representatives. 


Hotel  Accommodations 

The  hotels  and  motels  named  hereafter  have  set  aside 
rooms  for  the  members  of  the  Texas  Medical  Association 
on  January  15-17.  Doctors  are  asked  to  make  their  requests 
directly  to  the  facility  of  their  choice  and  indicate  on  the 


request  that  they  are  members  of  the  Texas  Medical  As- 
sociation. Hotels:  Stephen  F.  Austin  Hotel,  701  Congress; 
Commodore  Perry  Hotel,  800  Brazos;  and  Driskill  Hotel, 
117  East  Seventh.  Motels:  Holiday  Inn  Motor  Hotel,  6901 
Interregional  Highway;  Mount  Vernon  Motor  Courts,  4001 
East  Avenue;  Ramada  Inn  Roadside  Motor  Hotel,  5650 
Interregional  Highway;  Terrace  Motor  Hotel,  1201  South 
Congress;  and  Villa  Capri  Motor  Hotel,  2360  Interregional 
Highway. 


26  Guest'  Speakers  Fill  Slate 
For  TMA's  Annual  Session 

Doctors  can  get  their  cowboy  hats  and  boots  ready  for 
the  annual  session  of  the  Texas  Medical  Association  to  be 
in  Fort  Worth  next  year,  April  9-12. 

A full  slate  of  26  guest  speakers  has  accepted  invitations 
to  participate  on  the  program.  They  will  include  Dr.  Wil- 
liam H.  Bickel,  Rochester,  Minn.,  orthopedics;  Dr.  Benja- 
min Boshes,  Chicago,  neurology  and  psychiatry;  Dr.  Alson 
E.  Braley,  Iowa  City,  ophthalmology;  Dr.  James  Barrett 
Brown,  St.  Louis,  surgery;  Dr.  George  E.  Burch,  New  Or- 
leans, internal  medicine  (heart);  Dr.  O.  T.  Clageett, 
Rochester,  Minn.,  surgery;  Dr.  William  Dameshek,  Boston, 
internal  medicine;  Dr.  L.  Henry  Garland,  San  Francisco, 
radiology;  Dr.  Sydney  S.  Gellis,  Boston,  pediatrics;  Dr. 
Joseph  A.  Hardy,  St.  Louis,  obstetrics  and  gynecology;  Dr. 
Edward  O’Neil  Harper,  Cleveland,  Ohio,  neurology  and  psy- 
chiatry; Dr.  John  R.  Heller,  Bethesda,  Md.,  public  health 
(cancer);  Dr.  Peter  C.  Kronfeld,  Chicago,  ophthalmology; 
Dr.  Gordon  McHardy,  New  Orleans,  gastroenterology;  Dr. 
Russell  Meyers,  Iowa  City,  neurosurgery;  Dr.  Don  H. 
O’Donoghue,  Oklahoma  City,  orthopedics;  Dr.  Louis  M. 
Orr,  Orlando,  Fla.,  President,  American  Medical  Association. 

Among  the  other  speakers  are  Dr.  Ben  M.  Peckham, 
Madison,  Wis.,  obstetrics  and  gynecology;  Dr.  Eugene  P. 
Pendergrass,  Philadelphia,  radiology  (cancer);  Dr.  John 
D.  Porterfield,  Washington,  D.  C.,  public  health;  Dr. 
Mark  M.  Ravitch,  Baltimore,  Md.,  surgery  (cancer);  Dr. 
James  W.  Reagan,  Cleveland,  Ohio,  pathology;  Dr.  John 
J.  Shea,  Memphis,  otolaryngology;  Dr.  Leroy  D.  Vandam, 
Boston,  anesthesiology;  Dr.  J.  Walter  Wilson,  Los  Angeles, 
dermatology;  and  Dr.  Walter  P.  Work,  San  Francisco,  oto- 
laryngology. 


County  Societies 


Travis  County  Invites  All 
To  Attend  Scientific  Symposium 

All  Texas  physicians  are  invited  to  attend  the  Travis 
County  Medical  Society’s  I960  Clinical  Medicine  and  Sur- 
gery Symposium  in  Austin,  January  15,  the  day  preceding 
the  Conference  of  County  Medical  Society  Officials  of  the 
Texas  Medical  Association.  Co-sponsor  is  the  Lederle  Lab- 
oratories Division  of  the  American  Cyanamid  Corporation. 

Dr.  George  E.  Clark,  Jr.  of  Austin  will  moderate  the 
morning  session,  and  Dr.  Kermit  Fox  of  Austin  will  mod- 
erate the  afternoon  session.  Dr.  George  W.  Tipton,  presi- 
dent of  the  society,  will  be  chairman  of  the  symposium. 

Feamred  on  the  program  will  be  Col.  John  P.  Stapp, 
United  States  Air  Force,  who  will  talk  on  "Problems  of 
Manned  Space  Flight”;  Dr.  James  B.  Donaldson,  Laurel, 
Miss.,  "The  Significance  and  Accuracy  of  Laboratory  Re- 
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ports”;  Dr.  Edmund  L.  Dubois,  Beverly  Hills,  Calif.,  "Di- 
agnosis and  Treatment  of  Gynecologic  Diseases  in  the 
Adolescent”;  Dr.  Henry  F.  Page,  Philadelphia,  "What  Medi- 
cal Science  Is  Doing  About  Aging  and  the  Aged”;  Dr. 
William  H.  Requarth,  Decatur,  111.,  "The  Care  of  Minor 
Farm,  Home,  and  Industrial  Injuries”;  and  Dr.  Howard  H. 
Steel,  Philadelphia,  "The  Prevention  and  Treatment  of 
Postoperative  Infections.” 

All  physicians  of  the  Texas  Medical  Association  are  in- 
vited to  attend  the  meeting  and  luncheon  for  members  and 
their  wives  free  of  charge.  A program  is  being  planned  for 
physicians’  wives  during  the  day.  A reception  will  be  held 
after  the  afternoon  program.  Doctors  who  desire  to  attend 
the  meeting  are  asked  to  notify  Roy  J.  Cates,  Executive 
Secretary,  Travis  County  Medical  Society,  2907-A  Red 
River,  Austin,  in  advance  so  that  necessary  accommodations 
can  be  made. 


County  Society  Briefs 

Representative  Frank  Ikard  of  the  Thirteenth  Congres- 
sional District  of  Texas  was  honored  November  11  by  the 
Wichita  County  Medical  Society  with  an  award  for  out- 
standing public  service  in  Congress,  presented  by  Dr.  R.  L. 
Daily  on  behalf  of  the  medical  society. 


Representative  Frank  Ikard  (left)  accepts  an  award 
given  by  the  Wichita  County  Medical  Society  for  out- 
standing public  service  in  Congress  presented  by  Dr. 
R.  L.  Daily  (right),  president  of  the  society. 

In  Mr.  Ikard’s  address  to  the  society,  he  took  a stand  on 
government  subsidy  of  medical  treatment.  He  told  the 
physicians  that  he  would  continue  to  resist  the  pressure  and 
movement  to  enact  legislation  for  federal  subsidy  of  medical 
care. 

"I  don’t  think  our  committee  will  report  favorably  on  the 
Forand  bill,”  he  told  the  group,  adding  that  he  would  use 
his  power  to  see  that  the  bill  is  not  adopted.  "If  it  were 
adopted,  complete  government  subsidy  would  not  be  far 
behind,”  he  said. 


The  Hill  County  Society  met  November  in  Hillsboro. 
A film  program  on  "Treatment  on  Chest  Disease”  was 
furnished  by  the  Upjohn  Comi>any. 

Dr.  F.  J.  L.  Blasingame,  executive  vice-president  of  the 
American  Medical  Association  and  past  president  of  the 
Texas  Medical  Association,  was  the  guest  speaker  at  the 
December  7 meeting  of  the  Travis  County  Society  in  Aus- 
tin. Speaking  off  the  cuff,  he  gave  a roundup  of  signifi- 
cant items  affecting  medicine  on  the  national  scene.  In 
addition  to  members  and  their  wives,  also  in  attendance 
were  members  of  the  Austin  District  Dental  Society,  the 
Seventh  District  of  the  Texas  Medical  Association,  and  the 
Texas  Medical  Association  staff. 

The  Harris  County  Society  met  October  14  at  the  Jesse 
Jones  Library  Building  in  Houston.  Doctors  heard  a panel 
discussion  on  athletic  injuries,  followed  by  a business 
meeting. 


District  Societies 


District  12  Meet  to  Include 
M.  D.  Anderson  Speakers 

District  12  of  the  Texas  Medical  Association  has  planned 
a meeting  for  January  12  at  the  Falls  Hotel  in  Marlin. 

Speakers  from  the  M.  D.  Anderson  Hospital  and  Tumor 
Institute  in  Houston  will  be  Dr.  Clifton  Howe,  chief.  De- 
partment of  Medicine;  Dr.  Gerald  Dodd,  chief,  Diagnostic 
Radiology;  Dr.  Lowell  Miller,  associate  radiotherapist;  and 
Dr.  Nylene  E.  Eckles,  associate  internist.  Medical  Breast 
Section. 

The  program  will  cover  the  following  topics:  modern 
use  of  alkylating  agents,  adrenalectomy  and  hypophysectomy 
for  breast  cancer,  place  of  supervoltage  and  its  use  and 
misuse,  and  radiological  aid  in  diagnosing  upper  gastro- 
intestinal tract  cancer.  Dr.  F.  W.  Yeager,  Corpus  Christi, 
President,  Texas  Medical  Association,  will  speak  at  the 
luncheon.  Drs.  Howard  O.  Smith,  Marlin,  past  president, 
and  Dr.  Charles  P.  Hardwicke,  Austin,  speaker  of  the  House 
of  Delegates,  also  will  participate  on  the  luncheon  program. 

All  members  of  the  Texas  Medical  Association  are  wel- 
come. Registration  will  begin  at  9:30  a.m.  For  further 
information,  those  interested  in  attending  may  write  Dr. 
J.  M.  Brown,  Secretary,  Twelfth  District  Medical  Society, 
Torbett  Clinic  and  Hospital,  Marlin. 


McCall  Heads 
District  10  Society 

At  the  annual  Symposium  of  Current  Problems  in  Sur- 
gery and  Medicine  held  in  Beaumont,  September  19,  new 
officers  were  elected  for  the  Fifth  District  Chapter  of  Texas 
of  the  American  College  of  Surgeons  and  the  Tenth  Dis- 
trict Medical  Society  of  Texas. 

New  officers  for  the  Tenth  District  Medical  Society  in- 
clude the  following:  Dr.  J.  W.  McCall,  Jr.,  Beaumont, 
president;  Dr.  Wallace  Poshataske,  Silsbee,  vice-president; 
and  Dr.  Irving  Richman,  Beaumont,  secretary-treasurer. 

The  Fifth  District  Chapter  of  Texas,  American  College 
of  Surgeons  elected  the  following  officers:  Dr.  Norman 
Duren,  Beaumont,  president;  Dr.  John  Overstreet,  Houston, 
vice-president;  and  Dr.  Richard  Sanders,  Houston,  secretary- 
treasurer.  Dr.  John  A.  Hart,  Beaumont,  past  president,  was 
elected  to  the  council. 
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DR.  THOMAS  S.  MYRICK 


Dr.  Thomas  Southall  Myrick  of  Muenster  died  October 
28,  1959,  of  a heart  attack. 

Born  November  4,  1903,  in  Austin,  Dr.  Myrick  was  the 
son  of  John  Southall  and  Anne  (Brown)  Myrick.  He  re- 
ceived his  preliminary  education  in  Austin  and  was  grad- 
uated from  the  University  of  Texas  in  Austin  in  1924  and 
the  University  of  Texas  Medical  Branch  in  Galveston  in 
1932.  He  interned  at  Qeveland  City  Hospital  in  Cleveland, 
Ohio.  He  began  practice  in  1933,  in  Muenster,  where  he 
continued  until  his  death. 

Among  the  professional  and  civic  activities  in  which 
Dr.  Myrick  participated  were  the  Cooke  County  Medical 
Society,  serving  terms  as  secretary  and  as  president;  Texas 
Medical  Association;  American  Medical  Association;  Amer- 
ican Academy  of  General  Practice;  and  County  Tuberculosis 
Association,  serving  6 years  as  president.  He  also  had  been 
director  of  the  Muenster  State  Bank  since  1942,  president 
of  the  school  board  from  1953  until  this  year  when  he 
resigned  to  serve  on  the  school  district’s  equalization  board, 
and  president  of  the  Lions  Club  for  2 years.  He  had  served 
on  the  City  Council  and  was  city  health  officer. 

Dr.  Myrick  introduced  a program  of  immunization  which 
is  considered  of  great  value  to  the  community.  Since  he 
started  inoculations  estimated  as  well  over  10,000  in  all, 
Muenster  has  had  no  communicable  disease. 

Survivors  include  Dr.  Myrick’s  wife,  the  former  Miss 
Alvarene  Bradshaw  of  Weatherford,  whom  he  married 
March  30,  1932,  in  Lake  Charles,  La.;  two  sons,  John  My- 
rick of  Houston  and  James  Myrick  of  Commerce;  two 
daughters,  Mrs.  Pat  Stelzer  of  Commerce,  and  Mrs.  Arthur 
Bordeau  of  Denton;  two  sisters,  Mrs.  Royall  Watkins,  Dal- 
las, and  Mrs.  Marcus  Fisher,  Houston;  and  four  grandchil- 
dren. 
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DR.  D.  LEON  SANDERS 

Dr.  Dwelly  Leonidas  Sanders,  Wills  Point  retired  physi- 
cian, died  October  8,  1959. 

The  pioneer  physician  who  had  practiced  medicine  for 
over  60  years  was  a native  of  Ben  Wheeler.  He  was  born 
Oaober  2,  1871,  the  son  of  Levi  Lindsey  and  Suzanne 
(Collius)  Sanders.  Dr.  Sanders  was  educated  at  the  Alamo 
Instimte  in  Ben  Wheeler,  receiving  his  premedical  training 
at  Transylvania  University  in  Lexington,  Ky.  Following 
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his  graduation  from  the  Kentucky  School  of  Medicine  at 
Louisville,  he  returned  to  Ben  Wheeler,  where  he  began 
his  praaice  of  medicine.  From  there,  he  went  to  Edom, 
then  Denson  Springs  and  Eastland  before  settling  at  Wills 
Point.  He  remained  at  Wilis  Point  until  his  death,  retiring 
from  medical  practice  in  February,  1955. 

A veteran  of  World  War  I,  Dr.  Sanders  served  2 years 
in  the  Army  Medical  Corps.  He  was  appointed  regimental 
surgeon  of  the  National  Guard  division  at  Wills  Point  and 
commissioned  major  in  the  Medical  Corps,  a post  which  he 
held  for  14  years.  Upon  his  retirement,  he  had  the  rank 
of  lieutenant  colonel. 

The  natural  history  and  microscopy  enthusiast  was  in- 
volved in  a variety  of  civic  activities  in  earlier  years.  He 
was  a member  of  the  Royal  Arch  Masons,  the  Blue  Lodge, 
the  Hella  Temple,  and  the  Methodist  Church. 

A member  of  the  Van  Zandt  County  Medical  Society 
since  1906,  he  also  belonged  to  the  Texas  Medical  Associa- 
tion and  was  elected  to  honorary  membership  in  this  or- 
ganization in  1950.  Other  medical  memberships  which  he 
held  included  the  American  Medical  Association,  and  for- 
merly the  Southern  Medical  Association. 

Members  of  the  family  surviving  Dr.  Sanders  include 
his  wife,  the  former  Miss  Nell  Wren  Williams  of  Mar- 
shall; three  daughters,  Mrs.  Constance  Sanders  Todd  of 
Independence,  Kan.,  Miss  Blanche  Sanders  of  New  York, 
and  Miss  Mary  Lee  Sanders  of  Dallas;  two  stepsons;  a 
stepdaughter;  four  grandchildren;  and  a sister,  Mrs.  J.  H. 
Cates  of  Seagoville. 
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DR.  ANDREW  S.  TOMB 

Dr.  Andrew  Spencer  Tomb  of  Victoria,  former  president 
of  the  Texas  Academy  of  General  Practice  and  former  vice- 
president  of  the  Texas  Medical  Association,  died  in  Louisi- 
ana August  26,  1959,  after  having  a heart  attack,  his  third 
in  recent  years. 

In  demand  as  a speaker  before  both  medical  and  non- 
medical audiences.  Dr.  Tomb  was  born  at  Jackson,  La., 
September  12,  1910.  He  received  his  premedical  training  at 
Louisiana  State  University  at  Baton  Rouge  and  was  gradu- 
ated in  1933  from  Tulane  University  School  of  Medicine 
at  New  Orleans,  followed  by  an  internship  at  the  New 
Orleans  Charity  Hospital.  Staying  in  Louisiana,  Dr.  Tomb 
practiced  at  Jackson,  Baton  Rouge,  and  Shreveport.  He 
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then  moved  to  Texas,  practicing  at  Kilgore  and  Seminole, 
before  going  to  Victoria.  He  remained  there  until  August, 
when  he  closed  the  Victoria  Medical  and  Surgical  Clinic 
which  he  had  operated  for  several  years.  He  was  in  the 
process  of  returning  to  his  native  Louisiana  when  he  died. 

Although  a general  practitioner,  the  field  of  psychiatry 
greatly  interested  Dr.  Tomb.  Immediately  preceding  his 
death,  he  had  made  arrangements  to  join  a psychiatric 
research  development  at  Tulane  University  School  of  Medi- 
cine. He  also  was  instrumental  in  the  movement  for  better 
liaison  between  the  American  Psychiatric  Association  and 
the  American  Academy  of  General  Practice.  His  interest  in 
mental  illness  brought  about  his  appointment  by  Governor 
Allan  Shivers  in  1953  to  a 4 year  term  on  the  Texas 
Commission  on  Alcoholism. 

Active  in  a variety  of  medical  organizations.  Dr.  Tomb 
was  a member  of  the  House  of  Delegates  of  the  Texas 
Medical  Association  and  of  its  Committee  on  Alcoholism. 
He  was  a past  president  of  the  Eighth  District  Medical 
Society,  a past  secretary  for  the  Dawson-Lynn-Terry-Gaines- 
Yoakum  Counties  Medical  Society  and  a past  secretary  and 
president  of  the  Victoria-Calhoun-Goliad  Counties  Medical 
Society.  He  was  a member  of  the  American  Academy  of 
General  Practice,  belonged  to  this  organization’s  congress 
of  delegates  and  was  a member  of  several  of  its  committees. 
Dr.  Tomb  was  a member  of  the  Committee  on  Mental 
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Health  for  the  American  Medical  Association,  served  on 
several  committees  of  the  Texas  Academy  of  General  Prac- 
tice, was  a mental  health  consultant  for  the  Texas  State 
Department  of  Health,  and  was  on  the  editorial  advisory 
boards  of  the  Heart  Bulletin,  Cancer  Bulletin,  Current  Med- 
ical Digest,  and  Medical  Economics.  A pilot.  Dr.  Tomb 
sometimes  used  a plane  in  his  medical  practice. 

Dr.  Tomb  was  president  of  the  board  of  trustees  for 
the  Victoria  Independent  School  District  for  3 years  and 
was  a consultant  for  the  Southern  Regional  Education 
Board. 

Members  of  the  family  who  survive  include  his  wife; 
his  son,  Spencer  Tomb  of  Victoria;  two  daughters,  Miss 
Helen  Grace  Tomb  and  Miss  Sarah  Tomb,  both  of  Minden; 
a stepson,  Gary  Schaffstall  of  Viaoria;  his  mother,  Mrs. 
Helen  Tomb  of  Minden;  and  two  sisters,  Miss  Grace  Tomb 
of  Jackson  and  Miss  Helen  Tomb  of  New  Iberia,  La. 


DR.  CHRISTIAN  M.  COTHAM 

Dr.  Christian  Malford  Gotham,  San  Antonio  general 
practitioner,  died  October  3,  1959,  of  a mild  cardio  infarc- 
tion and  severe  arteriosclerotic  heart  disease. 

Dr.  Gotham  was  born  in  Bonham,  January  17,  1888,  the 
son  of  James  Clark  and  Narcissus  (Cox)  Gotham.  He 
attended  schools  in  Bertram  and  in  1909  was  graduated 
from  the  University  of  Texas  Medical  Branch  at  Galveston. 
He  did  postgraduate  work  in  Mayo  Clinic  and  other  clinics 
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throughout  the  country.  His  practice  in  San  Antonio  began 
in  1920;  prior  to  that  he  had  practiced  at  Burnet  and  at 
Scherts.  He  was  a staff  member  of  Baptist  Memorial,  Santa 
Rosa,  and  Nix  Hospitals. 

'The  physician  had  been  a member  of  the  Texas  Medical 
Association  since  1911,  his  latest  membership  in  this  organ- 
ization through  the  Bexar  County  Medical  Society.  In  the 
past,  he  had  belonged  to  the  Burnet  County  Medical  So- 
ciety as  well  as  the  Guadalupe  County  Medical  Society. 
He  also  held  membership  in  the  American  Medical  As- 
sociation, Southern  Medical  Association,  and  was  an  as- 
sociate of  the  International  College  of  Surgeons.  His  affili- 
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ations  with  civic  and  religious  groups  included  the  First 
Presbyterian  Church,  the  Masonic  Lodge,  Scottish  Rite 
bodies,  Alzafar  Shrine,  Woodmen  of  the  World,  Pretorians, 
Elks,  and  Herman  Sons. 

Dr.  Gotham  and  the  former  Miss  Forrest  Hudson  of 
Caldwell  were  married  at  Cameron  in  1912.  Mrs.  Gotham 
died  in  1952. 

Surviving  are  a son,  Mayor  Christian  M.  Gotham  and  two 
daughters,  Mrs.  Margaret  Spence  of  San  Antonio  and  Mrs. 
Virginia  Carlson  of  El  Campo;  a sister.  Miss  Alma  Cotham 
of  Burnet;  and  five  grandchildren,  Parker  James  Spence, 
Jr.,  Christian  Malford  Cotham  III,  Jeffrey  Clark  Cotham, 
Carl  J.  Carlson,  Jr.,  and  Cathryn  Carlson. 


DR.  BERTHA  PATTERSON 

Dr.  Bertha  Schenck  Stecker  McDavitt  Patterson,  who 
practiced  in  Temple  for  about  40  years  until  her  retirement 
in  1952,  died  in  Fort  Worth  October  23,  1959. 

Dr.  Patterson  was  born  September  6,  1877,  in  Burling- 
ton, Iowa.  She  was  a graduate  of  the  State  University  of 
Iowa  College  of  Medicine  at  Iowa  City  and  practiced  at 
Bonaparte,  Iowa,  for  3 years  and  Burlington,  Iowa  for 
another  3 years  before  moving  to  Temple  in  1913. 

She  specialized  in  disease  of  the  eye,  ear,  nose,  and 
throat.  For  many  years  Dr.  Patterson  was  associated  with 
Dr.  J.  M.  Woodson  on  the  staff  of  Scott  and  White  Hos- 
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pital.  Following  Dr.  Woodson’s  death,  she  maintained  her 
own  office  in  the  Temple  National  Bank  building. 

Eleaed  to  honorary  membership  in  the  Texas  Medical 
Association  in  1954,  she  had  belonged  to  this  organization 
since  1915.  Since  her  move  to  Fort  Worth,  she  had  be- 
longed to  the  Tarrant  County  Medical  Society.  Prior  to 
that  she  was  a member  of  the  Bell  County  Medical  Soci- 
ety. Other  medical  organizations  to  which  Dr.  Patterson 
belonged  included  the  American  Medical  Association  and 
the  American  Academy  of  Ophthalmology  and  Otolaryngol- 
ogy. She  was  a fellow  of  the  American  College  of  Surgeons, 
a member  of  the  Grace  Presbyterian  Church  while  in 


Temple,  a past  president  of  the  Temple  Business  and  Pro- 
fessional Women’s  Club,  a member  of  the  Eastern  Star, 
and  a member  of  Delta  Kappa  Gamma  and  Delta  Delta 
Delta  sororities. 

About  IVz  years  ago  she  married  the  Rev.  E.  R.  Patter- 
son, a Methodist  minister,  who  survives.  Also  surviving 
are  a son,  Walter  F.  Stecker  of  Fort  Worth;  two  brothers. 
Dr.  C.  P.  Schenck  of  Fort  Worth  and  Dr.  W.  L.  Schenck 
of  Iowa  City,  Iowa;  a sister.  Miss  Mary  E.  Schenck  of 
Boca  Raton,  Fla.;  three  grandchildren;  and  eight  great 
grandchildren. 


DR.  WILLIAM  E.  BARNETT 

Dr.  William  Edwin  Barnett,  Dallas,  died  November  2, 
1959,  of  acute  myocardial  infarction. 

A native  of  Logansport,  Ind.,  Dr.  Barnett  was  born 
February  25,  1905,  the  son  of  George  E.  and  Roxie  (Con- 
rad) Barnett.  He  attended  Indiana  public  schools  and.  was 
graduated  from  the  DePauw  University  at  Greencastle,  Ind., 
and  cum  laude  from  the  Indiana  University  School  of 
Medicine  at  Indianapolis.  He  served  an  internship  and 
residency  at  the  Indiana  University  Hospital,  also  at  In- 
dianapolis and  did  postgraduate  work  at  the  Harvard  Medi- 
cal School,  the  Boston  City  Hospital,  and  the  Massachusetts 
General  Hospital.  In  1933  he  began  practicing  medicine 
at  Logansport,  left  his  practice  in  1941  to  serve  as  a lieu- 
tenant colonel  in  the  Army  Medical  Corps,  and  at  the  end 
of  his  military  service  in  1946,  moved  to  Dallas.  His  prac- 
tice there  was  limited  to  internal  medicine  and  cardiology. 

Dr.  Barnett’s  memberships  in  professional  organizations 
included  the  American  Medical  Association,  the  Texas  Medi- 
cal Association,  and  the  Dallas  County  Medical  Society.  He 
also  belonged  to  the  American  Heart  Association  and  Alpha 
Omega  Alpha  honorary  medical  fraternity,  was  a diplomate 
of  the  American  Board  of  Internal  Medicine,  and  previously 
had  belonged  to  the  Cass  (Indiana)  County  Medical  So- 
ciety and  the  Indiana  State  Medical  Society.  Dr.  Barnett 
listed  fishing  and  photography  as  his  hobbies. 

In  1936  Dr.  Barnett  married  the  former  Miss  Mary 
John  Embree  of  Owensville,  Ind.  They  have  two  children, 
Sarah  and  Stephen.  All  survive. 
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DR.  EMMETT  CRUMPLER 

Dr.  Walter  Emmett  Grumpier,  Port  Arthur  gynecologist, 
died  September  28,  1959,  as  a result  of  a heart  attack. 

Born  in  Rockland  January  15,  1911,  Dr.  Grumpier  was 
the  son  of  Dr.  Walter  Emmett  and  Sue  Mae  (Edwards) 
Grumpier.  He  attended  Port  Arthur  schools,  the  University 
of  Texas  at  Austin,  and  Tulane  University  School  of  Medi- 
cine at  New  Orleans.  He  received  his  degree  of  doctor  of 
medicine  in  1936,  and  after  an  internship  at  the  Shreveport 
Charity  Hospital  in  Shreveport,  La.,  began  his  practice  of 
gynecology  in  Port  Arthur.  During  World  War  II,  Dr. 
Grumpier  served  as  a major  with  the  United  States  Army. 

Dr.  Cmmpler’s  memberships  in  medical  organizations 
included  the  Jefferson  County  Medical  Society,  the  Texas 
Medical  Association,  the  American  Medical  Association,  and 
the  Southwestern  Surgical  Congress.  He  belonged  to  Alpha 
Tau  Omega  social  fraternity,  the  Chamber  of  Commerce, 
the  Methodist  Church,  and  the  Country  Club. 

The  physician’s  survivors  include  his  wife,  the  former 
Miss  Alleen  Picket  of  Houston  (they  were  married  in 
1931);  a daughter,  Karin;  and  his  mother,  Mrs.  Sue 
Grumpier,  all  residing  in  Port  Arthur. 

DR.  ORAN  H.  TALLEY 

Dr.  Oran  Hubbell  Talley,  Corpus  Christi,  died  Septem- 
ber 11,  1959,  of  carcinoma. 

Dr.  Talley  was  the  son  of  J.  Allen  and  Lydia  (Brown) 
Talley,  born  December  18,  1884,  in  Leesville.  He  was  grad- 
uated in  1911  from  the  University  of  Texas  Medical  Branch 
at  Galveston,  after  which  he  served  an  internship  at  St. 
Vincent’s  Hospital  at  Sherman.  The  following  year  he 
married  the  former  Miss  Mary  Ellen  Towell  of  Sherman. 
They  had  no  children. 

Following  an  internship  at  St.  Vincent’s  Sanitarium  at 
Sherman,  Dr.  Talley  opened  a general  practice  at  Van  Horn. 
From  there  he  moved  to  El  Paso,  then  left  Texas  and  prac- 
ticed in  Mexico  for  17  years  as  a physician  to  the  Ameri- 
can Smelting  and  Refining  Company.  He  returned  to  Texas 
in  1940,  practiced  at  Seguin  for  2 years,  then  moved  to 
Corpus  Christi,  where  he  had  a general  practice  and  was 
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a physician  again  for  the  American  Smelting  and  Refining 
Company.  His  years  of  practice  were  interrupted  by  a brief 
period  of  service  as  first  lieutenant  in  the  Army  Medical 
Corps  during  World  War  I. 

Dr.  Talley’s  memberships  in  medical  organizations  in- 
cluded the  Nueces  County  Medical  Society,  the  Texas 
Medical  Association,  and  the  American  Medical  Association. 
Previously,  he  had  belonged  to  the  Guadalupe  County 
Medical  Society.  He  was  a Catholic,  and  was  a member  of 
the  Knights  of  Columbus  and  Knights  of  Alhambra. 

Surviving  Dr.  Talley  are  his  wife,  and  two  brothers,  J. 
Allen  Talley  of  San  Angelo  and  Emory  E.  Talley  of  Port 
Arthur. 


DR.  M.  A,  CUNNINGHAM 

Dr.  Michael  Angelo  Cunningham,  medical  director  and 
superintendent  of  the  Jefferson  County  Tuberculosis  Hos- 
pital at  Beaumont,  died  September  20,  1959,  of  acute  cor- 
onary thrombosis. 

A specialist  in  chest  diseases,  he  was  a native  of  Malvern, 
Iowa,  born  August  24,  1889,  to  Michael  and  Margaret 
(Aistrope)  Cunningham.  He  attended  Malvern  schools  and 
was  graduated  in  1913  from  Creighton  Medical  College  at 
Omaha,  Neb.,  followed  by  an  internship  at  St.  Mary-Corwin 
Hospital  in  Pueblo,  Colo. 

Following  the  death  of  his  sister,  Mrs.  Lillian  Neas, 
from  tuberculosis  in  1915,  he  became  deeply  concerned 
with  the  problem  of  this  disease,  and  the  remaining  44 
years  of  his  life  were  spent  in  anti-tuberculosis  work,  first 
as  assistant  superintendent  of  the  Iowa  State  Sanatorium  at 
Oakdale,  then  as  medical  director  of  Holy  Cross  Sanatorium 
in  Deming,  N.  Mex.  In  1939  he  accepted  the  superintend- 
ency of  Jefferson  County  Tuberculosis  Hospital  io  Beau- 
mont, where  he  served  until  his  death. 

Dr.  Cuoninghain  was  one  of  the  39  men  who  met  at 
Albuquerque,  N.  Mex.,  in  1935  to  form  an  organization 
for  the  purpose  of  educating  the  general  practitioner  in 
early  diagnosis  of  tuberculosis.  From  this  nucleus  of  39  men 
developed  what  is  today  the  American  College  of  Chest 
Physicians.  He  was  a member  of  the  Jefferson  County 
Medical  Society,  the  Texas  Medical  Association,  the  Amer- 
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ican  Medical  Association,  and  the  Southwestern  Medical 
Association.  He  also  belonged  to  the  National  Tuberculosis 
Association  and  the  American  Trudeau  Society.  He  served 
for  15  years  as  a director  of  the  Texas  Tuberculosis  As- 
sociation and  as  medical  director  for  both  the  Beaumont 
and  the  Port  Arthur  Tuberculosis  Associations.  Previously, 
he  had  been  a member  of  the  New  Mexico  State  Medical 
Society  and  the  Luna  County  (New  Mexico)  Medical  So- 
ciety. Dr.  Cunningham  belonged  to  the  Royal  Arch  of  the 
Masonic  Order. 

Members  of  the  family  who  survive  include  his  wife, 
the  former  Miss  Harriett  M.  Miller  of  Waterloo,  Iowa;  a 
son,  Robert  E.  Cunningham  of  Huntsville,  Ala.;  a brother, 
Donald  O.  Cunningham  of  Los  Angeles;  and  two  sisters, 
Mrs.  Bernard  Hume  of  Olympia,  Wash.,  and  Mrs.  Fred- 
erick Buttmann  of  Malvern,  Iowa. 


DR.  JOSEPH  H.  ALLEN 

Dr.  Joseph  H.  Allen,  Justin,  former  president  of  the 
Denton  County  Medical  Society,  died  September  28,  1959. 

The  82  year  old  physician  was  a native  of  Sycamore, 
the  son  of  Dr.  and  Mrs.  T.  B.  Allen.  He  was  a graduate  of 
the  old  Fort  Worth  Medical  College  and  had  done  post- 
graduate work  at  the  Chicago  Polyclinic,  Tulane  University 
School  of  Medicine  at  New  Orleans,  and  at  Baylor  Uni- 
versity College  of  Medicine  at  Houston. 

Dr.  Allen  had  lived  in  Denton  since  his  retirement  in 
1956.  Prior  to  that  he  had  practiced  medicine  55  years  in 
Justin  and  the  surrounding  communities  of  Ponder,  Krum, 
Argyle,  Keller,  Bartonville,  Watauga,  Rhome,  Newark, 
Boyd,  and  Haslet. 

A member  of  the  Texas  Medical  Association  since  1904, 
Dr.  Allen  was  elected  to  honorary  membership  in  this 
group  in  1955.  He  was  instrumental  in  organizing  the 
Denton  County  Medical  Society  and  was  its  president  in 
1941.  Active  also  in  community  affairs,  he  helped  organ- 
ize the  Justin  State  Bank,  of  which  he  had  served  as  presi- 
dent and  as  a director  for  many  years. 

Survivors  are  his  wife,  the  former  Miss  Effie  McDaniel, 
whom  he  married  at  Sycamore  in  1907;  two  sons,  J.  E. 
Allen  and  C.  E.  Allen  of  Denton;  a daughter,  Mrs.  J.  E. 
Jones  of  Pauls  Valley,  Okla.;  a sister,  Mrs.  Tressie  John- 
son of  Alvord;  and  11  grandchildren. 

DR.  THOMAS  L.  GOODMAN 

Dr.  Thomas  L.  Goodman,  past  president  of  the  Tarrant 
County  Medical  Society,  died  August  4,  1959. 

The  Fort  Worth  physician  was  a native  of  Springtown 
(he  was  born  in  1882  to  Zibulon  Pike  and  Mary  Ann 
Goodman)  and  taught  school  in  Parker  County  before 
attending  the  Medical  Department  of  Texas  Christian  Uni- 
versity at  Fort  Worth.  He  served  an  internship  at  the  Medi- 
cal College  Hospital  in  Fort  Worth,  and  at  various  times 
he  was  pathologist  for  Harris  Sanitarium,  St.  Joseph’s  In- 
firmary, the  Fort  Worth  and  Denver  Railroad,  and  the 
Gulf  Colorado  and  Santa  Fe  Railroad.  He  also  had  been 
professor  of  pathology  at  the  Medical  Department  of  Texas 
Christian  University.  He  did  postgraduate  work  at  the 
Chicago  Eye,  Ear,  Nose,  and  Throat  Hospital  and  School, 
the  New  Orleans  Eye,  Ear,  Nose,  and  Throat  Hospital,  and 
the  Colorado  Eye,  Ear,  Nose,  and  Throat  Assembly.  He 
served  on  the  staff  of  City-County  Hospital  (now  Peter 
Smith  Hospital)  in  Fort  Worth  for  some  25  years.  Fellow 
staff  members  presented  him  with  a plaque  for  his  charity 
work  at  the  hospital.  He  was  a pharmacist  in  Clarendon 


before  going  in  1909  to  study  medicine  in  Fort  Worth, 
where  he  practiced  until  7 years  before  his  death.  He  had 
retired  from  medical  practice  because  of  illness. 

Dr.  Goodman  and  Miss  Arrie  Neill  of  Springtown  were 
married  in  1904.  Mrs.  Goodman  died  in  1956. 

Dr.  Goodman’s  professional  memberships  included  the 
Texas  Medical  Association,  an  organization  to  which  he 
had  been  elected  to  honorary  membership  in  1953;  the 
American  Medical  Association;  the  American  Academy  of 
Ophthalmology  and  Otolaryngology;  District  13  Medical 
Society;  and  the  Fort  Worth  Eye,  Ear,  Nose,  and  Throat 
Society.  He  was  a member  of  Fort  Worth  Masonic  Lodge 
No.  148,  the  Royal  Arch  Masonic  Lodge  No.  362,  and  the 
Christian  Church. 

Surviving  are  a daughter,  Mrs.  Clifton  H.  Lawrence  of 
Fort  Worth,  and  three  grandchildren. 


DR.  CHARLES  H.  McCOLLUM,  JR. 

Dr.  Charles  Holmes  McCollum,  Jr.,  Fort  Worth  physician 
since  1935,  died  October  5,  1959,  after  having  a heart 
attack. 

The  general  surgeon  was  born  at  Hico  but  attended  pub- 
lic schools  in  Fort  Worth.  He  was  the  son  of  Dr.  Charles 
H.  and  Nancy  Eunice  (Holmes)  McCollum.  He  also  attend- 
ed Texas  Christian  University  and  the  University  of  Texas, 
and  in  1933  was  graduated  from  Tulane  University  Medical 
School  in  New  Orleans.  After  an  internship  and  residency 
at  John  Peter  Smith  Hospital  in  Fort  Worth,  he  started 
his  medical  practice  in  that  city.  His  practice  was  limited 
to  general  surgery  and  internal  medicine.  He  was  chief  of 
the  gynecology  service  at  John  Peter  Smith  Hospital  and 
a member  of  the  executive  committee  and  past  chief  of 
staff  at  St.  Joseph’s  Hospital,  also  in  Fort  Worth. 

During  the  late  1930’s  and  early  1940’s,  Dr.  McCollum 
held  a number  of  civic  offices,  including  state  and  local 
directorships  of  the  Junior  Chamber  of  Commerce.  He  was 
also  local  president  and  national  councilor  of  the  Fort 
Worth  Junior  Chamber  of  Commerce  and  was  given  the 
United  States  Junior  Chamber  of  Commerce  Distinguished 
Service  Award  in  1940.  That  same  year  he  was  named  Fort 
Worth’s  outstanding  young  man  of  the  year.  During  World 
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War  II  he  was  a lieutenant  commander  in  the  United 
States  Navy,  serving  as  a surgeon  in  hospitals  in  San  Diego, 
Calif.,  and  in  the  Pacific.  Dr.  McCollum  was  a member  of 
the  board  of  commissioners  of  the  Fort  Worth  Housing 
Authority,  a member  of  the  University  Christian  Church, 
Fort  Worth  Rotary  Club,  the  Colonial  Country  Club  of 
Fort  Worth,  and  the  Steeplechase  Club  of  Fort  Worth.  He 
also  had  served  as  a member  of  the  board  of  directors  of 
the  Children’s  Museum. 

Dr.  McCollum’s  medical  affiliations  included  membership 
in  the  Tarrant  County  Medical  Society,  the  Texas  Medical 
Association,  the  Fort  Worth  Academy  of  Medicine,  and  the 
American  Medical  Association. 

In  1930  Dr.  McCollum  and  the  former  Miss  Mary  Gladys 
Beck  of  Fort  Worth  were  married.  She  survives  as  do  two 
sons.  Dr.  Charles  H.  McCollum,  III,  who  is  interning  at 
the  University  of  Pennsylvania  Hospital,  and  Richard  G. 
McCollum,  a student  at  the  University  of  Pennsylvania 
Medical  School;  a daughter,  Miss  Gayle  McCollum  of  Fort 
Worth;  and  a sister,  Mrs.  Ray  Reeder  of  Denton. 


Association,  the  American  Medical  Association,  the  Texas 
Surgical  Society,  the  International  Medical  Assembly  of 
Southwest  Texas,  American  Association  of  Railway  Sur- 
geons, and  the  Texas  Traumatic  Surgical  Society. 

He  was  a fellow  of  the  American  College  of  Surgeons. 
Dr.  Goode  was  a member  of  the  Veterans  of  Foreign 
Wars;  he  also  was  a Mason. 

The  physician  is  survived  by  his  wife,  the  former  Miss 
Claudia  Nolte  of  Seguin  whom  he  married  in  1916;  one 
son,  John  William  Goode,  Jr.;  two  daughters.  Miss  Claudia 
Goode  and  Mrs.  David  Brane,  all  of  San  Antonio;  a 
brother,  R.  Jones  Goode  of  Plainview;  and  six  sisters,  Mrs. 
Ellis  Carter  and  Mrs.  Harold  Bawden  of  Plainview;  Mrs. 
R.  H.  Hughes  of  Cedar  Rapids,  Iowa;  Mrs.  Paul  Stockton 
of  Redlands,  Calif.;  Mrs.  Mohler  Temple  of  Lubbock;  and 
Mrs.  E.  T.  McTeer  of  Fort  Worth. 


DR.  JOHN  PARKER  EATON 


DR.  JOHN  W.  GOODE,  SR. 

Dr.  John  William  Goode,  Sr.,  San  Antonio,  died  August 
30,  1959,  of  a coronary  occlusion. 

A resident  of  San  Antonio  for  50  years,  Dr.  Goode  was 
born  in  Holland,  Texas.  The  73  year  old  physician  received 
his  preliminary  education  at  Hardin-Simmons  University, 
Abilene,  and  at  the  University  of  Texas  Medical  Branch  at 
Galveston.  He  served  an  internship  at  Santa  Rosa  Hospital 
in  San  Antonio.  He  was  medical  director  of  the  Alamo 
Life  Insurance  Company  and  was  former  chief  of  staff  at 
the  Medical  and  Surgical  Hospital  of  San  Antonio.  He  was 
in  the  United  States  Army  Medical  Corps  during  World 
War  I,  holding  the  rank  of  first  lieutenant.  Dr.  Goode  be- 
gan his  practice  in  San  Antonio  in  1913  and  conitnued  it 
until  his  death.  Formerly,  he  had  been  chairman  of  the 
San  Antonio  Board  of  Health,  chief  surgeon  of  the  Mis- 
souri Pacific  Railroad,  and  the  Missouri-Kansas-Texas  Rail- 
road. 

Dr.  Goode  was  a past  president  of  the  Bexar  County 
Medical  Society  and  was  a member  of  the  Texas  Medical 


Dr.  John  Parker  Eaton,  Rusk,  died  September  24,  1959, 
at  his  home. 

The  native  Texan  was  born  at  Overton  March  27,  1908. 
He  attended  the  University  of  Texas  at  Austin  and  was 
graduated  in  1941  from  the  Arkansas  School  of  Medicine 
at  Little  Rock.  After  a year’s  internship  at  St.  Vincent’s 
Infirmary  at  Little  Rock,  he  joined  the  United  States  Air 
Force,  seeing  service  in  Iwo  Jima.  He  was  awarded  the 
bronze  star  in  1945  and  was  discharged  with  the  rank  of 
major.  He  started  his  medical  practice  at  Rusk  in  1949. 

A member  most  recently  of  the  Jefferson  County  Medical 
Society,  Dr.  Eaton  previously  had  belonged  to  the  Cherokee 
County  Medical  Society  and  the  Travis  County  Medical  So- 
ciety. He  belonged  to  the  Texas  Medical  Association  until 
1953,  retiring  that  year  because  of  ill  health.  He  was  a 
Baptist. 

Members  of  the  family  who  survive  include  Dr.  Eaton’s 
wife,  Mrs.  Edna  Eaton;  two  sons,  John  and  James  Eaton 
of  San  Angelo;  a daughter,  Mrs.  Jewel  Hill  of  Bridge  City; 
three  brothers,  Virgil  Eaton  of  Rhome,  J.  L.  Eaton  of 
Henderson,  and  Otis  Eaton  of  Tyler;  three  sisters,  Mrs. 
Hubert  Crim,  Mrs.  Robert  Poole,  and  Mrs.  Claud  Mullins, 
all  of  Henderson;  and  three  grandchildren  of  Bridge  City. 
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Thomas,  E.  F 197 

Trimble,  T.  M 459 

Umstattd,  R.  G.  780 
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von  Werssowetz,  O.  F 323 

Walther,  C.  D 780 

Whitson,  R.  0 128 

Winkelmann,  E.  C 197 

Womack,  D.  R 597 

Boone,  T.  B.,  Jr.,  Traumatic  Lesions  of  Urogenital  Tract  (O)  . 749 

Border  Public  Health  Session  Ahead  (N) 187 

Box,  Q.  T.,  and  C.  Y.  Willard,  Certain  Organisms  in  Upper 
Respiratory  Tract  in  Children;  Study  of  Staphylococcus 
aimeus.  Pneumococcus,  Beta  Hemolytic  Streptococcus,  and 

Hemophilus  Species  (O) 361 

Brauer,  R.  O.,  Problem  of  Facial  Scars  (E) 559 

Brazil’s  Dr.  Chagas  to  Be  Honored  (N) 376 

Brown,  D.  V.  L.,  See:  J.  E.  Pickering 
Brown,  F.,  See:  G.  T.  Shires 

Building  Now  Ours  (E) 788 

Burdick,  J.  G.,  Challenge  of  Industrial  Medicine  (E) 856 

Burned  Patient,  Bacterial  Contamination  and  Infeaion  in 
Severely,  T.  G.  Blocker,  Jr.,  S.  R.  Lewis,  H.  S. 

Jacobson,  and  D.  A.  Grant  (O) 358 

Burt,  H.  B.,  Cancer  of  Colon:  Detenion  or  Prevention  (E)  . . 75 

Burr,  H.  B.,  See:  H.  T.  Hayes 
Bush,  J.,  See:  R.  V.  Ford 


c 


Cale,  J.  O.,  C.  F.  Gregory,  and  M.  T.  Jenkins,  Fat  Embolic 

Phenomena  During  Anesthesia  and  Surgery  (O) 756 

Camp  Sweeney:  Camp  for  Your  Patient?  (N) 377 

Campbell,  P.  A.,  and  S.  J.  Getathewohl,  Present  Status  of 

Problem  of  Weightlessness  (O) 267 

Cancer — 

Anticancer  Drug  Research  to  Be  Told  (N) 708 

Bilateral  Lobular  Carcinoma  in  Situ  of  Breast;  Report  of 

2 Cases,  J.  P.  Barnes  (CR) 581 

Cancer,  Heart  Disease  Cause  Most  Deaths  (N)  773 

Carcinoma  in  Situ  of  Breast,  Bilateral  Lobular;  Report  of 

2 Cases,  J.  P.  Barnes  (O) 581 

Carcinoma  of  Ampulla  of  Vater;  Survival  for  More  Than 
5 Years  After  Pancreatoduodenectomy,  A.  Kauff- 
man (CR) 698 

Carcinoma  of  Renal  Cortex;  Pathology  and  Prognosis, 

J.  H.  Childers  (O) 96 

Directors  of  Cancer  Institutes  Form  New  Organization  (N)  977 
Of  Colon:  Detection  or  Prevention,  H.  B.  Burr  (E)  . . . . 75 
Of  Prostate,  Surgical  Management  of,  J.  H.  Arnold  (O)  . . 91 
Present  Approach  to  Chemotherapy  of  Neoplastic  Disease 

in  Children,  W.  W.  Sutow  (O) 819 

Radical  Masteaomy?  Review  of  101  Cases,  T.  H. 

Thomason  (O') 101 

Research  Grants,  Texas  Scientists,  Schools  Received  (N)  . . 452 

Rocky  Mountain  Cancer  Conference  (N) 372 

Society,  American,  Texas  Division — 

Selected  for  Largest  Medical  Smdy  (N) 773 

Texas  Physicians  Elected  to  Positions  (N) 61 

Southwest  Conference  to  Be  Held  in  Fort  Worth  (N)  . . . 704 

Survey,  J.  A.  Wall  (E) 855 

Symposium  to  Be  Held  at  M.  D,  Anderson  Hospital  (N)  61 

Symposium  to  Be  Held  February  25-27  in  Houston  (N)  . 975 
Treatment  of  Pulmonary  Metastases  with  X-Ray  Therapy, 

C.  L.  Martin  (O) 866 

Wadley  Leukemia  Association  Grows  (N) 709 

Warts,  Moles,  and  Malignancies,  G.  C.  Andrews  and 

A.  N.  Domonkos  (O) 568 

Cardiovascular  Conditions — 

Abdominal  Aortography,  C.  H.  Agnew  and  R.  N. 

Cooley  (O) 945 

Cardiacs  Better  at  Work  (N) 339 

Cardiovascular  Research,  University  of  Texas  Medical 

Branch  Develops  (N) 592 

Congenital  Heart  Disease  in  Infancy  with  Particular 
Reference  to  Its  Surgical  Implications,  E.  F. 

Gilbert  (O) 37 

Development  of  Modern  Concepts  of  Coronary 

Circulation  (O) 665 

Heart  Surgery  Today,  H.  E.  Wilson  (E) 723 

Myxoma  of  Heart;  Case  Report  and  Review,  J.  E. 

Kreisle  (CR) 897 

Listeria  Monocytogenes  Isolated  from  Patient  with 
Congenital  Heart  Disease,  C.  S.  Jordan  and 

H.  C.  Thomas  (CR)  585 

Pamphlet  Gives  Hope  to  Stroke  Viaims  (N) 344 
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Peripheral  Arterial  Embolism,  J.  E.  Thompson,  D.  J. 

Austin,  and  V.  Lovett  (O) 277 

Surgical  Therapy  of  Strokes,  F.  R.  Denman  (O) 563 

Technical  Errors  in  Electrocardiography,  M.  R.  Hejtmancik, 

J.  C.  Wright,  and  G.  R.  Herrmann  (O) 164 

See  also:  Heart 

Caribbean  Medical  Cruise  Provides  Postgraduate  Study  (N)  . . . 59 

Cary,  Edward  H.,  Dallas  Junior  High  School  Named  for  (N)  . . 455 
Cervical  Cytology  in  Clinic  Practice,  Experience  with,  W.  T. 

Kable,  Jr.,  E.  S.  Irvine,  and  E.  W.  Irvine,  Jr.  (O) 960 

Chagas,  Brazil’s  Dr.,  to  Be  Honored  (N) 376 

Change  of  Tune  (E) 332 

Changing  Concept  of  Salt  Water  and  Surgery,  G.  T.  Shires, 

J.  Williams,  and  F.  Brown  (O) 753 

Chapman,  J.  S.,  Clinical  Reports;  Symposium  from  University 

of  Texas  Southwestern  Medical  School  (O) 729 

Chemotherapy  of  Neoplastic  Disease  in  Children,  Present 

Approach  to,  W.  W.  Sutow  (O) 819 

Chest  Physicians,  American  College  of.  See:  American  College 
of  Chest  Physicians 

Childers,  J.  H.,  Carcinoma  of  Renal  Cortex;  Pathology  and 

Prognosis  (O) 96 

Children  Now  Taller,  Heavier 710 

Children’s  Center  to  Open  in  Victoria  Next  Year  (N) 377 

Chilean  Becomes  Pan  American  Bureau  Head  (N) 124 

Cholesterol,  Nicotinic  Acid  Reduces  (N) 692 

Civil  Defense — 

Disaster  Brochure  Available  (N)  160 

Emergency  Hospitals  Available  to  Directors  (N) 63 

52  Hospitals  Distributed  to  Texas  Cities  (N) 915 

Clarification  of  Doctor-Patient  Relationship  as  Goal  in  Brief 

Psychotherapy,  E.  A.  Hargrove  (O)  962 

Clark,  G.  E.,  Jr.,  Partnership  at  Work  (E) 76 

Clark,  K.,  Neurological  Diseases:  Recent  Advances  (E) 787 

Clinics  and  Hospitals  Association  of  Texas,  Private,  See:  Private 
Clinics  and  Hospitals  Association  of  Texas 

Cobalt  Unit  Dedicated,  Harlingen  (N) 377 

Coleman,  J.  M.,  Free  Choice  Philosophy  in  Medicine  (E)  . . . . 557 
Coleman,  Mrs.  J.  M. — 

Doctor’s  Day  Celebrated  March  30  (WA) 138 

Films  Available  to  Highlight  Woman’s  Auxiliary 

Programs  (WA) 325 

Colic,  Ureteral,  A.  J.  Leader  (O) 98 

Colon  and  Rectum,  Management  of  Adenomatosis  or  Polyposis 
of;  Report  of  5 Cases,  H.  T.  Hayes,  H.  B.  Burr,  and 

W.  T.  Melton  (CR) 894 

Colon  and  Rectum,  Management  of  Adenomatous  Polyps  of, 

R.  A.  McGregor  and  C.  Rosser  (O) 87 

Colon,  Resection  of,  J.  D.  Rives  (O) 82 

Combined  Fusiform  and  Saccular  Abdominal  Aortic  Aneurysm; 
Report  of  Case  with  Successful  Resection  and  Grafting,  R. 

Franken  (CR) 440 

Coming  Meetings  (N) 56,  114,  178,  309,  370,  443, 

587,  701,  763,  831,  905,  971 

Committees,  See:  Texas  Medical  Association;  Auxiliary,  Woman’s 
Conference  of  City  and  County  Health  Officers  (N)  . 232,449 

Conference  on  Electrical  Techniques  in  Medicine  and  Biology — 

Meet  Set  (N) 767 

Conference  on  Medical  Education  to  Lure  Worldwide 

Personalities  (N) 703 

Congenital  Heart  Disease  in  Infancy  with  Particular  Reference 

to  Its  Surgical  Implications,  E.  F.  Gilbert  (O) 37 

Congress  Has  Hearings  (E) 560 

Congress  on  Medical  Education  and  Licensure  Set  (N) 16 

Connor,  R.  B.,  See:  M.  J.  Healy 

Contact  Lens  Technicians  Certified  (N) 63 


Conte,  W.  R.,  See:  R.  L.  Smbblefield 
Contests — 

Association  of  American  Physicians  and  Surgeons — 

Advantage  of  Private  Medical  Care,  M.  Jobe  (O) 


(winner  of  1959  Texas  contest) 696 

Chest  Physicians  (N)  977 

January  Deadline  for  Goiter  Prize  (N) 692 

Medical  Essay  Winners  Named  for  State  Prizes  (N)  ....  454 

TMA  Will  Award  $500  to  AAPS  Winners  (N) 836 

Control  of  Carriers  of  Staphylococci;  Specific  Recommendations, 

M.  Patterson  (O) 348 

Cooley,  R.  N.,  See;  C.  H.  Agnew 

Copeland,  M.  M.,  Mammary  Dysplasia;  Diagnoses  and 

Treatment  (O) 801 

Coronado,  M.,  See:  G.  W.  Perdue 

Coronary  Circulation,  Development  of  Modern  Concepts  of, 

R.  J.  Bing  (O) 665 
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Cost  of  Health  Care  Cited,  Factors  in  High  (N) 11 A 

Cost  of  Living,  1938-1958  (Selected  Items)  (N) 378 

Council  on  Certification  and  Education  for  Ophthalmic 

Technicians;  Contact  Lens  Technicians  Certified  (N)  . . . . 63 

Councils,  See:  Texas  Medical  Association 
County  Societies — 


601,  717.  781,  850.  921,  984 

El  Paso  Discusses  Athletic  Injuries  850 

Medical  Good  Will  Comes  Via  Bowling  Alley,  Weight 

Scales  69 

Officers  71.136,237.323.392,550 

Potter-Randall’s  Secretary 850 

Travis  Has  New  Secretary 137 

Travis  Society  Symposium  January  15 920,983 

Courses — 

Abdominal  Surgical  Diseases  in  Children  (New 

York)  (N) 835 

Air  Pollution  (New  York)  (N) 835 

Allergic  Conditions  (New  York)  (N) 120 

Allergy  ( Houston ) (N) 60 

Allergy  (New  York)  (N) 315,907 

Allergy  (San  Francisco)  (N) 119 

Anesthesiology  (Houston)  (N) 60 

Anesthesiology  (Oklahoma  City)  (N) 120 

Arthritis  and  Related  Disorders  (New  York)  (N)  . . .768,  835 

Athletic  Injuries  (Denver)  (N) 452 

Brain  (Houston)  (N) 120 

Cardiac  Arrhythmias  (Philadelphia)  (N) 315 

Cardiopulmonary  Physiology  (Chicago)  (N) 768 

Caribbean  Medical  Cruise  Provides  Postgradute  Study  (N)  59 

Chest  (Philadelphia)  (N) 120 

Clinical  Cardiology  (New  Orleans)  (N) 835 

Clinical  Cardiopulmonary  Physiology  (Chicago)  (N)  ....  708 

Dermatology  (Denver)  (N) 452 

Dermatology  (Houston)  (N) 768 

Dermatology  and  Syphilology  (New  York)  (N) 60,  184 

Diabetes  (Los  Angeles)  (N) 907 

Diagnosis  and  Treatment  of  Thyroid  Diseases  ( Oklahoma 

City)  (N) 315 

Diseases  of  Chest  (Los  Angeles)  (N) 907 

Diseases  of  Chest  (New  York)  (N) 835 

Diseases  of  Chest  ( San  Francisco ) (N) 60 

Elearocardiography  (New  York)  (N) 708 

Elearocardiography  (Oklahoma  City)  (N) 119 

Eye  (Cincinnati)  (N) 119 

Fetal  Electrocardiography  (Los  Angeles)  (N) 374 

Fraaures  ( Houston ) (N) 315 

Fracmres  and  Other  Trauma  (Chicago)  (N) 184 

Histopathology  (New  York)  (N) 184 

Internal  Medicine  (New  York)  (N) 120 

Internal  Medicine  (Washington,  D.  C. ) (N) 768 

Internal  Medicine,  Special  Topics  in  (Denver)  (N)  . . . . 316 

Law-Science  ( New  Orleans ) (N) 184 

Mass  Casualties  (San  Antonio)  (N)  974 

Medical  Library  Refresher  Courses  (Toronto)  (N) 184 

Medical  Technology  (Denver)  (N) 120 

Medical  Use  of  Radioisotopes  (Houston)  (N) 315 

Medicine  (Oklahoma  City)  (N) 119 

Medicine  and  Surgery  (Temple)  (N) 119 

Mentally  Disabled  (N)  707 

Mold  Allergy  (San  Francisco)  (N) 119 

Mycobaaerial  Disease  (Dallas)  (N) 374 

Myringoplasty  (Houston)  (N) 120,184 

Neuro-Ophthalmology  (New  York)  (N) 907 

Office  Urology  (Los  Angeles)  (N) 374 

Ophthalmic  Pathology  (San  Antonio)  (N) 60 

Ophthalmic  Plastic  Surgery  (New  York)  (N) 768,835 

Ophthalmology-Otolaryngology  (Oklahoma  City)  (N)...  119 

Ophthalmoscopy  (New  York)  (N) 184 

Otolaryngology  (Chicago)  (N) 452 

Pediatric  Advances  (Philadelphia)  (N) 184 

Pediatrics  (Galveston)  (N)  974 

Pediatrics  (San  Antonio)  (N) 60 

Psychiatry  for  Internist  (Baltimore)  (N) 315 

Radiological  Health  (New  York)  (N) 708,768 

Radiological  Physics  ( Houston ) ( N ) 60 

Rehabilitation  of  Laryngeaomee  (Houston)  (N) 315 

Respiro  Cardiac  Resuscitation  (New  York)  (N) 973 

Rheumatic  Disorders  (New  York)  (N) 120 

Rhinology  (Chicago)  (N) 973 

Steroids  in  General  Practice  (Houston)  (N) 591 

Surgery  of  Cornea  (New  York)  (N) 907 
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Surgery  of  Hand  (New  York)  (N) 119 

Surgery  of  Head  and  Neck  (New  York)  (N) 835 

Surgical  Technique  Utilizing  Isolated  Intestinal  Segment  in 

Urological  Procedures.  ( Los  Angeles)  (N) 374 

Texas  Postgraduate  School  to  Sponsor  Five  (N)  973 

Tuberculosis  and  Other  Pulmonary  Diseases  (New 

York)  (N) 316 

Crawford,  W.  M.,  Great  Men  of  Padua  (L) 979 

Crawford,  W.  M.,  Shakespeare  and  Medicine  (L) 711 

Crippled  Children  and  Adults,  National  Society  for.  See; 

National  Society  for  Crippled  Children  and  Adults 
Crosthwait,  Dr.  [R.  W.],  Becomes  President  of  Texas  Surgical 

Society  (N)  911 

Cruise,  Provides  Postgraduate  Study,  Caribbean  Medical  (N)  . . 59 

Cunningham,  J.  E..  See:  J.  P.  Salerno 
Current  Editorial  Comment — 

Financing  Medical  Care  for  Aged,  J.  F.  Follmann,  Jr 5 

Medical  Education — Texas  and  Taxes,  J.  B.  Ttuslow.  ...  78 

Relationship  of  Doctors  to  Hospital  Administrators, 

W.  P.  Earngey,  Jr 251 

Texas  Physicians  and  Traffic  Accidents,  H.  Lamm  928 

Cutaneous  Medicine  to  Be  Supported  by  Foundation,  Research 

in  (N) 121 
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Daily,  L.,  See;  R.  K.  Daily 

Daily,  R.  K.,  and  L.  Daily,  Retinal  Dynamometry  (O) 419 

Dallas  Foundation  Formed  (N) 64 

Dallas  Junior  High  School  Named  for  Edward  H.  Cary  (N)  . . 455 
Dallas  Southern  Clinical  Society:  18  to  Be  1959  Honor 

Guests  (N)  121 

"Dangerous”  Hospital  Practices?  (N) 124 

Davis,  H.,  See:  A.  N.  Boelsche 

Davis,  M.  V.,  Indemnity  vs.  Service  (E) 399 

De  La  Iglesia,  A.,  See:  J.  P.  Salerno 

Deafness,  Program  Aids  Children  with  Unknown  (N) 286 

Deafness  Research  Funds  Awarded  (N) 417 

Deaths — 

Allen.  D.  E 141 

Allen,  J.  H 989 

Ames,  F.  D 785 

Atkinson,  D.  T 394 

Barclay,  W 785 

Barnett,  W.  E 987 

Bayer,  B.  H 922 

Beavers.  G.  H..  Jr 327 

Black,  J.  H 72 

Bowen,  R.  E.,  Sr 853 

Brazda,  A.  W 554 

Brindley,  C.  G 142 

Burleson.  J.  H 554 

Burns,  J.  G 393 

Carranza,  E.  M 245 

Carter.  C.  E 851 

Chambers,  R.  E 144 

Chunn,  B.  D 784 

Cohen.  M.  B 719 

Colef,  I.  E 143 

Cotham,  C.  M 986 

Cross.  D.  D 852 

Crumpler,  E 988 

Camming,  R 782 

Cummins,  J.  B 141 

Cunningham,  M.  A 988 

Curtin,  J.  G 396 

Daly,  W.  H.,  Jr 245 

Davis.  J.  J 784 

Dean.  W.  N 552 

Deason,  G.  A 142 

, Dreibrodt,  B.  A 140 

Eaton,  J.  P 990 

Elies,  N.  B 246 

Ellis.  F.  A 784 

Franklin,  F.  S 923 

Friday,  C.  B 139 

Goode.  J.  W.,  Sr 990 

Goodman,  T.  L 989 

Grimes,  I 140 

Hall,  A.  K..  Jr 328 

Harber,  H.  P 326 

Harris.  C.  H,.  II 604 
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Harris,  C.  P 786 

Harris,  R.  L 924 

Hathcock,  A.  L 553 

Heard,  E.  F 722 

Heidrick,  D.  L 605 

Herff,  J.  B 603 

High,  C.  E 718 

Holcomb,  N.  F 853 

Hunt,  K.  N 555 

Jackson,  D.,  Sr 783 

Jackson,  L.  B 720 

Jackson,  T.  G 783 

Johnson,  H.  W 73 

Kimball,  M.  C 393 

Kirkland,  L.  W 852 

Kuykendall,  P.  M 720 

Landrum,  M.  M 720 

Lemus,  L 398 

Lindsay,  G.  A 922 

Locker,  H.  L 556 

Loveless,  J.  C 74 

Loyd,  O.  H 786 

Lummis,  F.  R 719 

Lyon,  E.  G 328 

Magrish,  P 552 

Marchman,  O.  M.,  Sr 603 

McCollum,  C.  H.,  Jr 989 

McConnell,  S.  A 141 

McKean,  J.  C.,  Jr 722 

McKeever,  D.  C 924 

McKinney,  E.  P 721 

Miears,  C.  H.  851 

Mitchell,  O.  T 854 

Mixon,  H.  J 850 

Morrow,  R.  E 555 

Moursund,  W.  H 394 

Myrick,  T.  S 985 

Nast,  J 397 

Nifong,  H.  D 853 

O’Brien,  M.  C 606 

Patterson,  B 987 

Pence,  'W.  S 398 

Pinson,  C.  C 246 

Poff,  C.  M 605 

Pope,  F.  M 604 

Prichard,  H.  D 326 

Pritchett,  A.  B 396 

Rader,  J.  F.,  Jr 244 

Raine,  M.  F 854 

Ray,  R.  H 604 

Richardson,  J.  J 395 

Rollins,  W.  J 552 

Sanders,  D.  L 985 

Shaddix,  A.  C 721 

Shearer,  A.  R 244 

Smith,  E.  G 139 

Swickard,  G.  Y 73 

Talley,  O.  H 988 

Tamm,  W.  E 325 

Tomb,  A.  S 986 

Torbett,  J.  -W.,  Jr 923 

Traweek,  A.  C.,  Sr 143 

Van  Sweringen,  W 74 

Vinyard,  G.  T 395 

Wallace,  V.  W 325 

Watson,  C.  0 921 

Wight,  B.  A.,  Sr 553 

Woldert,  A 606 

Woods,  L.  B 327 

Wright,  R.  B 397 

Yarbrough,  S.  M 144 

York,  W.  E 138 

DeBakey  [M.  E.]  Wins  Recognition  (E) 560 

DeCoursey,  General,  to  Direct  Research  (N) 455 

Denman,  F.  R.,  Surgical  Therapy  of  Strokes  (O) 563 

Dentistry  Sees  Changes  in  Future  (N) 818 

Denver  Cancer  Conference  Speakers  (N) 372 

Depanment  of  Health  Has  New  Administrator  (N) 839 

Depressive  Reactions,  Diagnosis  and  Management  of  Mild,  R.  L. 

Stubblefield  and  W.  R.  Conte  (O) 729 

Dermatological  Conditions — 

Accidental  Radiation  Dermatitis;  Acute  Reaction  to 

Roentgen  Rays,  C.  H.  Agnew  (CR) 292 
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Recent  Advances  in  Psoriasis,  E.  M.  Shapiro  and  J.  M. 

Knox  (O) 684 

Tanning  Substance  Causes  Dermatitis  (N) 308 

Vegetable  Oils  Aid  Acne  Victims  (N) 687 

Warts,  Moles,  and  Malignancies,  G.  C.  Andrews  and 

A.  N.  Domonkos  (O) 568 

Dermatological  Meet,  Texas  Physicians  Participate  in 

Miami  (N) 976 

Dermatological  Society,  Texas,  See:  Texas  Dermatological  Society 

Deter,  R.  L.,  Questions  Needing  Answers  (E) 656,, 

Devereux  Foundation:  Children's  Center  to  Open  in  Victoria 

Next  Year  (N) 377 

Diabetes — 

Aspirin  with  Insulin  for  (N) 584 

Camp  for  Your  Patient?  (N) 377 

Diets  to  Control  Diabetes  Mellitus;  Effect  of  Modification 
to  Meet  Dietary  Habits  of  Indigent  Anglo-,  Negro-, 
and  Latin-American  Patients,  G.  W.  Perdue,  H.  T. 

Engelhardt,  and  M.  Coronado  (O) 283 

Eruptive  Xanthomas  in  Diabetes  Mellitus,  D.  W. 

Johnston  (CR) 50 

Houston  Symposium  Held  (N) 122 

New  Oral  Hypoglycemic  Drugs  in;  Clinical  Experiences, 

R.  S.  Radding  (O) 110 

Publication  Reports  on  (N) 27 

Diabetes  Association,  Texas,  See:  Texas  Diabetes  Association 
Diagnosis  and  Management  of  Mild  Depressive  Reactions,  R.  L. 

Stubblefield  and  W.  R.  Conte  (O) 729 

Diagnosis  and  Medical  Treatment  of  Amebiasis,  F.  C.  Golding 

and  G.  L.  Black  (O) 688 

Diagnosis  and  Reasons  for  Visits  Have  Been  Compiled  for 

1958  (N) 774 


Dietetic  Association,  American,  See:  American  Dietetic 
Association 

Diets  to  Control  Diabetes  Mellims;  Effect  of  Modification  to 
Meet  Dietary  Habits  of  Indigent  Anglo-,  Negro-,  and  Latin- 


American  Patients,  G.  W.  Perdue,  H.  T.  Engelhardt,  and 

M.  Coronado  (O) 283 

Digitalis,  Allergic  Reaction  to;  Case  Report,  R.  H.  Skaggs  (CR)  54 
Disability  to  Be  Held  October  15-16  in  New  York,  Symposium 

on  Controlling  (N) 767 

Disaster  Brochure  Available  (N) 160 

Dispensing  "Legend”  Drugs  Properly  Calls  for  Knowledge  of 

Patient,  P.  R.  Overton  (Medicolegal  Notes) 973 

District  Societies — 

District  Annual  Meeting  Dates  Changed  for  Cancer 

Groups  551 

8 Meets  in  Victoria 781 

First  Elects  Officers 324 

Four  Speakers  to  Participate  in  Panhandle  District 

Meeting  239 

Huntsville  Prison  Meeting  Site 240 

Lubbock  Takes  Third  Honors 391 

Marlin  Is  Host  to  Twelfth  District 239 

McCall  Heads  District  10  Society 984 

McKay  Becomes  President  of  Ninth  District  Society 324 

Second  Meets  at  Colorado  City 391 

13  to  Be  Financed  by  County  Medical  Societies 782 

Twelfth  Sponsors  Symposium  on  Trauma 71 

12  Doctors  and  Wives  Meet  in  Marlin,  July  14 717 

1 2 Meet  to  Include  M.  D.  Anderson  Speakers 984 

Diverticulosis  and  Diverticulitis  of  Colon,  O.  H.  Grunow,  R.  P. 

O'Bannon,  and  H.  F.  Bertram  (O) 34 

Domonkos,  A.  N.,  See:  G.  C.  Andrews 

Doubleday,  L.  C.,  Simulated  Dissecting  Aneurysm;  Case 

Report  (CR) 308 

Drug  Label  Warnings  Compiled  (N) 348 

Drug  Notes,  H.  Schwartz  (N)  — 

Appetite  Curb,  CNS  Stimulant  Among  Recent 

Developments  589 

Cyclospasmol  Helpful  in  Treating  Peripheral  Vascular 

Disorders  59 

Dangerous  Drug  Act  Becomes  Effective  August  11 769 

Daricon  Introduced  for  Ulcers  and  Gastrointestinal 

Disorders  188 

Drug  from  Fig  Tree  Suggested  for  Burns  (N) 974 

Improved  Aspirin,  New  Forms  Introduced  to  Drug  Market.  710 
New  Drug  May  Lead  to  Agent  Against  Systemic  Mycoses.  . 373 
New  Pain  Reliever,  Tranquilizer  Have  Been  Released 

Recently  453 

Older  Cough  Preparations  Can  Be  Fortified  with  New 

Agents  317 


TEXAS  State  Journal  of  Medicine,  DECEMBER,  1959 


XI 


1 NDEX  — continued 


Page 


Drug  Notes  (contd.)  — 

Renacidin  Used  to  Reduce  Renal  and  Bladder  Calculi ...  909 

Trancopal,  Methoxydone  Said  to  Relieve  Anxiety 118 

ViDerm  Soap  Used  for  Contact  Dermatitis 836 

Drug  Reactions  Deserve  Precautions,  Possible,  P.  R.  Overton 

(Medicolegal  Notes)  (N) 591 

Drug  Samples  to  Mission  Fields  (N) 427 

"Dry-Run”  Surveys  Aim  at  Accreditation  (PP) 150 

Duodenum,  Benign  Tumors  in  First  Portion  of;  Case  Presenta- 
tions and  Differential  Diagnosis,  M.  J.  Healy  and  R.  B. 

Connor  (O) 300 

Dynamometry,  Retinal,  R.  K.  Daily  and  L.  Daily  (O) 419 

Dysautonomia  Association:  Neurophysiology  Grants 

Announced  (N) 375 

Dysplasia,  Mammary;  Diagnoses  and  Treatment,  M.  M. 

Copeland  (O) 801 

E 

Ear  Conference  Transcripts  Available  (N) 372 

Early  Mobilization  of  Recumbent  Patient  Using  Standing  Bed, 

O.  F.  von  Werssowetz  and  M.  R.  Kirkpatrick  (O) 573 

Earngey,  W.  P.,  Jr.,  Relationship  of  Doctors  to  Flospital 

Administrators  (CEC) 251 

Easter  Seal  Campaign  Reflects  Expanding  Services  to 

Crippled  (N) 194 

Ebaugh,  F.  G.,  Emotional  Factors  Involved  in  Serious 

Illness  (O) 152 

Eckenhoff,  J.  E.,  Postanesthetic  Respiratory  Depression; 

Differential  Diagnosis  (O) 797 

Ectopic  Pregnancy;  15  Years'  Experience  at  Parkland  Memorial 

Hospital,  R.  A.  Sparr  (O) 733 

Editorial — 

Action  on  Way 927 

AMEF  Fills  Gap 789 

As  Others  See  Us 658 

Associations  Join  Forces  727 

Blemish  on  Medicine’s  Golden  Age,  A.  E.  Hansen 330 

Building  Now  Ours 788 

Cancer  of  Colon:  Detection  or  Prevention,  H.  B.  Burr.  ...  75 

Cancer  Survey,  J.  A.  Wall  855 

Challenge  of  Industrial  Medicine,  J.  G.  Burdick  856 

Change  of  Tune 332 

Congress  Has  Hearings 560 

Dallas  in  December 858 

DeBakey  Wins  Recognition 560 

Dr.  Franklin  W.  Yeager 329 

Film  to  Recruit  Doctors  789 

Free  Choice  Philosophy  of  Medicine,  J.  M.  Coleman 557 

Full  Steam  Ahead! 333 

Good  Service  for  Wise  Society  77 

Heart  Surgery  Today,  H.  E.  Wilson 723 

Helping  Hand 401 

Holding  Line 78 

Importance  of  Early  Detection  of  Pulmonary  Tuberculosis, 

C.  J.  Quintanilla 656 

Correction  (N) 763 

Indemnity  vs.  Service,  M.  V.  Davis 399 

Keeping  Posted 402 

Let  Freedom  Ring 331 

Medical  Etiquette,  R,  M.  Tenery 1 

Membership  Project  Seen 561 

More  Medical  Schools  Needed  to  Train  Texas  Doctors . . . 148 

Neurological  Diseases:  Recent  Advances,  K.  Clark 787 

New  Dues,  Better  Service  926 

Not  of  Primary  Medical  Concern?  B.  A.  Knickerbocker.  . 858 

Partnership  at  Work,  G.  E.  Clark,  Jr 76 

Place  of  Grievance  Committees,  W.  S.  Fields 146 

"Pocket  in  Shirt” 561 

Politics  Plus 147 

Positive  Approach 250 

Positive  Approach  for  Aged  727 

Problem  of  Facial  Scars,  R.  O.  Brauer 559 

Pulmonary  Emphysema,  J.  O.  Armstrong 249 

Questions  Needing  Answers,  R.  L,  Deter 655 

Radiation  Hazard:  Fact  or  Fantasy?  F.  E.  O’Neill 247 

Rebirth  of  Specialty,  C.  D.  Winborn 925 

Right  to  Choose 3 

Safety  in  Numbers?  S.  A.  Fish . 726 

7,998,  7,999,  8,000! 790 

Southwestern  Symposium 727 

Thanks  Are  in  Order 402 
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Treatment  of  Hypertension,  A.  Grollman 145 

What’s  Right  with  Medical  Education,  H.  C.  Hopps 725 

With  April  Comes  House  Cleaning 3 

Education  and  Licensure  Congress  Set  (N) 16 

Education-Career  Guidance  Program  Offered  in  Engineering- 

Science  (N) 908 

Education  Council  for  Foreign  Graduates  (N) 60,  375 

Education  Foundation,  American  Medical,  See:  American 
Medical  Education  Foundation 
Education,  Medical,  See:  Medical  Education 
Education,  Southwest  Foundation  for  Research  and.  See: 

Southwest  Foundation  for  Research  and  Education 


Eisenstadt,  H.  B.,  and  S.  M.  Wallace,  Systemic  Rheumatoid 


Arthritis  (CR)  576 

El  Paso  Hospital,  Team  Work  Proves  Successful  in 

Obtaining  (N) 771 

Elective  Induction  of  Labor,  J.  L.  Jackson  (O) 956 

Electrical,  Medical  Meet  Set  (N) 767 

Electrocardiography,  Technical  Errors  in,  M.  R,  Hejtmancik, 

J.  C.  Wright,  and  G.  R.  Herrmann  (O) 164 

Embolic  Phenomena  Ehiring  Anesthesia  and  Surgery,  Fat,  J.  O. 

Cale,  C.  F.  Gregory,  and  M.  T.  Jenkins  (O) 756 

Embolism,  Peripheral  Arterial,  J.  E.  Thompson,  D.  J.  Austin, 

and  V.  Lovett  (O) 277 

Emergency  Management  of  Severely  Traumatized  Patient,  M.  H. 

Leonard  (O) 105 

Emotional  Factors  Involved  in  Serious  Illness,  F.  G. 

Ebaugh  (O) 152 

Emphysema,  Pulmonary,  J.  O.  Armstrong  (E) 249 

Empyema  in  Infants  and  Children,  Staphylococcal  Pneumonia 

and,  M.  E.  Haggard  and  A.  W.  Harrison  (O) 354 

Endoscopic  Accidents,  Treatment  of,  J.  T.  Howard  (CR)  ....  437 
Engelhardt,  H.  T.,  See:  G.  W.  Perdue 

Environmental  Control  of  Staphylococcus  in  General  Hospital, 

C.  A.  Nau  (O) 364 

Epidemiology  of  Staphylococcal  Hospital  Infection,  W.  F. 

Verwey  and  J.  A.  Bass  (O) 339 

Epilepsy  Law  Seen,  Regression  in  (N) 312 

Erich,  J.  B.,  Soft  'Tissue  Injuries  to  Face  (O) 806 

Eruptive  Xanthomas  in  Diabetes  Mellitus,  D.  W. 

Johnston  (CR) 50 

Erwin,  K.  W.,  Myofascial  Syndrome  with  Trigger 

Mechanisms  (O) 747 

Essays,  See:  Contests 

Establishment  of  Appendicitis  as  Surgical  Entity, 

W.  Klingensmith  (O) 878 

Ewalt,  J.  R..  Psychiatry  in  Industry  (O) 872 

Ewert,  A.,  See:  L.  J.  Olson 

Exams  Set  for  Commission  to  Public  Health  Corps  (N) 63 

Exophthalmos,  Rhinogenic,  J.  L.  Baldwin  (CR) 759 

Eye  Cate  Leaflets  Available  (N) 377 

Eye  Care,  National  Medical  Foundation  for.  See:  National 
Medical  Foundation  for  Eye  Cate 

Eye  Care  Pamphlet  Out,  New  (N) 378 

EENT  Congress  Set,  Gill  Spring  (N) 187 

Eye  Research  Grants  Available  (N) 185 

F 

Face,  Soft  Tissue  Injuries  to,  J.  B.  Erich  (O) 806 

Farm  Deaths  from  Accidents  Down  (N) 595 

Fat  Embolic  Phenomena  During  Anesthesia  and  Surgery, 

J.  O.  Cale,  C.  F.  Gregory,  and  M.  T,  Jenkins  (O) 756 

Federal  Employees’  Insurance  Bill  Awaits  President’s 

Signature  (N) 837 

Federal  Government  Needs  Doaors  (N)  413 

Federal  Medicine  and  Private  Patient,  R.  B.  Roth  (O) 409 

Fees:  Physicians  Are  Not  Overcharging  (N) 859 

Fees  Should  Be  Pressed  Only  When  Patient  Is  Satisfied,  P.  R. 

Overton  ( Medicolegal  Notes ) (N) 447 

Fellowships — 

Advanced  Nursing,  Available  (N) 687 

Industrial  Health  (N) 907 

March  of  Dimes  Funds  Finance,  Program  (N) 707 

Ophthalmology,  Announced  (N) 121 

Felton,  H.  M.,  Hospital  Population  Most  Vulnerable  to 

Staphylococcal  Infection  (O) 335 

Field,  H.  B.,  Tonsils — Take  Them  or  Leave  Them  (O) 260 

Fields,  W.  S.,  Place  of  Grievance  Committees  (E) 146 

Fifty  Year  Club  (N) 202 

Film  to  Recruit  Doaors  (E) 789 
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Financing  Medical  Care  for  Aged,  J.  F.  Follmann,  Jr.  (CEC)  5 

First  Seminar  by  Southwest  Foundation  (N) 594 

Fish,  S.  A..  Safety  in  Numbers?  (E) 726 

Flaherty,  B.  E.,  and  D.  K.  Trites,  Historical  Review: 

Characteristics  of  Successful  Pilot  (O) 274 

Fletcher,  G.  H.,  Supervoltage  Roentgentherapy;  Clinical 

Evaluation  Based  on  2,000  Cases  (O) 676 

Flu  Vaccinations  Urged  for  Heart,  Blood  Disease  Patients  (N)  124 
Follmann,  J.  F.,  Jr.,  Financing  Medical  Care  for  Aged  (CEC)  5 
Forand  Bill  Action  Deferred  Until  I960  Congress  Meets  (N)  . 706 
Forbes,  M.  A.,  Jr.,  and  W.  C.  King,  Treatment  of  Acne 

Vulgaris  with  Tetracycline;  4 Year  Study  (O) 281 

Ford,  H.,  Some  Phrenotropic  Drugs;  Clinical  Applicability 

Based  on  Chemical  Groupings  (O) 882 

Ford,  R.  V.,  Parenterally  Administered  Hydrochlorothiazide; 

Clinical  Pharmacology  (O) 431 

Ford.  R.  V.,  and  R.  C.  Overton.  Management  of  Early 

Hyperadrenocorticism  (O) 967 

Foreign  Graduates,  See:  Education  Council  for  Foreign 
Graduates 

Foreign  Physicians  Training  in  U.  S.  (N)  768 

Fort  Worth  Hospitals  Move  Ahead  (N) 593 

Fox,  E.  C.,  Texas  Blue  Cross-Blue  Shield  and  Catastrophic 

Illness  Endorsement  (O) 570 

Fracture  Association,  American,  See:  American  Fracture 
Association 

Franken,  R..  Combined  Fusiform  and  Saccular  Abdominal  Aortic 
Aneurysm;  Report  of  Case  with  Successful  Resection  and 

Grafting  (CR) 440 

Free  Choice  of  Physician — 

Let  Freedom  Ring  (E) 331 

People  Want  to  Choose  Own  Doctor  (N) 124 

Right  to  Choose  (E) 3 

Free  Choice  Philosophy  in  Medicine,  J.  M.  Coleman  (E) 557 

Free  Medical  Care?  (PP) 728 

Fuller,  M.  E.,  See:  J.  P.  Salerno 

Furuncles  in  Hospital  Personnel,  Staphylococcal;  Conuol  and 

Treatment,  F.  J.  Wolma  and  E.  B.  Rowe  (O) 345 

Future  Nurses  Clubs  Aid  Nurse  Recruitment,  Survey  Shows  (N)  709 
Future  of  Atomic  Energy  Told  in  Progress  Reports  (N) 771 


G 

Gastric  Neoplasms,  Benign,  A.  R.  Watson,  T.  R.  Sunbury, 


and  T.  Speed  (O) 890 

Gastroenterologists  and  Proctologists,  Texas  Society  of.  See: 

Texas  Society  of  Gastroenterologists  and  Proaologists 
General  Praaice,  See:  American  Academy  of  General  Practice; 

Texas  Academy  of  General  Praaice 
General  Practice  Assembly,  "Family  Doaor  Week” 

Coincide  (N) 834 

General  Praaice,  Harris  County  Academy  of  (N) 62 

General  Praaitioners  to  Hear  Texans  (N) 186 

General  Practitioners  to  Meet  (N) 451 

Gerathewohl,  S.  J..  See:  P.  A.  Campbell 

Gilbert,  E.  F.,  Congenital  Heart  Disease  in  Infancy  with 

Particular  Reference  to  Its  Surgical  Implications  (.O)  ...  . 37 

Gill  Spring  RENT  Congress  Set  (N) 187 

Glaucoma  Set  January  23  in  San  Antonio,  Seminar  on  (N)  . . 976 
Goiter  Association.  American,  See:  American  Goiter 
Association 

Goiter  Group  to  Give  Travel  Grants  (N) 372 

Gol,  A.:  Physician  Number  8,000  (TMA) 849 

Golding,  F.  C.,  and  G.  L.  Black,  Diagnosis  and  Medical 

Treatment  of  Amebiasis  (O) 688 

Goldsmith,  G.  A.,  Management  of  Obesity  (O) 792 

Gonzales  Warm  Springs  Foundation  Medical  Advisory 

Committee  (N) 202 

Good  Service  for  Wise  Sociay  (E) 77 

Grant,  D.  A.,  See:  T.  G.  Blocker,  Jr. 

Grants — 

Awarded  for  Training  in  Mental  Institutions  (N) 121 

Deafness  Research  Funds  Awarded  (N) 417 

Eye  Research,  Available  (N) 185 

Given  by  Smith  Kline  and  French  (N) 708 

Medical  Research  Foundation  Gives  $52,500  to  Texas 

Schools  (N) 769 

Mental  Health,  Awarded  (N) 193 

Neurophysiology  Announced  (N) 375 

Physicians  Receive  Heart  (N) 707 

Texans  Get  16  Mental  Health  (N) 455 


Page 


Texans  Receive  Heart  Funds  (N) 375 

Texas  Scientists,  Schools  Receive  Cancer  Research  (N)  . . . 452 

Two  Doctors  Receive  Mental  Health  (N) 707 

Greater  Insurance  Coverage  in  1958  (N) 771 

Green,  W.  J.,  Unusual  Aspea  of  Lead  Poisoning  (CR) 829 

Gregory,  C.  F.,  See:  J.  O.  Cale 

Grievance  Committees,  Place  of,  W.  S.  Fields  (E) 146 

Grollman,  A.,  Treatment  of  Hypertension  (E) 145 

Group  Practice  Physicians  Will  Gather  in  Chicago  (N) 768 

Growth  Failure,  J.  A.  James  (O) 744 

Grunow,  O.  H.,  R.  P.  O’Bannon,  and  H.  F.  Bertram, 

Diverticulosis  and  Diverticulitis  of  Colon  (O) 34 

Gundersen,  G.,  Land  of  Free  and  Easy?  (O) 434 

Gynecology  Exams  Set,  Obstetrics  (N) 37 

Gynecology,  Observations  on  Use  of  Trypgyn  in,  J.  P.  Salerno, 

A.  W.  White,  Jr.,  J.  E.  Cunningham,  M.  E.  Fuller,  A. 

De  La  Iglesia,  and  T.  J.  Scanio  (O) 418 


H 


Haggard,  M.  E..  and  A.  W.  Harrison,  Staphylococcal  Pneumonia 

and  Empyema  in  Infants  and  Children  (O) 354 

Halden,  E.  R.,  See:  R.  K.  Bass 

Hansen.  A.  E.,  Blemish  on  Medicine’s  Golden  Age  (E) 330 

Hansen,  A.  E.,  Staphylococcal  Infeaions;  Symposium  from 

University  of  Texas  Medical  Branch  (O) 335 

Hargrove.  E.  A.,  Clarification  of  Doaor-Patient  Relationship  as 

Goal  in  Brief  Psychotherapy  (O) 962 

Harlingen  Cobalt  Unit  Dedicated  (N) 377 

Harris  County  Academy  of  General  Practice  (N) 62 

Harris,  R.  J.,  Staphylococcus  Wound  Infeaion  (O) 886 

Harrison,  A.  W..  See:  M.  E.  Haggard 

Hausman,  R.,  Investigation  of  Suicide  (O) 43 

Hawkins,  N.  G.,  Alcoholism — Whose  Responsibility?  (O)  . . . 170 
Hayes.  H.  T.,  H.  B.  Burr,  and  W.  T.  Melton.  Management  of 
Adenomatosis  or  Polyposis  of  Colon  and  Reaum;  Report 

of  5 Cases  (CR) 894 

Hazard  of  Undiagnosed  Tuberculosis  in  General  Hospitals;  Five 

Hospital  Survey,  J.  E.  Johnson  and  J.  E.  Johnson,  Jr.  (O)  427 

Health  Appropriations  in  Texas  (N) 838 

Health  Care  Cited,  Factors  in  High  Cost  of  (N) 774 

Health  Coverage  for  Oldsters  Offered  After  Texas  Study  (N)  . . 773 

Health  in  Physical  Education  Booklet  (N) 894 

Health  Insurance,  See;  Insurance,  Health 

Health  Officers,  Conference  of  City  and  County.  See:  Conference 
of  City  and  County  Health  Officers 

Health  Services,  Millions  Earmarked  for  (N) 695 

Healy,  M.  J.,  and  R.  B.  Connor,  Benign  Tumors  in  First 
Portion  of  Duodenum;  Case  Presentations  and  Differential 

Diagnosis  (O) 300 

Heart — 

Association,  Texas,  See:  Texas  Heart  Association 
Atherosclerosis;  Some  Present  Day  Concepts  and  Some 
Attempts  at  Control  of  Hypercholesterolemia,  G.  R. 

Herrmann  (O) 936 

Cancer,  Heart  Disease  Cause  Most  Deaths  (N) 773 

Heart  in  Congestive  Failure,  R.  J.  Bing  (O)  931 

Hypnosis  Cures  Hiccups  in  Heart  Attack  Victims  (N)  . . . 884 

Jobs  May  Benefit  Heart  Patients  (N) 50 

Physicians  Receive  Heart  Grants  (N) 707 

See  also;  Cardiovascular  Conditions 
Hejtmancik,  M.  R.,  J.  C.  Wright,  and  G.  R.  Herrmann, 

Technical  Errors  in  Elearocardiography  (O) 164 

Hemoglobin  Synthesized  (N) 308 

Hennings,  A.  G.,  Staphylococcus  as  Hospital  Problem  and  Its 

Control  (O) 367 

Hernia,  Problem  of  Recurrent  Inguinal,  A.  R.  Koontz  (O)  . . . 156 
Herrmann,  G.  R.,  Atherosclerosis;  Some  Present  Day  Concepts 
and  Some  Attempts  at  Control  of  Hypercholesterolemia 

(O)  936 

Herrmann.  G.  R.,  See:  M.  R,  Hejtmancik 

Hill-Burton  Program,  Texas  Ranks  High  in(N) 312 

Hilleboe,  H.  E.,  Ionizing  Radiation  and  Public  Health  (O)  . . . 670 
Histopathologic  Similarities  in  Skin  Diseases,  J.  M.  Knox  and 

R.  K.  McHenry  (O) 884 

Historical  Review:  Charaaeristics  of  Successful  Pilot,  B.  E. 

Flaherty  and  D.  K.  Trites  (O) 274 

Holle,  H.  A.— 

Resigns  as  President  of  Border  Public  Health  Group  (N)  915 

State  Health  Commissioner  Resigns  (N) 320 

Hopkins,  Dr.  [J.  V.],  Receives  General  Practitioner 

Plaque  (TMA) 849 
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Hopps,  H.  C.,  What’s  Right  with  Medical  Education  (E)  . . . . 725 
Hosen,  H.,  Relationship  of  Allergy  and  Infection  to  Secretory 

Otitis  Media  (O) 257 

Hospital  Administrators,  Relationship  of  Doctors  to,  W.  P. 

Earngey,  Jr.  (CEC) 251 

Hospital  Admissions  Rise  as  Length  of  Stay  Drops  (N) 894 

Hospital  Association,  American,  See:  American  Hospital 
■ Association 

Hospital  Association,  Maintenance,  Planning  Manuals  Available 

from  ( N ) 376 

Hospital  Association.  Texas,  See:  Texas  Hospital  Association 

Hospital  Costs,  New  Services  Hike  (N) 291 

Hospital  District  Approved  by  Amarillo  (N) 321 

Hospital  Group  to  List  Inpatient  Units  (N) 377 

Hospital  Opened  in  Smithville  (N) 123 

Hospital  Population  Most  'Vulnerable  to  Staphylococcal 

Infection,  H.  M.  Felton  (O) 335 

Hospital  Sepsis  Goes  to  Hospital  Administrators,  Manual 

on  (N) 915 

Hospitals  Available,  Majority  Have  (N)  163 

Hospitals  in  United  States  Cared  for  More  in  1958  Than  in 

1957  (N) 774 

Hospitals  Move  Ahead,  Fort  Worth  (N) 593 

Hospitals  Receive  Accreditation  (N) 709 

Hospitals  Will  Be  Furnished,  Information  to  (AMA) 781 

Correction  (N)  914 

Houston  Neurological  Society  to  Hold  Meeting  March 

12-14  (N) 122 

Houston  Symposium  Held  (N) 122 

Houston  to  Have  Pediatric  Symposium  (N) 187 

Howard,  J.  T.,  Treatment  of  Endoscopic  Accidents  (CR) 437 

Hydrochlorothiazide,  Parenterally  Administered;  Clinical 

Pharmacology,  R.  V.  Ford  (O) 431 

Hyperadrenocorticism,  Management  of  Early,  R.  V.  Ford  and 

R.  C.  Overton  (O) 967 

Hypertension,  Treatment  of,  A.  Grollman  (E) 145 

Hypnosis  Cures  Hiccups  in  Heart  Attack  Victims  (N) 884 

Hypoglycemic  Drugs  in  Diabetes,  New  Oral;  Clinical 

Experiences,  R.  S.  Radding  (O) 110 

I 

Ileostomy  Club  Recruiting  Members  (N) 123 

Imferon,  Management  with  Clinical  Evaluation  of;  Iron 
Deficiency  Anemia  in  Infancy,  T.  Vietti  and  J.  A. 

Whitaker  (O) 738 

Importance  of  Antibiotic  Resistant  Staphylococcal  Infections  to 

Obstetrician,  G.  L.  Jarvis  and  L.  C.  Powell,  Jr.  (O) 352 

Importance  of  Early  Detection  of  Pulmonary  Tuberculosis, 

C.  J.  Quintanilla  (E) 656 

Correction  (N) 763 

Indemnity  vs.  Service,  M.  V.  Davis  (E) 399 

Industrial  Health  Concern,  Prevention  (N) 774 

Industrial  Health  Fellowships  (N) 907 

Industrial  Medical  Association.  Texas;  See;  Texas  Industrial 
Medical  Association 

Industrial  Medicine,  Challenge  of,  J.  G.  Burdick  (E) 856 

Industry,  Psychiatry  in,  J.  R.  Ewalt  (O) 872 


Insurance — 

Health — 

Coverage  for  Oldsters  Offered  After  Texas  Study  (N)  773 


Federal  Employees’  Bill  Awaits  President’s 

Signature  (N) 837 

Greater  Coverage  in  1958  (N) 771 

Increases  Throughout  Texas  (N) 16 

Indemnity  vs.  Service,  M.  V.  Davis  (E) 399 

Our  Answer  (PP) 791 

Payments  Up  in  Texas  (N) 455 

Positive  Approach  for  Aged  (E) 727 

Questions  Needing  Answers,  R.  L.  Deter  (E) 655 

Texas  Blue  Cross-Blue  Shield  and  Catastrophic 

Illness  Endorsement,  E.  C.  Fox  (O) 570 

Texas  Blue  Shield  Program  Cited  (N) 192 

Pamphlet  Available  (N) 710 

Workmen’s  Compensation — 

Laws  Made  Clearer  for  Physicians  (N) 378 

Physicians  Aided  by  Amendment  to  Law  on 

"Partial  Incapacity’’  (N) 448 

Specific  Compensation  Outlined  in  Law  (N) 707 

Internal  Medicine,  Texas  Academy  of.  See:  Texas  Academy  of 
Internal  Medicine 

International  Academy  of  Proctology:  Convention  Slated  (N)  . . 187 
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International  College  of  Surgeons 314,705 

International  Congress  of  Occupational  Health  (N) 314 

International  Medical  Assembly  of  Southwest  Texas  (N)..  9 11,  976 

International  Medical  Conference  on  Mental  Retardation: 

Foreign  Doctors  to  Attend  (N) 314 

International  Symposium  on  Myasthenia  Gravis  Symposium 

Ahead  (N) 187 

Intussusception,  Radiologic  Considerations  in  Diagnosis  and 

Treatment  of,  E.  B.  Singleton  (O) 27 

Investigation  of  Suicide,  R.  Hausman  (O) 43 

Ionizing  Radiation  and  Public  Health,  H.  E.  Hilleboe 670 

Iron  Deficiency  Anemia  in  Infancy;  Management  with  Clinical 

Evaluation  of  Imferon,  T.  Vietti  and  J.  A.  Whitaker  (O)  738 
Iron  ’Therapy  for  Iron  Deficiency,  Parenteral,  R.  K.  Bass, 

E.  R.  Halden,  and  E.  E.  Muirhead  (O) 22 

Irons,  J.  V.,  and  J.  E.  Peavy,  Poliomyelitis  in  Texas;  Result  of 

Virus  and  Blood  Studies  on  1958  Cases  (O) 822 

Irvine,  E.  S.,  See:  W.  T.  Kable,  Jr. 

Irvine,  E.  W.,  Jr..  See:  W.  T.  Kable,  Jr. 
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Jackson,  J.  L.,  Elective  Induction  of  Labor  (O) 956 

Jacobson.  H.  S.,  See;  T.  G.  Blocker,  Jr. 

James,  J.  A.,  Growth  Failure  (O) 744 

Jarvis,  G.  L.,  and  L.  C.  Powell,  Jr.,  Importance  of  Antibiotic 

Resistant  Staphylococcal  Infections  to  Obstetrician  (O)  ....  352 
Jenkins,  M.  T..  See:  J.  O.  Cale 

Jobe,  M.,  Advantages  of  Private  Medical  Care  (O) 696 

Jobs  May  Benefit  Heart  Patients  (N) 50 

Johnson,  J.  E,.  and  J.  E.  Johnson,  Jr.,  Hazard  of  Undiagnosed 
Tuberculosis  in  General  Hospitals;  Five  Hospital  Survey 

(O)  427 

Johnson.  J.  E.,  Jr.,  See:  J.  E.  Johnson 
Johnston,  D.  W.,  Eruptive  Xanthomas  in  Diabetes 

Mellitus  (CR) 50 

Joint  Blood  Council:  Blood  Facilities  Directory  Published  (N)  124 

Jondahl,  W.  H.,  Anesthetic  Deaths  in  Obstetrics  (O) 286 

Jordan,  C.  S.,  and  H.  C.  Thomas,  Listeria  Monocytogenes 

Isolated  from  Patient  with  Congenital  Heart  Disease  (CR)  585 
Junior  Engineers’  and  Scientists’  Summer  Institute;  Education- 
Career  Guidance  Program  Offered  in  Engineering- 
Science  (N) 908 


K 


Kable,  W.  T.,  Jr.,  E.  S.  Irvine,  and  E.  W,  Irvine,  Jr., 

Experience  with  Cervical  Cytology  in  Clinic  Praaice  (O)  . 960 
Karnaky,  K.  J.,  Leukorrhea;  Its  Causes  and  New  Vaginal 

Classification  (O) 414 

Kauffmann,  A.,  Carcinoma  of  Ampulla  of  Vater;  Survival  for 

More  Than  5 Years  After  Pancreatoduodenectomy  (CR)  . . 698 

Keogh-Simpson  Bill  (N) 182,312 

Kidney  Installed  at  Houston,  Artificial  (N) 593 

King,  G.,  St.  Luke,  Beloved  Physician  (L) 125 

King,  W.  C.,  See:  M.  A.  Forbes,  Jr. 

Kirkpatrick  [M.  R.J  Acting  Director  at  Texas  Rehabilitation 

Center  (N) 838 

Kirkpatrick,  M.  R.,  See  also:  O.  F.  von  Werssowetz 
Klingensmith,  W.,  Establishment  of  Appendicitis  as  Surgical 

Entity  (O) 878 

Knickerbocker.  B.  A.,  Not  of  Primary  Medical  Concern?  (E)  . . 858 
Knox,  J.  M..  and  R.  K.  McHenry,  Histopathologic  Similarities 

in  Skin  Diseases  (O) ■ 884 

Knox,  J.  M.,  See:  Shapiro,  E.  M. 

Koontz,  A.  R.,  Problem  of  Recurrent  Inguinal  Hernia  (O)  . . 156 
Kreisle,  J.  E.,  Agranulocytosis  During  Promazine  (Sparine) 

Therapy;  Report  of  Case  (CR) 297 

Kreisle,  J.  E.,  Myxoma  of  Heart;  Case  Report  and  Review  (CR)  897 


L 


Labor,  Elective  Induction  of,  J.  L.  Jackson  (O) 956 

Lamm,  H.,  Texas  Physicians  and  Traffic  Accidents  (CEC)  ....  928 

Land  of  Free  and  Easy?  G.  Gundersen  (O) 434 

Lateral  Ankle  Ligament  Reconstruction,  L.  J.  Levy  (O) 824 

Law-Science  Short  Courses  Draw  Texans  (N) 184 

Laws  (joverning  Medical  Research  to  Be  Reviewed  at  May 

Conference  (N) 315 
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Laws  Governing  "Substitution”  Amended  by  Recent  Legislature, 


P.  R.  Overton  (Medicolegal  Notes)  (N) 765 

Lead  Poisoning,  Unusual  Aspect  of,  W.  J.  Green  (CR) 829 

Leader,  A.  J.,  Ureteral  Gjlic  (O) 98 

Legal  Foundation,  Southwestern,  See:  Southwestern  Legal 
Foundation 

Legal  Problems  Affecting  Research  Discussed  at  Chicago 

Conference  (N) 767 

Legislation — , 

Associations  Join  Forces  (E) 727 

Basic  Science  Fees  Revised  (N) 593 

Congress  Has  Heatings  (E) 560 

Federal  Employees’  Insurance  Bill  Awaits  President’s 

Signature  (N) 837 

Fotand  Bill  Action  Deferred  Until  I960  Congress 

Meets  (N) 706 

Health  Appropriations  in  Texas  (N) 838 

Health  Standing  on  (N) 374 

H.B.  4700  to  Be  Pushed  Ptedias  U.  S.  Chamber  of 

Commerce  (N) 913 

Keogh-Simpson  Bill  Making  Progress  (N) 312 

Keogh-Simpson  Bill  Moves  Forward  (N) 182 

Legislative  Aaion  Still  Pends  on  Health  Related  Bills  (N)  311 
Legislature  Acts  on  Most  Bills  Approved  by  TMA 

Council  (N) 447 

Major  Health  Statutes  Passed  by  Texas  Body  (N) 445 

Medical  Subjects  Continue  Important  in  Legislature  (N)  . . 180 
Patients  May  Donate  Bodies  as  Result  of  New  Act,  P.  R. 

Overton  (Medicolegal  Notes)  (N) 373 

Physicians  Aided  by  Amendment  to  Law  on  "Partial 

Incapacity”  (N) 448 

Positive  Approach  (E) 250 

Regression  in  Epilepsy  Law  Seen  (N) 312 

Specific  Compensation  Outlined  in  Workmen’s 

Compensation  Law  (N) 707 

State  Legislation  of  Medical  Interest  (N) 116 

Thanks  Are  in  Order  (E) 402 

Workmen’s  Compensation  Laws  Made  Clearer  for 

Physicians  (N) 378 

Lekisch,  K.,  Varicella  Pneumonia;  Report  of  Case  (CR) 295 

Leonard,  M.  H.,  Emergency  Management  of  Severely 

Traumatized  Patient  (O) 105 

Lepidopterans,  Pseudoparasitism  Caused  by  Larval,  L.  J.  Olson, 

J.  H.  Thomas,  and  A.  Ewert  (CR) 828 

Lester  [R,  T.]  Takes  Washington  Post  (AMA) 391 

Let  Freedom  Ring  (E) 331 

Leukemia  Association  Grows,  Wadley  (N) 709 

Leukorrhea;  Its  Causes  and  New  Vaginal  Classification, 

K.  J.  Karnaky  (O) 414 

Levy,  L.  J.,  Lateral  Ankle  Ligament  Reconstruction  (O) 824 

Lewis,  S.  R.,  See:  T.  G.  Blocker,  Jr. 

Library — 

Ambroise  Pare,  W.  D.  Thames,  Jr 194 

Bibliography  of  Respiratory  Viruses 775 

Bibliography  of  Sports  Injuries 839 

Books  Newly  Acquired  66,  127,  196,  322,  380,  457, 

596,  712,  775,  839,  917,  980 

Brief  History  of  Sutures,  J.  H.  Sewell 916 

Dallas  Auxiliary  Gives  Eilms 196 

Gifts  to 66,126,195,322,379.457, 

596,  712,  776,  917.  980 

Great  Men  of  Padua,  W.  M.  Crawford 979 

Maimonides — Master  Physician,  M.  Polsky 456 

Publications  by  Texas  Physicians 65,379.595 

Report,  1958 125 

St.  Luke,  Beloved  Physician,  G.  King 125 

Shakespeare  and  Medicine,  W.  M.  Crawford 711 

Stewart  Books  Given  to 322 

Life  Insurance  Directors  Convene  (N) 835 

Life  Insurance  Medical  Directors  of  Texas,  Society  of.  See: 

Society  of  Life  Insurance  Medical  Direaors  of  Texas 

Ligament  Repair,  New  Approach  for  (N) 695 

Limit  to  Veterans  Medical  Care  Urged  (N) 886 

Lipscomb,  Mrs.  C.  P. — 

Auxiliary  Gets  Own  Committee  (WA) 551 

$3,000,000  Service  Spells  PR  (WA) 602 

Listeria  Monocytogenes  Isolated  from  Patient  with  Congenital 

Heart  Disease,  C.  S.  Jordan  and  H.  C.  Thomas  (CR)  ....  585 
Lorimer,  W.  S.,  Jr.,  Nonpenetrating  Wounds  of  Abdomen  (O)  160 
Lovett.  V.,  See:  J.  E.  Thompson 
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Maintenance,  Planning  Manuals  Available  from  Hospital 

Association  (N) 376 

Major  Problem  of  Physicians:  Should  Records  Be  Stored?  P.  R. 

Overton  ( Medicolegal  Notes ) (N) 311 

Malignancies,  Warts,  Moles,  and,  G.  C.  Andrews  and  A.  N. 

Domonkos  (O) 568 

Mammary  Dysplasia;  Diagnoses  and  Treatment,  M.  M. 

Copeland  (O) 801 

Management  of  Adenomatosis  or  Polyposis  of  Colon  and 
Rectum;  Report  of  5 Cases,  H.  T.  Hayes,  H.  B.  Burr, 

and  W.  T.  Melton  (CR) 894 

Management  of  Adenomatous  Polyps  of  Colon  and  Rectum, 

R.  A.  McGregor  and  C.  Rosser  (O) 87 

Management  of  Late  Pregnancy  Bleeding,  D.  E.  Reid  (O)  . . . . 861 

Management  of  Obesity,  G.  A.  Goldsmith  (O) 792 

March  of  Dimes  Funds  Finance  Fellowship  Program  (N)  . . . . 707 
Martin,  C.  L.,  Treatment  of  Pulmonary  Metastases  with  X-Ray 

Therapy  (O) 866 

Masteaomy,  Radical;  Review  of  130  Cases,  T.  H. 

Thomason  (O) 101 

Mastitis  in  Infants  and  Children,  Staphylococcal  Pyoderma  and, 

A.  N.  Boelsche  and  H.  Davis  (O) 342 

Mazurek,  E.  E.,  See:  J.  J.  Andujar 

McGregor,  R.  A.,  and  C.  Rosser,  Management  of  Adenomatous 

Polyps  of  Colon  and  Rectum  (O) 87 

McHenry,  R.  K.,  See:  J.  M.  Knox 

McLarty,  Dr.  [E.  S.],  Becomes  President  of  Academy  of 

General  Practice  (N) 910 

"MD  International”  to  Be  Reshown  (N) 124 

Medical  Alumni  Groups  Meet  ( N ) 448 

Medical  Aspeas  of  Injuries  to  Highlight  Dallas  Institute  (N)  . 834 
Medical  Aspects  of  Sports  Theme  of  AMA  Conference  (N)  . . . 834 
Medical  Assemblies,  See:  Name  of  assembly 

Medical  Assistants  Have  Chicago  Office  (N) 710 

Medical  Assistants  Slate  May  8-10  Convention  (N) 313 

Medical  Association,  Southwestern,  See:  Southwestern 
Medical  Association 
Medical  Education — 

Conference  to  Lure  Worldwide  Personalities  (N) 703 

44  Foreign  Exam  Centers  Now  Functioning  for  Education 

Council  (N) 375 

Helping  Hand  (E) 401 

Medical  School  Facilities  Evaluated  in  Recent  Reports  (N)  182 
Mote  Medical  Schools  Needed  to  Train  Texas  Doaors  (E)  148 
One-Third  New  Doctors  Yearly  Train  in  VA 

Hospitals  (N) 348 

San  Antonio  Medical  School  Depends  upon  Voters  (N)  . . 908 

Texas  and  Taxes,  J.  B.  Truslow  (CEC) 78 

Week  Proclaimed  by  Governor  (N) 360 

What’s  Right  with,  H.  C.  Hopps  (E) 725 

World  Conference  on  (N) ’.....  451 

See  also:  American  Medical  Education  Eoundation 

Medical  Essay  Winners  Named  for  State  Prizes  (N) 454 

Medical  Etiquette,  R.  M.  Tenery  ( E ) 1 

Medical  Examiners,  Texas  State  Board  of.  See:  Texas  State 
Board  of  Medical  Examiners 

Medical  Exhibit  in  Berlin  (N) 805 

Medical  Research  Foundation  of  Texas — 

Gives  $52,500  to  Texas  Schools  (N) 769 

Names  Executive  (N) 123 

Medical  Research  to  Be  Reviewed  at  May  Conference,  Laws 

Governing  (N) 315 

Medical  School  Facilities  Evaluated  in  Recent  Reports  (N)  . . . . 182 
Medical  Students’  Day  at  Southwestern  Medical  School  (N)  . . 769 
Medical  Technologists,  Texas  Society  of.  See:  Texas  Society  of 
Medical  Technologists 

Medical  Technology  Degree  Ready  at  UT  (N) 708 

Medicine,  Vacation  to  Meet  in  Honolulu  and  Ship  (N) 314 

Medicolegal  Notes,  P.  R.  Overton  (N)  — 

Bill  on  Transfer  of  Tissue  Will  Clear  Up  Legal  Points.  ...  180 
Dispensing  "Legend  ” Drugs  Properly  Calls  for  Knowledge 

of  Patient 973 

Fees  Should  Be  Pressed  Only  When  Patient  Is  Satisfied.  . 447 
Laws  Governing  "Substitution”  Amended  by  Recent 

Legislature  765 

Major  Problem  of  Physicians:  Should  Records  Be  Stored?  . . 311 

Patients  May  Donate  Bodies  as  Result  of  New  Act 373 

Physicians  Should  Be  Careful  Referring  Patients  to  Non 

M.D.’s  911 
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Medicolegal  Notes  ( contd. ) — 

Possible  Drug  Reactions  Deserve  Precautions 591 

Records  Are  Important  After  Physician  Dies 837 

Safeguards  Given  for  Use  of  New  Drugs  705 

Statutes  of  Limitations  Tell  How  Long  to  Keep  Records . . 58 

Transfusions  Carry  Risks 117 

Meetings,  See:  Coming  Meetings;  organization  concerned 
Melton,  W.  T.,  See:  H.  T.  Hayes 
Mental  Health — 

Attendance  Record  Set  (N) 372 

Booklets  Available  upon  Request  (N) 455 

Campaign  to  Be  Held  April  26-May  2(N) 321 

Directories  (N) 64 

Grants  Awarded  (N) 193 

More  Psychiatric  Patients  in  General  Hosptials  (N) 193 

National  Association  for.  See:  National  Association  for 
Mental  Health 

New  Advisory  Committee  Endorses  Regional  Centers  ( N ) .64 

Preventive  Centers  Seen  (N) 193 

Texans  Get  16  Grants  (N) 455 

Texas  Association  of.  See:  Texas  Association  of  Mental 
Health 

Two  Doctors  Receive  Grants  (N) 707 

Youth  Needs  to  Be  Studied  (N) 121 

Mental  Illness,  Amines  May  Lead  to  Drugs  Useful  Against  (N)  364 
Mental  Institutions,  Grants  Awarded  for  Training  in  (N)  . . . . 121 
Mental  Retardation  Conference,  Foreign  Doctors  to  Attend  (N)  314 

Mental  Retardation  Conference  Topic  (N) 372 

Merck  Memorial  Loan  Fund  Available  to  Interns,  Residents  (N)  908 
Metastases  with  X-Ray  Therapy,  Treatment  of  Pulmonary, 

C.  L.  Martin  (O) 866 

Mexican  Health  Reports,  Texas  Obtains  (N) 587 

Milch,  L.  J.,  and  H.  D.  Stallings.  Jr..  Motion  Sickness  Aboard 

Jet  Aircraft;  Preliminary  Report  (O) 175 

Military  Surgeons  Meet  in  Washington  (N) 796 

Millions  Earmarked  for  Health  Services  (N) 695 

Modern  Health  Care — ^World’s  Greatest  Bargain,  R.  E. 

Webb  (O) 692 

Monzon,  O.,  See;  E.  M.  Ory 

Moorman,  W.  W.,  Unconscious  Patient  (O) 423 

Morrow,  E.  J.,  See:  J.  T.  Painter 
Motion  Piaures  ( L ) — 

Bedside  Management  of  Fluid  Balance  Problems 66 

Bronchoscopic  Qinic 1 127 

Films  Newly  Acquired 322 

First  Aid,  Parts  I and  II 126 

Medicine  Man 66 

Offered  for  Speeches 457 

Pitfalls  in  Management  of  Refractory  Heart  Failure 127 

Rabies  Can  Be  Controlled 127 

Recognition  and  Management  of  Respiratory  Acidosis 66 

Someone  Is  Watching 196 

Motion  Sickness  Aboard  Jet  Aircraft;  Preliminary  Report,  L.  J. 

Milch  and  H.  D.  Stallings,  Jr.  (O) 175 

Muirhead,  E.  E.,  See:  R.  K.  Bass 

Myasthenia  Gravis  Symposium  Ahead  (N) 187 

Myofascial  Syndrome  with  Trigger  Mechanisms,  K.  W. 

Erwin  ( O) 747 

Myxoma  of  Heart;  Case  Report  and  Review,  J.  E.  Kreisle  (CR)  897 


N 


National  Association  for  Mental  Health:  Campaign  to  Be  Held 

April  26-May  2 (N) 321 

National  Conference  on  Legal  Environment  of  Medical  Science: 

Legal  Problems  Affecting  Research  Discussed  at  Chicago 

Conference  (N) 767 

National  Foundation — 

March  of  Dimes  Funds  Finance  Fellowship  Program  (N)  . 707 

Sets  Aid  Program  (N) 710 

Texas  Institutions  Use  March  of  Dimes  Funds  (N) 62 

National  Foundation  for  Research  in  Cutaneous  Medicine  (N)  121 
National  Institute  of  Neurological  Diseases  and  Blindness: 

Public  Health  Service  Offers  Training  (N) 317 

National  Medical  Foundation  for  Eye  Care:  New  Pamphlet 

Out  (N) 378 

National  Society  for  Crippled  Children  and  Adults — 

Easter  Seal  Campaign  Reflects  Expanding  Services  to 

Crippled  (N) 194 

Help  on  Crippled  Children  Offered  (N) 772 

To  Meet  (N) 834 
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Nau,  C.  A.,  Environmental  Control  of  Staphylococcus  in 

General  Hospital  (O) 364 

Nervous  Person,  Art  of  Helping,  W.  C.  Alvarez  (O) 660 

Neurological  Diseases  and  Blindness,  National  Institute  of — 

Public  Health  Service  Offers  Training  (N) 317 

Neurological  Diseases;  Recent  Advances,  K.  Clark  (E) 787 

Neurological  Society  to  Hold  Meeting  March  12-14. 

Houston  (N) 122 

Neurology  Institute  Set  for  February  in  Arkansas,  Psychiatry 

and  (N) 61 

Neurophysiology  Grants  Announced  (N) 375 

Neuropsychiatric  Association,  Texas,  See:  Texas  Neuropsychiatric 
Association 

New  'Orleans  Graduate  Medical  Assembly  Feamres  18  Guest 

Speakers  (N) 61 

Newborn  Siblings,  Spontaneous  Rupture  of  Stomach  in  Two 

Premature,  K.  Ozkaragoz  and  C.  S.  Stewart  (CR) 305 

Nicotinic  Acid  Reduces  Cholesterol  (N) 692 

Nonpenetrating  Wounds  of  Abdomen,  W.  S.  Lorimer,  Jr.  (O)  . 160 
North  Texas-Southern  Oklahoma  Fall  Clinical  Conference:  Being 

Held  in  Wichita  Falls  (N) 705 

Nuclear  Medicine,  Society  of.  See:  Society  of  Nuclear  Medicine 
Nuclear  Medicine  Society  to  Publish  Quarterly  Journal  (N)  . . 978 
Nuclear  Medicine,  Southwestern  Society  of.  See:  Southwestern 
Society  of  Nuclear  Medicine 

Nuclear  Propulsion;  Cataractogenic  Effects  from  Fast  Neutrons, 

J.  E.  Pickering  and  D.  V.  L.  Brown  (O) 264 

Nurse  Training  Programs  Approved  (N) 944 

Nursing — 

Advanced  Nursing  Fellowships  Available  (N) 687 

Board  of  'Vocational  Nurse  Examiners  (N) 64 

499  Issued  Nursing  Licenses  (N) 452 

Future  Nurses  Clubs  Aid  Nurse  Recruitment,  Survey 

Shows  (N) 709 

New  Nursing  Schools  Approved  by  Vocational  Nurse 

Examiners  (N) 769 

Nursing  Recruits  Reach  New  High  (N) 192 


0 


O'Bannon,  R.  P.,  See:  O.  H.  Grunow 

Obesity,  Management  of,  G.  A.  Goldsmith  (O) 792 

Observations  on  Use  of  Trypgyn  in  Gynecology.  J.  P.  Salerno, 

A.  W.  White,  Jr.,  J.  E.  Cunningham.  M.  E.  Fuller,  A. 

De  La  Iglesia,  and  T.  J.  Scanio  (O) 418 

Obstetricians  and  Gynecologists,  American  College  of.  See: 

American  College  of  Obstetricians  and  Gynecologists 

Obstetrics,  Anesthetic  Deaths  in,  W.  H.  Jondahl  (O) 286 

Obstetrics  Board  Certifies  Texans  (N) 595 

Obstetrics,  Gynecology  Applications  (N) 455 

Obstetrics.  Gynecology  Exams  Set  (N) 37 

Obstetrics,  Gynecology  Manuscripts,  Awards  Listed  for  (N)  . . 317 

Occupational  Health  Congress  (N) 314 

Officers,  See;  organization  concerned 

Oklahoma  City  Clinical  Conference  Sponsors  15  Guest 

Speakers  (N) 704 

Oklahoma  Extends  Invitation  (N) 187 

Old  Photographs  Wanted  (N) 64 

Older  People  Tend  to  Have  Low  Protein  Diets,  Says  VA  (N)  . 952 

Older  Persons’  Needs  Cited  (N) 434 

Olson,  L.  J.,  J.  H.  Thomas,  and  A.  Ewert,  Pseudoparasitism 

Caused  by  Larval  Lepidopterans  (CR) 828 

Omaha  Clinical  Society  to  Convene  (N) 766 

O’Neill,  F.  E.,  Radiation  Hazard:  Faa  or  Fantasy?  (E) 247 

Ophthalmological  Association,  Texas,  See:  Texas 
Ophthalmological  Association 

Ophthalmology  Fellowships  Announced  (N) 121 

Oregon  Dates  Texas  Speakers  (N) 314 

Ory.  E.  M.,  E.  M.  Yow,  and  O.  Monzon,  Cenain  Aspeas  of 

Pneumonia  (O) 16 

Osteoarthritis  Booklet  Available  (N) 354 

Osteopathic  Group  Votes  to  Remain  Apart  from  Medicine  (N)  827 
Otitis  Media.  Relationship  of  Allergy  and  Infection  to  Secretory, 

H.  Hosen  (O) 257 

Otolaryngological  Association,  Texas,  See:  Texas 
Otolaryngological  Association 

Otolaryngology:  Rebirth  of  Specialty,  C.  D.  Winborn  (E)  . . . . 925 

Otology,  Renaissance  in.  W.  P.  Anthony  (O) 255 

Overton,  P.  R.,  See:  Medicolegal  Notes 
Overton,  R.  C.,  See;  R.  V.  Ford 

Ozkaragoz,  K.,  and  C.  S.  Stewart,  Spontaneous  Rupture  in  Two 

Premature  Newborn  Siblings  (CR) 305 
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Painter,  J.  T.,  and  E.  J.  Morrow,  Porphyria;  Its  Manifestations 

and  Treatment  with  Chelating  Agents  (O) 811 

Pan  American  Sanitary  Bureau:  Chilean  Becomes  Pan 

American  Bureau  Head  (N) 124 

Parenteral  Iron  Therapy  for  Iron  Deficiency,  R.  K.  Bass,  E.  R. 

Halden,  and  E.  E.  Muirhead  (O) 22 

Parenterally  Administered  Hydrochlorothiazide;  Clinical 

Pharmacology,  R.  V.  Ford  (O) 431 

Partnership  at  Work,  G.  E.  Clark,  Jr.  (E) 76 

Past  Presidents  Association  (N) 202 

Pathologists,  Inc.,  Texas  Society  of.  See:  Texas  Society  of 
Pathologists,  Inc. 

Patients  May  Donate  Bodies  as  Result  of  New  Aa.  P.  R. 

Overton  (Medicolegal  Notes)  (N) 373 

Patterson,  M.,  Control  of  Cartiers  of  Staphylococci:  Specific 

Recommendations  (O) 348 

Peayy,  J.  E.,  See:  J.  V.  Irons 

Pediatric  Symposium,  Houston  to  Have  (N) 187 

Pediatrics,  American  Academy  of,  Texas  Chapter,  See: 

American  Academy  of  Pediatrics,  Texas  Chapter 
Pediatrics,  Surgery  to  Be  Topics  of  Southwestern  Association 

Meeting  (N) 834 

People-to-People  Health  Projea  Begun  (N) 595 

People  Want  to  Choose  Own  Doctor  (N) 124 

Perdue,  G.  W.,  H.  T.  Engelhardt,  and  M.  Coronado,  Diets  to 
Control  Diabetes  Mellitus;  Effea  of  Modification  to  Meet 
Dietary  Habits  of  Indigent  Anglo-,  Negro-,  and  Latin- 

American  Patients  (O) 283 

Peripheral  Arterial  Embolism,  J,  E.  Thompson,  D.  J.  Austin 

and  V.  Lovett  (O) 277 

Personals  (N) 62,  122,  192,  319,  376,  454, 


592,  709,  770,  838,  913,  977 

Pharmaceutical  Association,  Texas,  See:  Texas  Pharmaceutical 
Association 

Pharmaceutical  Manufaaurers’  Association — 

Austin  Smith  Heads  Pharmaceutical  Group  (N) 377 

Industry  Research  Figures  High  (N) 434 

Pharmaceutical  "Principle”  Stated  (N) 377 

Pharmacy  Board  Moves  to  Austin  (N) 376 

Pharmacy  Law  Reviewed  in  Austin,  Texas  (N) 976 

Phi  Lambda  Kappa  to  Meet  (N) 187 

Philpott,  N.  W.,  Surgical  Emergencies  in  Pregnancy  (O)  ....  953 

Phlebology  Congress,  Papers  Solicited  for  French  (N) 774 

Phrenotropic  Drugs,  Some;  Clinical  Applicability  Based  on 

Chemical  Groupings,  H.  Ford  (O) 882 

Physical  Education  Booklet,  Health  in  (N) 894 

Physical  Medicine  and  Rehabilitation  Society,  Texas,  See:  Texas 
Physical  Medicine  and  Rehabilitation  Society 
Physical  Therapists  Complete  San  Antonio  Meeting  Plans  (N)  186 
Physical  Therapy  Association,  American,  Texas  Chapter,  See: 
American  Physical  Therapy  Association,  Texas  Chapter 


Physician  to  Be  Honored  on  Stamp  (N) 772 

Physicians  Aided  by  Amendment  to  Law  on  "Partial 

Incapacity"  (N) 448 

Physicians  and  Pharmacists  Code  to  Be  Drafted  by  Spring  (N)  772 

Physicians  Are  Not  Overcharging  (N) 859 

Pickering,  J.  E.,  and  D.  V.  L.  Brown,  Nuclear  Propulsion; 

Cataraaogenic  Effects  from  Fast  Neutrons  (O) 264 

Plasmacrit  (PCT)  Exclusion  Test  for  Syphilis,  Public  Health 

Applications  of,  J.  J.  Andujar  and  E.  E.  Mazurek  (O)  . . 571 
Plastic  Surgeons,  Texas  Society  of.  See:  Texas  Society  of 
Plastic  Surgeons 

Pneumonia  and  Empyema  in  Infants  and  Children, 

Staphylococcal,  M.  E.  Haggard  and  A.  W.  Harrison  (O)  . . 354 
Pneumonia,  Certain  Aspects  of,  E.  M.  Ory,  E.  M.  Yow,  and 

O.  Monzon  (O) 16 

Pneumonia,  Varicella;  Report  of  Case,  K.  Lekisch  (CR) 295 

Poison  Control  Centers,  American  Association  of.  See:  American 
Association  of  Poison  Control  Centers 

Poison  Control  Centers  Located  in  Eight  Cities  (N) 978 

Poisoning,  Unusual  Aspea  of  Lead,  W.  J.  Green  (CR) 829 

Polio  Campaign  in  Swing  (N) 454 

Polio  Incidence  Drops  85  Per  Cent  (N) 291 

Poliomyelitis  in  Texas;  Result  of  Virus  and  Blood  Studies  on 

1958  Cases,  J.  V.  Irons  and  J.  E.  Peavy  (O) 822 

Polish  Instimte  Asks  for  Books,  Journals  (N) 773 

Polsky,  M.,  Maimonides — Master  Physician  (L) 456 

Polyposis  of  Colon  and  Rectum,  Management  of  Adenomatosis 
or;  Report  of  5 Cases,  H.  T.  Hayes,  H.  D.  Burr,  and 
W.  T.  Melton  (CR) 894 


Page 


Polyps  of  Colon  and  Rectum,  Management  of  Adenomatous, 

R.  A.  McGregor  and  C.  Rosser  (O) 87 

Porphyria:  Its  Manifestations  and  Treatment  with  Chelating 

Agents,  J.  T.  Painter  and  E.  J.  Morrow  (O) 811 

Possible  Drug  Reaaions  Deserve  Precautions,  P.  R.  Overton 

(Medicolegal  Notes)  (N) 591 

Posunesthetic  Respiratory  Depression;  Differential  Diagnosis, 

J.  E.  Eckenhoff  (O) 797 

Postgraduate  Assemblies,  See:  name  of  assembly 

Postgraduate  Assembly  in  San  Diego  (N) 836 

Postgraduate  Courses,  See:  Courses 

Postgraduate  Medical  Assembly  of  South  Texas:  19  Guest 

Speakers,  Exhibits,  Parties  Set  by  (N) 451 

Powell,  L.  C.,  Jr.,  See:  G.  L.  Jarvis 

Prairie  View  Assembly  to  Be  Held  Match  2-5  (N) 120 

Pregnancy  Bleeding,  Management  of  Late,  D.  E.  Reid  (O)  . . . . 861 
Pregnancy,  Eaopic;  15  Years’  Experience  at  Parkland  Memorial 

Hospital,  R.  A.  Sparr  (O) 733 

Pregnancy,  Surgical  Emergencies  in,  N.  W.  Philpott  (O)  ...  . 953 
Premedical  Training,  Recommended  by  Physicians,  Less  (N)  . . 956 
Present  Approach  to  Chemotherapy  of  Neoplastic  Disease  in 

Children,  W.  W.  Sutow  (O) 819 

Present  Status  of  Problem  of  Weightlessness,  P.  A.  Campbell 

and  S.  J.  Gerathewohl  (O) 267 

President’s  Page,  H.  O.  Smith — 

Challenge  930 

"Dry-Run”  Surveys  Aim  at  Accreditation 150 

Moment  for  Refleaion 253 

On  Raising  Trees 7 

San  Antonio  Beckons 80 

President’s  Page,  F.  W.  Yeager — 

Big  Job — For  All 334 

Free  Medical  Care? 728 

It  Pays  to  Work  in  Harmony 860 

Our  Answer 791 

Out  Professional  Allies 659 

Strength:  Combination  of  Unity  and  Prestige 403 

Use  Your  Officers 562 

Prevention  Industrial  Health  Concern  (N) 774 

Preventive  Mental  Health  Centers  Seen  (N) 193 

Private  Clinics  and  Hospitals  Association  of  Texas  Install 

Maxfield  President  (N) 122 

Problem  of  Facial  Scars,  R.  O.  Brauer  (E) 559 

Problem  of  Recurrent  Inguinal  Hernia,  A.  R.  Koontz  (O)  . . . 156 
Proctologists,  Texas  Society  of  (Jastroenterologists  and.  See: 

Texas  Society  of  Gastroenterologists  and  Proctologists 

Proaology  Convention  Slated  (N) 187 

Promazine  (Sparine)  Therapy,  Agranulocytosis  During;  Report 

of  Case,  J.  E.  Kreisle  (CR) 297 

Promethazine  in  Alcoholic  Patients  in  State  Hospital,  Use  of; 

Preliminary  Report,  H.  W.  Smith  (O) 174 

Prostate,  Surgical  Management  of  Cancer  of,  J.  H.  Arnold  (O)  91 

Pruitt  [R.  D.]  to  Become  Chairman  of  Baylor  Department  of 

Medicine  (N) 375 

Pseudoparasitism  Caused  by  Larval  Lepidopterans,  L.  J.  Olson, 

J.  H.  ’Thomas,  and  A.  Ewert  (CR) 828 

Psoriasis,  Baylor  Medical  School  Announces  Taub 

Award  in  (N) 974 

Psoriasis,  Recent  Advances  in,  E.  M.  Shapiro  and  J.  M. 

Knox  (O) : . . . . 684 

Psychiatric  Patients  in  General  Hospitals,  Mote  (N) 193 

Psychiatry  and  Neurology  Institute  Set  for  February  in 

Arkansas  (N). 61 

Psychiatry  in  Industry,  J.  R.  Ewalt  (O) 872 

Psychosomatic  Medicine  Academy  to  Hold  Meeting  in 

Cleveland  (N) 766 

Psychosomatic  Medicine  Group  Plans  Meeting  in  Chicago  (N)  704 
Psychotherapy,  Clarification  of  Doctor-Patient  Relationship  as 

Goal  in  Brief,  E.  A.  Hargrove  (O) 962 

Public  Health  Application  of  Plasmacrit  ( PCT ) Exclusion  Test 

for  Syphilis,  J.  J.  Andujar  and  E.  E.  Mazurek  (O) 571 


Public  Health  Association,  American,  See;  American  Public 
Health  Association 

Public  Health  Association,  Texas,  See:  Texas  Public  Health 
Association 

Public  Health  Association,  United  States-Mexico  Border,  See; 

United  States-Mexico  Border  Public  Health  Association 
Public  Health  Physicians,  American  Association  of,  Texas 
Chapter,  See:  American  Association  of  Public  Health 
Physicians,  Texas  Chapter 

Public  Health  Service  Sets  Exam  Series  (N) 193 
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Public  Health  Service,  United  States,  See:  United  States 
Public  Health  Service 

Pulmonary  Emphysema,  J.  O.  Armstrong  (E) 249 

Pulmonary  Metastases  with  X-Ray  Therapy,  Treatment  of,  C.  L. 

Martin  (O) 866 

Pyoderma  and  Mastitis  in  Infants  and  Children,  Staphylococcal, 

A.  N.  Boelsche  and  H.  Davis  (O) 342 


Q 


Questions  Needing  Answers,  R.  L.  Deter  (E) 655 

Quintanilla,  C.  J.,  Importance  of  Early  Detection  of  Pulmonary 

Tuberculosis  (E) 656 

Correction  (N) 763 

Quints  Born  in  San  Antonio,  Third  Set  of  U.  S.  (N) 914 


R 


Rabies  in  Pet  Skunks  (N) 763 

Radding,  R.  S.,  New  Oral  Hypoglycemic  Drugs  in  Diabetes; 

Clinical  Experiences  (O) 110 

Radiation  and  Public  Health,  Ionizing,  H.  E.  Hilleboe  (O)  . . 670 
Radiation  Dermatitis,  Accidental,  Acute  Reaaion  to  Roentgen 

Rays,  C.  H.  Agnew  (CR) 292 

Radiation  Hazard:  Fact  or  Fantasy?  F.  E.  O’Neill  (E) 247 

Radical  Mastectomy?  Review  of  130  Cases,  T.  H. 

Thomason  (O) 101 

Radiological  Considerations  in  Diagnosis  and  Treatment  of 

Intussusception,  E.  B.  Singleton  (O) 27 

Radiological  Society,  Texas,  See:  Texas  Radiological  Society 
Radiology,  American  College  of.  See:  American  College  of 
Radiology 

Reaction  to  Trilafon,  R.  M.  Bain  (CR) 831 

"Ready  Reserve”  Doctors  Cautioned  (N) 124 

Recent  Advances  in  Psoriasis,  E.  M.  Shapiro  and  J.  M. 

Knox  (O) 684 

Records  Are  Important  After  Physician  Dies,  P,  R.  Overton 

(Medicolegal  Notes)  (N) 837 

Recruit  Doctors,  Film  to  (E) 789 

Red  Cross,  American,  See:  American  Red  Cross 
Referring  Patients  to  Non  M.D.’s,  Physicians  Should  Be 

Careful,  P.  R.  Overton  (Medicolegal  Notes)  (N) 911 

Rehabilitation — 

Center’s  Outlook  Not  Yet  Definable  (N) 62 

Early  Mobilization  of  Recumbent  Patient  Using  Standing 
Bed,  O.  F.  von  Werssowetz  and  M.  R.  Kirkpatrick 

(O)  573 

New  Houston  Center  to  Be  Dedicated  in  May  (N) 321 

Of  Asthmatic  Children  Emphasized  in  Film  Available  to 

Doctors  (N) 772 

Reid,  D.  E.,  Management  of  Late  Pregnancy  Bleeding  (O)  ....  861 
Relationship  of  Allergy  and  Infection  to  Secretory  Otitis  Media, 

H.  Hosen  (O) 257 

Relationship  of  Dcxrtots  to  Hospital  Administrators,  W.  P. 

Earngey,  Jr.  (CEC) 251 

Renaissance  in  Otology,  W.  P.  Anthony  (O) 255 

Renal  Cortex,  Carcinoma  of;  Pathology  and  Prognosis,  J.  H. 

Childers  ( O ) 96 

Research  and  Education,  Southwest  Foundation  for.  See: 

Southwest  Foundation  for  Research  and  Education 
Research  in  Cutaneous  Medicine  to  Be  Supported  by 

Foundation  (N) 121 

Resection  of  Colon,  J.  D.  Rives  (O) 82 

Retinal  Dynamometry,  R.  K,  Daily  and  L.  Daily  (O) 419 

Rheumatism  Foundation,  Arthritis  and  (N) 452 

Rhinogenic  Exophthalmos,  J.  L.  Baldwin  (CR) 759 

Rhinologic  Society,  American,  See:  American  Rhinologic  Society 

Rives,  J.  D.,  Resection  of  Colon  (O) 82 

Robbins,  L,  R.,  Screening  Tests  of  Thyroid  Function; 

Comparison  of  Tests  Involving  Serum  Chemical 
Protein  Bound  Iodine  and  Thyroid  Uptake  of 

Radioactive  Iodine  (O) 9 

Rocky  Mountain  Cancer  Conference:  Denver  Speakers  (N)  . . . . 372 

Rodarte  [J.  G.]  Heads  Medical  Examiners  (N) 593 

Roentgentherapy,  Supervoltage;  Clinical  Evaluation  Based  on 

2,000  Cases,  G.  H.  Fletcher 676 

Rosser,  C.,  See:  R.  A.  McGregor 

Roth,  R.  B.,  Federal  Medicine  and  Private  Patient  (O) 409 

Rowe,  E.  B.,  See:  F.  J.  Wolma 
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Russian  Medical  Report  Available  (N) 455 

Russian  Reveals  at  World  Conference,  USSR  Doctors  Have  Few 

Worries  (N) 773 


s 


Safeguards  Given  for  Use  of  New  Drugs,  P.  R.  Overton 

(Medicolegal  Notes)  (N) ^ 705 

Salerno,  J.  P.,  A.  W.  White,  Jr.,  J.  E.  Cunningham,  M.  E. 
Fuller,  A.  De  La  Iglesia,  and  T.  J.  Scanio,  Observations 

on  Use  of  Trypgyn  in  Gynecology  (O) 418 

Salt  Water  and  Surgery,  Changing  Concept  of,  G.  T.  Shires, 

J.  Williams,  and  F.  Brown  (O) 753 

San  Antonio  Beckons  (PP) 80 

San  Antonio  Medical  School  Depends  upon  Voters  (N) 908 

Scanio,  T.  J.,  See:  J.  P.  Salerno 

Scars,  Problem  of  Facial,  R.  O.  Brauer  (E) 559 

School  Health — 

Conference  on  Physicians  and  Schools  to  Be  Held  in  Dallas 

Next  April  ( TMA ) 920 

On  Raising  Trees  ( PP ) 7 

School  of  Aviation  Medicine:  To  New  Quarters  (N) 594 

Schwartz,  H.,  See:  Drug  Notes 

Screening  Tests  of  Thyroid;  Comparison  of  Tests  Involving 
Serum  Chemical  Protein  Bound  Iodine  and  Thyroid  Uptake 

of  Radioactive  Iodine,  L.  R.  Robbins  (O) 9 

Selective  Service,  Physicians’  Status  with  (N) 977 

Seminar  for  Social  Workers  Offered  (N) 836 

Severance,  Mrs.  A.  O.,  Cards  Support  Medical  Schools  (WA)  . 718 

Sewell,  J.  H.,  Brief  History  of  Sutures  (L) 916 

Shannon  Lectureship  Program  Scheduled  for  October  3 (N)  . . 704 
Shapiro,  E.  M.,  and  J.  M.  Knox,  Recent  Advances  in 

Psoriasis  (O) 684 

Shires,  G.  T..  J.  Williams,  and  F.  Brown.  Changing  Concept  of 

Salt  Water  and  Surgery  (O) 753 

Shropulos,  G.  P.,  Torsion  of  Spermatic  Cord;  With  Review  of 

Literature  of  Past  10  Years  (O) 741 

Simulated  Dissecting  Aneurysm;  Case  Report,  L.  C. 

Doubleday  (CR) 308 

Singleton,  E.  B.,  Radiologic  Considerations  in  Diagnosis  and 

Treatment  of  Intussusception  (O) 27 

Skaggs,  R.  H.,  Allergic  Reaction  to  Digitalis;  Case  Report  (CR)  54 
Skin  Diseases,  Histopathologic  Similarities  in.  J.  M.  Knox  and 

R.  K.  McHenry  (O) 884 

Smith,  Austin,  Heads  Pharmaceutical  Group  (N) 377 

Smith.  H.  W.,  Use  of  Promethazine  in  Alcoholic  Patients  in 

State  Hospital;  Preliminary  Report  (O) 174 

Social  Security  Program,  Report  Given  on  Financial  Status 

of  (N) 123 

Social  Workers  Offered,  Seminar  for  (N) 836 

Society  of  Life  Insurance  Medical  Directors  of  Texas  (N)  . . . . 202 
Society  of  Nuclear  Medicine — 

Participants  Invited  (N) 315 

To  Publish  Quarterly  Journal  (N) 978 

Soft  Tissue  Injuries  to  Face,  J.  B.  Erich  (O) 806 

Southern  Medical  Association:  Numerous  Texans  to  Participate 

in  Meeting  in  Atlanta  (N) 834 

Southwest  Allergy  Forum  (N) 186,  314 

Southwest  Blood  Banks:  Elect  Officers  (N) 186 

Southwest  Cancer  Conference:  To  Be  Held  in  Fort  Worth  (N)  704 
Southwest  Foundation  for  Research  and  Education — 

First  Seminar  (N) 594 

General  DeCoursey  to  Direct  Research  (N) 455 

Southwestern  Foundation  Votes  $93,800  for  Medical  School 

Aid  (N) 665 

Southwestern  Legal  Foundation:  Medical  Aspects  of  Injuries  to 

Highlight  Dallas  Institute  (N) 834 

Southwestern  Medical  Association:  Pediatrics,  Surgery  to  Be 

Topics  of  Meeting  (N) 834 

Southwestern  Medical  Center  Officially  Established  (N) 64 

Southwestern  Medical  School — 

Dedicates  Clinical  Science  Building  (N) 316 

Graduates  91  MD’s  (N) 591 

Medical  Student's  Day  at  (N) 769 

Southwestern  Foundation  Votes  $93,800  for  Medical 

School  Aid  (N) 665 

Symposium  (E) 727 

Symposium  from.  Clinical  Reports  (O) 729 

Southwestern  Society  of  Nuclear  Medicine:  Dr.  Allen  Heads 

Nuclear  Meeting  (N) 313 

Southwestern  Surgical  Congress  Selens  Denver  for  Meeting  (N)  121 
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Space  Medicine — 


Historical  Review:  Characteristics  of  Successful  Pilot, 

B.  E.  Flaherty  and  D.  K.  Trites  (O) 274 

New  Science,  Bridges  Miles  Between  Texas  and  Moon  (N)  319 
Two  Volunteer  Pilots  Selected  for  30  Day  Simulated  Space 

Flight  (N) 771 

Sparine,  (Promazine)  Therapy,  Agranulocytosis  During;  Report 

of  Case,  J.  E.  Kreisle  (CR) 297 

Sparr,  R.  A.,  Ectopic  Pregnancy;  15  Years’  Experience  at 

Parkland  Memorial  Hospital  (O) 733 

Specific  Compensation  Outlined  in  Workmen’s  Compensation 

Law  ( N) 707 

Speed,  T.,  See:  A.  R.  Watson 

Spermatic  Cord,  Torsion  of;  With  Review  of  Literature  of  Past 

10  Years,  G.  P.  Shropulos  (O) 741 

Spontaneous  Rupture  of  Stomach  in  Two  Premature  Newborn 

Siblings,  K.  Ozkaragoz  and  C.  S.  Stewart  (CR) 305 

Sports  Medicine  Congress  Set  (N) 591 

Sports  Theme  of  AMA  Conference,  Medical  Aspeas  of  (N)  . . 834 
Stallings,  H.  D.,  Jr.,  See:  L.  J.  Milch 

Standing  Bed,  Early  Mobilization  of  Recumbent  Patient  Using, 

O.  F.  von  Werssowetz  and  M.  R.  Kirkpatrick  (O) 573 

Staphylococcal  Furuncles  in  Hospital  Personnel;  Control  and 

■Treatment,  F.  J.  Wolma  and  E.  B.  Rowe  (O) 345 


Staphylococcal  Infections,  Symposium  from  University  of  Texas 
Medical  Branch,  A.  E.  Hansen,  guest  editor — 

Bacterial  Contamination  and  Infection  in  Severely  Burned 
Patient,  T.  G.  Blocker,  Jr.,  S.  R.  Lewis,  H.  S. 


Jacobson,  and  D.  A.  Grant  (O) 358 

Blemish  on  Medicine’s  Golden  Age,  A.  E.  Hansen  (E)  . . 330 
Certain  Organisms  in  Upper  Respiratory  Tract  in  Children; 

Study  of  Staphylococcus  aureus.  Pneumococcus,  Beta 
Hemolytic  Streptococcus,  and  Hemophilus  Species, 

Q.  T.  Box  and  C.  Y.  Willard  (O) 361 

Control  of  Carriers  of  Staphylococci;  Specific 

Recommendations,  M.  Patterson  (O) 348 

Environmental  Control  of  Staphylococcus  in  General 

Hospital,  C.  A.  Nau  (O) 364 

Epidemiology  of  Staphylococcal  Hospital  Infection,  W.  F. 

Verwey  and  J.  A.  Bass  (O)  339 

Hospital  Population  Most  Vulnerable  to,  H.  M.  Felton  (O)  335 
Importance  of  Antibiotic  Resistant  Staphylococcal  Infeaions 
to  Obstetrician,  G.  L.  Jarvis  and  L.  C.  Powell, 

Jr.  (O)  352 

Staphylococcal  Furuncles  in  Hospital  Personnel;  Control  and 

"rreatment,  F.  J.  Wolma  and  E.  B.  Rowe  (O)  . . . . 345 
Staphylococcal  Pneumonia  and  Empyema  in  Infants  and 

Children,  M.  E.  Haggard  and  A.  W.  Harrison  (O)  . . 354 
Staphylococcal  Pyodetma  and  Mastitis  in  Infants  and 

Children,  A.  N.  Boelsche  and  H.  Davis  (O) 342 

Staphylococcus  as  Hospital  Problem  and  Its  Control,  A.  G. 

Hennings  (O) 367 

Staphylococcus  Wound  Infection,  R.  J.  Harris  (O) 886 

State  Health  Commissioner  Resigns  (N) 320 

State  Hospital  Board  Members  Named  (N) 594 

State  Legislation  of  Medical  Interest  (N) 116 

Stamtes  of  Limitations  Tell  How  Long  to  Keep  Records,  P.  R. 

Overton  ( Medicolegal  Notes ) (N) 58 

Stewart,  C.  S.,  See:  K.  Ozkaragoz 

Stroke  Victims,  Pamphlet  Gives  Hope  to  (N) 344 

Strokes,  Surgical  Therapy  of,  F.  R.  Denman  (O) 563 

Stubblefield,  R.  L.,  and  Conte,  W.  R.,  Diagnosis  and 

Management  of  Mild  Depressive  Reanions  (O) 729 

Student  American  Medical  Association — 

Establishes  New  Scientific  Division  (N) 836 

Top  Speakers,  Awards  Set  for  Convention  in  Chicago  (N)  185 

Student  Health  Care:  Holding  Line  (E) 78 

Suicide,  Investigation  of,  R.  Hausman  (O) 43 

Sunbury,  T.  R.,  See:  A.  R.  Watson 

Supetvoltage  Roentgentherapy;  Clinical  Evaluation  Based  on 

2,000  Cases,  G.  H.  Fletcher  (O) 676 

Surgeons,  American  College  of.  See:  American  College  of 
Surgeons 

Surgeons,  International  College  of.  See:  International  College 
of  Surgeons 

Surgeons  to  Tour  Even  Russia  (N) 314 

Surgery,  Changing  Concept  of  Salt  Water  and,  G.  T.  Shires, 

J.  Williams,  and  F.  Brown  (O) 753 

Surgery,  Fat  Embolic  Phenomena  During  Anesthesia  and,  J.  O. 

Cale,  C.  F.  Gregory,  and  M.  T.  Jenkins  (O) 756 

Surgical  Congress,  Southwestern,  See:  Southwestern  Surgical 
Congress 

Surgical  Emergencies  in  Pregnancy,  N.  W.  Philpott  (O) 953 
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Surgical  Management  of  Cancer  of  Prostate,  J.  H.  Arnold  (O)  91 

Surgical  organizations.  See  name  of  organization 

Surgical  Therapy  of  Strokes,  F.  R.  Denman  (O) 563 

Survey  Says  Most  Physicians  Scan  All  Their  Mail  (N) 304 

Sutow,  W.  W.,  Present  Approach  to  Chemotherapy  of 

Neoplastic  Disease  in  Children  (O) 819 

Sutures,  Brief  History  of,  J.  H.  Sewell  (L) 916 

Symposium  on  Controlling  Disability  to  Be  Held  October  15-16 

in  New  York  (N) 767 

Symposium  on  Fundamental  Cancer  Research  to  Be  Held  at 

M.  D.  Anderson  Hospital  (N) 61 

Symposium  to  Stress  Infant  Feeding  (N) 704 

Syphilis,  Public  Health  Applications  of  Plasmacrit  (PCT) 

Exclusion  Test  for,  J.  J.  Andujar  and  E.  E.  Mazurek  (O)  571 
Systemic  Rheumatoid  Arthritis,  H.  B.  Eisenstadt  and  S.  M. 

Wallace  (CR) 576 


T 


Tanning  Substance  Causes  Dermatitis  (N) 308 

Taub  Award  in  Psoriasis,  Baylor  Medical  School 

Announces  (N) 974 

Tax  Decision  Affecting  Group  Clinics,  IRS  Loses  (N) 707 

Tax,  Income:  Not  of  Primary  Medical  Concern?  B.  A. 

Knickerbocker  (E) 858 

Team  Work  Proves  Successful  in  Obtaining  New  El  Paso 

Hospital  (N) 771 

Technical  Errors  in  Electrocardiography,  M.  R.  Hejtmancik, 

J.  C.  Wright,  and  G.  R.  Herrmann  (O) 164 

Tenery,  R.  M.,  Medical  Etiquette  (E) 1 

Tetracycline,  Treatment  of  Acne  Vulgaris  with;  4 Year  Study, 

M.  A.  Forbes  and  W.  C.  King  (O) 281 

Texans  Get  16  Mental  Health  Grants  (N) 455 

Texans  Receive  Heart  Funds  (N) 375 

Texas  Academy  of  General  Practice — 

Assembly,  "Family  Doctor  Week”  Coincide  (N) 834 

Dr.  [E.  S.]  McLarty  Becomes  President  (N) 910 

To  Meet  (N) 451 

Valley  Chapter:  Have  All-Day  Program  (N) 591 

Texas  Academy  of  Internal  Medicine  (N) 187 

Texas  Air-Medics  Association  (N) 227,449 

Texas  Association  for  Mental  Health — • 

Attendance  Record  Sec  (N) 372 

Booklets  Available  upon  Request  (N) 455 

Directories  (N) 64 

Youth  Mental  Health  Needs  to  Be  Studied  (N) 121 

Texas  Association  of  Public  Health  Physicians  (N) 450 

Texas  Blue  Cross-Blue  Shield  and  Catastrophic  Illness 

Endorsement,  E.  C.  Fox  (O) 570 

Texas  Blue  Shield  Program  Cited  (N) 192 

Texas  Board  of  Vocational  Nurse  Examiners:  499  Issued 

Nursing  Licenses  (N) 452 

Texas  Dermatological  Society  (N) 228,449 

Texas  Diabetes  Association  (N) 228,450 

Texas  Doaors  Asked  to  Report  Tuberculosis  Cases  (N) 709 

Texas  Heart  Association  (N) 228,450 

Partnership  at  Work,  G.  E.  Clark,  Jr.  (E) 76 

Texas  Hospital  Association — 

Convention  Will  Be  Held  May  11-14  (N) 314 

Relationship  of  Doctors  to  Hospital  Administrators, 

W.  P.  Earngey,  Jr.  (CEC) 251 

To  Move  to  Austin  (N) 772 

Texas  Industrial  Medical  Association  (N) 232,449 

Texas  Medical  Assistants  Association  Slate  May  8-10 

Convention  (N) 313 

Texas  Medical  Association  ( all  items  under  TMA  seaion  unless 
otherwise  designated)- — ■ 

Accreditation  Institute  for  Hospitals  Set 69 

Action  on  Way  (E) 927 

Amendments  to  Constitution  Will  Be  Considered  in  April  68 
Annual  Session,  Ninety-Second  (San  Antonio)  — 

Announcements  and  Program  (N) 198 

Free  Choice,  Reorganization,  Dues  Reduction, 

Elections  Top  Annual  Session  Business 381 

House  of  Delegates — ■ 

Keeping  Posted  (E) 402 

Politics  Plus  (E) 147 

See  also:  Texas  Medical  Association,  Transactions 

Marked  by  "Firsts”  (N) 332 

Progress,  Past  Mingle  in  San  Antonio  (N) 189 

Rivet  Parade  to  Spark  Festivities 135 
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Texas  Medical  Assn.,  Annual  Session,  Ninety-Second  (contd.)  — 

Scientific  Exhibits  Being  Readied 69 

Scientific  Exhibits  Merit  Awards 387 

Annual  Session,  Ninety-Third  (Fort  Worth)  — 

Plans  Under  Way 599 

26  Guest  Speakers  Fill  Slate 983 

Anson  Jones  Award  Nominees,  County  Societies  to 

Nominate  920 

Anson  Jones  Winner,  Dallas  Reporter 135,541 

Building  Now  Ours  (E) 788 

Conference  January  16  to  Feature  5 Guests 982 

Conference  on  Physicians  and  Schools  to  Be  Held  in  Dallas 

Next  April  920 

County  Officials  Conference,  Record  Attendance  Set  at.  . . . 129 
County  Officials  Set  by  TMA  for  January  16,  Conference 

of 920 

Dues — 

Change  of  Tune  (E) 332 

New,  Better  Service  (E) 926 

Executive  Board  Takes  Action  in  First  Meeting 845 

Executive  Council,  Committee  Progress  Reports  Heard  by.  133 

Full  Steam  Ahead!  (E) 333 

General  Praaitioner  Plaque,  Dr.  [J.  V.]  Hopkins 

Receives  463,542,849 

Headquarters  Undergoing  Remodeling 599 

Helping  Hand 401 

Investments  Under  New  Management 387 

Maternal  Mortality,  Committee  on:  Safety  in  Numbers? 

S.  A.  Fish  (E) 726 

Medical  Student's  Day  at  Southwestern  Medical 

School  (N) 769 

Membership — 

Physician  Number  8,000  [Dr.  A.  Gol] 849 

Project  Seen  (E) 561 

7,998,  7,999,  8,000!  (E) 790 

Membersbii  List  (N) 607 

"Poc'-et  in  Shirt"  (E) 561 

Officers,  Councils,  and  Committees  (N) 233.549,919 

Orientation  844,  983 

Physicians  and  Pharmacists  Code  to  be  Drafted  by 

Spring  (N) 772 

Public  Relations  Conference — 

Better  PR  for  Texas  to  Be  Stressed  at  September 

Meeting  715 

PR  to  Be  Emphasized  at 780 

Set  for  September  26  in  Austin 550 

Speakers  Announced  for 598 

Varied  Program  Attracts  Hundreds  to  Orientation, 

Public  Relations  Session 841 

Reorganization  Committee;  With  April  Comes  House 

Cleaning  (E) 3 

Speaker’s  Bureau:  Good  Service  for  Wise  Society  (E)  . . . 77 

Transactions,  Ninety-Second  Annual  Session,  San  Antonio — 
Address  of — 

Askey,  E.  V 540 

President  473 

President-Elect  542 

Amendments  to  Constitution  and  By-Laws — 

Contract  by  Texas  Medical  Association 534 

Exemption  of  Specified  Transfers  from 

Provisional  Membership 531 

Anson  Jones  Award 541 

Deceased  Members,  1958-1959 539 

Deceased  Nonmembers,  1958-1959 539 

Eleaion  of  Officers 544 

General  Meeting  Luncheons 541 

General  Meetings 541 

General  Practitioner  of  Year — 

Election  of 463 

Presentation  of 542 

Honotaty,  Inactive,  and  Emerims  Members 470 

House  of  Delegates 461,540,541 

Membership  of 461 

Memorial  Services 537 

Place  and  Date  of  Annual  Sessions 548 

President's  Party 548 

Reference  Committees 463 

Reports — 

Advisers  to  Texas  Chapters  of  Student  American 

Medical  Association 521 

Appointees  to  Texas  Board  of  Examiners  for 

Ophthalmic  Technicians 523 

Auditor  to  Texas  Medical  Association 478 
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Auditor  to  Texas  Memorial  Medical  Library 


Association  480 

Board  of  Councilors 483,485 

As  Reference  Committee 473.496.531 

Board  of  Trustees 476,481,531 

As  Reference  Committee 516 

Committee  on — 

Blood  Banks 503 

Braceto  Insurance  and  Medical  Care 511 

Cancer  498 

General  Arrangements  for  Annual  Session.  . 511 

Industrial  Health 505 

Liaison  with  State  Bar  of  Texas 509 

Maternal  Mortality 511 

Medical  History 499 

Memorial  Services 512 

Mental  Health 501,502 

Military  and  Veterans  Affairs 512 

National  Emergency  Medical  Service 506 

Nuclear  and  Atomic  Medicine 515 

Patient  Care 506 

Problems  of  Aging 516 

Public  Health 503 

Public  Relations 499 

Reorganization  523 

Rural  Health  and  Doaor  Distribution.  . . . 508 

School-Physician  Relationships 508 

Scientific  Exhibits 507 

Spas  517 

Tuberculosis  501 

Voluntary  Health  Insurance  and  Health 

Care  Cost 518,519 

Committee  to — 

Encourage  and  Assist  Hospitals  in  Securing 

Accreditation  520 

Study  Asian  Influenza 520 

Smdy  Hospital-Staff  Relationships 520 

Council  on— 

Constimtion  and  By-Laws 493,495 

Medical  Defense 487 

Medical  Economics 492,  493 

Medical  Education  and  Hospitals 493 

Medical  Jurisprudence 488,489 

Scientific  Work 492 

Delegates  to  American  Medical  Association  ...  486 

Executive  Secretary 465,470 

Fraternal  Delegates 523 

Reference  Committee  on — 

Constimtion  and  By-Laws.  . .486,  498,  508,  528 

Finance  472.475,482,488,493 

Medical  Sefvice  and  Public  Relations.  .475,487, 
493,  501,  508,  509.  511.  515, 
517.  519,  533,  534,‘536.  537 
Reports  of  Officers  and  Committees  . .475,486, 
493.  497.  499.  503.  506.  507. 

511.  512,  520,  522,  523 
Resolutions  and  Memorials  .491,532,533,535 

Scientific  Work 492,  499.  501,  505,  508, 

515,  517,  521,  531 

State  Committee  on  American  Medical  Education 

Foundation  521 

Treasurer  475 

Woman’s  Auxiliary 464 

Resolutions — 

Contract  by  Texas  Medical  Association 534 

Disapproval  of  Physician  Participating  in  Systems 

Which  Restrict  Free  Choice  536 

Establishment  of  Committee  on  Nutrition 535 

Freedom  of  Choice  of  Physician  by  His  Patient  536 

Opposition  to  Fee  Schedules  537 

Opposition  to  Inclusion  of  Physicians  in  Social 

Security  532 

Opposition  to  Larson  Report 534 

Opposition  to  Legislation  Similar  to  1958 

Forand  Bill 532 

Opposition  to  Panel  Medicine 533 

Reimbursement  of  AMA  Alternates 530 

Report  of  Commission  on  Medical  Care  Plans.  . 536 

Sale  of  Sominex 531 

Support  of  Keogh-Simpson  Plan 531 

Tribute  to  Dr.  Cleveland 491 

Transportation  Safety,  Committee  on  (CEC) 928 

Will  Award  $500  to  AAPS  Contest  Winners  (N) 836 


XX 


TEXAS  State  Journal  of  Medicine,  DECEMBER,  1959 


1 N DEX  — conti  nued 


Page 


Page 


Texas  Medical  Center  Expands  Facilities  and  Program  (N)  . . . . 708 

Texas  Neuropsychiatric  Association  (N) 229,449 

Texas  Ophthalmological  Association  (N) 230,450 

Contact  Lens  Technicians  Certified  (N) 63 

Texas  Otolaryngological  Association  (N) 202,449 

Texas  Pharmaceutical  Association:  Physicians  and  Pharmacists 

Code  to  Be  Drafted  by  Spring  (N) 772 

Texas  Physical  Medicine  and  Rehabilitation  Society  (N)  . .231,450 
Texas  Public  Health  Association:  Andujar  Honored  by  Award 

at  Convention  (N) 313 

Texas  Radiological  Society  (N) 187,976 


Texas  Rehabilitation  Center — 

Continues  to  Serve  Texans  (N) 772 

Dr.  Kirkpatrick  Acting  Director  at(N) 838 

Outlook  Not  Yet  Definable  (N) 62 

Texas  Society  of  Anesthesiologists  (N) 231,450 

Texas  Society  of  Athletic  Team  Physicians  (N) 231,450 

Texas  Society  of  Gastroenterologists  and  Proctologists  (N).  231, 450 

Texas  Society  of  Medical  Technologists:  Set  Scientific,  Social 

Programs  (N) 186 

Texas  Society  of  Pathologists,  Inc.  (N) 232,450 

Texas  Society  of  Plastic  Surgeons  (N) 232,449 

Texas  Society  of  X-Ray  Technicians:  Meet  (N) 315 

Texas  Society  on  Aging  Sponsors  Conference  in  Dallas  ( N ) . . 911 

Texas  State  Board  for  Hospitals  and  Special  Schools  Board 

Members  Named  (N) 594 

Texas  State  Board  of  Examiners  in  Basic  Sciences — 

Fees  Revised  (N) 593 

Sets  October  12-13  for  Examination  (N) 774 

Texas  State  Board  of  Medical  Examiners — 

Rodarte  Heads  (N) 593 

Sets  Deadlines,  Announces  Licensees  (N) 121 

Texas  State  Board  of  Pharmacy:  Moves  to  Austin  (N) 376 

Texas  State  Department  of  Health  Has  New  Administrator  (N)  839 
Texas  Surgical  Society,  Dr.  [R.  W.}  Crosthwait  Becomes 

President  of  (N) 911 

Texas  Traumatic  Surgical  Society  (N) 232,449 

Texas  Urological  Society  to  Meet  (N) 62,  975 

Thames,  W.  D.,  Jr.,  Ambroise  Pare  (L) 194 

Thomas,  H.  C.,  See:  C.  S.  Jordan 
Thomas,  J.  H.,  See:  L.  J.  Olson 

Thomason,  T.  H.,  Radical  Masteaomy.’  Review  of  130 

Cases  (O) 101 

Thompson,  J.  E.,  D.  J.  Austin,  and  V.  Lovett,  Peripheral 

Arterial  Embolism  (O) 277 

Thoracic  Surgery,  Board  of  (N) 64 

Thyroid  Function,  Screening  Tests  of;  Comparison  of  Tests 
Involving  Serum  Chemical  Protein  Bound  Iodine  and 
Thyroid  Uptake  of  Radioactive  Iodine,  L.  R.  Robbins  (O)  9 

Timberlawn  Foundation:  Dallas  Foundation  Formed  (N)  ....  64 

Tonsils — ^Take  Them  or  Leave  Them,  H.  B.  Field  (O) 260 

Torsion  of  Spermatic  Cord;  With  Review  of  Literature  of  Past 

10  Years,  G.  P.  Shropulos  (O) 741 

Traffic  Accidents,  Texas  Physicians  and,  H.  Lamm  (CEC)  . . . 928 
Tranquilizers:  Some  Phrenotropic  Drugs,  Clinical  Applicability 

Based  on  Chemical  Groupings,  H.  Ford  (O) 882 

Transaaions,  See:  Texas  Medical  Association 
Transfusions  Carry  Risks,  P.  R.  Overton  (Medicolegal 

Notes)  (N) 117 

Transportation  to  VA  Hospitals  (N) 454 


Traumatic  Lesions  of  Urogenital  Tract,  T.  B.  Boone,  Jr.  (O)  . . 749 
Traumatic  Surgical  Society,  Texas,  See:  Texas  Traumatic  Surgical 
Society 

Treatment  of  Acne  Vulgaris  with  Tetracycline;  4 Year  Study, 

M.  A.  Forbes,  Jr.  and  W.  C.  King  (O) 281 

Treatment  of  Endoscopic  Accidents,  J.  T.  Howard  (CR) 437 

Treatment  of  Hypertension,  A.  Grollman  (E) 145 

Treatment  of  Pulmonary  Metastases  with  X-Ray  Therapy,  C.  L. 

Martin  (O) 866 

Trilafon,  Reaaion  to,  R.  M.  Bain  (CR) 831 

Trites,  D.  K.,  See:  B.  E.  Flaherty 

Truitt  Lecturer  Named  (N) 836 

Truslow,  J.  B.,  Medical  Education — Texas  and  Taxes  (CEC)  . . 78 

Trypgyn  in  Gynecology,  Observations  on  Use  of,  J.  P.  Salerno, 

A.  W.  White,  Jr.,  J.  E.  Cunningham,  M.  E.  Fuller,  A. 

De  La  Iglesia,  and  T.  J.  Scanio  (O) 418 

Tuberculosis — 

Americans  Becoming  Complacent  in  Fighting 

Tuberculosis  (N) 913 

And  Public  Health  (N) 979 

Hazard  of  Undiagnosed,  In  General  Hospitals;  Five 

Hospital  Survey,  J.  E.  Johnson  and  J.  E.  Johnson, 

Jr.  (O) 427 


Importance  of  Early  Detection  of  Pulmonary,  C.  J. 

Quintanilla  (E) 656 

Correaion  (N) ■ . • ■ 763 

Texas  Doctors  Asked  to  Report  Cases  (N) 709 

Tumor  Conference  Set  for  San  Angelo  May  16,  West 

Texas  (N) 313 

Tumors — 

Benign  Gastric  Neoplasms,  A.  R.  Watson,  T.  R.  Sunbury, 

and  T.  Speed  (O) 890 

Benign,  in  First  Portion  of  Duodenum;  Case  Presentations 
and  Differential  Diagnosis,  M.  J.  Healy  and  R.  B. 

Connor  (O) 300 

Management  of  Adenomatosis  or  Polyposis  of  Colon  and 
Rectum;  Report  of  5 Cases,  H.  T.  Hayes,  H.  B. 

Burr,  and  W.  T.  Melton  (CR) 894 

Myxoma  of  Heart;  Case  Report  and  Review,  J.  E. 

Kreisle  (CR) 897 

See  also:  Cancer 
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Ultrasonics  Meeting  Planned  (N) 705 

Unconscious  Patient,  W.  W.  Moorman  (O) 423. 

USSR  Doaors  Have  Few  Worries,  Russian  Reveals  at  World 

Conference  (N) 773 

United  Fund  and  Community  Chest  Months  (N) 877 

United  States-Mexico  Border  Public  Health  Association — 

Border  Public  Health  Session  Ahead  (N) 187 

Holle  [H.  A.]  Resigns  as  President  (N) 915 

Meeting  Set  March  30  (N) 122 

United  States  Public  Health  Service — 

Exams  Set  for  Commission  to  Public  Health  Corps  (N)  . . 63 

Offers  Training  (N) 317 

Sets  Exam  Series  (N) 193 

University  of  Texas  Medical  Branch  (N)  ..  60,  120,  185,  316,  374, 

452,  908 

Develops  Cardiovascular  Research  (N) 592 

Symposium  from.  Staphylococcal  Infections,  A.  E. 

Hansen  (O) 335 

University  of  Texas  Postgraduate  School  of  Medicine — 

Offers  Medical  Cruise  in  Caribbean  (N) 835 

Seminar  on  Glaucoma  Set  January  23  in  San  Antonio  (N)  976 

To  Sponsor  Five  Courses  (N) 973 

Truitt  Lecturer  Named  (N) 836 

Unusual  Aspect  of  Lead  Poisoning,  W.  J.  Green  (CR) 829 

Ureteral  Colic,  A.  J.  Leader  (O) 98 

Urogenital  Tract,  Traumatic  Lesions  of,  T.  B.  Boone,  Jr.  (O)  749 

Urological  Society,  Texas,  to  Meet  (N) 62,975 

Urology  Awards  Offered  (N) 453 

Use  of  Basal  Temperature  Graphs  in  Habitual  Aborters; 
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j;  of  events  in  seizures  are  explicitly  set  forth 
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Care  of  the  Surgical  Patient 

In  this  very  practical  book,  a world  famous 
authority  describes  the  medical  and  sup- 
portive metabolic  measures  he  uses  to  assist 
natural  convalescence  after  surgery.  Sound 
advice  is  given  on  most  of  the  metabolic  situ- 
ations seen  in  general  surgical  service  plus 
some  of  those  met  in  urology,  orthopedics 
and  neurosurgery.  Actual  case  histories  from 
Dr.  Moore’s  vast  experience  give  you  a clear 
picture  of  the  bedside  management  of  such 
problems  as:  anemia,  starvation,  dehydration, 
shock,  adrenal  failure,  etc.  The  book  is  di- 
vided into  the  following  sections:  (1)  The 
normal  patient.  Convalescence  and  the  metab- 
olism of  recovery — (2)  The  blood  volume — 

(3)  Body  fluid  and  electrolyte — (4)  Loss  of 
body  substance — (5)  Visceral  disease  in  sur- 
gical patients — (6)  Fractures,  wounds  and 
burns. 

By  Francis  D.  Moore,  M.  D.,  Moseley  Professor  of  Surgery,  Harvard  University 
Medical  School;  Surgcon-in-Chief,  Peter  Bent  Brigham  Hospital,  Illustrated  by 
Mildred  Codding,  A.  B.,  M.  A.,  Surgical  Artist,  Department  of  Surgery,  Harvard 
Medical  School.  1011  pages,  8'^  x 10%'',  with  141  illustrations.  S20.00.  New! 
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